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MINUTES OF THE SOUTH DEVON HEALTHCARE  
FOUNDATION TRUST BOARD MEETING 

HELD IN THE ANNA DART LECTURE THEATRE, TORBAY HOSPITAL 
ON WEDNESDAY 1ST APRIL 2015 

 
PUBLIC 

 
Present:  Sir Richard Ibbotson Chairman 

Mr D Allen  Non-Executive Director 
   Mr J Brockwell  Non-Executive Director 

Mr J Furse  Non-Executive Director 
Mrs J Lyttle  Non-Executive Director 
Mrs S Taylor  Non-Executive Director 
Mrs M McAlinden Chief Executive 
Mr P Cooper  ICO Programme Director 
Mrs L Darke  Director of Estates and Commercial Development 
Ms L Davenport Interim Chief Operating Officer 
Mrs E Hobson  Torbay and Southern Devon Health and Care  
    Trust Representative 
Mr G Hotine  HIS Director 
Dr J Lowes  Medical Director 
 

In Attendance:  Ms C Bessent  Deputy Director of Nursing 
Mrs S Fox  Board Secretary 

   Ms J Gratton  Interim Director of Communications 
Mr R Scott  Corporate Secretary 

 
Mrs C French  Lead Governor  Mr R Allison  Governor 
Mr D Brothwood Governor   Mrs C Carpenter Governor 
Mrs A Harvey  Governor   Mr R Hillier  Governor 
Mrs L Hookings Governor   Mrs W Marshfield Governor 
Mrs A Hall  Public Observer 
 
Before commencing the meeting the Chairman welcomed everyone to the meeting, in 
particular Mrs Mairead McAlinden, on her first day as the Trust’s new Chief Executive.  He also 
wished to place on record his personal, and the Board’s, thanks to Dr John Lowes for taking on 
the role of Interim Chief Executive so successfully over the past year, through a very difficult 
period.  He added that Dr Lowes had been a staunch advocate of the ICO and the Trust had 
benefited greatly from his engagement. Finally, the Chairman also thanked Dr David Sinclair 
for taking on the role of Interim Medical Director over the last year.  He said that Dr Sinclair 
had been a huge asset to the Trust during a difficult operational period.  Dr Sinclair had taken 
on the role without relinquishing any of his clinical duties. 
 

  ACTION 

55/04/15 Apologies 
 
Apologies were received from the Director of Professional Practice, Nursing and 
People’s Experience and the Interim Director of Human Resources. 
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56/04/15 Minutes of the Board meeting held on the 4th March 2015 and Outstanding 
Actions 
 
The minutes of the meeting held on the 5th March 2015 were approved as an 
accurate record of the meeting.  The following actions were noted: 
 
 Go live date for the Emergency Department IT system – the HIS Director 
 said this would be July. 
 
 Bristol CCG suite of KPIs for dementia to be obtained – the Deputy 
 Director of Nursing would speak to the Interim Director of Human Resources 
 on this issue. 
 
 Executive Directors to discuss necessary criteria for clinicians working 
 at Mount Stuart on patients outsourced from the Trust- this work was 
 ongoing. 
 

 
 
 
 
 
 
 
 
 
DDN 

57/04/15 Declarations of Interest 
 
The Corporate Secretary informed the Board that new requirements meant that 
related-party disclosures now needed to be made.  In this respect, the Chairman 
reported that his daughter worked at Derriford hospital.  The Board were asked to 
inform the Corporate Secretary of any other third party disclosures. 
 
Mrs Lyttle informed the Board that she had been appointed by the Academic Health 
Science network to a project to develop Rheumatology services across the peninsula 
over the next six months. 
 

 
 
 
 
All 

 Quality, Patient Safety and Experience 
 

 

58/04/15 Report of the Director of Professional Practice, Nursing and People’s Experience 
 
The Deputy Director of Nursing highlighted the following: 
 
 Health and Social Care Act (2008) Regulated Activities (2014) – the Act 
 detailed further guidance for providers on meeting the regulations published 
 by the CQC in February 2015.  It included duty of care and the need to 
 publish the Trust’s ratings in a public place. The Trust was planning for a 
 CQC visit later in the year and was undertaking local inspection quality 
 audits.  
 
 Morecombe Bay – this investigation took place following concerns raised 
 into serious incidents that had occurred in the maternity department at 
 Furness General Hospital in Morecombe Bay.  The report made five main 
 recommendations and the Trust would benchmark itself against these 
 recommendations, however there was nothing significant identified that would 
 result in change to practices at the Trust. 
 
 The Workstream 2 minutes of the meeting held on the 20th February 
 2015 were noted. 
 
 Savile Enquiry – the Trust was required to respond to Monitor against the 
 three investigations undertaken as a result of the Savile Enquiry.  The Trust 
 already complied with the majority of the recommendations, but did need to 
 put in place a policy for visiting celebrities or dignitaries. 
 
 Draft Quality Accounts - the Board noted the draft document circulated with 
 the agenda and were asked to approve the draft so that it could be shared 
 with the Trust’s stakeholders for comment.  The Board duly approved the 
 draft for circulation to stakeholders. 
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The Chairman queried the Trust’s plan in respect of pressure ulcers moving towards 
the ICO, as there were currently acute and community teams in place.  The Deputy 
Director of Nursing said that there was merit in having both one combined and two 
teams in place and scoping work would be taking place to look at how best they 
should operate in the future. 
 
Mr Brockwell queried some of the clinical coding figures in the Quality Accounts. He 
said that it stated that 12% of non-trauma procedures and 22% of Urology 
procedures were incorrect.  The Medical Director said that a deep dive would be 
taking place to understand the background to these figures.  
 
Mr Brockwell suggested that it would be helpful to link the work of the Audit 
Committee and Internal Audit in respect of the involvement of carers into the Quality 
Account and this was agreed. 
 
The Chief Executive queried the work on clinical handovers and whether it would 
include handovers from or into the community as well as within the acute setting. The 
Deputy Director of Nursing said that it would and that the desire was to set up a 
protocol that would apply to all care, however how this would work in practice had 
not yet been defined. Mrs Hobson added that the Care Trust’s Quality and Safety 
Group had also agreed this was a key issue and would be working on a draft 
document. 
 

 
 
 
 
 
 
 
 
 
 
 
 
DDN 

59/04/14 Report of the Medical Director 
 
The Medical Director informed the Board that the Safety Scorecard, which would 
normally be presented in the public Board meeting, was being taken in private due to 
the need to brief the Board on an early indication of a never event.  It would be 
presented in public next month. 
 

 

 Strategy and Vision 
 

 

60/04/15 Report of the Chairman 
 
The Chairman reported that work continued towards the ICO and that the date of 1st 
August was being driven by all parties including the Trust Development Agency. He 
added that if the transaction was delayed it would put the Care Trust under a lot of 
financial pressure.  It was noted that work was taking place around the need for a 
Torbay Council Representative to be on the Board of Directors in the new 
organisation. 
 
The Chairman and Medical Director (as Interim Chief Executive) met with the Trust’s 
four local MPs in Westminster recently and all the MPs were now engaged in terms 
of the ICO and very supportive.  The Chairman raised with them the issues of the 
need for Trusts to only have one regulator and also they were invited to lobby for 
NHS organisations to be mandated with a maximum they could spend on agency 
and locum staff. 
 

 

61/04/15 Report of the Chief Executive 
 
The Medical Director briefed the Board under this item.  He said that he wished to 
thank the Executive team for their support over the last year and in particular to Dr 
David Sinclair, who took on the role of Interim Medical Director without any reduction 
in his job plan. 
 
He then informed the Board that Torbay Council had been successful in a bid for a 
£1.25m grant to develop a model for Children’s Social Services – this bid had been 
successful on the back of the Pioneer programme. 
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The Board noted the Joined Up briefing attached to the agenda papers and that the 
Pioneer bid for Vanguard funding had not been successful.  The ICO bid, as part of 
the Smaller Viable Hospitals Programme, was still being considered. 
 
The Medical Director had recently met with the Commander for South Devon Police 
and they discussed, in particular, the new enforcement of Section 136 of the Mental 
Health Act with Police Stations no longer considered a place of safety and how this 
could affect the healthcare system.  It had been agreed that the Police should have a 
representative on the Joined Up Board. 
 
The Chief Operating Officer reported that a Section 136 facility for children had 
recently opened in Plymouth and would take children across Devon, Torbay and 
Plymouth.   At present there was no similar facility for adults and work was taking 
place to manage this issue. 
 

 Workforce and Organisational Development 
 

 

62/04/15 Report of the Interim Director of Human Resources 
 
Nil. 
 

 

 Engagement and Partnerships 
 

 

63/04/15 Council of Governor Issues 
 
The Chairman thanked the Governors for their engagement in the recent Self-
Assessment process.  He added that he had now met with all apart from one of the 
recently-elected new Governors. 
 
The Corporate Secretary reminded the Governors that the annual committee refresh 
would shortly be taking place, notwithstanding the changes to committees that would 
take place with the ICO. 
 

 

 Performance 
 

 

64/04/15 Monthly Finance and Performance Report 
 
It was noted that the Trust was still struggling to meet the time spent on a stroke 
ward target. Some this was due to the Trust’s slow issues, but also flow out of the 
hospital to the rehabilitation stroke ward in Newton Abbot.   
 
The Trust’s Hospital Standardised Mortality Rate (HSMR) indicator was discussed 
and whether patient outcomes were worse when they were not on a stroke ward for 
the required period of time.  The Medical Director said that the HSMR figures had 
recently been rebased and the Trust needed to understand this.  He added that the 
Trust was still below 100, but that here had been a rise in October and the Trust was 
working with Dr Foster to understand the reasons behind the rise.  He added that a 
rebasing of the data occurred yearly and that historical data was also rebased.  The 
data took account of population mix.   
 
It was noted that as this Trust and the Care Trust moved towards ICO both Trusts' 
plans need to protect flow in and out of the hospital otherwise it would place risk on 
the whole system.  The Medical Director said that Monitor had asked him what he 
considered to be the greatest risk to the ICO and he said he felt it was the collapse of 
the social care market.   
 
Mr Allen asked whether information was now available on outcomes of patients when 
they did meet the stroke target and spent the desired amount of time on the stroke 
ward compared to those that did not. The Medical Director said that although 
performance was not as good as it should be, the Trust’s Sentinel Stroke National 
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Audit Programme (SSNAP) had moved to a ‘C’ from a rating of ‘E’ and that this was 
a very complex matrix with percentage of time spent on a stroke wards just one of 
the indicators measured.  He said that death from a stroke was an important 
measure, but that severity of disability following a stroke was much more difficult to 
measure. Also this Trust’s stroke pathway was split in two – the acute setting and 
community setting rather than s complete stay on one ward, so comparisons were 
difficult to make with other Trusts. 
 
The Trust had struggled to meet the A&E 4 hour wait target and this continued to 
reflect the demand pressures facing the Trust. A deep dive had been undertaken to 
understand the issues around performance and some further actions agreed to add 
to the current plan. These included altering the pathway for GP expected admissions 
and fast-tracking medical admissions post-assessment in the Emergency 
Department.  
 
The Chairman said that Finance Committee had discussed the need to better 
understand the complexity and acuity of patients attending at the Emergency 
Department because overall numbers had not increased.  He said that once this was 
understood it needed to be put in the public domain so that others understood how 
patient complexity and acuity were affecting the Trust’s performance. The Chief 
Operating Officer said that this was routinely discussed at the Urgent Care Board, 
along with the factors that were affecting flow into, through and out of the hospital. 
She added that she would like to see the same rigour applied to plans in the 
community around addressing and dealing with demand as applied to this Trust’s 
plans. 
 
The Trust had failed to meet the target for the 62 day screening to treatment cancer 
pathway.  Plans were in place to ensure compliance in Quarter 1. 
 
RTT performance was on target in terms of the decision to book patients 
chronologically and the Trust continued to work with its commissioners in terms of 
agreeing capacity to manage the backlog and deal with increased demand in a 
number of clinical specialties.  Delays in meeting the admitted target had impacted 
on the non-admitted target and this target had not been met for the first time in 
February. Mr Allen asked, as the non-admitted target had only been missed by 1%, 
whether anything could have been done to get it to just over the target rather than 
just under. The Chief Operating Officer said that the work to validate all cases and 
liaise with clinical specialties took place, however it was a complex issue to manage 
and the Trust did not have sufficient capacity to manage demand.  The issue of 
capacity was part of the Trust’s planning processes for the new financial year. 
 
There had been significant improvements made in terms of performance against the 
diagnostic target. 
 
Operations cancelled on the day was at 1.5% of total planned activity which was 
above the Trust’s target of 0.8%.  All but two of the cancelled patients had been 
brought back in for their operations within 28 days. Performance was in particularly 
reflective of the pressures on intensive care beds. 
 
Mr Brockwell asked if the Trust had plans in place to manage the Easter holiday 
weekend and the Chief Operating Officer said that work had taken place with the 
community and wider system to develop and put in place robust plans for the 
weekend holidays. The plans had been stressed tested by the CCG and pinch points 
in the system identified. 
 
In terms of financial performance the following was highlighted: 
 
 The Trust had a deficit of £3.36m at the end of month 11 which was ahead of 
 plan. This resulted in a Continuity of Service Risk Rating of 4.  The end of 
 year forecast deficit was now £4.4m. 
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 Factors affecting the deficit were mainly agency spend; CIP under-
 performance and escalation capacity.  Performance in non-pay areas 
 was good with a downward trend. 
 
 CIP delivery was projected to be £9.4m against a target of £12.2m, some of 
 which was recurring. 
 

65/04/15 Annual Plan 2015/16 
 
The Annual Plan had been robustly discussed at the Finance Committee in March 
and was the plan as submitted to Monitor for the first year of the ICO.  The plan 
needed to be submitted by the 7th April.  It detailed a deficit of £7m assuming the ICO 
transaction took place; £14.4m CIP and that the benefits derived from the care model 
were realised; and funding package of the transition was agreed. 
 
A number of self-certifications needed to be approved including a declaration of 
sustainability, which stated that the Trust would only be sustainable if the ICO was 
approved.  A risk around A&E performance in Quarter 1 and RTT in Quarters 1 and 2 
were also declared. 
 
Mr Burnett expressed concern that the funding package for the transaction had not 
yet been agreed and this was acknowledged.  It was noted that it was disappointing 
that the Vanguard funding discussed earlier in the meeting had been delayed.  The 
ICO Programme Director said that discussions were taking place around funding for 
the transaction and that it would be a balance between revenue support, public 
dividend capital and loan. The Chairman also expressed his concern and it was 
noted that the Trust was trying to influence decision-making at every level included 
Chief Executive level at Monitor and NHS England. 
 
It was then formally agreed that if the Board did not have a clear indication that the 
£12m transaction funding was not agreed by the end of April, Monitor be approached 
about the timing of the Board to Board in early May. 
 
Mr Allen asked if the decision-making process would be affected by Purdah and it 
was noted that the Trust Development Agency had put the timetable in place, so it 
was not anticipated that Purdah would affect the timescales. 
 
Mr Furse queried the levels of comfort around the capital expenditure figures for 
2015/16 and the debt service rating of 1.  The ICO Programme Director said that the 
five year plan provided comfort against the figures.  He added that Monitor was 
aware of this and had not raised it as a concern and had acknowledged that capital 
expenditure funds were constrained and that investment was carefully scheduled.  
The capital plans took account of the priorities identified by the Director of Estates 
and Commercial Development and the HIS Director.  The Director of Estates and 
Commercial Development added that the plans were back-ended and this was due 
to ensuring there was confidence in CIP delivery to generate the cash for the capital 
expenditure. 
 
It was noted that Governors were required to take a view on the Annual Plan, but 
that the detailed schedules were not included in the papers.  It was noted that the 
schedules were those that had been included in the ICO plans and the Governors 
had already had sight of them, but the ICO PD would provide the detail.  The 
Governors confirmed that they were happy with this process and that the Chairman 
and Chief Executive could sign off the declarations. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ch 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ICO PD 

66/04/15 Report of the Chief Operating Officer 
 
Nil. 
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67/04/15 Report of the Director of Estates and Commercial Development 
 
The following was highlighted: 
 
 The second Cardiac Catheter Laboratory was now operational. 
 
 The Board noted that there was a new provider of security for the Trust, and 
 they had commenced operations today. The existing Securitas staff had 
 transferred over to the new provider. 
 
 In terms of performance there had been an increase in the moderate harm 
 indicator with some commonality so this was being addressed.  Robust work 
 had taken place with the Medical Devices team with a new set of KPIs in 
 place to manage performance. 
 
 There had not been any improvement to slips, trips and falls performance and 
 this would be a focus for the coming year.  There was no trend identified to 
 the incidents. 
 
 There had been an increase in manual and patient handling incidents and the 
 Manual Handling Team were looking at staff training and to develop to 
 improve performance.  In addition there was a business case being 
 developed for some manual handing equipment for the mortuary due to some 
 specific concerns in the department. 
 
 Sharps performance was still a concern and a report was being prepared on 
 performance be discussed at the next Workstream 5 meeting. 
 
The Chairman queried performance in the Medical Devices and the Director of 
Estates and Commercial Development said that performance was an issue for both 
organisations and that it was being managed robustly. She added that in the future 
the performance indicators would be amended to split equipment required in the 
Trust which could affect the Trust’s performance, opposed to equipment patients 
managed themselves. 
 

 

68/04/15 Assurance 
 
The Chairman highlighted the work that Ernst and Young were currently undertaking 
for the Trust in respect of the ICO.  They had said they would be happy to support 
the Trust in setting KPIs for the ICO to cover both the acute and community elements 
of the new organisation and this was noted. 
 

 

69/04/15 CQC Fit and Proper Persons Requirement 
 
The Board noted the report and approved an annual review of the Board of Directors’ 
personal files and the introduction of a contractual responsibility for all directors to 
inform the Trust if their circumstances changed during the year, eg if they had been 
prosecuted. 
 

 

70/04/15 Governors’ Question Time 
 
Mrs French queried fire training as it had been red in January and February and 
suggested that training should be up to date, she added that a recent fire audit was 
also rated red.  The Director of Estates and Commercial Development said that the 
fire audit was one the Trust had undertaken internally and that she would like to see 
performance higher, but as only a small number of areas were audited one failure did 
skew the figures.  In respect of training she agreed that it needed to be addressed 
and added a that a new fire training process was in place where fire training could 
now be provided in the ward area rather than staff having to attend training in 
another location. 
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Mrs French then queried the Trust’s progress in respect of car parking.  The Director 
of Estates and Commercial Development said that the business case would be 
presented to the next Board of Directors meeting and that progress had not been 
without difficulty.  The car parks solution could not be delivered until a badger survey 
was completed and this could not be undertaken until the summer. It was agreed the 
reasons behind the delay needed to be made more public and the Communications 
team were working with the Estates Department to agree a communications strategy. 
 
Mr Hillier said that although Governors would soon be asked to approve the final 
document for the ICO, they had not been informed of what the Trust’s plans would 
be if the ICO did not to take place.  The Chairman said that there were no other 
plans apart from either the ICO or the status quo – the Trust’s financial plans were 
either as a combined organisation or as a stand-alone organisation. 
 
Finally, Mrs French queried the number of aids lent to patients and the cost of them 
not being returned to the Trust.  She asked whether an administration system could 
be put in place to log equipment in and out of the Trust.  The Chief Executive said 
that her previous Trust had looked at this issue and had found that because the cost 
of aids was relatively small, it would have actually cost the Trust more to set up a 
process to chase and receive them back and also to decontaminate them before 
another person could use them.  It therefore had not made financial sense to put 
such a process in place. 
 

 
 
 
 
 
 
 
 

71/04/15 Date of Next Meeting 
 
1.30 pm, Wednesday 6th May 2014. 
 

 

     
 
 

Exclusion of the Public 
 

It was resolved that representatives of the press and other members of the public be excluded 
from the remainder of the meeting having regard to the confidential nature of the business to 

be transacted, publicity on which would be prejudicial to the public interest (Section 1(2) Public 
Bodies (Admission to Meetings) Act 1960). 
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ACTION SHEET 
 

BOARD OF DIRECTORS 
 

PUBLIC 
 

1ST APRIL 2015 
 
 

 
Minute Action 

 
Officer Date 

56/04/15 Bristol CCG suite of KPIs for dementia to be obtained – 
DDN would speak to the Interim Director of HR on this issue. 
 

DDN Next meeting 

57/04/15 Declarations of Interest – Board members to inform the 
Corporate Secretary of any third party disclosures. 
 

ALL Immediate 

58/04/15 Draft Quality Accounts – Quality Accounts to link to the work 
of the Audit Committee and Interim Audit in respect of the 
involvement of carers. 
 

DDN Immediate 

65/04/15 Annual Plan 2015/16  
 
 If the transaction funding was not agreed by the end of 
 April, Monitor to be approached about the timing of the 
 Board to Board in early May. 
 
 ICO PD to provide Governors with the detail of the 
 financial schedules that informed the Annual Plan. 
 

 
 
Ch 
 
 
 
ICO PD 

 
 
Next meeting 
 
 
 
Immediate 
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Trust Board Summary Report 

Date of Board 

Meeting: 
Wednesday 6th May 2015 

Name of Report: Director of Professional Practice, Nursing and Peoples 
Experience Report 

Authors: As above 
 

Approved by: CEO 

Presented by: Deputy Director of Professional Practice, Nursing and 
Peoples Experience 

Public/Private: Public 

 
Purpose of the 
Report: 

 

To update the Board on developments that are within the responsibilities of 
the Director of Professional Practice, Nursing and Peoples Experience.  

 
Action Required:  
To understand the issues raised, to question where appropriate if the 
information is uncertain or gives insufficient assurance.  
 
Recommendations:  
The Board is receiving this update as part of the assurance process.  
 
Relationship with the Assurance Framework (Risks, Controls and 
Assurance, Annual Health Check): 
Links to corporate objectives and assurance framework.  
 
Summary of Financial & Legal Implications: 
Nil.  
Equality & Diversity, Public and Patient and Governor Involvement 
Implications 
Many of the issues raised will include or provide assurance about our equality 
and diversity work and our involvement work.  
 
Sustainable Development Implications: 

Nil. 

 

Freedom of Information Act 2000: 
This Committee/Group will observe the requirements of the Freedom of Information Act 2000 which 
allows a general right of access to recorded information held by South Devon Healthcare, including 
minutes of meetings, subject to the specified exemptions 
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1.0 Lampard Report Update: 

1.1 The Lampard Report published in February 2015 was commissioned to provide 
independent oversight of the investigations at three NHS Hospitals (Leeds General Infirmary, 
Stoke Mandeville and Boardmoor) into the associations that the late Sir Jimmy Savile OBE, 
had with those hospitals and the allegations that Savile committed sexual abuses on the 
hospitals’ premises. The report findings were listed under 6 headings: 

 Security and access arrangements, including celebrity and VIP access 
 The role and management of volunteers 
 Safeguarding 
 Raising complaints and concerns (by staff and patients) 
 Fundraising and charity governance 
 Observance of due process and good governance 

1.2 The report makes 14 recommendations, the secretary of state accepted in principle 13 
of these and 10 apply to the NHS trusts and foundation trusts. In March, Monitor wrote  to all 
foundation trusts asking them to review the recommendations, assess the relevance of the 
recommendations to the organization and take any action necessary actions to protect 
patients, staff, visitors and volunteers. Monitor have requested a response and action plan by 
June 15th. 

1.3 We have completed a self-assessment of our current position and developed an action 
plan to address the areas for improvement. We are working with the Care Trust and with the 
CCG to ensure we have a co-ordinated plan across the system. The internal  plan will be 
managed through WS2. 

1.4 In addition a service delivery plan has been developed as part of the ICO plans that 
links this work to the wider context of maximizing the capacity of Volunteers in Torbay and 
Southern Devon. 

2.0 Safe Staffing: 

2.1 Overview: 

Over the past few months significant work has been undertaken in identifying nursing, safer 
staffing and temporary staffing projects to develop a modern, sustainable workforce of the 
future that will ensure we continue to deliver safe and effective care to our patients whilst 
delivering efficiencies at the same time. Initial projects about to commence include the 
implementation and roll out of the electronic safer staffing tool and participation in the Monitor 
temporary workforce toolkit.  

2.2 Safer Staffing (Fig 1): 

The Trust continues to upload its safer staffing data each month to NHS England as required 
by the CNO for England.  This information identifies planned versus actual staffing levels which 
are monitored daily by the senior nursing staff. March safer staffing levels are shown below 
(Fig 2): 

Almost all of the ward areas are meeting the 100% target with the exception of Ainslie (74%) 
and EAU (75%) respectively. These have been due to sickness absence and have been 
covered by temporary staff and SNR and monitored by the Matron. The EAU is reporting 
variance due to the opening of Ambulatory care. Clinical areas which show lower than planned 
RN’s and higher care staff are due to last minute sickness or vacancy and where the shift has 
been risk assessed by the Ward sister and Matron  and backfilled with an HCA where 
appropriate.  
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Turner ward for example is showing 138% above planned levels of trained staff. This is 
because of the band 4 Assistant Practitioner role who are very much part of the workforce and 
work beyond HCA level. Areas with both higher RN & HCA levels are because of the high 
acuity of patients and  the need for 1:1 specialing or supportive observation. 

2.3 Electronic Safer Staffing Tool: 

The Trust will be implementing an electronic safer staffing tool in the very near future and the 
company HSCIC (Health and Social Care information Care System) is the tool of choice at 
present. This tool has been developed by the Shelford Group and endorsed by NICE and is 
centrally funded by NHS England. The tool was piloted in some of the ward areas and proved 
to be user friendly and deliver the information required as an initial tool. The first meeting has 
been arranged with the company and will be taking place over the next couple of weeks.  

The tool will enable the acuity of each patient to be recorded electronically using an IPAD APP 
which will provide live data regarding safe staffing requirements and enable the ability to 
formally red flag where there are hot spot areas with acuity of patients and staffing concerns. 
This information will enable matron of the week, and senior staff to monitor; risk assesses and 
deploy staff according to acuity of ward areas. An implementation and roll out plan will be 
developed and shared in the coming weeks. 

2.4 Ward Manger ‘time to lead’: 

A Business case has been submitted for a one year pilot to provide ward mangers with funded 
management time. A performance safety and quality dashboard will be developed to measure 
outcomes based on the pilot. If successful, a small working group will be established to take 
forward the pilot. 

2.5 Recruitment & Retention: 

The Trust continues to have difficulty recruiting to registered nurse posts. This is a national 
issue with most organisations going overseas to recruit. A proposal is being submitted to the 
Board to repeat the successful overseas recruitment activity in 2014/15. Initial conversations 
have taken place with Kings College Hospitals in London  as they have embarked on 
recruiting overseas themselves as opposed to using agencies. This has been undertaken over 
the last few years and they have since  developed a commercial arm to the Trust for this 
purpose. Kings can assist the Trust with undertaking recruitment in the Philippines and Europe 
following the same process at a slightly lower cost than with a recruitment agency. A briefing 
paper will highlight further options. 

In the meantime, we continue to review and look at new ways of working and recruiting. The 
organization will be attending the RCN national congress in June and will be marketing and 
looking at innovative ways of recruiting for this event.  

2.6 New roles are being developed using apprenticeships in the healthcare setting which 
will be piloted in each division very shortly. Further  discussions are underway as to how 
apprentices could be used in a pilot to look at the 1:1 specialing of patients. 

The Deputy Director of Nursing is leading work to ensure robust control bank and agency 
booking. This will include a review of the staffing model for 1:1 specialing, the ward 
environment, the skills required and how this demand could be met differently. This will be 
directed jointly by the Director of Nursing and the Chief Operating Officer with reports through 
WS1. 

We are participating in a national pilot for a Toolkit to reduce spend on temporary staffing.  
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Fig 1: Safe Staffing: 

 

 

 

 

 

 

 

 

 

 

 

 

Mar-15 

  Day Shift Night Shift 

Ward 
name 

Registered midwives/nurses Care Staff Registered midwives/nurses Care Staff 

Plann
ed 
Hours 

Actual 
Hours 

Average 
Fill (%) 

Planned 
Hours 

Actual 
Hours 

Average 
Fill (%) 

Planned 
Hours 

Actual 
Hours 

Average 
Fill (%) 

Planned 
Hours 

Actual 
Hours 

Avera
ge Fill 
(%) 

Ainslie 1609 1307 81.2 1604 1666 103.9 930 690 74.2 1070 1372 128.2 

Allerton 2304 1863 80.9 1070 1626 152.0 1070 1072 100.2 1070 1283 119.9 
Cheetha

m Hill 
1546 1281 82.9 1604 1938 120.8 713 732 102.7 1070 1357 126.8 

Coronary 
care 

1546 1405 90.9 0 0 0.0 1070 909 0.0 0 0 0.0 

Cromie 1591 1747 109.8 1070 1276 119.3 1070 1047 97.9 713 950 133.2 

Dunlop 1235 1127 91.3 1121 1069 95.4 713 712 99.9 1070 1128 105.4 

EAU3 1783 1753 98.3 1070 1379 128.9 1426 1151 80.7 713 993 139.3 

EAU4 1783 2054 115.2 1070 1500 140.2 1426 1070 75.0 713 1116 156.5 
Ella 

Rowcroft 
1220 1093 89.6 1248 1182 94.7 713 700 98.2 713 840 117.8 

Forrest 1591 1620 101.8 1070 1392 130.1 1070 1013 94.7 713 1069 149.9 
George 
Earle 

1783 1565 87.8 1248 1565 125.4 713 702 98.5 1070 1318 123.2 

ICU 2139 2335 109.2 0 0 0.0 2139 2323 0.0 0 0 0.0 
Louisa 
Cary 

1426 1772 124.3 713 590 82.7 1070 1104 103.2 713 794 111.4 

Maternity 3209 3174 98.9 1070 972 90.8 3209 3059 95.3 725 679 93.7 
McCallu

m 
960 970 101.0 661 790 119.5 713 713 100.0 357 460 128.9 

Midgley 1426 1752 122.9 1248 1392 111.5 1070 1024 95.7 713 978 137.2 

SCBU 1070 1035 96.7 357 44 12.3 713 806 113.0 357 184 51.5 

Turner 1426 1968 138.0 1070 869 81.2 713 713 100.0 713 771 108.1 

Simpson 1486 1486 100.0 1604 1855 115.6 713 681 95.5 1070 1127 105.3 
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WORKSTREAM 2  
 MEETING NOTES 

 

 
 

 
  

KEY POINTS/DECISIONS 
 

 
ACTION 

1 
& 
2 

 
Members Apologies & Attendance 

* Carol Pearson Experience & Engagement Lead  CP 
* Cathy Bessent   Deputy Director of Nursing - Chair    CB 
 Cathy Gardner  Head of Operations   CG 
A Emma McCluskey Equality & Diversity Manager  EM 
 Gary Hotine   HIS Director and IT Operations  GH 
* Jane Viner Director of Professional Practice, Nursing & People’s 

Experience  
JV 

A Katy Heard Carers Lead for T&SDCT  KH 
* Kerri Jones Associate Medical Director  KJ 
 Lesley Darke   Director of Estates & Commercial Development LD 
 Louise Waterton Communication Team  LP 
* Paul Procter Head of Performance  PP 
* Sally Taylor   Non- Executive Director  ST 
A Sam Holden CCG  SH 
 Susan Martin     Quality Lead  SM 

In Attendance 
* Sue Evans Surgical For Tracy Collins SE 
* Amy OBrien CCG For Sam Holden  
* Pat Harris Healthwatch Torbay  LA 
* Ann Harvey Governor Observer  WB 

        *  Denotes members present 
     A  Denotes members apologies 

        R  Denotes apologies given & representative in attendance 
 

This work stream is responsible for the following Care Quality Commission Outcomes: 

 

Outcome 1:   Respecting and Involving people who use the service 

Outcome 4:   Care and Welfare of service users  

Outcome 17: Complaints 
 

3 Notes of February Meeting:  

Feb WS2 Notes of 
meeting.docx

 

 

Date:   20 March  2015 
Time:   09.30-11.30 

Prepared By:        Maureen Quartermaine 
Contact Number:  54842 

THEME: Surgical 
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Taken as agreed 
4 
 

Matters arising: 

See action list 
 
 

5 Surgical Division presentation to include patient story  

Patient story.docx

 

 ED pathway update, communication and Devon Doctors – what do they take 
away? – Back to May Meeting 

 Resource plan for “Talkback” to go April Meeting. 

 Early surgical admissions not going to surgery until late – Action Plan 

 Actions from Complaints now going onto Safeguard which is currently 
undergoing testing regarding sending reminders for outstanding actions. Bring 
update to June meeting 

 PP currently consulting with  Matrons regarding what they would like included 
in the Divisional dashboard currently planned for April and will bring draft copy 
to May meeting. 

 How do we advise patients regarding cancelled/delayed elective 
appointments/surgery? 

Divisional reporting 
template to WS2.docx

 

  
 
 
 
 
 
Action: JV/CB-
May 
Action: CP 
Action: surgical 
Division 
 
 
Action: CP - June 
 
Action: PP - May 
 
 
Action: Surgical 
Division  
 
 
 
 

6 Healthwatch update  

 To share draft signpost directory with CP/SH/AG 

 Positive R&R with Devon R&R going live next month. 

 Would like to receive more compliments and items of interest regarding the 
hospital to be included in their literature, to help promote a more positive 
image for all concerned. 

 

 
Action: PH 
 
Action: JB/CB/JV 

7 Real Time inpatient experience survey results CP 

Summary Ward 
V12.pdf

 
 

 
 
 
 

8 Friends and Family Test 

2015-02 Satisfaction 
Scores.pdf

     

2015-02 Scores.pdf

 
To include all outpatients, community and transport from April 2015 
Pilot areas including Level 2 reception have highlighted changes which are needed 
to ensure better service provision. 
Increase in A&E since the introduction of volunteers in the department. 
No progress regarding over 16’s, Action plan to be brought to next meeting. 
 

 
 
 
 
 
Action: CP 
 
 
 
 
Action :JV 

9 Patient Services Monthly report  

Patient Services 
report Feb 2015.docx
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Review of content of this report to be decided at the April meeting Action: All 

10 Learning from Keogh, Berwick, Francis action plan - 

Copy of Learning 
from Francis Keogh Francis keogh Berwick action plan master April 2014.xlsx 
 Berwick – If the culture is not right the incidents will not be sorted. 

 Create service, improvement and coaching tool from the above to include 
items which are relevant to our hospital on a local level. 

 Currently includes safety but year 2 should include Patient Experience  

 Will report each quarter whether red, amber or green and link to a work plan. 
Are actions on track with both Organisations working together. 

 

11 Experience and Engagement strategy 

V5 Experience and 
Engagement Strategy Plan  060315.docx

 
To be signed off at the next meeting 

 
 
 
 
Action: All April 

12 
 

Risk Register  

WS2_Risk_Register_
February_2015.xlsx

 
 

 
 
 
 
Action: CP 

 
13 

Items for information only: 
Vascular engagement work- 
Joint project including CCG, RDE and John Harrison and CP will provide updates as 
available. 

 
 
 
Action: CP 

14 From the items on the agenda discussed today what assurance do we have 
against our CQC outcomes?  - Ann Harvey, Governor Observer  
Outcome 1 – Action plan for over 16 F&F 
Outcome 4 – Dashboard and integrated action plan for both organisations 
 Outcome 17 – ED department – new guidelines in place 
 

 

15 Any other business: 
KJ – Horizon open day 26 June with a workshop for shared decision making and 
possible live simulation to include night time noise appraisal 
ST – Apologies for next meeting 
JV to refresh CQC with new standards for May meeting 

 
Action:KJ 
 
 
Action: CP 

16 Date and time of next meeting:  April 17th 9.30-11.30 Horizon Centre  
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DATE ACTION LIST Members Initials 
 
20.02.15 
20.03.15 

 
EAU4 – hot – window screen – CB to speak to KR 
CB spoke to PC who is now auctioning this item. - 
CLOSED 

 
 

Surgical Division – March 2015 

17.10.14 
(5) 
 
20.03.15 
20.03.15 

Issues around communication with the patient when 
discussions are held away from the bedside e.g. 
MDT/new patient meetings. Committee suggested 
following the SBAR-P principle employed in 
Enhanced Recovery in medicine. 
Patients/Carers to be included in Action/Care plan – 
CLOSED 
Enhanced Recovery Programme – Joint School 

 
 
 
 
Action: JV 

Planning – April 2015 

19.12.14 
(16.2) 

 Carer Strategy for next 3 years and will bring to 
WS2 for April 

Action: KH 
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Trust Board Summary Report 

 

Date of Board Meeting: 6th May 2015 

Name of Report: Medical Director’s Report 

Authors: Medical Director 

Approved by: Chief Executive Officer 

Presented by: Medical Director 

Public/Private: Public 
 

Purpose of the Report: 
 

To update the Board on developments that is within the responsibility of the 
Medical Director.  
 

Action Required: 
 

The Foundation Trust Board is asked to note the findings of this report. 
 

Recommendations: 
 

The Board is receiving this update as part of the assurance process.  
 
 

Relationship with the Assurance Framework (Risks, Controls and 
Assurance, Annual Health Check): 

To provide assurance to the Foundation Trust Board with links to corporate 
objectives. 

Summary of Financial & Legal Implications: 

Nil. 
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Equality & Diversity, Public and Patient and Governor Involvement 
Implications 

Many of the issues raised will include or provide assurance about our equality 
and diversity work and our involvement work.     
 

Sustainable Development Implications 

Nil. 

 
 

Freedom of Information Act 2000 
 

This Committee/Group will observe the requirements of the Freedom of 
Information Act 2000 which allows a general right of access to recorded 

information held by South Devon Healthcare, including minutes of meetings, 
subject to the specified exemptions 

 
 

 

 

1. Work Stream 1- Patient Safety (minutes attached) 

The April meeting concentrated on the Breast Services Report. 

1.1 A number of manpower issues were highlighted and planned mitigations 

1.1.1 Radiologists 

1.1.1.1 Recruitment in progress, currently locum in place until October 15. Circa 20% patients 

do not receive same day imaging as part of triple assessment process  

1.1.1.2 Radiographers  

1.1.1.2.1 National shortage of radiographers- future loss of experienced radiographers is 

being incorporated into business planning 

1.1.1.3 Breast Surgeons 

1.1.1.4 Difficult meeting 2ww if anyone takes 2 consecutive weeks leave.  Exploring role of 

Breast Physician 

1.2 Dental Specialties- No immediate quality issues 

 

 

2. Associate Medical Director for Women, Children, Diagnostics and Therapies. 

Significant interest in this post was received and Miss Morven Leggott has been appointed as 

Associate Medical Director with effect from 1st June 2015. 
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Trust Board Summary Report 

 

Date of Board Meeting: May 2015 

Name of Report: Safety Score Card 34 

Authors: Director of Patient Safety 
Patient Safety Lead 

Approved by: Chief Executive 

Presented by: Interim Medical Director 

Public/Private: Public 
 

Purpose of the Report: 
 

To update the Board on developments that are within the responsibility of the Medical 
Director.  

Action Required: 
 

To understand the issues raised, to question where appropriate if the information is 
uncertain or gives insufficient assurance.  

Recommendations: 
 

The Board is receiving this update as part of the assurance process.  
 

Relationship with the Assurance Framework (Risks, Controls and Assurance, 
Annual Health Check): 

Links to corporate objectives and assurance framework and workstream 1. 
 

Summary of Financial & Legal Implications: 

Nil.  

Equality & Diversity, Public and Patient and Governor Involvement Implications 

Many of the issues raised will include or provide assurance about our equality and 
diversity work and our involvement work.     

Sustainable Development Implications 

Nil. 

Freedom of Information Act 2000 

This Committee/Group will observe the requirements of the Freedom of Information Act 2000 

which allows a general right of access to recorded information held by South Devon 

Healthcare, including minutes of meetings, subject to the specified exemptions 
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Safety Score Card No. 34 
 
 
Background & Introduction 
 
The indicators for this score card have been collated from a variety of data sources using 
defined methodology.  The sources include Trust data, Dr Foster, and data collected 
initially as part of the NHS South West Quality and Safety Improvement programme.  
The data in the appendices has in the main been displayed as run charts. The report is 
generated by the Safer Care Group, which reports through Work Stream One to the 
board. 
 
Data & Graphs – Run Charts 
 
A number of the run charts used are taken from data the Trust enters into the Institute for 
Health Improvement Extranet site, and this site does not allow for best fit trend lines to 
be added.  
 
The run charts used by the IHI are designed to look for trends and shifts in the data.  
 
Trends:  If 5 or more consecutive data points are increasing or 5 or more consecutive 
points decrease, this is defined as a trend.  If a trend is detected it indicates a non-
random pattern in the data. This non-random pattern may be a signal of improvement or 
of process starting to go wrong. 
 
Shifts:  If 6 or more consecutive data points are all above or all below the median this 
indicates a non-random pattern in the data. This non-random pattern may be a signal of 
improvement or of a process starting to go wrong. 
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Table 1: South Devon Healthcare NHS Foundation Trust 

Safety Score Card No 34.  
 
 

Safety Indicator 
 

Data Source  
Target 

Score Card Overview   Page 4 
Hospital Standardise Mortality Rate 
Summary Hospital-level Mortality    
(Appendix 1) 

       M
ortality  

   Dr Foster 2013/14 benchmark  
Year 
DH SHMI data 

≤90 
Due to rebasing 
by Dr Foster 

Unadjusted Mortality rate (Appendix 
2) 

SPI/HNS SW  Safety 
Programme 

≤2% 

Dr Foster Patient Safety Dashboard 
(Appendix 3) 

Dr Foster  Indicators all in 
the positive  

Trust wide hand washing 
compliance  
(Appendix 4) 

   Infection C
ontrol 

SPI/HNS SW  Safety 
Programme  
 from trust data   

95% compliance 
by staff groups 

MRSA bacteraemia Days Between  
(Appendix 5) 
 

Trust data  Zero post 48 
hours MRSA’s 

C Diff Number    
(Appendix 6) 

Trust data  
 
 

10% reduction 
from 2008-09 
levels 

Patient Incidents  (Appendix 7) 
 

           P
atient Incident 

    Trust Safeguard system  

Major & Catastrophic Incidents  
(Appendix 8) 

SPI/NHS SW  Safety 
Programme from trust data   

10% reduction 
from 2008-09 
levels 

Falls Rate (Appendix 9) Trust Safeguard system Rate of ≤4 
 

Pressure Ulcers Data  (Appendix 10) Trust Safeguard system 10% Reduction in 
pressure ulcers   

Medicines  
Missed Doses & Medicines 
Reconciliation  (Appendix 11) 

Trust wide monthly audit 95% compliance  

Cardiac Arrest Calls (12) Trust wide monthly audit 50% reduction 
against baseline 

Adverse Event Rate using Global 
Trigger Tool (GTT) (Appendix 13) 

SPI/NHS SW  Safety 
Programme    

A rate less <40 

Safety Thermometer  (Appendix 14) 
 

 A
ssurance 

 DH point prevalence monthly 
audit tool measuring harm free 
care 

95% or high 
SDHCFT Harm 
Free Care  

Never Events (Appendix 15) Trust Safeguard system  
 

Zero 
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Overview: 
 
The Safety Score Card (SSC) is now being generated on a quarterly basis, as many of 
the metrics are stable and are included in the more frequently produced monthly Board 
Quality and Safety Report.  Should this change, then the frequency of the report will be 
amended accordingly. 
 
The score card has now been defined into four areas, outlined as below, and a brief 
comment has been included in this overview section.  The largest change in this score is 
in the mortality data. 
 
Mortality  
The Dr Foster mortality metrics have now been rebased i.e. the way Dr Foster creates 
the average, the 100 rate line, becomes harder to achieve as all trusts improve their 
performance.  When this happens, prior data will change and sometimes in the negative. 
 
Whilst the trust over the year is below the 100 rate, a number of months have triggered 
over the 100 line due to the Dr Foster rebasing process.  As a result of this we have 
commissioned Dr Foster to produce a report on our mortality which will be presented to 
the Patient Safety Committee in May 2015. 
 
 
Infection Control  
The data in this section is stable.  All data is within the target range for each metric.   
 
Patient Incident Data  
Patient incident data remains stable despite a marked rise in numbers reported in 
February.  This is due to Pharmacy recording every intervention they make via the 
incident system a gain a reliable baseline for future improvement work.  
 
Falls are showing a trend in the data, which whilst not indicating larger reported falls is 
something that will need to be understood and a more formal report will follow.   
 
Grade 3 & 4 pressure ulcers are showing a reduction over time, with missed doses 
showing some variability which needs to be monitored and cardiac arrests are reducing 
over time.  
 
 
Assurance Data  
Safety Thermometer - All data is within the target range for each metric.   
Never Events - This records two new Never Events both currently under review. They 
are a wrong site surgery and retained foreign object post procedure.  Both patients are 
unharmed by the events.  
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Appendix 1 
Hospital Standardised Mortality Rate (HSMR)  
 
Summary Hospital Mortality Index (SHMI) 
(Data obtained from Dr Foster) 
 
The Dr Foster Quality Indicators mortality data, as shown below, are taken 
from the newly rebased benchmark data year 2013/14, unless stated. This 
may mean a number of data points are different from previously produced 
score cards.  
 
The average HSMR for all UK hospitals is a rate of 100.  A rate above 100 
may signify a concern and needs to be investigated.  
 
 
HSMR from Jan 13 – Nov 14 

 
 
Our latest data point, October, is showing a rise above the 100 and, as a 
result, we have commissioned Dr Foster to analyse our data, especially as 
since the rebasing, a number of our prior data points have risen above the 
100 line.  This will be available in May 2015.     
 
Traditionally, the rebasing is undertaken every year to make it harder to 
achieve the 100 average line as poor performing Trusts improve.  
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The next chart highlights Trend by Quarter, specifically Quarter 1 2012 to 
Q4 2014 using the 2013/14 baseline data set 
 

 
 
The funnel plot chart below highlights the South West hospitals average for 
the moving annual total Sept 2013 – August 2014.  Please note South 
Devon Healthcare Foundation Trust’s performance as highlighted by the 
larger circle below the average line. 
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The next funnel plot shows SDHCFT’s position relative to all acute non-
specialist providers.  Our position remains under the 100 line. 
 
 
 

 
 
The chart also highlights one mortality alert; this is flagging for post-
operative DVT/PE.  A group has met and reviewed the individual cases 
involved in this alert and a report has been sent to the Patient Safety 
Committee.  The findings record a large section of the cohort had not 
undergone a procedure, and had a DVT or PE as an admission diagnosis 
and should not therefore be recorded in this category.  This has been fed 
back to Dr Foster who are looking into this. A smaller number were also 
found to have been coded erroneously and these details have been 
corrected.    
 
 
Summary Hospital Mortality Index  
The Department of Health’s Summary Hospital Mortality Index (SHMI) is 
derived from Hospital Episode Statistics (HES) data and data from the 
Office of National Statistics (ONS).  SHMI is based upon death up to 30 
days post discharge from hospital and this is the main difference between 
SHMI and HSMR.  The data is released on a 3 monthly basis and is 
retrospective.   
 
 
The latest released data sets are as below; please note these data periods 
will be different from the dates used on Dr Fosters HSMR.  Dr Foster reports 
much faster than SHMISHMI all deaths, SHMI in hospital deaths 
and HSMR  
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The above chart records all SHMI deaths, deaths in hospital as well as a 
comparison with HSMR for the time period July 2013 – June 2014.  All are 
below the 100 average.  
 

 
The following chart records SHMI by a range of data periods 

 
This chart (above) allows a look back at SHMI by quarter, showing mortality 
as being consistently below the 100 average over a 4 year period.  
 
The third chart (as below) plots the SHMI mortality for the time period July 
2013 - June 2014 against expected deaths, again showing SDHCFT as 
recording a lower than expected mortality rate.  
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The penultimate chart highlights the position of similar sized trusts within 
England for the period July 2013 – June 2014 and allows a comparison 
against these organisations. 
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The final chart displays the differential +/- between the two different 
classification systems for mortality i.e. HSMI and HSMR.  SDHCFT’s 
differential is very minor when compared across the other non-specialist 
acute provider organisations. SDHCFT’s shows little variation between the 
two which is the preferred position. 
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Appendix 2 
Unadjusted death rate (%) (SPI AH02) 
 
 
 
 
 
This percentage is defined as the monthly unadjusted or ‘raw’ mortality. It is 
computed as follows: 
 
Determine the numerator: the total number of in hospital deaths (TD) for the 
current month (excluding stillbirths and deaths in A & E). 
 
Determine the denominator: the current month’s total number of deaths (TD) 
+ live discharges (LD). 
 
Calculate the actual percent monthly-unadjusted mortality by dividing (TD) 
by (TD + LD) and then multiply by 100. 
 
The unadjusted mortality has to be viewed along with the more in-depth 
analysis provided by HSMR  and SHMI.  
 
 
 

 
 
Mortality is cyclical and our mortality for this winter period peaked in January 
2015, to a point just over the 4% line.   Normally, our peak winter month is 
chosen for a mortality review and January’s data will be examined using the 
3x2 Mortality matrix.   
 
 
 
 

Percentage Unadjusted Mortality 
(UM) 
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Appendix 3 
Dr Foster Patient Safety Dashboard 
 
These Patient Safety Indicators are taken from Dr Foster and are adapted 
from the set of 20 devised by the Agency of Healthcare Research & Quality 
(AHRQ) in the US. The AHRQ developed its indicators after extensive 
research and they have the benefit of being based on routinely available 
data which is based on procedure codes used in the NHS. 
 
Dr Foster Patient Safety Dash Board 

These Indicators are adapted from the set of 20 devised by the Agency of Healthcare Research & Quality in the US. 
The AHRQ developed its indicators after extensive research and consultation & they have the benefit of being 
based on routinely available data. We have translated the US codes (ICD-9 for diagnoses & procedures) to the ICD-
10 diagnosis codes and OPCS 4.3 procedure codes used in HES & NHS Wide Clearing Service  
 

 
 
 

 Of the 15 indicators above, the relative risks of 1 of them is currently 
flagging outside of the expected norm, namely post operatively PE or DVT.    
 
This alert has been reviewed, with the report being sent to the Patient 
Safety Committee.  The findings record a large section of the cohort had not 
undergone a procedure and had in fact had a DVT or PE as an admission 
diagnosis and should not therefore be recorded in this category.  This has 
been fed back to Dr Foster who are looking into this.  
 
A smaller number where also found to have been coded erroneously and 
these details have been corrected and resent to Dr Foster 
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Appendix 4 
Hand washing compliance  
 
Determine the numerator: the total number of patient encounters in the 
sample where appropriate hand hygiene was conducted. 
 
Determine the denominator: the total number of patients in the sample. 
 
Calculate the percent compliance with hand hygiene by dividing the 
numerator by the denominator and then multiplying the resulting proportion 
by 100. 
 

 
 
 
Commentary 
 
Maintaining awareness of this important aspect of good infection control 
practice is crucial.  Education is ongoing from Infection Control using the 
WHO Five Moments and posters highlighting the five moments for hygiene 
have been displayed around the hospital.  All audit results are shared with 
the area at the time of the audit and any issues discussed. 
 
 
 
 
 
 
 
 

84%

86%

88%

90%

92%

94%

96%

98%

100%

Hand hygiene 

Hand Hygiene Target
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Appendix 5 
 
Days between an MRSA bacteraemia (SPI)  

 
 
 
 
 
 

This measure is a cumulative count of the number of days that have gone 
by with no in hospital MRSA bacteraemia being reported.  
 
Every time an MRSA bacteraemia occurs the count is started over again. 
 
The current count stands at 415 days.  The longest count stood at 633 days. 
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Appendix 6 
Clostridium Difficile toxin detection rate  
(Number of new infections -Trust data) 
 
This chart highlights the number of confirmed CDT case each month and is 
expressed as a number in this chart.   
 

 
 
 
 
Commentary 
 
The incidence rate of CDiff is low and has remained such over a sustained 
period of time.   
 
All CDiff cases are subjected to a root cause analysis and presented at the 
Serious Adverse Events (SAE) Group. 
 
The infection control team when analysing the investigations also now code 
each case into lapse of care or no lapse of care and this is identifiable on 
the chart. 
 

 

                                    

 

 

 

 

 

 

 

 

 

 

0

2

4

6

Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15

C.diff cases against plan 

C.diff - no lapse in care/uknown C.diff - lapse in care Target
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Appendix 7 
Total Number of Trust Wide Patient Incidents by Month 
 
This metric is a simple count of the number of incidents reported by month. 
An organisation with a healthy safety culture encourages incident reporting 
and uses this data to target safety improvements within its various 
governance structures. 
 
SDHCFT’s reporting is remaining in a healthy position. The last data point is 
astronomical in nature due to an initiative led by the pharmacists.  
 
In February, they, as a team, recorded any intervention led or undertaken by 
them when dealing with medications or prescriptions.  This was done to 
create a reliable baseline to aid their improvement work. 
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Appendix 8 
The total number of Moderate Major and Catastrophic incidents 
reported by month through the Safeguard Incident reporting system  
 
Moderate Major and catastrophic incidents are recording a reduction over 
time. 
 

 
 
 
All major and catastrophic incidents are presented to the Serious Adverse 
Events Group, complete with an investigation, root cause analysis and 
action plan, which is logged and monitored. 
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Appendix 9 
In Hospital Falls 
 
The below charts record the in-hospital falls number and rate  
 

 
 
 

 

 

The chart indicates a trend in the data i.e. 5 data points consecutively rising 
and this non-random pattern needs to be observed and understood.   
 
This naturally is evident in the second chart and will be subject to a further 
review done in conjunction with harm rate and will be presented to the 
Patient Safety Committee.  
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Appendix 10 
Pressure Ulcers  
 
The prevention of avoidable pressure ulcers (PU) is a key priority to South 
Devon Health Care Foundation Trust and this is to be achieved through the 
reduction in numbers of patients who develop a Grade 2, 3 or 4 PU during 
an inpatient stay.  All pressure ulcers are graded based on the categories as 
outlined by the European Pressure Ulcer Scale. 
 
The Trust has actively been encouraging the reporting of all pressure ulcers 
that occur.  Historically grade one and grade two pressure ulcers may not 
have been vigorously reported and through educational work, pictorial 
grading guides the reporting has become much better.  It is essential to gain    
a clear picture of PU prevalence in order to eradicate them from our health 
system. 
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Since June 2014 and largely due to the work of the Pressure Ulcer 
Collaborative (PUP) the numbers and frequency of the grade 3-4’s has been 
decreasing.   
 
The Trust, also, through its Pressure Ulcer committee is working on 
initiatives to help remove the preventable PU from our health system, 
especially the more severe Grade 3/4 sores.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 20 of 28Safety Scorecard.pdf
Overall Page 43 of 232



 
 

Public 

Appendix 11 
Missed Doses 
 
These data are collected from random ten chart reviews performed by a 
pharmacist on every ward in the hospital. The pharmacist counts the 
number of prescribed medications and notes in a 24 hour period how many 
missed doses have occurred, thus producing a percentage compliance 
figure.  
 

 
 
 
The aim is for 95 % compliance or less than a 5% failure rate.  Progress to 
date has been encouraging, but this measure needs to be observed over a 
longer time period as it is still showing variation, especially during the winter 
period.  
 
This final chart highlights Trustwide medicines reconciliation i.e. the process 
of obtaining an up to date and accurate medication list that has been 
compared to the most recently available information and has documented 
any discrepancies, changes deletions and additions. 
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Whilst generally stable over time, two recent data points have dropped 
below 80% reliability and this needs to be monitored.  The data locally is fed 
back to each ward and department to take any necessary local action. 
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Appendix 12 
Cardiac Arrest Calls  
 

The data is generated from the number of cardiac arrest calls made each 
month and as reliability is sustained with accurately completed patient 
observation charts and supported by calls to the ICU outreach team the 
number of cardiac arrests should fall.  
 
 
 
 

 
 
 
The numbers of cardiac arrests have reduced from a peak in April 2013 and 
are remaining stable.  The Resus team are  working to reduce the number 
of Pulseless Electrical Activity (PEA) arrests and a new review proforma is 
being tested to help achieve this. 
 
 
   
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Cardiac Arrest Calls by Month 
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Appendix 13 
Adverse event rate per 10000 bed days measured using the 
Global Trigger Tool (GTT) 
 

 
 
 
Commentary 
 
This measure is obtained from reviews of random clinical records performed 
using the global trigger tool by a team of experienced reviewers. The tool is 
a tried and tested means of looking for adverse events that may have 
occurred during an inpatient stay that might contribute to patient harm.  A 
low rate is good and we have set ourselves a best in class target of less 
than 50 as a goal.  
 
The majority of harm found (since 2008) using the GTT is of a temporary 
nature, recorded in categories E and F (Legend as below). 
   

Cumulative Event Description and Severity Totals  
E F G H I Tot 

60 22 1 0 0 84 

 
 
The most frequently occurring harm event, since 2008, are in the E category 
and are re-admissions.  These currently numbering 41 of the 84 recorded 
events; pressure ulcers have recorded 5 and falls 7  
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Appendix 14 
Department of Health’s (DH) Safety Thermometer 
 
The NHS Safety Thermometer (ST) is a tool used for measuring patient 
safety and was developed by the NHS Information Centre (NHS IC). 
 
The ST provides a quick and simple method for surveying patient harms 
under the four headings of falls, catheter infections, pressure ulcers and 
venous thromboembolic events (VTE). 
 
All patients are surveyed on one specific day every month and the data 
records if any harm, as outlined above, has occurred.  The audit, therefore, 
provides a score for the hospital based on harm free care.   
 
The Trust’s percentage of patient harm free care has remained constantly 
high and stable.  
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Appendix 15 
Never Events List 2013/14 
 
A Never Event (NE) as defined by the National Patient Safety Agency 
(NPSA 2010) as a ‘serious, largely preventable patient safety incident that 
should not occur if the available preventable measures had been 
implemented by healthcare providers’. 
 
The below are the latest Department of Health’s (DH) expanded ‘Never 
Event’ list.  The list has increased from 8 to 25 events, two of which are only 
applicable to Mental Health Trusts. 
 
The last recorded Never Event occurred in March 2015; this being a 
retained foreign object post procedure in General Theatre and is the subject 
of a Level II investigation.  The findings of which will report to the Learning 
and Sharing from Serious Adverse Events Group. 
 
A further NE had also taken place in February – a wrong site surgery in 
Ophtalmology and this too is under investigation.   
 
In both cases the patients did not suffer any immediate physical harm. 
 
Data Jan 2011 – 26th March 2015 source Safeguard 
 

 Description   

1. Wrong site surgery  
 

1 

2. Wrong implant / prosthesis 
 

3 

3. Retained foreign object post-operation 
 

2 

4. Death or severe harm as a result of wrongly prepared high-risk injectable medication  
 

0 

5. Death or severe harm as a result of maladministration of potassium-containing solutions 
 

0 

6. Wrong route administration of chemotherapy  
 

0 

7. Death or severe harm as a result of wrong route administration of oral/enteral treatment 
 

0 

8. Death or severe harm as a result of intravenous administration of epidural medication  
 

0 

9. Death or severe harm as a result of maladministration of insulin 
 

0 

10. Death or severe harm as a result of overdose of midazolam during conscious sedation 
 

0 

11. Death or severe harm as a result of opioid overdose of an opioid-naïve patient 
 

0 

12. Inappropriate administration of daily oral methotrexate 
 

0 
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13. Suicide using non-collapsible rails    - Mental Health Trusts Only  
 

0 

14. Escape of a transferred prisoner      - Mental Health Trusts Only 
 

0 

15. Death or severe harm as a result of a fall from an unrestricted window 
 

0 

16. Death or severe harm as a result of entrapment in bedrails 
 

0 

17. Death or severe harm as a result of the inadvertent transfusion of ABO-incompatible 
blood components  
 

0 

18. Death or severe harm as a result of inadvertent transplantation of ABO or HLA-
incompatible organs 

0 

19. Death or severe harm as a result of a misplaced naso- or oro-gastric tube  
 

0 

20. Death or severe harm as a result of the administration of the wrong gas  
 

0 

21. Death or severe harm as a result of failure to monitor and respond to oxygen saturation 
 

0 

22. Death or severe harm as a result of intravascular air embolism 
 

0 

23. Death or severe harm as a result of misidentification of patient 
 

0 

24. Death or severe harm as a result of a patient being scalded 
 

0 

25. Maternal death due to post-partum haemorrhage after elective caesarean section  
 

0 
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Trust Board Summary Report 

 

Date of Board Meeting:  6th May 2015 

Name of Report: Chief Executive Report 

Authors: Chief Executive 

Approved by: Chief Executive 

Presented by: Chief Executive 

 

Purpose of the Report:  

Chief Executive Update to Trust Board.  

 

Action Required:  

Trust Board is required to note the contents of the report.  

Recommendations:  

To note the report. 
 

Relationship with the Assurance Framework (Risks, Controls and 
Assurance, Annual Health Check): 

Corporate Objective 2 – Strategy.  As outlined in the Board Assurance 
Framework. 

Summary of Financial & Legal Implications: 

No financial implications for the Board of Directors, other than to note 
investment within the report. 

Equality & Diversity, Public and Patient and Governor Involvement 
Implications 

The content of the report does not directly impact on equality and diversity, 
public and patient and/or Governor involvement that has not already been 
identified by the separate business cases. 

Sustainable Development Implications 

Nil identified. 
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Freedom of Information Act 2000 

 
This Committee/Group will observe the requirements of the Freedom of Information Act 

2000 which allows a general right of access to recorded information held by South 
Devon Healthcare, including minutes of meetings, subject to the specified exemptions 
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Chief Executive’s Business 

May 2015 

Emergency Department pressures  

I would like to take this opportunity to pay tribute to staff across our hospital and 
community services for their work over the recent very busy period. Pressures on 
emergency departments across the country have been widely reported in the media, 
and while we have faced challenges in the emergency department in Torbay 
Hospital, performance has continued to improve over recent months with an average 
of 94% of patients seen, treated or discharged within 4 hours in the month of April 

The figures for Emergency Department performance across the UK are published on 
a monthly tracker on the BBC news website. The figures for the performance of 
hospitals in the Peninsula for w/e 19 April 2015 are detailed below: 

Hospital Numbers Attending ED % Seen in 4 Hours 
Torbay Hospital (SDH) 1,494 94.2% 
Plymouth Hospitals 
(PHNT) 

1,740 89.5% 

RCHT 1,392 89.2% 
RD&E 1,914 95.6% 
NDHT 867 86.6% 
 

Figures are taken from NHS England  

Integrated Care Organisation Update 

Since we submitted our integration plans in February there has been significant 
progress and we are working towards a planned go-live date of 1 August 2015. We 
believe that this date is achievable and remain firm in our commitment that creating 
the ICO is the right thing to do.  There is still more to do and a timetable for this work 
has been set and will be implemented under the direction of the Joint Leadership 
Group. 

We are now progressing through a process which has involved rigorous scrutiny of 
our plans by the Trust Development Authority (TDA) and Monitor (who must be 
assured before we can become an ICO) as well as independent accountants.  

In terms of next steps, we have a meeting of the Board with Monitor’s Board to 
provide final assurances.  This was originally scheduled for 8 May, but has been 
delayed until the end of May, or possibly the first week in June, whilst details of the 
financing package are put firmly into place.  We anticipate their final assessment 
report thereafter.  A submission will go to the TDA on 19 May for Gateway 3 and 
Monitor’s Provider Appraisal Executive meet on 18 June to decide the risk rating. 
Assuming we get a favourable assessment from Monitor and subsequently approval 
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from Torbay Hospital Trust’s Council of Governors, the TDA Board will need to 
approve the merger.  The TDA have told us this process will continue throughout 
June and July.  On this basis, we anticipate a ‘go live’ date of 1 August 2015 - this 
date will depend on external factors concerning the regulatory processes, but we will 
build our planning assumptions around formal organisational merger in August. 

Organisational integration is only the first step towards delivering our vision for the 
ICO.  It will enable us to deliver truly person-centred care for our communities, 
through better integrated services.  We are already piloting some of the changes 
proposed in our integration plans. 

To ensure our staff across both Trusts are engaged and well-informed, a 
communication strategy is in place including Bite-Sized sessions, of which five have 
been delivered this month. 

Car Parking 

The programme of work to improve the car parking facilities at Torbay Hospital has 
been underway for some time. There have been several things that have led to 
delays in the actual work going forward to make these improvements.  These delays 
mainly relate to the need to carry out ecological surveys across the site.  

When we started planning, we looked at the maximum number of additional spaces 
that we could possibly have and that was 398.  However we knew that once full 
engineering surveys had been undertaken, this number would be smaller. 

We submitted a planning application for 201 additional spaces across the main site 
and annexe.   The increase proposed would provide additional spaces for patients 
and visitors and within this figure a very important increase of 51 disabled spaces. 

In addition to the extra spaces, the plans include other benefits including pay on exit 
car parks for the public, pay as you go options for staff car parking, and public car 
parks located nearer to the entrances. 

On 20 April 2015 we presented our updated plans to the Torbay Council planning 
committee. It was decided that we need to do more ecological surveys as there are 
both badgers and slow worms on site. However, it was not clear which of the areas 
we need to do these surveys on and we have gone back to the planners for 
confirmation. Once we have this information we can decide how we can progress. 

It is disappointing that there will be further delays, but we do intend to start work on 
the car parks that we can such as Kitson and the Annexe as soon as possible. We 
remain committed to providing increased and improved parking facilities for both 
patients and staff. 

Media Interest 

Cost of agency nurses soars for NHS South West 
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Spending on agency nurses in the South West has soared from about £12m to 
more than £59m in the last four years, it has emerged. 

The Royal College of Nursing, which made Freedom of Information requests to 27 
NHS trusts, said the NHS was being "crippled" by a shortage of nurses. The Royal 
College of Nursing (RCN) said there were fewer nurses than in 2010, so NHS 
organisations have had to look for ways to address the shortfall.  As a result, trusts 
have been paying high rates to agencies to supply temporary staff and recruiting 
nurses from abroad. 

Figures for SDHT and TSD were provided but did not feature in the BBC’s top 10. 

General Election 

A summary of the three main party manifesto pledges for health has been produced 
by NHS England.  A précis of the key health and social care pledges and the 
relevant page numbers of the manifesto for the Labour, Liberal Democrat and 
Conservative parties has been issued to Board members for information. 

Internal Meetings 

Since commencing in post I have met with many key officers within the Trust and will 
continue to do over the next 2-3 months.  In addition, I have been on a Ward Round 
in the Emergency Department; followed the patient pathway for an emergency 
patient; spent time with the Portering Team; and also met representatives from the 
League of Friends. 

In addition, with the Chairman, I have commenced the Trust’s Quality Improvement 
Programme, to look at how to best improve the Board’s way of working. 

External Meetings 

I have met with many of the Trust’s external stakeholders in my first few weeks 
including key officers at Monitor; NHS England; the Care Trust; CCG; Torbay 
Council; Devon Partnership Trust; South West Academic Health Science Network 
and also attended a Pioneers’ Expert visit.  I have begun to visit the community 
hospitals and to also meet with respective Zone Managers. 
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1. Date of Board Meeting:  6th May 2015 

Name of Report: Estates and Facilities Management – new Critical Care Unit and 
main entrance Full Business Case  

Authors: 
Director of Estates and Commercial Development 
 

Approved by: Chief Executive 

Presented by: Director of Estates, Chief Operating Officer and Director of Finance 

Public/Private Public 

Purpose of the Report: 
 

The purpose of this report is to present to the Trust Board the Full Business Case (FBC) for a new 
Critical Care Unit and new main entrance.  

Action Required: 
 

The Trust Board are asked to consider and approve the Full Business Case. 

Recommendations: 
 

Approve the Full Business Case for the build and fit out of a new fourteen bedded critical care 
unit and a new main entrance at a cost of £14.581m.  

Approve an increased loan application of £500,000 to the FTFF to mitigate any risk of 
overspending the project (12.7m to 13.2m) 

Approve the commitment of £7,000m of the FTFF loaned capital for 2015/16 and £6,706m for 
2016/17 to fund the project.  

Relationship with the Assurance Framework (Risks, Controls and Assurance, Annual 

Health Check): 

CQC outcome 10 requires the Trust to develop and maintain safe and suitable premises.  This 
development improves the environment for patients and the general public and ensures our 
critical care services and public amenities are safe, of excellent quality and compliant with 
Hospital Building Notes (HBN’S) and outcome 10. 

Summary of Financial & Legal Implications: 

There is a significant capital commitment of £14,581m via an FTFF loan with associated revenue 
consequences detailed within the business case. 
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Equality & Diversity, Public and Patient and Governor Involvement: 

The public, patients and Governors have been involved throughout the design development and 
detailed planning process, though various user reference groups established for the project. A 
Governor representative was also involved in the selection process for the contractor.  The 
Project has been overseen to date by workstream 5 on which a Governor observer sits.  A Full 
equality impact assessment has been completed and is enclosed at Annex 2 of the Full Business 
Case. The Trust is working in partnership with the Torbay Hospital League of Friends who are 
kindly supporting the organisation by funding the clinical equipment for ICU. 

Sustainable Development Implications 

The building has been designed to latest HTM’s incorporating best practice relating to energy 
saving and efficiency measures, on-going maintenance and utilities cost. 

 
Freedom of Information Act 2000 

This Committee/Group will observe the requirements of the Freedom of Information Act 2000 which allows a general right of access to recorded 

information held by South Devon Healthcare, including minutes of meetings, subject to the specified exemptions 
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1. Purpose  

The purpose of this paper is to present the Full Business Case (FBC) for a new Critical Care 
Unit (CCU) and a new main entrance to the Trust Board following its approval by the Finance 
Committee on the 28th April 2015. 
 

2. Background 

The Critical Care Unit based at Torbay Hospital delivers intensive and high dependency care 
services for the c350,000 catchment population of South Devon Healthcare NHS Foundation 
Trust. The Critical Care Unit dates from the 1980’s with 9 of the beds funded in a ratio of 6 
ICU beds to 3 HDU beds. The unit caters for both adults and children in an emergency and 
sees c700 patients per annum. It is part of the Critical Care Network and a hub supporting 
the tertiary centres at Plymouth for adults and Bristol for children. CCU is critical to the Trust 
ability to deliver acute inpatient care and act in its capacity as an emergency category 1 
responder.  
 

3. Case of Need 

Although the standard of care is excellent, the environment of the existing CCU unit 
represents a significant (red on the corporate register) risk to patient safety due to the poor 
environment, limited ability to control infection and lack of space. In summary the unit is 
cramped and outdated with an engineering infrastructure that is beyond its life and no longer 
fit for purpose. As well as urgent the requirement to replace Critical Care Unit, the Trust has 
also identified, following patient and public feedback, the need for better wayfinding, a visible 
main entrance and more public facilities such as seating and toilets in the main entrance 
area. This business case and development meets both these needs. 

 
4. Development of the Preferred Option 

The Strategic Outline Case (SOC) explored a raft of strategic options and a range of 
possible solutions that concluded in two final options being considered in the Outline 
Business Case (OBC). The two options were  
 Option 1. New build CCU on level 5, adjacent to the existing in-patient theatres and 

over the existing main entrance.  
 Option 2. New Build day case theatres and reconfiguration of vacated space on level 3 

adjacent the Emergency Department (ED).  
 
These two options were explored in depth and critically reviewed by a wide range of 
stakeholders and clinical teams. By some margin the preferred option was the delivery of a 
new unit on level 5 adjacent to theatres to accommodate the majority of patient flows. This 
option also delivered the additional benefits of a legible main entrance and public amenities.  
 

5. Fit with Future Strategy 
The Trust has articulated its future vision for the acute Trust, that of a smaller Hospital 
centred around a core of critical services to include the existing surgical wards (tower), ED 
and theatres. Part of this strategy includes the need for acute medical wards with more 
space and an increased number of single rooms adjacent to the core rather than at a 

Report to:  Trust Board  

Date:  6th May 2015 

Report From: Director of Estates and Commercial Development  
 

Report Title: New Critical Care Unit and Main Entrance Full Business Case 
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significant travelling distance as they are now. This need remains to be addressed and the 
strategy as envisaged in 2013 is as valid now as it was then. As part of the OBC approval in 
June 2014, the Trust Board approved the expenditure of an additional £2m to future proof 
the building, such that when funding is available a phase 2 can be added which could 
provide space on level 3/4 adjacent to ED and imaging and the potential for two 26 bedded 
new wards on levels 7 and 8 directly adjacent to the existing tower wards.  
 

6. Appointment of the Contractor 
Since the approval of the OBC a robust and competitive procurement process has been 
undertaken using a two stage NEC process through the Construction Framework Southwest. 
The competitive process and evaluation involved stakeholders including Governors and 
critical care clinicians. Interserve were unanimously the top performer and were 
consequently approved and appointed to progress the design to FBC stage.  

 

7. Summary of FBC and changes from OBC  

The FBC presents the final design and guaranteed maximum cost to deliver the scheme with 
the following objectives:  
 Provide the best fit and future solution for critical care and patient flows across the 

Trust that preserves the level 4 link corridor throughout construction.   
 Deliver the scheme as quickly as possible whilst reducing the impact on the operations 

of the Trust. 
 

7.1 Design Changes 
The design and particularly the mechanical, electrical and structural design has undergone 
significant development from OBC stage which is initial design, to FBC stage which is 
detailed design.  
 
The main changes made to the design can be summarised as: 
 Increased area of new main entrance to accommodate the new ICO model of care and 

focus on health promotion, wellness and carers as well as enhanced facilities for 
patients and the public.  Additional cost - £300K 

 Changes in and increased depth of the construction frame and piling due to the 
unstable nature of the ground (largely infill from the 1970’s build)  Additional cost 
£300k 

 Additional external road and pathway works to cope with the changing ground levels 
previously managed through internal steps which we not deemed compliant by building 
control. Additional cost - £280k 

 The increased scope and extent of the works required to ensure that services to the 
Trust are safely maintained during construction works. This has necessitated the move 
of BT and IT cables, pneumatic tube, water main and drainage. Additional cost- £120k 

 

7.2 Construction Costs 
 

The detailed design has been competitively market tested via packages of works quoted for 
by the market. This has resulted in a Guaranteed Maximum Price (GMP) in April 2015. The 
variances in the design and buoyancy of the building market initially drove a substantial 
increase in construction cost on the project of c£1m with VAT.  The design team together 
with the Trust and clinical team have worked very hard to mitigate this through a 
comprehensive value engineering exercise reducing design costs and fees by c£550k to off-
set this as far as possible but importantly without compromising quality or functionality.   The 
construction cost variance left is c£464k excluding VAT i.e. 4.7% of budget, £587k with VAT 
(5%). This position includes a construction contingency of £630k inclusive of VAT.   If the 
costed construction risk within the contingency does not materialise, this will reduce the 
outturn cost. The project team will endeavour the mitigate risks, and ensure there is a robust 
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governance and project management process in place to control costs and the programme 
and therefore only use the contingency if essential.   

7.3 Equipment Costs 

The benefits of integrated IT system are detailed within the FBC and are integral to the 
delivery of care within the CCU. Since the original scope and costs were submitted the 
market has developed considerably and therefore both the cost and the scale of what should 
now be routinely included in a new system has increased. Any new system also includes 
new hardware as well as software interfaces.  There is a variation in the IT costs of £271k 
and represents 13.7% increase in the equipment budget. A clinical and IT assessment has 
been undertaken and assurance provided that the all the specification is essential 
 
The total project capital cost variance is 4.2% which is well below the expected change from 
OBC to FBC of 5%, this is especially good on a project of this size and complexity and with 
the additional complications relating to ground conditions and land profiles. 

 
The summary of capital costs are shown in the table below:  

 

 

Capital Cost Summary OBC/Budget FBC GMP Variance % 

change 

Total Construction costs £9,830,166 £10,293,429 463,264 4.7% 

Construction VAT £1,798,679 1,922,086 123,406 6.86% 

Total Construction inc VAT £11,628,845 £12,215,515 * £586,670 5% 

Equipment costs £1,967,000 £2,237,546 270,546 13.7% 

Equipment VAT £393,400 127,509 -£265,891 -67% 

Total Equipment inc VAT £2,360,400 £2,365,055 £4,655 0.2% 

Grand Total £13,989,000 £14,581,000 591,000 4.2% 

 

 Includes £630,000 contingency inclusive of VAT  

8. Capital Financing 

The assumption around the FTFF loan in the OBC was that the capital cost was £13.989m of 
which £1.6m for clinical equipment was to be donated by League of Friends (LoF).  Erring on 
the side of caution at this stage the contribution from the League was anticipated to be at 
£1.0m therefore a £12.7m loan application was made and secured on the 21st October 2014, 
repayable over a twenty year period at an annual fixed cost of 2.34%. 

The final capital costs of the scheme are £14.581m. The LoF are committed to providing 
£1.6m and have already receipted £600k some 12 months ahead of the scheme so there is 
a considerable degree of confidence in their ability to deliver the full amount.   

To ensure that Trust has covered the construction cost variance and mitigated any risk it is 
proposed that an increase in the loan of £500k is required and secured which will require the 
League of Friends to fund £1.3m towards clinical equipment to balance the budget at 
£14.5m.  

Figure  1. Capital Costs Summary 
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9. Revenue Costs 

The staffing numbers and therefore revenue costs required for Critical Care beds are 
significant. There are clear step costs as the bed numbers increase.  Figure 2. below 
presents a summary of the total revenue income and costs inclusive of all the deprecation 
relating to £14.581m capital investment, by CCU bed numbers. The table shows that income 
covers expenditure until 2017/18 when as the bed numbers reach 12 beds in 18/19 a deficit 
is reported. As presented, this is the worst case scenario, and if unchecked could lead to a 
cost pressure of c800k in 20/21. Work has commenced on reviewing staffing costs and 
consumables and to explore options to reduce the impact of the bed step through skill mix 
changes and re-profiling of the workforce, working with the critical care network.  There are 
natural break points at the step from 10 to 12 beds and again from 12 to 14 beds. There is 
an opportunity to hold the staffing for this incremental increase at these points to mitigate 
the risk of additional cost pressures and give the organisation the opportunity to review and 
revise affordability.   
 

Figure 2. Summary of Revenue costs, income and affordability 

Comparison between Existing Budgets and LTFM *  and Full Business Case 

No beds 
Proposed: 

9 10 10 12 12 14   

  15/16 16/17 17/18 18/19 19/20 20/21 TOTALS 

Existing Total 
Income 

-3,289,416 -3,272,094 -3,254,863 -3,237,723 -3,220,673 -3,203,713 -19,478,482 

Existing Total 
Expenditure 

2,983,364 3,174,877 3,434,449 3,465,163 3,495,900 3,526,945 20,080,698 

Existing position 
and that 
reflected in the 
LTFM* 

-306,052 -97,217 179,586 227,440 275,227 323,232 602,216 

                

Existing + new 
development 
(FBC) 

15/16 16/17 17/18 18/19 19/20 20/21 TOTALS 

New Total 
Income 

-3,925,277 -4,001,912 -4,006,102 -4,078,279 -4,057,197 -4,132,836 -24,201,603 

New Total 
Expenditure 

2,501,633 3,594,073 3,841,155 4,532,355 4,567,750 5,328,291 24,485,257 

Existing +FBC 
Total 

-1,423,644 -407,839 -164,947 454,076 510,553 1,195,455 163,654 

                

Variances 
between LTFM 
& Existing + FBC 

15/16 16/17 17/18 18/19 19/20 20/21 TOTALS 

-1,117,592 -310,622 -344,533 226,636 235,326 872,223 -438,562 

 
 

10. Timeline 
   

 The Timeline has not changed substantially since the OBC, as summarised by Interserve the 
appointed contractor in the diagram below. The Project will be completed in September 
2016.  
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11. Assurance on operational implications. 

 

The first critical element on the timeline in order for construction to begin is the diversion of 
the main entrance to level 2 and subsequent closure of the existing level 4 entrance, this will 
be a key issue for our patients and staff over the next 12 months.  The Trust Board can take 
assurance that there is a comprehensive operational plan in place to manage the closure 
and diversion of the entrance that has been developed with multiple departments and 
stakeholders including the League of Friends, Level 2 Outpatient Reception, Level 4 
Reception, Security, Health & Safety, EFM including Parking, Porters, Grounds & Facilities, 
Disability Access, Patient Access Communication in Patient letters, IT, Procurement & 
Goods deliveries, SDHCT Communication Department and Stagecoach / Local Link 
transport.  

Through consultation, the groups identified additional works to support the safe and efficient 
use of the level 2 Outpatients entrance as the main entrance including: 

 The provision of a new desk in League of Friends zone to support the general 
enquiries reception function separate to the busy outpatient desk - complete,  

 Additional signage, way finding and changes to Patient letters - complete,  
 Additional CCTV,  
 Changes to traffic marking routes and road marking at the drop off, change to bus 

route  
 Screening in certain areas to delineate circulation space and travel routes within level 

2, Updated information maps in all car parks at the pay meters,  
 Changes to NHS supply chain deliveries requiring redistribution of staffing, provision of 

additional product lines in alternative retail areas,  
 Training volunteers to assist with way finding,  
 Changes to security teams way of working including the provision of a security base in 

outpatients and additional traffic management to assist patients at level 2 entrance but 
also to evaluate how things are going and propose any further changes needed.   

 Relocation of the bus shelters in to Car Park A. 
 
The existing entrance is planned to be closed on the 26th May 2015. A series of stakeholder 
meetings, public communication events, and updated intranet information will take place 
following Trust Board approval of the FBC.  
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12. Conclusion 
 
The detailed design for the new CCU and main entrance has been developed and signed off 
with the full engagement of the clinical, procurement and professional teams involved in the 
delivery of care. The final design is the best configuration for patients, delivers the 
objectives of the project and the scheme. The overall scheme has a capital variance of 
£591k including a contingency of £630k.  The revenue costs of both the staffing and the 
capital charges are affordable up to 2018/19 and 10 beds. The risk of an additional revenue 
cost pressure from the step between 10 to 12 and 12 to 14 beds will be mitigated through 
management action to hold or reduce the impact of costs such that the development 
continues to be affordable. The costs of the development including capital depreciation and 
repayment costs are within the long term financial model. There is a comprehensive 
operational plan that has involved key stakeholders in place to mitigate the impact of the 
development on the organisation. This investment is urgently required and following 
approval by the Finance Committee on the 28th April this business case is commended to the 
Trust Board for final approval.   
 

13. Recommendation  
 
The Trust Board are asked to: 

 Approve the Full Business Case for the build and fit out of a new fourteen bedded 
critical care unit and a new main entrance at a cost of £14.581m.  

 Approve an increased loan application of £500,000 to the FTFF to mitigate any risk of 
overspending the project (12.7m to 13.2m) 

 Approve the commitment of £7,000m of the FTFF loaned capital for 2015/16 and 
£6,706m for 2016/17 to fund the project.  

 
 

Page 8 of 69Critical Care Unit.pdf
Overall Page 64 of 232



 

 

 

 

  

 
 

 

 
‘Transforming and Developing our Estate’ 

 

Full Business Case 
Final Version 

 
New Critical Care Unit and Hospital Main Entrance 

 

 

 Date: 24th April 2015 

Authors: 

Lesley Darke Director of Estates and Commercial Development 

With contributions from:  

Critical Care Team  Dr. Richard Walker 
Peggy Christie 

The Critical Care Clinicians 

Finance Team  Mark Stewart  
Rod Muskett 

Joan Audas 
Paul Hollett Sweett Group 

Divisional Team  Mandi Burroughs 

 

EFM Team Nancy Chamberlain 

Natalie Parnell 

Karen Robertson 
Simon Allen 

Clive Radestock 
 

Executive Sponsor: John Lowes 

 

Page 9 of 69Critical Care Unit.pdf
Overall Page 65 of 232



‘Transforming and Developing Our Estate’                                                        

 

 

New Critical Care Unit final version                                      24/04/2015              Page 2 

 

CONTENTS 

 

1. FBC INTRODUCTION AND BACKGROUND ............................................................. 4 

2. ESTATES STRATEGY .............................................................................................. 5 

3. CASE OF NEED ...................................................................................................... 6 

4. DEVELOPMENT OF THE OPTIONS: STRATEGIC OUTLINE CASE ............................ 9 

5. DEVELOPMENT OF THE OPTIONS: OUTLINE BUSINESS CASE ............................ 11 

6. STRATEGIC FIT ................................................................................................... 14 

7. DESIGN DEVELOPMENT, PLANNING AND PROCUREMENT OF THE 

DESIGN TEAM. ........................................................................................................... 17 

8. DETAIL OF THE PREFERRED OPTION AND FINAL SCHEME ................................. 21 

9. FINANCE ............................................................................................................. 25 

10. AFFORDABILITY AND CAPITAL PHASING ........................................................... 33 

11. PROCUREMENT AND PROGRAMME ..................................................................... 33 

11. GOVERNANCE AND RISK .................................................................................... 34 

12. COMMUNICATIONS PLAN ................................................................................... 35 

13. CONCLUSION AND RECOMMENDATION ............................................................. 36 

 

 

 

 

 

 

 

Page 10 of 69Critical Care Unit.pdf
Overall Page 66 of 232



‘Transforming and Developing Our Estate’                                                        

 

 

New Critical Care Unit final version                                      24/04/2015              Page 3 

 

Annexes      

                                                                                                                      

Estates Strategy 1 

Equality Analysis  Procedure (EAP) 2 

Drawings Package   3 

ICU IT business Case 4 

Page 11 of 69Critical Care Unit.pdf
Overall Page 67 of 232



‘Transforming and Developing Our Estate’                                                        

 

 

New Critical Care Unit final version                                      24/04/2015              Page 4 

 

Full Business Case 
New Critical Care Unit and main entrance                              

1. FBC Introduction and Background 

 
1. South Devon Healthcare NHS Foundation provides District General Hospital services for 

the c350,000 population of Torbay and South and West Devon.  
 

2. The Trust has a 10 bedded Critical Care Unit dating from the 1980’s with 9 of the beds 
funded in a ratio of 6 ICU beds to 3 HDU beds. The unit caters for both adults and 
children in an emergency and sees c720 patients per annum drawn from the c350,000 
population of Torbay and Southern Devon. It is part of the Critical care network and a 
hub supporting the tertiary centres at Plymouth for adults and Bristol for children.  
 

3. The unit provides both intensive and high dependency care within an integrated unit 
and manages a supportive critical care outreach team. Staff from the critical care unit 
also support the staffing model for in-patient theatres and recovery as required.  

 
4. Critical care is an essential criteria to enable the Trust to carry out its responsibilities 

as a category 1 responder under the Civil Contingencies Act 2004, and the ability to 
deliver intensive and high care is integral to the delivery of quality and safe care for 
patients on both the acute medicine and surgical pathways. This is an essential 
component in the delivery of excellent outcomes for patients and meeting the 
standards for waiting times and referral to treatment times. (RTT). The highest single 
percentage of patients admitted to the unit are from in-patient theatres. A summary of 
the patient flows in and out of the unit for the years 2011/12 to 2013/14 are shown 
below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5. The table overleaf shows that 55% of patients are admitted to the unit from in-patient 
theatres followed by 20% from the Emergency department. Patients leaving the unit 

Critical Care Inward flows 

  2011/12 2012/13 2013/14 

From Number  % Number  % Number % 
Inpatient 
theatres 

349 48% 372 52% 367 +18 55% 

Surgical 
Wards Tower 

51 7% 36 5% 42 6% 

Medical 
wards 
Hetherington  

64 8% 43 6% 34 + 8 6% 

ED level 3 193 27% 201 28% 134 19% 

Paediatrics 
Old Hospital 

21 3% 7 1% 7 <1% 

Orthopaedics 
Old Hospital  

7 1% 7 1% 3 1% 

Cardiac 
Catheter Lab 

7 1% 7 1% 6+1+1 1% 

Obstetrics & 
Gynae 

7 1% 7 1% 2 <1% 

EAU's 22 3% 29 4% 73 10% 

External 
Ambulance 

7 1% 7 1% 3 <1% 

Totals 728 100% 716 100% 699 100% 

 

Critical Care outward flows 

  2011/12 2012/13 2013/14 

To Number  % Number  % Number % 

Recovery 7 1% 14 2% 17 2% 

Surgical Ward 
Allerton 

149 21% 145 21% 156 22% 

Medical ward 
Midgley  

71 10% 57 8% 63 9% 

Mortuary 93 13% 98 14% 97 14% 

Paediatrics 
Old Hospital 

15 2% 5 1% 9 1% 

Orthopaedics 
Old Hospital  

73 10% 79 11% 
115 16% 

Other wards 284 38% 279 37% 208 31% 

Obstetrics & 
Gynae 

7 1% 5 1% 9 1% 

Home     7 1% 0 0% 

External Units 29 4% 27 4% 25 4% 

Totals 728 100% 716 100% 699 100% 
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are transferred across the entire hospital. These flows are critical in maintaining 
patient safety and were instrumental in the siting of the preferred replacement 
solution. 

 
6. The Trust Board when approving the Outline Business case in March 2014 supported 

the well-recognised facts that that the existing Critical Care Unit has insufficient 
capacity and represents a significant risk, from a functional aspect (the bed spaces are 
too small) and infection control aspect (the bed spaces are too close together) and 
from an engineering perspective whereby the air handling units, ceiling and other 
essential building and engineering infrastructure are beyond economic life and difficult 
to maintain.  The Trust first identified the need to replace the unit in 2008.  
 

7. This Full Business Case presents the final design and costs of the Trusts preferred 
option and definitive costs to replace of the existing, aged critical care unit, built in 
1985, and now nearly 30 years old and to also provide a new main entrance and 
enhanced public facilities for Torbay Hospital.   

2. Estates Strategy  
 

8. The Trust is committed to developing its estate to support the delivery of high quality 
clinical services and meeting the Trust’s core aim of achieving excellent patient 
outcomes.  The South Devon Community and future integrated care organisation have 
a shared vision based on the principle that care in the future should be provided at 
home and in the community and only in hospital when it is right for the patient who 
needs support of the specialist infrastructure provided.  
 

9. The strategy for the acute Trust estate is around the development of a smaller acute 
hub, providing quality and future proofed emergency services as part of a combined 
whole system investment plan.  Investment is needed in bringing essential emergency 
services up to standard including wards, intensive care, emergency departments and 
theatres. Space created by reductions in the number of inpatient beds will be used to 
relocate services currently being provided in temporary buildings and in old residences 
no longer fit for purpose. The disposal of these buildings will reduce the footprint of 
the hospital.  
 

10. The strategy also encompasses the need to provide easily accessible easily navigable 
and suitable services and facilities for patients including car parking, intuitive 
wayfinding, drop off zones, public toilets and refreshment facilities.    

 
11. The shared community estates vision is to transform and develop the estate to deliver 

‘a quality patient environment and patient experience delivered through an energy and 
low cost estate which is fit for purpose, functionally suitable, well maintained , flexible 
and responsive to the changing needs of the services’.  

 
12. The future of community estate will be the provision of sustainable, fit for purpose and 

quality buildings in the right place to support healthy communities and the needs of 
the combined health and social care system.  In support of this the estates strategy 
summary on a page is shown in Annex 1. 

 
13. The timelines for the delivery of the strategy will reflect the balance between 

developing and transforming the acute estate and continued investment in the core 
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and engineering infrastructure with the development of the community estate. Both 
will be dependent on the available capital funding and affordability of the cost of 
capital together with Continuous Improvement Savings (CIPS).   

3. Case of Need 

3.1 Capacity of the Critical Care Unit 

 
14. The current service provision and bed numbers (10) for ICU/HDU facilities are 

inadequate and lack an appropriate number of isolation rooms (2).  The Critical care 
team have worked hard to ensure effective care is delivered within this inappropriate 
environment however the number of beds and standard of this accommodation falls 
well short of what would be expected in a modern critical care service. 
 

15. When compared with other acute Hospitals within the South West, South Devon 
Healthcare has the lowest number of General Critical Care beds per 100,000 
population (specialist beds e.g. cardiac have been excluded) across all the acute 
Trusts and is significantly below the average bed numbers. This is clearly 
demonstrated in the table below. These are the regional bed numbers available and 
funded as of January 2014. 
 

Trust 
Population 

base 

Number 
of 

Physical 
GENERAL 

Critical 
care 
beds 

Number of 
Funded/ 

operational 
Critical 

care beds 

000 
population 

per 
physical 

bed 

000 
population 

per 
operational 

bed 

Physical 
Bed per 
100,000 

population Comments 

RCHT 400,000 19 15 21 27 4.75 
New ICU 
2012 

PHT 450,000 19 18 24 25 4.20 
New ICU 

2008 

RD&E 400,000 15 15 27 27 3.75 
New ICU 
2010 

Taunton 340,000 12 12 28 28 3.52 
New ICU 
2006 

Barnstaple 156,000 6 6 26 26 3.84   

Yeovil 180,000 10 10 18 18 5.50 
New ICU 
2000 

SDHC 350,000 10 9 35 39 2.60   

Average 
exc SDHC 

  14 13 24 25 4.20   

 
16. In support of this case, it is important to note that all the other acute Trusts across the 

region (with the exception of Barnstaple that has a very small population base) have 
upgraded their critical care units and increased bed capacity since 2000.  
 

17. There is significant evidence that the need for critical care capacity is increasing, and it 
is recognised across the UK and Europe that the future provision of Critical care is 
unlikely to meet demand1. Although it is likely an element of the demand will be met 

                                    
1 Variability of Critical Care bed numbers in Europe, Rhodes a et al, Journal of Intensive Care 
medicine (2012) 38:1647-1653 
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through increasing outreach and intermediate care there will also be a need to 
increase the number of critical care beds and the appropriate skilled healthcare 
professionals needed to care for the increased number of patients. Study of existing 
provision shows that the UK has an average of 6.6 critical care beds per 100,000 
population which is significantly less than the European average of 11.5 beds per 
100,000 population.  
  

18. The new unit delivers 14 beds within the new footprint. Fourteen beds is the average 
number and increases the number of general critical care beds per 100,000 population 
for the population of SDHCFT from 2.6 to 4. This is shown in Figure 1 below: 

 
Figure 1 - Table showing 000 population per ICU Bed 

SDHC population per increasing bed numbers (base 350,000) 
SW 

avg 

Number of 
Critical care beds 

9 10 11 12 13 14 15 16 
 

Bed per 000 
population 

2.6 2.9 3.1 3.4 3.7 4 4.3 4.6 4.2 

 
 

19. The lack of capacity of critical care also has a significant impact on the delivery of 
surgical procedures. Evidence provided monthly to the Trust board shows a continued 
number of cancelled elective operations as a result of no critical care bed. There is 
substantial evidence that an increase up to 14 beds over a three year period with the 
capacity to expand to 15 in the future if required, would meet immediate demands for 
the service.   

 
20. Figure 2. below shows the number of cancelled surgeries due to the lack of a Critical 

care bed from April 2014 to March 2015. 

 
Figure 2 - Cancelled operations due to lack of ICU bed April 14 to March 2015 

 

 

 

 

3.2 Environment of the Critical Care Unit 
 

The environment for ICU / HDU facilities is outdated preventing full effectiveness of 
interventions and treatment and is a red risk on the Trust Board risk register. 
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3.2.1 Lack of Privacy and Dignity 

 
21. Bed areas are extremely cramped with little space for machines needed to sustain 

critically ill patients. Medical and nursing staff have little space to care for their 
patients with privacy and dignity. Space is a very significant issue for patients and 
relatives. There is no room for chairs so patients will usually be bed bound, this is not 
appropriate for some patients. Visiting relatives sit adjacent to beds amongst the leads 
and equipment feeling in the way. This is not acceptable particularly as relatives in 
these circumstances are likely to be distressed themselves.   

The Photograph in Figure 3 below demonstrates the issues currently existing in the 
unit. 

Figure 3 - Existing ICU bed 

 

 

3.2.2 Compromised control of Infection  

22. The poor condition of the vital air handling units and ceiling infrastructure alongside 
the extremely cramped conditions make it extremely difficult to control infection in the 
unit. A recent episode of Vancomycin-resistant Enterococcus (VRE) has shown how 
vulnerable the unit and the patients within it are to infection because of the 
infrastructure. 

 

3.2.3 Aged building and infrastructure. 

23. There have been significant recent problems with the roof and building integrity of the 
existing critical care unit. In addition the air handling units are at the end of their life. 
Building standards and space requirements for particularly heavily serviced areas such 
as ICU have significantly increased since the unit was built. The unit is not compliant 
with Health Technical Memorandum (HTM’s or Health Building Notes HBN’s which are 
used by the care Quality Commission to set the standard for healthcare buildings.  

24. Significant work has been undertaken to address some of the more cosmetic issues 
such as the flooring, curtains, sinks and decoration however the fundamental condition 
of the unit and quality of the residual building fabric remains poor.  

25. Lack of sockets and trailing leads extension leads present a hazard. There are no 
pendants or logical storage consequently many bits of equipment on multiple stands 
surround the beds.   
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3.2.5 Lack of public amenities. 

 
26. The Trust has a lack of adequately sized public facilities particularly around the acute 

core of the hospital that has the most activity from a patient flow perspective. It would 
be a significant benefit for any new build option to provide public facilities that 
enhance seating and refreshment facilities and provide additional and DDA complaint 
public toilets and baby change facilities. 

 

3.3 New ‘Dependency model of care’  

 
27. The Trust is clinically working towards a dependency model in the Hospital of the 

future, patients requiring similar care in a central hub or core. In this model there is a 
requirement for large numbers of flexible beds that can cater for sick patients. A future 
integrated Critical care unit will have the ability to flex bed utilisation between Level 2 
and Level 3, and allow the team to step up or down immediately as patient’s condition 
changes.  
 

28. The existing ICU is land locked and there is no expansion space for the increased 
number of critical care beds that are needed.  

29. It is critical to the delivery of the dependency model that the new critical care unit is 
co-located appropriate to patient flows and central to the Hospital and adjacent to in-
patient theatres.   

3.4 Public access to services and Public Facilities   

30. The site is congested, has multiple entrances and exits, traffic flows are confused and 
both the public and staff have significant issues with finding suitable car parking 
provision.  The Strategy over the next five years needs to, with a private sector 
partner invest in car parking and traffic management such that the site is developed to 
ensure easy access to services and entrances and sufficient numbers of safe parking 
and drop off facilities are provided for patients and staff across the site. 

4. Development of the Options: Strategic Outline Case 

 
31. Since September 2011 the Trust has been seeking a solution to enable a new build 

ICU on the acute Trust site. A range of options have been explored from upgrade of 
the existing unit, conversion of an existing ward footprint, to a new build. An extensive 
strategic review of options has been undertaken and scored with clinical involvement.  
  

32. The first option considered was a completely new unit within the space currently 
occupied by ICU. This was excluded on three main grounds: 

 There is no suitable existing clinical space in which to provide ICU on a 
temporary basis that does not significantly affect patient safety (travelling 
distances).  

 The existing space is too small. Refurbishment of the existing ICU in compliance 
to the Health Building Notes would result in a significant decrease in bed 
numbers from Ten to Six based on m2 requirements.  

 Significant operational and revenue implications would result due to loss of 
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income, cost of a decant solution and reduction in capacity to accommodate 
surgical procedures. 

 
33. A number of options explored providing a new ICU within a re-configured footprint of 

existing accommodation i.e. conversion of an existing ward. This was looked at in 
detail and subsequently excluded as an option on four main grounds. 

 The ICU accommodation was significantly compromised by the size and shape of 
the existing footprint of the building meaning it was sub-standard and could not 
meet HBN’s. 

 Significant and unacceptable disruption to the adjacent clinical services would 
result i.e. every ward in the tower would have been required to be decanted to 
enable the services to be configured.   

 Lack of a sustainable solution to reduce bed capacity and therefore free up 
accommodation 

 Lack of available ward accommodation for the required decant of the inpatient 
wards above and below for the duration of the project.  

 Because of the extent of the enabling works the costs did not represent good 
value for money and timeline for delivery much longer compared with a new and 
fully compliant unit.    

 
34. This left the Trust exploring new build options. There was very obviously new build 

options on both levels 4 and 5 which fit with the strategy of the hospital of the future 
being smaller and centred around an ‘acute hub’, shown as the red circle in the 
diagram overleaf. 
 

  
 

35. The strategic options appraisal focussed on five possible options with a cost range of 
c£14m to c£35m. Four options related to varying levels of fit out of the floors of the 
development and one related to a stand-alone new build ICU within the area hatched 
in red on the diagram above. It was quickly established that the more expansive 
options were not affordable consequently attention was focussed on the remaining 
two, a new build on level 4 and level 5 or level 3 (space for ED) and level 4/5.  
 

36. After comprehensive discussion and consultation across the Trust it was clear that 
there was no consensus of opinion on the benefits or cost savings of the option with 
ED on level 3 and ICU on level 4 in relation to its cost. This option was also the option 
least preferred by the clinicians who see ICU on level 4 as a disadvantage for patients 
from both ED and theatres. 

 

The Trust ran a competitive competition for an 
architect to develop an outline design for future 
services and deliver a Development Control Plan 
(DCP) for the site. This process developed two new 
build options, one with ICU on level 4 in a new build 
8 storey tower (Avanti design), and the other a 
standalone ICU on level 5 adjacent to theatres. 
Subsequently the Trust was then able to undertake 
a more informed analysis of the full range of 
strategic options using the costs developed by the 

design team.  
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37. The second tower option was therefore excluded on two grounds. 

 Capital cost, affordability and impact on available capital that would be available 
for other estate, IT, equipment and community investment.   

 ICU on level 4 was seen by the clinical body as the worst of all worlds 
(equidistant between level 3 ED and level 5 theatres two main patient flow 
originators)   And therefore impacted adversely on all patients rendering it not a 
feasible solution when compared to an ICU on level 5 or level 3. 

38. This left a double story new build option with ICU on level 5 adjacent to inpatient 
theatres, with a new main entrance on level 4 (the existing is displaced) as the 
remaining viable option.  

 
39. Over the period of time of the options development, a new care model began to 

evolve and whilst not yet defined, muted the possibility of the development of 
‘dependency care model’ whereby sick emergency patients could be co-horted. In this 
model ICU could also be logically co-located adjacent to the Emergency Department 
(ED). As a consequence three possible new build options on level 3 were also scoped 
and scored by a range of clinical experts including ICU, Imaging, day theatres, surgery 
and medicine. As shown in the table below. 
 

Level 3 new build options 

Option 

Option 1 new 
build extension 
at the back of 

EAU 3 

Option 2 new build 
extension to day surgery 

for theatres and 
ophthalmology. ICU into 
space currently occupied 

by ophthalmology and day 
case. 

Option 3 New build 
extension in ED 

courtyard 

Option 4 double 
storey new 

build extension 
at the back of 

Imaging 

Score 29 35 NOT Feasible 29 

Outcome 

Poor Access 
Significantly 
compromises 
Emergency 

Assessment Unit 

 
 

Deliverable but Significantly 
time delay for a new ICU 

 
Not Operationally 

Deliverable 

 
Poor Access. 
Significantly 
compromises  

Imaging 

 
40. The outcome of the appraisal saw Option 2 - a new build extension to day surgery for 

theatres and ophthalmology, vacating space for ICU adjacent to resus, ED and EAU as 
the highest scoring option despite reservations from the ICU clinicians. Access to 
theatres could be mitigated by the co-location of day theatres. This option was felt to 
have benefits that warranted its further planning and consideration was given to this 
option alongside the level 5 option in the Outline Business Case.  

5. Development of the Options: Outline Business Case 
41. Unusually within an Outline Business Case the do-nothing option was excluded on the 

basis that: 

 The nature and degree of risk existing within the unit are too high for the Trust 
to continue to carry. 

 That the provision of intensive care is fundamental to the core business of the 
Trust a failure of which would materially affect the organisations ability to 
continue to deliver healthcare according to the NHS constitution and Foundation 
Trust terms of business. 
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42. The Outline business case therefore costed and considered two possible options: 
Option A an ICU on level 5 adjacent to theatres. Option B an ICU on level 3 adjacent 
to the Emergency Department.   
 

43. An analysis was undertaken on the asset register of existing Critical care equipment. 
By the time the new unit is commissioned in 2016 the equipment will be at the end of 
its life. The Board have therefore agreed that the capital costs of all new equipment 
have been included within this business case. As this represents a significant cost of 
£1.6m for the ICU clinical equipment alone, Torbay Hospital League of Friends have 
agreed to support the Trust by raising this amount of money to fund the clinical 
equipment in ICU. 
A brief overview of the two options considered in the OBC are detailed in the following 
section. 
 

5.1 Option 1. is a stand-alone two storey new build on level 5 adjacent to the existing 

unit over the top of and displacing the existing main entrance.  
 
44. This option provides a 14 bedded critical care unit on level 5 linked into the main 

passenger lifts in the surgical tower and old hospital; and on level 4 a new main 
entrance, retail, cafe and public facilities; with plant and some support accommodation 
on the roof level 6. Re-providing the main entrance provides the future and flexible 
opportunity to locate health promotion, Patient advice and liaison and a carers service 
offering carers checks at the front door. This option frees up the existing ICU space for 
future use probably the provision of two new special theatres adjacent to in-patient 
theatres. The gross capital cost of Option 1 in the OBC was £11,989,245.  
 

45. Option A is the only option that could be future proofed to deliver the Trusts future 
strategy and provide the opportunity for expansion and new wards/additional clinical 
space at the heart of the Hospital.  The OBC discussed the options and the Trust Board 
agreed that the c£2m costs of sizing the structure and plant such for future expansion 
was good value for money.   This £2m enables a new ward block of two 26 bedded 
wards above an interstitial plant room on level 6. If required and additional space on 
level 3/4 for the expansion of ED and or imaging if affordable in the future. The 
concept designs for what this could look like are detailed in the diagrams below.   
 
Figure 4 - Option A (1) Level 4 and 5 - Floor footprint 
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Figure 5 - Option A (1) Level 6, and ward levels 7 and 8 – Floor footprint 

 

5.2 Option 2 was a reconfiguration and two storey new build on level 3 adjacent to the 

Emergency Department displacing the existing two theatres and recovery for 
Ophthalmology and day surgery 3.  

 
46. This option provides a 14 bedded critical care unit in two configurations of 7 beds. This 

option required a two storey new build extension to the side of the existing day case 
and ophthalmology units on levels 2 and 3 to re-provide two new theatres, recovery 
and ancillary accommodation displaced by the ICU. The space freed up from the move 
of these services into the extension will then be available for reconfiguration for critical 
care. This option also frees up the existing ICU space for the provision of two new 
special theatres adjacent to in-patient theatres. The gross build cost of Option 2 was 
£23,711,737 
 

5.3 Option Appraisal 
 

47. The two options were considered using a solely clinical objective scoring matrix, 
agreed with the ICU team and endorsed by a number of clinical teams and specialties. 
These primarily focus on the quality and safety of the patient experience in Critical 
Care. The criteria is shown in the table below: 
 

Number Criteria Measure 
1 Clinical functionality is supported by the 

amount of space within the patient bed space  
Each bed space is clinically functional 
 

2 Improved patient experience / patient 
environment by the provision of natural light  

Natural light is available in all patient bed spaces  
 

3 Patient safety and quality of care The unit layout allows for patient observation 
into all the bed spaces  
 

4 Patient safety and Patient privacy and dignity. Patient travel journeys are minimised throughout 
the hospital with minimal cross traffic public 
flows and impact on privacy and dignity. 
 

5 Office / Staff accommodation  
The required schedule of accommodation fits 

Office/Staff accommodation is available within 
the footprint or nearby for a rapid response to 
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into the available footprint  ICU 

 

6 Risk Management The shortest programme to delivery 
 

7 Impact on public and hospital operations Loss of car parking spaces are minimised 
 

8 Flexibility and Future proofing The location and footprint allow for increased 
ICU beds  in the future  
 

 
48. The outcome of the option appraisal was a very clear majority and highest score for 

option 1 ICU on Level 5. The biggest variations between the options were the 
functional layout of the unit that can be achieved within the constraints of the building 
and the patient safety issues and travelling distances from in-patient theatres.  This is 
shown in Figure 6. Below. 

 
Figure 6 - Summary outcome of Clinical option Appraisal Exercise 

  Option A 
(level 5) 

Option B  
(level 3) 

 

Critical Care Team 

Average Score 23 9 

Position 1 2 

    

Other Clinicians Average Score 20 15 

Position 1 2 

    

Overall Average Score 21 12 

    

 Position 1 2 

 
49. The preferred option agreed in the OBC was for a new critical care unit on level 5 and 

defacto a new main entrance on level 4 at a cost of £11.989m with an addition £2m of 
future proofing giving a total capital cost of £13.989m. 
 

6. Strategic Fit 
 

50. It is important to consider how the preferred option fits with the estates development 
strategy and the future investment plans arising from the Integrated Care 
Organisation.  

6.1 Scope  

 
51. Significant investment in core estates services has been made but there is more to do.  

Driven by a new 6 facet survey, the total estates strategy over the next five years (of 
which this OBC is a part) plans to continue to invest in and renew the core engineering 
infrastructure of the Trust (essential backlog maintenance) i.e. replace Boilers, 
pipework, air handling units, and systematically work to actively remove asbestos 
across the site.  Completion of the fire safety work and upgrade and replacement of 
basic building infrastructure roofs, doors, windows and decommission facilities at the 
end of its life. The scope of this development is such that it sits within and supports 
the framework of continued investment in the essential engineering infrastructure of 
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the Trust and investment in IT and equipment to support the delivery of care.  

 
52. A paper to Trust Board in late 2012 recommended a change in approach to the 

development of an estates strategy, emerging priorities and outline investment plan. 
This development provides scope for future expansion/improvement to facilities and 
specifically to build new wards in the future at the heart of the Hospital and adjacent 
to the main lift core, to be funded as finances allow. 
The main priorities for the next five year estate strategy can be defined as:  

 New build facilities for core clinical services around a ‘dependency hub 
principle’ i.e. co-located inpatient services and an effective front door to 
maintain the quality and safety of patient care. 

 Upgrade and provide more space in the clinical patient environment for core 
services and public and staff amenities and facilities to maintain privacy and 
dignity and excellent infection control.  

 Enhance the patient public and staff experience of the site with improved site 
safety, car-parking, logistics management and separation of traffic flows, 
intuitive wayfinding and entrances. 

 Deliver the key infrastructure for specific service developments and 
technological investments such as Linear accelerators, Cardiac Catheter 
laboratories. 

 Continue to invest in the core engineering infrastructure of the Trust (essential 
backlog maintenance).  

 Maximise commercial developments and income generation opportunities to 
meet the business and service objectives of the Trust. 

 Work with partners across the health and social care boundaries to source 
estate solutions in the community, to facilitate the shift of services, decant of 
facilities, the consolidation of accommodation and potential 
disposal/development of property and land. 

6.1.1 Lack of space for new special theatres 

53. There is a significant constraint and lack of expansion space for in-patient theatres on 
level 5. The two orthopaedic Laminar air flow theatres (‘specials’) are a significant risk 
to the Trust in that their layout and engineering infrastructure is also non-compliant 
with HTM’s and HBN’s and consequently require replacing in the very near future. In 
providing a new critical care unit space would be made available to provide two new 
theatres adjoining the existing in-patient theatre suite to new build two new theatres 
to replace specials. 

54. Based on sizes in current Health Building Notes the team can confirm the fit of two 
laminar airflow theatres in the space currently occupied by the existing Critical care 
unit if required. Storage will need to be provided and encompassed within the existing 
in-patient theatre suite. 

6.2 Mitigating Risk 

55. If ICU is not replaced the existing unit will be closed due to an unacceptable risk of 
infection. This view is endorsed by the Director of Infection Prevention and Control. 
The unit will be non-compliant with statutory legislation around infection control and 
air handling in patient areas. Patients requiring intensive or critical care will have to be 
transferred to other acute Trusts and number of elective operations requiring critical 
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care support will no longer be viable. Serious blue light calls would be re-directed 
possibly thereby undermining the future of Torbay’s Emergency Department.  This 
eventuality would undermine the Trusts ability to continue to support the delivery of 
acute medical and surgical care and operate as an acute healthcare provider and 
unable to deliver its statutory emergency response duties as a category 1 responder.  
 

56. The preferred option goes partway to meeting the strategic objective of improving the 
Hospital main entrance with the provision of enhanced public facilities. The space 
provided for new retail facilities could potentially generating new income circa £75k 
per annum subject to further review, helping to mitigate the increased revenue costs 
of the scheme.  

6.3 Timing  

 
57. The Trust has considered in detail how many of its development plans it can include 

over the next five years whilst remaining affordable and has looked at a number of 
differing scenario’s ranging from costs of c£65m to £15m dependent on the scope of 
the scheme. It has been determined that the option within this business case 
represent the least cost for delivery of a future proofed new unit therefore fitting with 
the required investment strategy and that of the Integrated care organisation (ICO). 

 
58. The timing is such that over the next 5 years there is a need to invest in mitigating the 

Trust’s two key risks, ICU and theatres, alongside a continued investment in 
engineering and estates infrastructure and investment in community estate, IT and 
equipment as a result of the changing and joined up model of care arising from the 
ICO.  This FBC is affordable and sits within the Trusts 5 year plan and LTFM, overall 
capital programme and overall affordability envelope from April 2015 to March 2020 
based on that context.  

 
59. Estates investment over this, the first five years of the new strategy, encompasses 

some other key developments as well as ICU and theatres to address significant risks 
on the Trusts risk register and sub optimal patient environments; whilst continuing to 
invest in backlog maintenance.  The key estates developments covered in the five year 
plan include: 

 
Key estates risk and mitigations 

 A new intensive care unit  
 2 new theatres (enables the decommission of special theatres)in 2017/18 
 Start of the ward refurbishment build process (leading into the next five years) in 

2017/18. 
 Refurbishment of the remainder of Maternity not yet completed 

 Reconfigured and upgraded fracture clinic 
 Upgrade of theatres 1 and 2 
 Investment in the public areas and mortuary on level 1. 
 Continued investment in backlog maintenance at a level of c£3m per annum. 
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7. Design Development, Planning and Procurement of 
the design team. 

7.1  Procurement of the design team. 

 
60. The Trust have conformed to best practice and procured tenders using an OJEU 

compliant procedure by way of the existing Construction Framework South West 
(CFSW). On behalf of the Trust, CFSW sought expressions of interest from the 11 
framework Contractors, and shortlisted six to submit tenders. The six were Kier, 
Bouyges, BAM, Interserve, Wilmot Dixon and Balfour Beatty.   
 

61. The Trust adopted a Two Stage Design & Build procurement process which, in the 
prevailing market conditions, was perceived to provide best value for money, in terms 
of cost certainty, programme certainty and Contractor input in terms of build-ability 
and control of design development. 

 
62. All six Contractors submitted compliant competitive tenders which were received and 

assessed in accordance with Trust and CFSW procedures. 
 
63. The Trust scored the submissions and invited the top three companies to an interview. 

Presentations were made the three contractors to a Trust a panel of adjudicators 
which represented a cross section of expertise to "score" the tenders and make a 
recommendation for Contractor appointment. The panel included clinical and non-
clinical representatives including Governors. 

 
64. The scoring was based on a financial assessment of the "Priced Tender Submission" 

using CFSW formulas and a quality assessment based on Contractor's responses to 
specific questions forming a "Quality Submission".  This was marked with the mean of 
the marks weighted in accordance with parameters pre-agreed and set out in the 
tender. 

 
65. As part of the tendering process the budget for the scheme was tested and contractors 

asked to provide their own independent and market tested budget to deliver the 
project.  

 
66. Interserve scored top in both the financial assessment and quality assessment and 

based on this the panel reached a unanimous decision that Interserve should be 
awarded the first Stage tender.  
 

67. Assurance was therefore received that the budget articulated in the OBC was robust 
and deliverable as Interserve’s cost plan was within the budget estimated for the 
scheme.  The Finance Committee received a detailed tender report and endorsed and 
approved Interserve as the approved contractor on the 28th October 2014.  

 
68. In order to obtain explicit cost certainty the works packages for the main scheme was 

finalised by January, tendered in February and March to give a final costs and 
Guaranteed Maximum Price (GMP) in April 2015.  
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7.2  Planning approval. 

 
69. Planning was submitted to Torbay Council in September 2014 and granted in 

November 2014 with no conditions. 

7.3  Design development. 

70. Interserve were appointed in November 2014 and have been actively working on the 
project since appointment in order to achieve the required time scale of developing the 
Guaranteed Maximum price (GMP) by April 2015.  

7.3.1  Development of the Main Scheme.  
 

71. The design team and the Trust have endeavoured to develop a final design that is the 
best option to: 

 Deliver the scheme as quickly as possible. 
 Reduce the impact on the operations of the Trust, and maintain access to the 

Hospital. 

 Provide the best fit and future solution for patient flows into and out of the 
Critical care unit.   

 Provide appropriate rest and ablution facilities for the hospital and carers and a 
health promotion and prevention space at the centre of the hospital.  

72. As a result some changes to the design from OBC have taken place. These can be 
summarised as: 

 Re-design of the main entrance to remove internal steps, this was a main 
objective identified by the New Main Entrance Planning subgroup working on the 
entrance. Working with building control an external solution has been developed 
but due to the changing levels and to meet standards for level changes this has 
resulted in more extensive works to that previously anticipated. 

 Increased space within the main entrance to accommodate a future proofed 
flexible use of space for health promotion/health information /carers centre with 
interview rooms to bring the community and the promotion of well -being into 
the heart of the Hospital. This is a driver from public health and the ICO model 
of care.   

 An increase in the depth of piling due to unstable substructure. 
 Identification of additional enabling works and moving of services so that the 

operations of the hospital are not adversely affected during the build.    

Re-design of the main entrance  

73. With the support of a public and patient reference group including carers leads and 
representatives, the design for the main entrance has been developed from that in the 
OBC as shown in the designs below. Internally the entrance is now on the level, 
removing ramps and steps. This has had a cost impact of c580k. 300k on the entrance 
and £280k on the additional road works and external levels.   

Figure 7 - OBC New Main Entrance Design 

Ambulance 
drop off 
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Steps inside the main 
entrance due to 
changing levels 

No space for health 
promotion/information, 
interview, internet viewing 
and carers.   

Increased amount and size of 
public ablutions new disabled 
toilet and Adult and baby 
change.  

New display/presentation and 
exhibition space  

New area with two flexible use 
interview rooms for future 
requirements for example, carer’s 
assessment, health information & 
promotion with computer and 
Hiblio screens 

SHOP 

CAFE 

HEALTH 
PROMOTION 

SEATING 

STAFF CIRCULATION 

PUBLIC CIRCULATION 

Separate Staff/patient and general 
public circulation at the main 
entrance  

R 

Figure 8 - FBC Final Design New Main Entrance 
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Figure 9 - Final Design External 

 

Increased depth of piling  

74. A number of ground investigation surveys were carried out to support the 
development of the structural design. These identified that the existing ground is 
predominantly made up ground and backfilled and therefore would not provide a 
stable footing. This has resulted in the need for additional and deeper piles, which 
significantly increased the scope and cost of the piling package.   
 
The inclusion of some additional enabling works such that the service can 
effectively operate whist the construction is taking place.  

75. In the period between OBC and FBC further detailed planning has been undertaken to 
understand the works required to deliver such at build at the heart of the hospital. In 
order to effectively maintain services and enable the delivery of the scheme some 
works are required, the level of enabling required is extensive with some additional 
elements as below that were that were not previously fully anticipated.  

 Pneumatic tube diversions 
 Installation of a new water main and diversions works 
 BT cabling diversion and replacements 
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8. Detail of the preferred option and final Scheme 
 

76. The final preferred option is described in detail in the following section and is in 
summary a three story extension to the area of the existing main entrance to create a 
new 14 bedded ICU relatives emergency accommodation and new main entrance. The 
capital and revenue costs are detailed in the Finance Section 8.  
 

8.1 New Critical Care Unit 

 
77. Considerable work has been undertaken on the detailed design of the critical care unit 

and relatives accommodation in partnership with the ICU clinical teams, infection 
control and other key stakeholders to ensure the final design is safe and suitable.  
Overall the design of the unit has changed very little to that detailed within the OBC.  
The final 14 bedded ICU layout is shown below in Figure 10 and 11.  

  
Figure 10 - Final CCU design level 5 

 
 
 

Figure 11 - Final CCU Support Accommodation design level 6 

 
 
8.2 New Main Entrance 
 
78. The design of the main entrance has been very much directed through public 

engagement particularly by the health watch and carers survey of what is needed in a 
main entrance and informed by the main entrance planning group which included a 
number of patient carer and staff representatives. This is shown in the Equality 
analysis undertaken for the project enclosed in Annex 2. 
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79. Unlike the existing building, the new entrance will be easily seen and recognised from 

the bottom of the Hill and car park A the main public car park. This will significantly aid 
way finding and access to services and enhance the patient experience. As shown in 
Figure 12 below. Drawings are available in Annex 3 for further information. 
 
Figure 12 - Front Elevation CCU and New Main Entrance 

 
 

80. The main entrance work includes: 

 A new main reception overlooking the larger main seating area  
 Health promotion/information/carer centre with interview rooms and computer 

and internet access. 
 Increased number of new disabled and public toilet facilities 
 New retail facility  

 A new, larger and re-positioned Café within the main entrance area. 
 A presentation/display area for local promotion events, information and 

performance  
 Preserved level 4 access corridor for patient and staff flows separate from the 

general public 

 Electronic bus timetabling information 
 Free cash machine 
 Pay of Exit parking machines. 

 

8.3 Operational enabling: Level 2 entrance 

 
81. The operational plan to manage the closure and diversion of the entrance has been 

developed with multiple departments and identified additional works to support the 
safe and efficient use of the level 2 Outpatients entrance as the main entrance 
including the following -   
 

 The provision of a new desk to support the general enquiries reception 
function separate to the busy outpatient desk. 

 Additional signage, way finding and changes to Patient letters 
 Additional CCTV  
 Changes to traffic marking routes and road marking at the drop off 

 Screening in certain areas to delineate circulation space and travel 
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routes within level 2 

 Updated information maps in all car parks at the pay meters 
 Changes to NHS supply chain deliveries requiring redistribution of 

staffing 
 Provision of additional product lines in alternative retail areas 
 Training volunteers to assist with way finding 

 Changes to security teams way of working including the provision of a 
security base in outpatients 

 
82. The above plans and works are currently in the process of being implemented in order 

to ensure the tight timescales for the closure are achieved.  
 

83. These additional operational costs not considered in the Outline Business Case have 
added costs into the scheme detailed in section 10 finance  

 
8.4 Equipment  

 
84. The equipment and fit out costs for the project are broken down into 3 groups, Group 

1 is intrinsic to the building fabric and is supplied and fitted by the Contractor this is 
covered in the construction GMP costs. Groups 2 and 3 have been identified and 
separately costed these are items are procured by the Trust and sit outside the 
principle contractors GMP, as detailed below. 
 

8.5 Information Systems and IT 

85. The need for and updated patient monitoring system in critical care was identified 
some time ago. The new build provides an ideal opportunity to address this issue and 
ensure sufficient infrastructure is in place support the system. The information systems 
department have allocated a project manager to develop the requirement and manage 
the implementation of the new system.   

86. The replacement of the monitors and clinical information system will fit with the 
hospitals strategic intent to not only modernise services, but also to ensure that these 
technologies are reflective of the hospitals paperless environment and clinical 
governance agenda. 

87. With the current new build of the Critical Care Unit there is a unique opportunity to 
invest not only in the environment for the patient, but the technology that will 
transform the care provided to patients in that environment.  These advances in 
technology will help deliver safer, clinically effective and more efficient care. 

88. The hospital CCU faces increasing patient acuity, budget pressures, guideline 
compliance and staffing and skill constraints.  We need to invest in technologies that 
do not just measure the patient’s physiological parameters but also provide staff with 
clinical decision support.  Fast confident decisions are essential for better and earlier 
therapies that improve patient safety and clinical outcomes, reducing the patient’s time 
in hospital and helping to prevent readmissions. 

89. This means that clinically relevant information must be available at the patient’s 
bedside.  New monitoring technologies must be able to bring, along with the 
physiological parameters, information such as laboratory results, radiology images, 
electronic prescribing, pathology ordering and electronic patient flow charts to the 
bedside.   

90. Additionally, in the future the Critical Care Unit may require remote monitoring 
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capabilities for monitoring patients across the Trust.  This investment would help 
future proof any such developments in the coming years. 

91. The benefits sought as a result of the combined patient monitors and clinical 
information systems are: 

Improved patient safety and patient care 
Improved patient outcome and patient flow 
Release clinician time for patient care 
Better quality of information for reporting purposes 
Reduction in costs of stationary 

92. The costs for the system are £571,655.00, Inc. VAT.  

 

8.6 CCU Clinical Equipment 
 

93. The equipment needed to support the new critical care unit and entrance is 
predominantly new due to changes in working practices, such as the move to island 
nursing in CCU. This change in layout and the provision of specialist pendants means 
that much of the existing end of life equipment in the existing CCU will not be 
compatible, however where possible equipment will be transferred and an exercise has 
taken place to identify the items.  
 

94. The league of friends has kindly offered to raise significant funds to contribute towards 
the essential Critical Care Equipment and have pledged a target donation of 1.6 million 
pounds.  The breakdown of the 1.6m clinical equipment and IT costs is shown below 
in Figure 13. 
 
Figure 13 - Clinical and IT equipment schedule 

Description 
Devices Per 

Bed 
Total  Cost for 14 beds 

Ventilators x 12 1 10  £        350,000.00  

Non invasive ventilators x 3 1 3  £           36,000.00  

Haemodialysis machines x 4 1 4  £           60,000.00  

Infusion pumps x 14 2 14  £           61,600.00  

Syringe drivers x 10 4 14  £        100,800.00  

Monitors x 14 plus central monitoring 1 14  £        210,000.00  

Beds x 4 1 14  £        168,000.00  

Pendant system 1 14  £        238,994.00  

Cardiac output system 4 1  £        112,000.00  

Patient tracking system (Hoist) 14  

beds 
1 14 

 £           70,000.00  

Portable X ray 1 1  £           50,000.00  

Diagnostic Ultrasound Scanner 1 1  £           75,000.00  

Cannulisation Uss Scanner 2 1  £           62,000.00  

Defibrillator x2 1 1  £             3,449.00  

Transfer ventilator 1 1  £           10,000.00  

       £     1,607,843.00  

Data system - patient record 1 1  £        571,655.00  

Capital expenditure inclusive VAT      £     2,179,498.00  
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8.7 Other Equipment 

 
95. The majority of the equipment costs are associated to the medical fit out of critical 

care on level 5, there is however a wide range of supporting equipment required to 
ensure the new build functions correctly. This ranges from the fit out of the café and 
the health information areas to smaller sundry items such as chairs, dispensers and 
paper towel holders, a full list of other equipment is costed at £185,557.20 inclusive of 
VAT. 
 

96. The total equipment and IT budget is set at 2,365,055.02 including VAT of which 1.6 
million will be kindly donated by the League of Friends. 

9. Finance 

9.1 Capital Costs 

 
97. The final capital costs in this Full Business Case are derived through a competitive 

tender resulting in the selection of Interserve, who carried out a comprehensive 
subcontract tender exercise, which provided the Guaranteed Maximum Price (GMP) for 
the construction. This was based on a robust design delivered to RIBA stage D with a 
competitively selected design team and progressed further through detailed design 
with our construction partner Interserve. 
 

98. Capital costs over and above the build and construction costs have been evaluated by 
the Trusts independently appointed Cost Advisor and included in this FBC and the 
afore mentioned GMP report. 
 

9.1.1 Total build cost  

 
99. A comprehensive value engineering exercise has been undertaken in an attempt to 

mitigate the cost increases incurred from the additional works and the change in the 
main entrance design.  A summary of the GMP final build costs in shown below in 
Figure 14. 
 
Figure 14- Build Costs 

Section  GMP submission 

Total Elemental Building Cost 7,804,000.00 

Preliminaries 557,865.00 

Design & Construct Fees 304,569.00 

Overheads & Profit 194,994.77 

Construction Contingency / Risk 525,000.00 

Professional Fees (By Trust) 683,000.00 

Surveys 100,000.00 

Non Works Cost 124,000.00 

Construction Cost  10,293,428.77 

VAT (excluding professional fees by Trust) 2,049,594.95 

Total Estimated Project Cost 12,215,514.00 
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100. This GMP capital cost includes a project contingency of £630,000 inclusive of VAT and 
makes no assumption on any VAT recovery that may or may not be applicable.   
 

9.1.2. Total equipment cost  
 

101. The total capital cost of the equipment is summarised in Figure 15 below 
 
Figure 15 - Equipment Costs 

Medical Equipment (level 5 CCU) £1,607,843.00 

Supply of other Group 2 & 3 Equipment £153,324.02 

Information Systems & Technology £476,379.00 

VAT £127,509.00 

Total Equipment & IT 2,365,055.02 

 
102. The total capital costs of the total scheme i.e. new critical care unit and new main 

entrance is £14,581,000. 
 
Figure 16 - Total Capital Costs 

Total Build inclusive of VAT Costs £12,215,514 

Total equipment costs inclusive of VAT £2,365,055 

 £14,581,000 

 

9.1.3. Capital Cost comparison 

 
103. The revised capital cost takes into account the additional costs of completing the 

scheme and the additional operational and enabling changes needed to support the 
build. The design team and the estates team with support of the Trust cost consultant 
Sweetts have worked hard to mitigate these extra costs through a significant and 
comprehensive value engineering exercise.  
 

104. A number of changes have driven the variance in project costs from the OBC of 
£13,989m to the current cost of £14,581m.  

Design Changes 

105. The changes to the design can be summarised as:  

 Increased area of new main entrance to accommodate the new ICO model of 
care and focus on health promotion, wellness and carers as well as enhanced 
public facilities for patients and the public.  Cost £300K 

 Changes in and increased depth of the construction frame and piling due to the 
unstable nature of the ground (largely infill from the 1970’s build)  Cost £300k 

 Additional external road and pathway works to cope with the changing ground 
levels previously managed through internal steps which we not deemed 
compliant by building control. Cost £280k 

 The increased scope and extent of the works required to ensure that services to 
the Trust are safely maintained during construction works. This has necessitated 
the move of BT and IT cables, pneumatic tube, water main and drainage. Cost 
£120k 

 
106. The variances in the design and buoyancy of the building market have driven a 

substantial increase in construction cost on the project of c£1m with VAT.  The design 
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team together with the Trust and clinical team have worked very hard to mitigate this 
through a comprehensive value engineering exercise reducing design costs and fees by 
c£550k to off-set the increased construction costs as far as possible but importantly 
without compromising quality or functionality.   The construction cost variance left is 
c£464k excluding VAT i.e. 4.7% of budget, £587k with VAT (5%). This position 
includes a construction contingency of £630k inclusive of VAT.   If the costed 
construction risk within the contingency does not materialise, this will reduce the 
outturn cost. The project team will endeavour the mitigate risk, control costs and the 
programme and therefore only use the contingency if essential.   
 
Equipment Changes 
 

107. The benefits of integrated IT system are documented in the business case within the 
IT business case shown at Annex 4  and are integral to the delivery of care within the 
critical care unit. Since the original scope and costs were submitted the market has 
developed considerably and therefore both the cost and the scale of what should now 
be routinely included in a new system has increased. Any new system also includes 
new hardware as well as software interfaces.  There is a variation in the IT costs of 
£271k and represents 13.7% increase in the equipment budget. A clinical and IT 
assessment has been undertaken and assurance provided that the all the specification 
is essential. The benefit of reduction in VAT previously included on the equipment to 
be funded by the League of Friends as they do not pay VAT, has therefore offset this 
increase which means the additional benefits have not been able to be realised to off-
set any increase in construction costs. 
 

108. The total project capital cost variance is 4.2% which is well within the tolerances of 
expected change from OBC to FBC of less than 5%, especially on a project of this size 
and complexity. 

 
109. The summary of capital costs are shown in the table at Figure 17 below 

 
Figure 17 - Summary of capital cost variance against OBC 

Capital Cost Summary OBC/Budget FBC Variance % 
change 

Total Construction costs 
£9,830,166 £10,293,429 463,264 4.7% 

Construction VAT £1,798,679 
1,922,086 123,406 6.86% 

Total Construction 
inclusive VAT 

£11,628,845 £12,215,515 * £586,670 5% 

Equipment costs £1,967,000 
£2,237,546 270,546 13.7% 

Equipment VAT £393,400 
127,509 -£265,891 -67% 

Total Equipment inclusive 
VAT 

£2,360,400 £2,365,055 £4,655 0.2% 

Grand Total £13,989,000 £14,581,000 591,000 4.2% 

 
 Includes £630,000 contingency inclusive of VAT  
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9.1.4. Capital Financing 
 

110. The assumption around the FTFF loan in the OBC was that the capital cost was 
£13.989m of which £1.6m was to be donated by LOFs.  Erring on the side of caution 
the contribution from the league was costed at £1.0m therefore a £12.7m loan 
application was made and secured on the 21st October 2014, repayable over a twenty 
year period at an annual fixed cost of 2.34%. 
 

111. The final capital costs of the scheme are £14.581m. The League of Friends are 
committed to providing £1.6m and have already receipted £500k some 12 months 
ahead of the scheme so there is a considerable degree of confidence in their ability to 
deliver the full amount. Funding £1.6m of the costs would leave the loan requirement 
of 12.9m, an increase of £200k over that already secured. 

   
112. If the same conservative estimate as the OBC is made of £1m from the League of 

Friends then the increased loan requirement is £800k.   

 
113. To ensure that Trust has mitigated risk but taking a realistic view of LoF delivery it is 

proposed that an increase in the loan of £500k is required and secured which will 
require the League of Friends to fund £1.3m to balance the budget at £14.5m. In the 
event that the LOF delivers less than £1.3m an element of the existing clinical 
equipment will transfer. 
 

9.2 Revenue  
 
Revenue Cost Comparison 
 

114. The pure revenue costs of the FBC are detailed in Figure 18 overleaf and compared 
the LTFM (Long Term Financial Model) in Figure 19. The summary of revenue 
consequences is that the costs are within the LTFM and affordable up to 2018 at the 
step costs from 12 to 14 beds. To mitigate this risk the development could be held at 
12 beds pending discussion and agreement with commissioners around additional 
income of further operational efficiencies are identified to fund additional beds.  
 
 
 
 
 
Figure 14. FBC Revenue Costs 

  

 
 

   

 

 

 

 

 

 

The assumptions in the table over leaf include: 

 Retail income is based on information provided by Facilities and could prove to be 
variable 

 Income assumptions have reduced significantly due to changes in arrangements 
since OBC 

 SDHFT will be in a risk share agreement as part of the ICO 

 IT Systems costs increased significantly due to additional hardware and running 
costs 

 Depreciation figures have been revised. 
 Pay Inflated 1% per annum 
 Non Pay and Drugs inflated 0.5% per annum 

 Income growth rate 1.4% then deflated by 1.9% and Specialist Commissioning 
Income reported at 70% marginal rate - 20% of critical care income affected 
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Figure 18 - FBC Revenue Costs 

 

 
115. Income Assumptions 

 Growth 1.4% deflated by 1.9% - for LTFM and Existing + FBC 

 Specialist Commissioning Income forms 20% of total Critical Care Income 

 Specialist Commissioning Income reported at ETO (Extended 1516 Tariff 

Offer) marginal rate of 70% of full tariff, assumed to carry on through the 5 

year period, this is a new Tariff proposed after the completion of the LTFM 

 1516 opening Income position is different from the LTFM due to (£810k) 

 

116. Expenditure Assumptions 

 Pay inflated by 1% per annum 

 Non Pay and Drugs inflated by 0.5% per annum 

 Stage 1 Staffing Uplift agreed in 2014/15 reported separately profiled as 

per 2015/16 approvals process 

 

 

 

Option A level 5 Year1 Year2 Year3 Year4 Year5

Now 2016/17 2017/18 2018/19 2019/20 2020/21

Total no of beds 9 10 10 12 12 14

Of which Level 3 ICU beds 6 6 6 7 7 8

Level 2 HCU beds 3 4 4 5 5 6

Expenditure

Staff costs 188,805     190,693    719,301    726,494        1,321,845  

Drugs cost (excl HCD) 21,485        21,593       64,455       64,778          107,426      

Non Pay costs General 45,518        45,745       135,874    135,874        226,457      

Contract maintenance 30,290       30,441       30,593          30,746        

ITU IT system Revenue costs 18451 83,289        57,083       58,317       59,578          60,867        

Total Expenditure 18451 339,097     345,404    1,008,389 1,017,318    1,747,341  

Income

ICU 47,306-        47,057-       139,688-    138,952-        234,829-      

HCU Other specialties - procedure income -              -             -             -                 -               

Total Income 47,306-        47,057-       139,688-    138,952-        234,829-      

Net revenue impact (before depreciation)18,451 291,791     298,347    868,701    878,365        1,512,512  

Depreciation Capital Cost Yrs

Medical equipment 2,172,600£         185,380     278,070    278,070    278,070        278,070      

Other equipment 193,400£            12,653        18,980       18,980       18,980          18,980        

Capital build costs 12,215,000£      35 232,667     349,000    349,000    349,000        349,000      

Total 14,581,000£      

Total Depreciation 430,700     646,050    646,050    646,050        646,050      

Retail income 50,000-        75,000-       75,000-       75,000-          75,000-        

Net revenue impact (after depreciation)18,451 672,492     869,397    1,439,751 1,449,416    2,083,562  
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Figure 19 - Comparison between LTFM and Existing Budgets + FBC 

Comparison between LTFM and Existing Budgets + FBC 

No beds Proposed: 9 10 10 12 12 14  

 15/16 16/17 17/18 18/19 19/20 20/21 TOTALS 

Tariff (month 7 FOT) -3,289,416 -3,272,094 -3,254,863 -3,237,723 -3,220,673 -3,203,713 -19,478,482 

Total Income -3,289,416 -3,272,094 -3,254,863 -3,237,723 -3,220,673 -3,203,713 -19,478,482 

Expenditure Staff 2,413,315 2,437,448 2,461,823 2,486,441 2,511,305 2,536,418 14,846,750 

Expenditure Non-Pay 356,060 359,621 363,217 366,849 370,518 374,223 2,190,488 

Expenditure Drugs 213,989 216,129 218,290 220,473 222,677 224,904 1,316,462 

Depreciation 0 161,679 391,119 391,400 391,400 391,400 1,726,998 

Total Expenditure 2,983,364 3,174,877 3,434,449 3,465,163 3,495,900 3,526,945 20,080,698 

LTFM Total -306,052 -97,217 179,586 227,440 275,227 323,232 602,216 

        

Existing + FBC 15/16 16/17 17/18 18/19 19/20 20/21 TOTALS 

Tariff-Existing 10 beds -4,099,277 -4,077,690 -4,056,217 -4,034,857 -4,013,609 -3,992,474 -24,274,124 

SWSCG Income ETO MR reduction 174,000 173,084 172,172 171,266 170,364 169,467 1,030,353 

Retail New 0 -50,000 -75,000 -75,000 -75,000 -75,000 -350,000 

SWSCG Growth @ 70% ETO MR 0 -47,306 -47,057 -139,688 -138,952 -234,829 -607,832 

Total Income -3,925,277 -4,001,912 -4,006,102 -4,078,279 -4,057,197 -4,132,836 -24,201,603 

Current staff Budget + Inflation 1,680,912 1,697,721 1,714,698 1,731,845 1,749,164 1,766,655 10,340,995 

Staffing Phase 1: 9 beds establishment 154,526 475,572 480,328 485,131 489,983 494,882 2,580,422 

Staffing FBC (10 – 14 beds) 0 188,805 190,693 719,301 726,494 1,321,845 3,147,138 

Current non Pay Budget + Inflation 423,006 425,121 427,247 429,383 431,530 433,687 2,569,974 

Non Pay: FBC 18,451 128,807 133,555 227,418 229,835 325,169 1,063,235 

Current Drugs Budget + Inflation 224,738 225,862 226,991 228,126 229,267 230,413 1,365,397 

Drugs: FBC 0 21,485 21,593 65,101 65,427 109,590 283,196 

Depreciation: FBC 0 430,700 646,050 646,050 646,050 646,050 3,014,900 

Total Expenditure 2,501,633 3,594,073 3,841,155 4,532,355 4,567,750 5,328,291 24,485,257 

Existing +FBC Total -1,423,644 -407,839 -164,947 454,076 510,553 1,195,455 163,654 

        

Variances between LTFM & Existing + 

FBC 

15/16 16/17 17/18 18/19 19/20 20/21 TOTALS 

-1,117,592 -310,622 -344,533 226,636 235,326 872,223 -438,562 
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Figure 20 - Full changes to the revenue position at 14 beds 

  

Revenue 
impact as 

reported in 
OBC 

FBC view of 
revenue 
impact 

Variance 

 

 

 

 
  £ £ £ 

 Change in income due to contractual arrangement and 
commissioners intentions (3,962,076) (607,832) 3,354,244 

 
Change in depreciation of Medical and IT Equipment and associated 
assets 2,549,930 3,014,900 464,970 

 
Change in employment costs  2,968,335 3,147,138 178,803 

 

Change in drugs costs 264,186 279,736 15,550  

Change in contract maintenance costs for equipment  132,976 122,071 (10,905) 
 

Change in non-pay costs 543,032 589,469 46,437  

Change in IT System revenue costs 0 337,586 337,586 
 

No change in retail income assumptions (350,000) (350,000) 0  

Net change 2,146,383 6,533,068 4,386,685 

  
 Overall revenue position 

 
117. The above analysis shows that the Service will run at a surplus until 2017/18.  

However, from 2018/19 as the stepped changes to bed numbers reaches 12 beds a 
deficit is reported due to the current commissioning agreement. At this point the Trust 
could make the decision to hold at 12 beds pending further income or the identification 
of operational efficiencies to fund the additional 2 beds. The primary change from OBC 
is linked to reduced income assumptions as a result of the block contract arrangement 
and ICO risk share agreement with our main commissioners which will not provide any 
additional funding.  
 

118. This agreement will negate any new income due to increases in activity and also any 
increases in tariff through the change in treatment of patients from HDU to ITU. Plus 
the Enhanced Tariff Offer will have a minimal impact on the FBC as Specialist 
Commissioning activity accounts for approximately 20% of all Adult Critical Care, and 
this will be paid at 70% marginal rate from 1516 onwards. (* £868k additional income 
in the FBC through growth in ITU patients chargeable to Specialist Commissioning will 
now only be paid at 70% reducing the income further to £608k.) 
 

119. The new unit has a variance from LTFM ICO plan submitted of (£439k) overall, as 
shown in fig. 15 above.  This variance is mainly due to a change in the 2015/16 
opening income position in the FBC which is based on the current contract 
negotiations and a benefit of (£541k) where we have transferred from a local price to 
national reference cost prices.  This offsets costs which were not included in the LTFM 
model. 
 

120. The LTFM included capital build costs and Stage 1 Staffing Costs only, which have 
been revised at FBC to full costs including additional income, staffing, drugs and non-
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pay. This has also changed the depreciation requirement.  Growth and inflation has 
been accounted for within the FBC, the OBC presented a flat costing which was not 
comparable to the LTFM model.   

 
121. The additional costs will be set through the Trust’s budget setting process and will 

require further continuous improvement plans to cover the costs from 2018/19. 
 
122. Staffing costs were revised but the material difference can be accounted for by the 

inclusion of pay inflation at FBC. 
 
123. The cost of IT equipment and revenue running costs has doubled from OBC, which 

only included system costs due to additional hardware, software licences and project 
support costs have now been included within the FBC from the new specification for 
the system. 

 
124. Existing depreciation has been assumed as nil due to the age of current facility and 

equipment.  The material depreciation change shown in Fig. 13 is due to a change in 
the assumed asset life of the facility and equipment between LTFM and FBC. 

 
125. Financing costs for the loan are allocated as an organisation wide overhead and will be 

allocated based on apportionment for Trust overheads.  They are not separately 
identified within the FBC.  Depreciation charges for 2015/16 are estimated. 

 
126. Clinical benefits will include reductions to length of stay and improved outcomes for 

patients.  No savings through the reduced beds for length of stay has been factored 
into this business case so as not to double count savings in the care model for the 
ICO. Theatre productivity should increase due to reduced cancellations of elective 
activity and availability of ITU beds during 2014/15 62 cases were cancelled directly as 
a result of no available ITU bed. Again this will not drive additional tariff income but 
will allow the Trust to better absorb activity growth. Best Practice Tariff should be fully 
achievable for Fractured Neck of Femur in the majority of cases, but the Trust 
currently earns the majority of this tariff at present. 

 
127. The proposed additional ITU beds should also provide enhanced recovery thereby 

reducing the LOS (length of stay) for patients, and the improved environment should 
improve patient outcomes. Key performance indicators are being devised for 
monitoring but no savings have been attributed to this at present. 
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10. Affordability and Capital Phasing 
 
128. A strategic estate programme has already been developed as part of the acquisition 

OBC and the five year plan and financial envelope from 2014/15 to 2019/20 shared 
with Monitor. This five year strategic plan included elements of the ten year strategic 
development plan. This programme represented the best view at the time of the needs 
for capital across all areas of the programme and their phasing. 
  

129. The revised build cash flow and requirement for capital is detailed in Figure 21.  
 
Figure 21 - build capital cash flow 

 
2014/2015 2015/2016 2016/2017 2017/2018 Total 

Total 725,000 7,000,000 6,706,000 150,000 14,581,000 

 
130. This £14.5m capital costs sits within the Trust’s 5 year capital plan, overall capital 

programme and overall affordability envelope from April 2014 to March 2019. The 
capital costs of this development are affordable within this context and sit alongside 
the entire estates expenditure, together with the proposed capital investment in 
medical equipment and Health Informatics Services (HIS) from the capital programme 
for the five year period. 

11. Procurement and Programme 

 
131. The Trust has appointed Interserve as their construction partner with a contract in 

place up to GMP. The Trust is under no obligation to appoint Interserve as a partner to 
build the scheme but it would make eminent sense to do so on the grounds that: 

 Interserve successfully and unanimously won the competitive contract with 
their design and construction experience as they have significant expertise in 
delivering healthcare developments. 

 The Contractor and the design team are now fully cognisant of the scheme and 
the site and it would take some considerable time to get another contractor up 
to speed. 

 They have the local supply chain and capacity to deliver the scheme. 

 There has been significant design development that Interserve has co-
ordinated and managed to ensure any impact on the scheme was minimised 
whilst providing the best possible solution to any issues. 

 Interserve in the process of developing the GMP have gone to market and 
tendered for all subcontract packages within the scheme to ensure the market 
was thoroughly tested and best value for money was achieved. 

 Most importantly Interserve and the design team have worked very well in 
partnership with the Trust to develop the final scheme including undertaking a 
significant value engineering exercise to mitigate as far as possible the 
additional costs to get as close as possible to the OBC budget. 

 
132. The recommendation is therefore that following FBC approval Interserve and the Trust 

proceed to a signed second stage NEC construction contract to deliver this scheme.  
 

133. A Trust employed independent cost advisor will continue to seek assurance with regard 
to value for money. 
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134. The indicative delivery timetable for the project is shown below in Figure 22. The 

project is projected to complete in December 2016, the programme is designed to 
provide a phased handover with the Main entrance opening in November 2016 and the 
Critical Care Unit following commissioning. 
 
Figure 22 - High Level Project Timetable 

Phase Component  Commence Complete 

Interserve submit GMP  
 
April  2015 

FBC finalised   April 2015 

Trust Board  approval of FBC 1st May 2015 6th May 2015 

Phase 1 Enabling works  January 2015 June 2015 

Phase 2 Enabling works May 2015 July 2015 

Demolition works July 2015 July 2015 

Main works commence July 2015  

Handover  October 2016 

Trust commissioning October 2016 December 2016 

New Main Entrance Operational  
 

November 2016 

New Critical Care Unit Operational   December 2016 

11. Governance and Risk 
 

135. Project governance for this project is well established with regular reports and minutes 
of the project Boards chaired by the Director of Estates as Project Director are 
regularly received and discuss by Workstream 5, all Executive’s receive Workstream 5 
papers. The Trust estates and projects team with facilities, finance and, a clinical lead 
for critical care and hospital at day as the core project team will continue to work with 
key members of the clinical and operational staff throughout the project.  Additionally, 
the Trust has appointed External Consultants such as Cost Advisors and Consultant 
Services to advise on specialist areas where resources do not exist within the Trust.  

 
136. A dedicated experienced Project Manager will manage the project though its 

construction phase supported by clerk of works, to deliver the preferred option on time 
and within budget, and in accordance with all necessary Trust and industry 
requirements using recognised project management methodology. The principal 
element of this role will be to coordinate and communicate the users’ and 
stakeholders’ requirements. 
 

137. The project will be run under the NEC3, Engineering and Construction Contract Option 
A. Option A is a priced contract with an activity schedule where the risk of carrying out 
the work at the agreed prices is largely borne by the contractor. 
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138. The project has a well-developed and costed risk register, which is currently sat as a 

project contingency to the sum of £630k inclusive of VAT. The principle risks are listed 
below:- 

 

 Ground Contamination and Ground not as expected. 
 Level 6 Plant Room design development. 
 Unknown difficulties encountered when carrying out enabling works (Steam Main). 
 Further programme slippage. 

 
139. The scheme will continue to be implemented under robust project management 

arrangements, which will include active risk management using recognised guidelines, 
and guided by the Construction Southwest Framework template. The Risk 
Management framework has been adopted by the Trust for the identification, 
evaluation and mitigation of project risks. The key risks to the project are summarised 
in the table below. 
 

140. A comprehensive risk register has been established through collaboration with 
Interserve. The project risks will be managed in accordance with the NEC contract 
utilising the Construction Framework South West templates.  This is a joint risk register 
shared with Interserve.  Trust risks will be owned by the Project Board and managed 
by the Project Director and Project Team.   

 
141. Following the completion of the project, an assessment will be made of the 

effectiveness of the scheme by carrying out a post project evaluation (PPE).  The main 
objective of the PPE will be to assess the benefits that are being or have been derived 
from the project, compared with those that were envisaged and establish and 
document any lessons learned to feed into future projects. 

12. Communications Plan 

 
142. The Trust in partnership with the contractors and communications team have 

developed one overarching communications strategy for the large capital schemes, 
with each individual project having its own plan.  Plans and communications are in a 
standard format as agreed. And consist of a variety of communications packages 
throughout the life of the project including details on hording, notice boards, real time 
displays of works progress and written project updates to keep both the public and 
staff informed of progress. 
 

143. Regular stakeholder meetings have been set up to provide a forum to push 
communications and to offer an open opportunity to raise issues, ask questions and 
facilitate open discussions.  
 

144. The standardised public facing communication that will be displayed on internal and 
external hording is shown in Figure 23 overleaf: 
 

Page 43 of 69Critical Care Unit.pdf
Overall Page 99 of 232



‘Transforming and Developing Our Estate’                                                        

 

 

New Critical Care Unit final version                                      24/04/2015              Page 36 

 

Figure 23 - Public facing communications banner 

 

13. Conclusion and Recommendation 
 
145. The case and requirement for a new Critical Care Unit has been agreed and rehearsed 

within the Trust over the last 10 years. The OBC was approved by the Trust Board in 
March 2014, giving a commitment to the significant investment required to develop 
the Full business case (FBC), the FBC presents the final design and costs of the 
preferred solution for the delivery.  
 

146. The existing Critical care unit is no longer fit for purpose and therefore if the Trust 
wishes to continue to operate as an acute provider the re-provision of the unit is 
essential. 
 

147. This development also delivers a number of additional objectives such as enhancing 
public facilities and services, future and flexible provision of  health promotion, with an  
opportunity to develop a carers centre, a new and legible main entrance for the 
Hospital on level 4.  The vacated space of the current ICU will support potential 
developments such as potential space for replacement of two theatres. 

 
148. This case fits with the strategic vision for the Trust and integrated care organisation 

and future proofs the ward for the future and facilitates the creation of a smaller acute 
hub and a ‘dependency’ based clinical model. 
 

149. This case fits with the strategic vision for the Trust and Integrated Care Organisation 
and the delivery of essential services only in the acute setting and local provision of 
care. 

 
150. It is within 4.2% of the budget at OBC and within the expected variance. It is both 

affordable and within the financial model and constraints of the capital programme 
presented as part of the LTFM and business case for the Integrated Care Organisation, 
and is consistent with the revenue position as presented in the LTFM. It is 
recommended that the FBC for new critical care facilities and new main entrance is 
given Trust Board approval. 
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Final Draft Joint Estates Strategy Plan                   Annex 1  

Joint Strategic Aim: The provision of a transformed and quality environment which delivers an economical and well maintained estate to meet the needs arising from changing settings of care and of the population of South Devon, that supports the 

delivery of innovative and excellent health and social care services across the community. 
 

We will invest available resources wisely, delivering an 

environment of the highest possible quality and maintaining the 

quality of services. 

We will support the on-going viability of the business by 

minimising the cost of property and waste and by 

maximising commercial opportunities for income 

generation. 

We will deliver a safe, statutory compliant and responsive 

estate by utilising new technologies, innovation and best 

practice to transform the way Facilities Management (FM) 

services are delivered. 

We will, in collaboration with local communities and partners, 

deliver changes to the estates portfolio to facilitate the 

delivery of the ‘joined up’ service model. 

Our key objectives are to: 

 Transform the owned and rented estate such that it meets 
the needs of local people and delivers a quality and easily 
accessible environment for all.  

 Invest in public facilities that are fit for purpose, future 
proofed and of good quality. 

 Review facilities for intermediate and residential care in the 
community and source sustainable solutions to ensure future 
care is provided in quality, adequately sized, easily accessible 
and safe surroundings.  

 Re-design and invest in front line and essential Hospital 
facilities such that future patient accommodation is purpose 
designed around the care model, and privacy, dignity and 
care needs of the users to a high quality standard. 

Our key objectives are to: 

 Reduce high cost property ownership, lease costs and 
associated non-pay so that the Trust services are 
performing in the upper decile for efficiency and cost 
effectiveness.   

 Minimise waste and deliver a reduction in the cost of 
disposal of waste, clinical, non-clinical and food. 

 Exploit commercial opportunities and maximise 
income from the estate e.g. land/property sales, 
recycling, energy sharing networks. 

 Reduce the running costs of the estate by exploiting 
new technologies and driving efficiencies. 

 Exploit new and low energy technologies in the 
replacement of core infrastructure 

Our key objectives are to: 

 Adopt a proactive condition based planned preventative 
maintenance programme across the whole estate. 

 Invest in and replace buildings and ageing engineering 
systems where appropriate to reduce backlog maintenance 
commitments.  

 Introduce new working practices that are responsive and 
meet the needs of the customer. 

 Provide an assurance and governance framework for the 
compliance of estates systems and services.  

 Introduce new electronic systems to reduce the reliance on 
paper systems. 
 

Our key objectives are to: 

 Move services from the acute setting into the community 
such that the size and occupancy of Torbay Hospital is 
reduced in the future. 

 Consider and consult with local users on the future options 
for delivery of high quality, safe and effective services in the 
community and use of community facilities. 

 Identify where development opportunities exist and deliver 
services for the future in the right place.  

 Use the estate flexibly across all services to meet the 
changing needs of the population. 

 Work with partners and the voluntary sector to maximise 
the appropriate occupancy of buildings regardless of 
ownership 

We will do this by: 

 Undertaking a detailed needs assessment of the local 
population in terms of the location and provision of services 
across the community.  

 Enhance facilities for the public and carers across all sites 
specifically reviewing access, car parking, public and staff 
amenities etc. 

 Working with local communities, LHIP’s and commissioners to 
plan the use of community owned facilities and determining 
services to be provided in the localities and community hubs. 

 Developing and delivering comprehensive development and 
investment plans to future proof facilities and meet the need 
for the changing shape of community and social care services 
as the service model develops. 

 Developing and delivering comprehensive development and 
investment plans for acute services to be provided in a 
Hospital setting, based on a dependency model and centred 
around the front door and an acute hub. 

We will do this by: 

 Rationalising the estate, reducing leased 
accommodation through amalgamated back office 
functions and maximising occupancy of owned 
buildings if costs effective. 

 Disposal of building and land as appropriate to deliver 
income and partner aspirations and to meet the needs 
of the community such as low cost housing.  

 Making the most of public sector partnerships to 
reduce waste costs. And winning hearts and minds of 
the staff and the public in reducing waste.  

 Promote and deliver increased recycling facilities. 

 Re-negotiating contracts and leveraging existing 
relationships with the commercial supplier 
marketplace to reduce costs.  

 Building new commercial ventures and exploiting new 
partnerships with the Private sector to enhance care 
but reduce costs e.g. renting facilities 

We will do this by: 

 Implementing an asset and condition based maintenance 
schedule, ensuring active engagement of operational staff 
in planning the delivery; and for replacing key engineering 
infrastructure. 

 Proactively seeking customer feedback and responding 
positively to customer needs. 

 Benchmarking services and using new electronic systems 
to track activities and performance.  

 Having in place a robust estate governance and assurance 
framework and reporting a suite of Key Performance 
Indicators (KPI’s)  to the Trust Board and partner 
organisation Boards for assurance.  

 Preparing a 5 year essential maintenance programme that 
is reflected in the Trusts and partner organisations capital 
programme, which is aligned to investment planning and 
benefits realisation. 

We will do this by: 

 Working closely with our partners and listening to the needs 
of our GP’s, Councils and local communities.  

 Developing and exploiting commercial opportunities of the 
estate and new and innovative partnerships to provide 
alternative services configuration and facilities; Working 
with Social Services partners to prioritise the wider needs of 
the population in addition to the health needs when 
considering the future use of estate e.g. local jobs; housing. 

 Working in partnership with our education partners and in 
particular South Devon College to establish as successful 
health studio school on health owned property, future 
proofing the workforce for health and social care services. 

 

Our success will be measured by: 

 Public and specifically LINk, Health Watch Local Health 
Improvement Partnerships LHIP’s, Disability action groups and 
Governor feedback on the environment, facilities and 
accessibility of services. 

 Our score in the Patient Led Assessment of the Care 
Environment (PLACE). 

 Commissioner feedback and assessment of our qualitative 
outcomes of care. 

 Qualitative benchmarking of facilities, 6 facet survey and 
external review of compliance.  

Our success will be measured by: 

 Benchmarking the cost of property. 

 Benchmarking estates related non pay costs. 

 Setting waste reduction targets and key performance 
indicators for waste. 

 The savings generated from re-negotiated contracts 
and innovative private sector partnerships. 

 Income generated including from sales of assets. 

 Carbon emissions, cost of utilities and carbon tax. 

Our success will be measured by: 

 Internal audit and customer and user satisfaction. 

 Performance against a suite of Key Performance Indicators. 

 External audit and reviews of compliance and registration,  

 Completed Planned Preventative Maintenance and 
residual backlog. 

 Regulators assessment of the safety of our premises and 
services; CQC, HSE, Fire Authorities. 

Our success will be measured by: 

 Feedback from our partner organisations and local 
communities on how well their needs are met. 

 The quality and cost benefits of new partnerships. 

 Wider facilities provided to benefit local communities. 

 Benchmarked occupancy of owned and leasehold buildings. 

 Success of the studio school in providing future health and 
social care employees. 

 

Excellent and Quality Environment Economical and efficient estate Safe, well maintained & responsive Transformed and Innovative estate portfolio   
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CCU inclusion for Business Case v2  5 

 

2. Background 

 

The proposed capital investment is to procure equipment in the form of patient monitoring, a clinical 
information system and IT equipment, to be used in conjunction with the patient monitoring  system. 

The replacement of the monitors and clinical information system will fit with the hospitals strategic 
intent to not only modernise services, but also to ensure that these technologies are reflective of the 
hospitals paperless environment and clinical governance agenda. 

With the current new build of the Critical Care Unit there is a unique opportunity to invest not only in 
the environment for the patient, but the technology that will transform the care provided to patients in 
that environment.  These advances in technology will help deliver safer, clinically effective and more 
efficient care. 

The hospital CCU faces increasing patient acuity, budget pressures, guideline compliance and staffing 
and skill constraints.  We need to invest in technologies that do not just measure the patient’s 
physiological parameters but also provide staff with clinical decision support.  Fast confident 
decisions are essential for better and earlier therapies that improve patient safety and clinical 
outcomes, reducing the patient’s time in hospital and helping to prevent readmissions. 

This means that clinically relevant information must be available at the patient’s bedside.  New 
monitoring technologies must be able to bring, along with the physiological parameters, information 
such as laboratory results, radiology images, electronic prescribing, pathology ordering and electronic 
patient flow charts to the bedside.   

Additionally, in the future the Critical Care Unit may require remote monitoring capabilities for 
monitoring patients across the Trust.  This investment would help future proof any such developments 
in the coming years. 
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3. Objectives 

 
The objectives sought as a result of the combined patient monitors and clinical information system 
are: 

 Improve physical workflow 

 Improve the workflow during transport of ICU patients i.e. modular monitoring with a high 
level of connectivity 

 Bringing other clinical applications to the bedside, where decisions are made i.e. laboratory, 
radiology, prescribing, pathology ordering, electronic charts 

 Automate charting within the ICU and integrate data from relevant equipment such as 
ventilators, infusion pumps etc 

 Provide relevant automated audit reports 

 Provide remote monitoring capabilities.  Clinicians would be able to view patients statistical 
data without physically being present in the unit, allowing timely decision making and 
reducing clinical risk. 

 Purchase technology which incorporates real clinical decision support tools 

 Purchase technology which has the ability to provide clinical advisories which are in keeping 
with the Trusts patient safety agenda 

 Purchase technology which will help clinicians adhere to guidelines and increase patient 
safety 

The above objectives can be measured by: 

 Completing a study both before and after the installation of new equipment, ensuring there is 
a genuine improvement in both the physical workspace and the method in which workflow 
during transportation has improved.  Previous studies undertaken have demonstrated 
improved retention of experienced staff, lower rates of sickness absence and increased 
morale. 

 The monitoring and clinical information system will display all relevant patient information 
including automated charting, laboratory results, radiology images, electronic prescribing, 
pathology ordering and patient monitoring all on a screen/workstation at the patient’s bedside 

 The  monitoring and clinical information system must automate charting. This will be 
measured by increasing the accuracy of documentation across the multi disciplinary team..  

 The system must allow access to all of the Trusts patient information system., This will be 
measured by the system’s ability to integrate data from the hospital PAS system, lab, 
radiology, electronic prescribing, pathology ordering and other CCU equipment into an 
electronic critical care live patient record. 
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 Automated audit reports will be measured by the system’s ability to produce automated audit 
reports in adherence to national benchmarking standards. 

 Real clinical decision support will be measured by the ability of the monitoring equipment at 
the bedside to prompt clinicians to pro actively adhere to guidelines, to help make timely 
decisions and to see relevant patient information clearly.. 

The outcomes that are sought as a result of this business case are achievable.  Recent similar capital 
investments have demonstrated that it is possible to achieve this type of technological solution. This 
addresses the problems and difficulties faced by clinicians, managers and support staff in a modern 
CCU. 

The outcomes are relevant to the goals of the Trust in terms of service delivery, performance 
management, resource management, staff retention, modernisation and reform of services.  Finally, 
this investment in technology is essentialin order for the Trust to delivery on its performance targets 
of patient safety, quality of care and financial efficiency. 
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4. Benefits 

 

The benefits sought as a result of the combined patient monitors and clinical information system are: 

 Improved patient safety 

 Improved patient care 

 Improved patient outcome 

 Improved patient flow 

 Release clinician time for patient care 

 Better quality of information for reporting purposes 

 Reduction in costs of stationary 

No. Information 
Required 

 
Benefit/Outcome 
 

How a paperless  information technology system  will 
contribute to these benefits 

1 Patient 
Safety 

Reduced adverse 
event - 
communication 
breakdown 

Use the system to automatically document and review time-
dependent data and make ongoing patient care decisions.  
The system should aggregate vital signs, bedside device data, 
lab results, intake and output data, observations, nursing 
assessments, and procedures in a configurable view, which 
can be, configurable for our unit needs care unit.  
 
 A mobile wireless cart should be available to facilitate 
communication amongst the MDT team and to note 
necessary changes to care plans instantaneously, 
improvements have been seen in recording of clinical data, 
the accuracy of the data recorded and better communication 
between the multi-disciplinary team. 
 

2 Patient 
Safety 

Reduced adverse 
event - clinical 
management  

A model of integrated order administration documentation 
via the administration record, a work list, or the flow sheet, 
and interfacing capabilities to the hospital pharmacy ordering 
system. Reminders which are enabled for overdue 
administrations and for orders requiring attention, such as 
verification, approval, or scheduling. Can be used to speed 
the prescription process by standardizing care and reducing 
the time needed to create the associated orders.  This reduces 
the risk of missed doses and the prevention of complications 
such as reduced risk of allergy which can lead to a reduced 
length of stay. 
 

3 Patient 
Safety 

Reduced adverse 
event - failure to 
detect 
deterioration  

Smart Alerts within an e-ICU Program, care interventions 
can occur earlier (proactive versus reactive) when driven 
from the remote site with the appropriately designed clinical 
decision support. With technology, monitored patient 
information, including patient physiologic, laboratory, 
medication, and care process data, is processed and evaluated 
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No. Information 
Required 

 
Benefit/Outcome 
 

How a paperless  information technology system  will 
contribute to these benefits 

for thresholds and trends. Alerts identify when a patient is 
straying “out of bounds” and enable the remote clinicians to 
execute an intervention, often precluding an adverse event. 
Clinical advisories provide surveillance of a patient's status 
through the execution of configurable rules. Uses of 
advisories include the implementation of care bundles, such 
as ventilator-associated pneumonia, and notification of 
adherence to hospital-specific care initiatives. Advisories can 
process data entered into the patient's chart and provide 
onscreen notification of changes to the patient's condition. 
Clinical acknowledgement of the advisory is standard.  
 

4 Patient 
Safety 

Reduced adverse 
event - wrong 
diagnosis 

Such systems can develop order sets and check lists are used 
for adherence to Sepsis bundles to determine if the patient 
has Sepsis or SIRS.  Some centers have successfully 
implemented a Sepsis bundle set in order to help them 
improve their diagnosis.  This can be an on-going process as 
we further refine best practice. 
 

5 Patient 
Safety 

Increased 
standardisation 
of practice 

Standardized reports for VAP, Staph Infection, Central Line 
Associated Blood Infection and Glucose exist in such 
systems. Clinical advisories provide surveillance of a 
patient’s status through the execution of configurable rules. 
Uses of advisories include the implementation of care 
bundles, such as ventilator-associated pneumonia, and 
notification of adherence to hospital-specific care initiatives. 
Advisories can process data entered into the patient's chart 
and provide onscreen notification of changes to the patient's 
condition. Clinical acknowledgement of the advisory is 
standard. 
 
Reports from the system offer standardized reports that will 
help the trust to reach a higher level of consistent compliance 
to best practices because the reports create a transparency to 
initiate behavioral change.  It also allows the ability to 
measure the impact of the changes to help motivate personnel 
and reinforce that that change in behavior can have an 
immediate impact on the clinical and financial outcomes of 
the hospital and ultimately, their community. 
 
Evidence from other centers has shown compliance to best 
practice bundles, helping to reduce hospital acquired 
infections and improving the patient’s quality of care. 
 

    

6 Improved 
Patient 
Care  

Faster more 
accurate 
diagnosis 

An Information technology system such as this supports the 
design and computation of physiological, duration and 
statistical calculations. The engine also generates clinical 
advisories. Within such systems in Critical Care, data placed 
in a patient’s chart is available for use in calculations. The 
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No. Information 
Required 

 
Benefit/Outcome 
 

How a paperless  information technology system  will 
contribute to these benefits 

standard clinical content provided contains a variety of 
hemodynamic, respiratory, renal, scoring, and duration 
calculations. 
 

7 Improved 
Patient 
Care  

Improved 
clinical decision 
support  

 Clinical advisories provide surveillance of a patients' status 
through the execution of configurable rules. Uses of 
advisories include the implementation of care bundles, such 
as ventilator-associated pneumonia, and notification of 
adherence to hospital-specific care initiatives. Advisories can 
process data entered into the patient's chart and provide 
onscreen notification of changes to the patient's condition. 
Clinical acknowledgement of the advisory is standard. 
 

8 Improved 
Patient 
Care  

Improved 
coordination of 
care 

Allows the clinician at all levels to review time-dependent 
data and make ongoing patient care decisions. The flow sheet 
aggregates vital signs, bedside device data, lab results, intake 
and output data, observations, nursing assessments, and 
procedures in a configurable view, specialized for each care 
unit. Flow sheets can also be used as code sheets, specialty 
care sheets for respiratory therapy and dialysis, and nursing 
assessment records. This negates the current effect often seen 
of junior staff reviewing patients and not appropriately 
escalating. 
 

9 Improved 
Patient 
Care  

Improved VTE 
Prophylaxis 
compliance 

 Clinical advisories provide surveillance of a patients' status 
through the execution of configurable rules. Uses of 
advisories include the implementation of care bundles, such 
as ventilator-associated pneumonia, and notification of 
adherence to hospital-specific care initiatives. Advisories can 
process data entered into the patient's chart and provide 
onscreen notification of changes to the patient's condition. 
Clinical acknowledgement of the advisory is standard. This 
ensures the trust ability to achieve CQUIN funding and also 
to ensure organ support is correctly measured. This could be 
useful in funding streams 
 

10 Improved 
Patient 
Care  

Reduced 
antibiotic orders 

 Order reminders are enabled for overdue administrations and 
for orders requiring attention, such as verification, approval, 
or scheduling. Order Sets speed the prescription process by 
standardizing care and reducing the time needed to create the 
associated orders. This can help to manage costs  
 

    

11 Patient 
Outcome  

Reduced 
Standardised 
Mortality Rate 
(SMR) 

Reduced complications, improved patient education, drug to 
drug interaction; Clinical advisories provide surveillance of a 
patient’s status through the execution of configurable rules. 
Uses of advisories include the implementation of care 
bundles, such as ventilator-associated pneumonia, and 
notification of adherence to hospital-specific care initiatives. 
Advisories can process data entered into the patient's chart 
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No. Information 
Required 

 
Benefit/Outcome 
 

How a paperless  information technology system  will 
contribute to these benefits 

and provide onscreen notification of changes to the patient's 
condition. Clinical acknowledgement of the advisory is 
standard. 
 

    

12 Patient 
Flow  

Improved 
access to ICU 

Through the various alerts, clinical advisories and a remote 
ICU team, problems are recognized before they become 
complications.  Some of our customers refer to this as crisis 
prevention versus crisis intervention.  The decrease in 
complications as a direct impact on the length of stay, and 
hence increases throughput and improves access to the ICU 
for ED and post-operative cases.  Or studies have shown that 
43% decrease in those patients who had long lengths of stay 
(> 6 days) due to avoidable complications resulted in a 28% 
reduction in length of stay.  And, as the cost per day 
increases as the length of stay increases, costs per case are 
decreased. This capacity can improve the experience of 
elective patients and reduce cancellations. 
 

13 Patient 
Flow  

Reduced Length 
of Stay 

By using an e-ICU Program, units have reported a 22% 
reduction in severity adjusted mortality and 23% reduction in 
severity adjusted length of stay.  This can generate capacity 
and income generation for an organisation. 

Length of stay has been reported by some units as decreased 
by 10%, while the number of cases increased by 14% and 
their case mix index increased by 9%.   

14 Patient 
Flow  

Increased bed 
utilisation  

Ensure compliance based on criteria for discharge, 
measureable parameters, benchmark reports for actionable 
decisions, decreases length of stay, increases throughput and 
bed utilization.   
 

15 Patient 
Flow  

Reduced after-
hours discharge 
rate from ICU 

Ensure compliance based on discharge criteria.  An order set 
can be created to comply with criteria determined by the 
department to improve results. This will be a national 
CQUIN target and will allow the trust to maximize its claim. 
 

16 Patient 
Flow  

Reduced 
readmissions to 
ICU 

To ensure compliance for the treatment of CHF.  Within this 
treatment, is the education of the patients and their family 
members?  It helps to recognize symptoms and the processes 
to follow which in turn improves compliance s.  It supports a 
hospital’s philosophy to provide patient education and also to 
improve compliance of the staff educating the patients with 
its ability to track that compliance. 
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No. Information 
Required 

 
Benefit/Outcome 
 

How a paperless  information technology system  will 
contribute to these benefits 

17 Clinician 
Satisfaction 

Time saved 
accessing 
patient centred 
clinical 
information 

  To review time-dependent data and make ongoing patient 
care decisions. The flow sheet aggregates vital signs, bedside 
device data, lab results, intake and output data, observations, 
nursing assessments, and procedures in a configurable view, 
specialized for each care unit. Flow sheets can also be used 
as code sheets, specialty care sheets for respiratory therapy 
and dialysis, and nursing assessment records. 
 

18 Clinician 
Satisfaction 

Time saved 
accessing 
policy, 
procedure and 
protocols 

Major centres have configured  their system  to specific  
order sets.  As a result, compliance to the agreed upon order 
set as increased and they have access to all relevant data at 
the bedside on one screen, saving time for the bedside 
clinician to spend with the patient. Compliance with and 
accessing of trust policies is a key CQC assement criteria. 

This can ensure that trusts can reduce their medication errors 
especially in the areas of missed DVT-Prophylaxis or Peptic 
Ulcer Prophylaxis.  For other patients   e.g. steroid tapering 
or antibiotic therapy post op can be followed up and 
appropriately managed. 

Such systems are recognised that as a result of implementing 
such a system , a decrease in time in routine charting, the 
instant access to laboratory data and from other interfaced 
systems, which reduces transcription error, and the instant 
display of trends on selected items of patient care. 

19 Clinician 
Satisfaction 

Ward round 
access to 
information  

These systems supports the design and computation of 
physiological, duration and statistical calculations. The 
engine also generates clinical advisories. Within these 
systems    data placed in a patient’s chart is available for use 
in calculations. The standard clinical content provided 
contains a variety of hemodynamic, respiratory, renal, 
scoring, and duration calculations. 
 

20 Clinician 
Satisfaction 

Reduced 
absenteeism  

Studies in the US have demonstrated a reduction in sickness 
absence  since the introduction of the system 

21 Clinician 
Satisfaction 

Improved 
recruitment and 
retention of 
staff i.e. 
vacancies 

Studies in the US have demonstrated an increased ability to 
retain their ability to keep a senior nursing staff (24 RNs with 
an average or 19 years experience) as a result of the system. 
The study further demonstrated a 56% reduction in nursing 
vacancies (equates to 54 avoided vacancies) over the course 
of 3 years which led to a significant savings per year to 
replace the nurses. 
 
Studies in Canada demonstrated improved nursing 
satisfaction in their role as a result of the implementation of 
the system. Recruitment and retention of nurses in critical 
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No. Information 
Required 

 
Benefit/Outcome 
 

How a paperless  information technology system  will 
contribute to these benefits 

care and in the wider trust at this time is challenging both 
nationally and locally. 
 
Customized electronic charting rows and clinical advisories 
cue nursing staff to complete compliance checklists that are 
associated with moderate compliance and a moderate 
decrease in Central line associated in blood stream infection. 
Staff feedback included appreciation of the quarterly graphic 
reports displaying the decrease in CLA-BSI and VAP rates. 
Nurses are empowered to speak up and halt the procedure 
whenever a breach in bundle protocol is observed. Use of an 
online chart audit form and website allows for standardized 
chart review and direct staff feedback. Evaluation and follow 
up results will be available following further analysis. 

    

22 Reporting  Improved data 
quality  

Such systems supports the design and computation of 
physiological, duration and statistical calculations. The 
engine also generates clinical advisories as data is for use in 
calculations. The standard clinical content provided contains 
a variety of hemodynamic, respiratory, renal, scoring, and 
duration calculations.  The other benefit of improved data 
quality is that it delivers more insights about diagnostic and 
procedure results and is less of a distraction for clinical staff 
than manual tasks. 
 

23 Reporting  Reduced 
reporting 
burden 

The Notes and Forms feature replaces paper-based hospital 
forms completed for patient care and assessment. Notes and 
Forms are hospital customizable to meet a hospital’s 
departmental, clinical, and medical records requirements for 
patient care documentation. Common uses of Notes and 
Forms include: patient demographics, admission 
assessments, discharge summaries, progress notes, consult 
notes, pre-operative evaluations, nursing preoperative 
evaluations, and diagnostic reports. 
 
These system also helps reduce the reporting burden to DOH 
and other agencies who require compliance to certain 
medical best practices.  Centers in the United States, 
demonstrated their ability to improve its regulatory 
compliance on Methicillin Resistance Staph Aureus 
Surveillance testing. 
The advisory eliminates the need for additional staff 
interventions and the “nag factor” to make sure the samples 
are sent. This allows for additional time to be spent with 
patients and families.  
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5. Costings 
 

Below are the Capital and Revenue costings, over the next 10 years for the Clinical Information 

System and IT hardware, costings are not included for the clinical monitoring equipment: 

Item 

Total Cost 

exc VAT 

Total Cost 

inc VAT 2015/2016 2016/2017  2017/2018 2018/2019 2019/2020 

                
Capital £493,803 £571,655 £204,777 £366,878 £0 £0 £0 
Revenue £58,786 £64,135 £18,451 £82,875 £56,799 £58,027 £59,282 
  £552,589 £635,790 £223,227 £449,753 £56,799 £58,027 £59,282 

2020/2021 2021/2022 2023/2024 2024/2025 2025/2026 

          
£0 £0 £0 £0 £0 

£60,564 £61,874 £63,213 £64,582 £65,980 
£60,564 £61,874 £63,213 £64,582 £65,980 
 

The costings above will show a significant increase to the previous estimates provided, over 12 

months ago, which only covered the clinical information system itself and no specific IT hardware.  

The new costings incorporate the following: 

 Supplier costs: 

o System 

o Licencing 

o Interfacing 

o Hardware for connecting and integrating with clinical monitors (not the actual 

monitors) 

o Modular software 

o Manpower (project management, configuration, interfacing, training) 

 Trust costs: 

o Interfaces to other clinical systems 

o IT Hardware (Servers, workstations, COWS, PACS monitors, screens, iPads, mounting 

solutions, printers) 

o Manpower (project management, change management, integration team, 

procurement support, legal review of supplier contract) 

o Site visits and expenses 
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6. Available options 

 

Options Considered: 

1. Do nothing 

2. Procure the clinical information system with the new build, but without new patient 

monitors and IT equipment 

3. Procure the clinical information system, patient monitors and IT equipment 

Evaluation of options: 

1. Option 1: 

o Advantages:  

 Low cost 

 No disruption 

o Disadvantages: 

 Will lead to the provision of sub-optimal care.  Continued risk of 

prescription, transcribing errors, resulting in an effect on patient care.  Lack 

of contemporaneous records will make legal claims more difficult to defend.  

Not working to national strategy of being paper free by 2018.   

 

2. Option 2 

o Advantages:  

 New clinical information system within the new CCU, which may allow 

some, not all, of the benefits to be realised. 

o Disadvantages: 

 Running a new system on outdated IT equipment could result in 

performance and compatibility issues. 

 Outdated patient monitors may not be supported on the new clinical 

system. 

 Going paper free may not be achievable because of the disadvantages 

presented above. 
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3. Option 3 

o Advantages: 

 Allows all benefits to be realised 

 Future proofing with a new system, technology and hardware 

 Working towards national strategies 

o Disadvantage: 

 High costs 

  

Project Managers Recommendation 

Option 3 would be the project manager’s recommendation.   

This inclusion, for the Full Business Case, presents a unique and timely opportunity, in that the 

replacement of the current patient monitors, system and IT equipment in the CCU gives the Trust an 

opportunity to transform the care given to its most critically ill patients.  By investing in a combined 

patient monitoring and clinical information system and future proof IT equipment at this time, it is 

an opportunity that will not come for another 10+ years and we must make the most of this 

opportunity now. 

This would allow for the new clinical information system, IT hardware and patient monitors to be 

installed and configured in line with the new CCU build and for all the associated benefits to be 

realised. 

Improved patient safety 

Improved patient care 

Improved patient outcome 

Improved patient flow 

Release clinician time for patient care 

Better quality of information for reporting purposes 

Reduction in costs of stationary 
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1. Date of Board Meeting:  6th May 2015 

Name of Report: New LINAC bunker and two replacement Linear accelerators: Full 

Business Case 

Authors: 
Director of Estates and Commercial Development 
 

Approved by: Chief Executive 

Presented by: Director of Estates, Chief Operating Officer and Director of Finance 

Public/Private Public 

Purpose of the Report: 
 

The purpose of this report is to present to the Trust Board the Full Business Case (FBC) for a new 
LINAC bunker and two replacement Linear accelerators.  

Action Required: 
 

The Trust Board are asked to consider and approve the Full Business Case. 

Recommendations: 
 

Approve the Full Business Case for the build and fit out of a new LINAC bunker and two 
replacement Linear accelerators at a cost of £7.558m.  

Approve the commitment of £4,914m of the FTFF loaned capital for 2015/16 and £2,021m for 
2016/17 to fund the project.  

Relationship with the Assurance Framework (Risks, Controls and Assurance, Annual 

Health Check): 

CQC outcome 10 requires the Trust to develop and maintain safe and suitable premises.  This 
development improves the environment for radiotherapy patients and ensures the future service 
provision of radiotherapy and cancer services at South Devon Healthcare FT. 

Summary of Financial & Legal Implications: 

There is a significant capital commitment of £7,558m via an FTFF loan with associated revenue 
consequences detailed within the business case. 

Equality & Diversity, Public and Patient and Governor Involvement: 

The patients and Governors have been involved throughout the planning process, via the cancer 
user groups in existence. A Governor representative was also involved in the selection process 
for the contractor.  The Project has been overseen to date by workstream 5 on which a Governor 
observer sits.   
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Sustainable Development Implications 

The building has been designed to latest HTM’s incorporating best practice relating to energy 
saving and efficiency measures, on-going maintenance and utilities cost. 

 
Freedom of Information Act 2000 

This Committee/Group will observe the requirements of the Freedom of Information Act 2000 which allows a general right of access to recorded 

information held by South Devon Healthcare, including minutes of meetings, subject to the specified exemptions 
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1. Purpose  

The purpose of this paper is to present the Full Business Case (FBC) for a new LINAC 
Bunker and two replacement Linear accelerators to the Trust Board following its approval by 
the Finance Committee on the 24th March 2015. 
 

2. Background 
The Radiotherapy Department based at Torbay Hospital delivers radiotherapy services for 
the c350,000 catchment population of South Devon Healthcare NHS Foundation Trust. The 
radiotherapy service is commissioned by specialist commissioners to provide a cure or 
effective palliation for specific cancers.  A Linear Accelerator (or LINAC for short) is the 
machine which delivers specific dose ionising radiation to kill cancer cells, this treatment is 
termed radiotherapy. Radiotherapy is a standard treatment for cancer and is provided in 
most district Hospitals. Technology changes fast.  The life expectancy of a LINAC machine is 
10 years, after this time the reliability of doses and efficiency of the machine is affected. 
Torbay hospital has two linear accelerators (LA1 and LA2) both of which are due for 
replacement.  LA1 is now twelve years old and based on a 10 year life expectancy, was due 
to be replaced in 2013 and the second, LA2 will be ten years old in 2016. 
 

3. Case of Need 

The Outline Business Case (OBC) considered the case of need for the replacement of the 
two existing linear accelerators and agreed the preferred solution of a new build concrete 
bunker on the grounds of service continuity and the replacement of the LA2 bunker which is 
too small to operate effectively and for a new machine.  The Trust Board approved the OBC 
in September 2014. This FBC presents the final design and costs to deliver the scheme with 
the following objectives:  

 Deliver the scheme as quickly as possible. 
 Reduce the impact on the operations of the Trust, Hengrave car-park and maintain 

access to the Hospital. 
 Provide the best fit and future solution for patient flows and a fully integrated cancer 

services department.   
 

4. Fit with Future Strategy 
The Trust has articulated its future vision for the acute Trust, that of a smaller Hospital 
centred around a core of critical services. The radiotherapy service is a core service and 
critical to the future delivery of cancer services. Not providing the service would see large 
numbers of patients travelling unacceptably long distances for routine treatment for cancer 
out of area. This is clearly not in the public’s best interest. Assurance has been given by 
strategic commissioners on the continued funding of radiotherapy services at Torbay 
Hospital. This development is therefore a vital part of the Trust continued strategy to provide 
health services that meets the needs of the catchment population locally, as close to 
people’s homes as possible.    
 

Report to:  Finance Committee  

Date:  6th May 2015  

Report From: 
Director of Estates and Commercial Development  
Chief Operating Officer 

Director of Finance 

Report Title: 
New LINAC bunker and two replacement Linear accelerators: Full Business 

Case 
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5. Appointment of the Contractor 
Since the approval of the OBC a robust and competitive procurement process has been 
undertaken using a two stage NEC process through the Construction Framework Southwest. 
The competitive process and evaluation involved stakeholders including Governors and 
members of the clinical and operational teams. Kier were unanimously the top performer for 
this project and were consequently approved and appointed to progress the design to FBC 
stage.  

 

6. Summary of FBC and changes from OBC  

The FBC presents the final design and guaranteed maximum cost to deliver the scheme with 
the following objectives:  
 Provide the best fit and future solution for a new Linac bunker and integrated cancer 

services and enhanced patient flows within the department.   
 Deliver the scheme as quickly as possible whilst reducing the impact on the operations 

of the Trust. 
 

7. Summary of Changes from OBC to FBC 

7.1 Design Changes 
 
The changes to the design can be summarised as:  

 Re-positioning of the bunker, a new cancer services entrance and changed re-
configuration of oncology reception and ancillary accommodation  

 Change in construction methodology to speed up the delivery 
 The inclusion of some additional enabling works such that the service can effectively 

operate whist the construction is taking place.  
 

7.2 Construction Costs 

Some variance is expected between OBC and FBC and as the design is firmed up. A number 
of additional costs relating to maintaining the operational ability of the service during the 
build phase have materialised through the detailed design and the change to a denser block 
has marginally increased cost but the reduced project timeline by 4 months. The design 
team together with the Trust team have worked hard to mitigate this by reducing design 
costs and fees to off-set the increased construction costs. The detailed design has been 
competitively tested via packages of works quoted for by the market. This has resulted in a 
Guaranteed Maximum Price (GMP) for the construction cost in March 2015 of £3,413m.  
 
The construction cost variance left is c£31k including VAT i.e. 0.9% of budget. This position 
includes a construction contingency of £125k exclusive of VAT.   If the costed construction 
risk within the contingency does not materialise, this will reduce the outturn cost. The project 
team will endeavour the mitigate risks, and ensure there is a robust governance and project 
management process in place to control costs and the programme and therefore only use 
the contingency if essential.  It is hoped that the 31k cost variance can be absorbed within 
the project contingency.   

7.3 Equipment Costs 

The equipment had been fully costed and market tested at OBC stage. There is no change 
to the cost of the Linear accelerators.  
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The summary of capital costs are shown in figure 1. below: 
 
 

Capital Cost Summary OBC FBC Variance % 

Construction costs £2,315,305 £2,400,787* 85,482  

Design costs and fees £562,549 £490,354 -72,195  

VAT £504,695 £522,628 17,933  

Build Total £3,382,549 £3,413,769 31,220 0.9% 

Equipment costs £4,144,783 £4,144,783 0  

Grand Total £7,527,332 £7,558,552 31,220 0.4% 

 Includes £125,000 contingency plus VAT 

 
8. Capital Financing 

Two loan applications were submitted to the Foundation Trust Financing Facility (FTFF) 
totalling £7.5million to fund this development. These loans were approved by the FTFF on 
21st October 2014. The loan to support the construction of the third bunker and the 
associated enabling works totals £3.4m and is repayable over a twenty year period. The 
interest rate on this particular loan is fixed at 2.34% per annum. The loan of £4.1m to fund 
the purchase of the equipment is repayable over a ten year period, the interest rate being 
fixed at 1.66% per annum. The GMP costs shown no variation on OBC costs and therefore 
this loan amount.   
 

9. Revenue Costs 
As a result of changes to the specialist commissioning tariff there is a reduction in the 
contract value from OBC to FBC such that income does not currently cover the costs of the 
radiotherapy Service to the tune of c290k. This is an additional cost pressure to the 
organisation as it is not accounted for in the ICO Long Term Financial Model (LTFM).This 
sum is before any capital charges and any staffing costs associated with the development.  
The Finance Committee requested that the Executive both review the staffing and revenue 
costs associated with the development and approach the specialist commissioners asking for 
some transitional support to offset the revenue gap. This was to be undertaken before the 
case was presented to the Trust Board for approval.      
 
The staffing numbers included in the case have been reviewed and through different ways of 
working the additional £147k is no longer required. A further exercise to review skill mix 
within the wider radiotherapy medical physics and oncology services will be undertaken with 
the objective of further mitigating the cost pressure risk in future years.   
 
The Head of Performance has successfully negotiated with the specialist commissioners 
some additional transitional funding for 2015/16 to offset the impact of the reduction in tariff 
which will enable the service to break even prior to depreciation charges.     
 
The cost of a Linac bunker and linear accelerators are disproportionately expensive, such 
that the capital charges related to the development cannot be covered by the service alone. 
The full extent of the depreciation and loan interest is therefore a corporate cost and has 
been fully accounted for within the ICO business case. The Trust Board can therefore have 

Figure  1. Capital Costs Summary 
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confidence that they will not, by approving the capital investment, add any increased cost 
into the financial model, and that it is affordable within the context of that model.  With the 
transition funding in year 1, further cost pressure mitigation and future conversations with the 
specialist commissioners, the whole business case will have no impact on the LTFM.   
 

The summary of the revenue costs income and affordability is shown in figure 2. below:  

Figure 2. Summary of Revenue costs, income and affordability 

  15/16 16/17 17/18 

Total Existing Cost 2,508,307 2,508,307 2,508,307 

Total Existing Income -2,217,946 -2,217,946 -2,217,946 

Position excluding capital depreciation compared to LTFM        290,361 290,361 290,361 

Transitional relief from specialist Commissioners       290,361     

Skill mix review and efficiencies  265,408 238,884 

New Income   -24,953 -51,477 

Revised Position excluding capital depreciation compared 
to LTFM 0 0 0 

Depreciation  Cost 32,377 386,058 585,167 

Overall position 32,377 386,058 585,167 

 
10. Timeline 

The key positive changes to the time line are summarised in figure 3. below. The project is 
planned to complete 4 months earlier than anticipated in the OBC. 
Figure 3. High level timeline. 

Phase Component  Commence FBC Complete OBC Complete 

Phase 1 Enabling works  January 2015 January 2015  

Phase 2 Enabling works April 2015 April 2015  

Main build new bunker  20th April 2015 11th December 2015  

Reconfiguration of Oncology  20th April 2015 10th December 2015 April 2016 

Handover 14th December 2015 8th January 2016 April 2016 

Trust commissioning New LINAC 8th January 2016 8th April 2016  

New LINAC Operational   
 

April 2016 August 2016 

Page 6 of 55Linac.pdf
Overall Page 131 of 232



 

Public 
 

 
11. Conclusion 

 
The detailed design for the capital project has been developed and signed off with the full 
engagement of the clinical, procurement and professional teams involved in the delivery of 
care. The final design is the best configuration for patients, delivers the objectives of the 
project and the scheme within 31k variance of the budget agreed in the OBC including a 
£125k project contingency and 4 months sooner than originally anticipated.   The LINAC’s 
are absolutely essential to the delivery of cancer services and radiotherapy in the Trust. 
There is a nationally recognised issue of delivery costs not being off-set by tariff. The tariff 
income is much clearer now than it was in the FBC and has resulted in a significant shift in 
the revenue position. This has been mitigated through a transitional funding for 2015/16 
from specialist commissioners and staffing skill mix and efficiencies in future years. On this 
basis the costs of the whole FBC is fully represented within the balanced LTFM and therefore 
affordable. This investment is urgently required and following approval by the Finance 
Committee on the 24th March and further work undertaken by the Executive this business 
case is commended to the Trust Board for final approval.   
 
 

12. Recommendation  
 
The Trust Board are asked to: 

 Approve the Full Business Case for a new LINAC bunker and two replacement Linear 
accelerators at a cost of £7.558m.  

 Approve the commitment of £4,914m of the FTFF loaned capital for 2015/16 and 
£2,021m for 2016/17 to fund the project.  
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Full Business Case 
 
Estates Development: New Bunker and Replacement Linear 
Accelerators.                              

1. FBC Introduction and Background 

 
1. South Devon Healthcare NHS Foundation provides District General Hospital services for the 

c350m population of Torbay and South and West Devon.  
 

2. The Radiotherapy Department based at Torbay Hospital delivers radiotherapy services for the 
catchment population. The radiotherapy service is commissioned by specialist commissioners to 
provide a cure or effective palliation for specific cancers.  A Linear Accelerator (or LINAC for 
short) is the machine which delivers specific dose ionising radiation to kill cancer cells, this 
treatment is termed radiotherapy. Radiotherapy is a standard treatment for cancer and is 
provided in most district Hospitals.  

 
3. Torbay is part of the Peninsula cancer network care network and a hub supporting the cancer 

centres at Plymouth and Exeter for adults and Bristol for children.  

 
4. Technology changes fast.  The life expectancy of a LINACmachine is 10 years. After this time the 

reliability of doses and efficiency of the machine is affected. Torbay hospital has two linear 
accelerators (LA1 and LA2) both of which are due for replacement.  LA1 is now twelve years old 
and based on a 10 year life expectancy, was due to be replaced in 2013 and the second, LA2 will 
be ten years old in 2016. 

 
5. In October of 2010 an internal review of cancer services at Torbay Hospital was undertaken. This 

resulted in a vision being developed of a new cancer centre on the hospital site including the 
oncology and haematology outpatient services and the medical workforce. However time and 
financial pressures resulted in the replacement of the Linear accelerators being agreed in 2011 
as the single and most urgent focus, and the business case to replace LA1 was developed.  

 
6. In the spring of 2012, the Director of Cancer Services invited the National Cancer Action Team to 

review the business case to replace LA1.  The National Associate Director for Radiotherapy and 
his team attended the Trust, met with the local teams and reviewed the business case.  He was 
asked to comment specifically on the size of the bunker housing LA2. He made a number of 
recommendations including one to build a new bunker to replace LA2 as its’ cramped 
environment impacted significantly on patient and staff experience.  LINAC Bunkers are a 
significant investment as they are built from dense concrete block such to protect the public from 
unwanted radiation from the delivery of the therapy.  

 
7. This business case demonstrates the need to continue to provide a comprehensive radiotherapy 

service at Torbay hospital and builds the case for the building of a new bunker in which a new 
LINAC  will sit to replace LA1, LA2 will then be replaced in the existing LA1 bunker. Consequently 
the business case has been rewritten to include the option of one new bunker and two 
replacement Linear accelerators.  

 
8. The Outline Business case was approved by South Devon Healthcare NHS Foundation Trust 
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Board in September 2014.  

 
9. Since the approval of the OBC Kier has been appointed as the contractor following a competitive 

procurement process and design of the preferred option has been fully developed and costed. 
The total scheme costs are shown in the table below: 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 Includes £125,000 contingency exc VAT 

2. Regional Cancer and Radiotherapy Strategy 
 

10. Radiotherapy services are fundamental to the strategic plans of the Trust and to South Devon 
healthcare NHS Foundation Trust being a provider of Cancer services and being an active partner 
in the regional Cancer Network.  Delivering a high quality service that meets the service 
specification of our commissioners, responds to the needs of our patients and copes with the 
demands of ever improving techniques is our aim for the service. 
 

11. The service specification for radiotherapy between SDHCT and its commissioners is based on the 
National Radiotherapy Advisory Group (NRAG) report of 2007 and Improving Outcomes:  A 
Strategy for Cancer, to set the standards of service provision.  Specifically, the service 
specification states that “a service development strategy should exist and be regularly reviewed 
and should include an equipment replacement programme, a planned refresh of software and 
the introduction of new treatment techniques and services.” 

 
12. South Devon Healthcare NHS Foundation Trust provides Intensity modulated radiotherapy 

(IMRT) for their local population as part of an integrated regional cancer network. IMRT is 
delivered on a standard radiotherapy machine, a LINAC. The LINAC has a device called a 
multileaf collimator, they can form shapes that fit precisely around the treatment area. This 
shapes the beam of radiation to the tumour as the machine rotates and means that the tumour 
receives a very high dose and normal healthy cells nearby receive a much lower dose.  It is very 
helpful in areas such as the head and neck, for example to avoid the spinal cord or salivary 
glands. 

13. SDHCT is currently contracted to provide IMRT to 26% of patients having radical treatment 
averaged over each quarter.  In terms of workload, currently 85% of all radiotherapy treatments 
are radical and 15% palliative.   
 

 OBC Costs FBC Costs Change 

Linac Equipment Costs    

Linear accelerator X2 £4,022,822 £4,022,822  

Other Linac Items    £121,961    £121,961  

 £4,144,783 £4,144,783  

Estates costs     

Linac 1 Bunker and Enabling £3,282,549 £3,313,769 *  

Linac 2   £100,000    £100,000  

 £3,382,549 £3,413,769  £31,220 

Grand Total  £7,527,332 £7,558,552  
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14. Torbay Hospital currently delivers activity that is above average for England but below expected 
future levels as detailed in section 4. The percentage of IMRT episodes for SDHCT compared 
nationally is shown below in Figure 1. 
Figure 1. 

 
SDHCT = RA9    

                                                                                                  
15. The radiotherapy service is supported by consultant oncologists who are a mixture of employees 

of SDHCT and the Royal Devon and Exeter who work together in partnership to deliver the 
service.  There is a service level agreement between the two organisations with 18 consultant 
sessions being provided to SDHCT.  This arrangement ensures that the required level of sub-
specialisation and clinical cover for all cancer sites is achieved. 
 

16. Funding for the service is received through the standard tariff with an increased tariff applying to 
the more complex treatments.  However the Linac machines and bunkers are expensive and the 
standard tariff does not cover the revenue cost of the capital investment required for this cancer 
treatment.  

 
17. Specialist commissioners have indicated their support for the continued delivery and funding of 

the radiotherapy service at Torbay Hospital into the future.  The Trust has opened formal 
dialogue with specialist commissioners seeking transitional tapered funding to support the 
additional costs over tariff that are unavoidable following the replacement programme.   

3. Estates Strategy  
 

18. The Trust is committed to developing its estate to support the delivery of high quality clinical 
services and meeting the Trust’s core aim of achieving excellent patient outcomes.  The South 
Devon Community and future integrated care organisation have a shared vision based on the 
principle that care in the future should be provided at home and in the community and only in 
hospital when it is right for the patient who needs support of the specialist infrastructure 
provided. This will change the shape of the hospital creating a smaller more acute facility. 
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19. The strategy for the acute Trust estate is around the development of a smaller acute hub, 
providing quality and future proofed emergency and essential health services as part of a 
combined whole system investment plan.  Investment is needed to replace equipment essential 
to delivery of services and to maintain business continuity and to bring essential emergency 
services up to standard including wards, intensive care, emergency departments and theatres. 
Space created by reductions in the number of inpatient beds will be used to relocate services 
currently being provided in temporary buildings and in old residences no longer fit for purpose. 
The disposal of these buildings will reduce the footprint of the Hospital. In support of this the 
estates strategy summary on a page is shown in Annex 1. 
 

20. The timelines for the delivery of the strategy will reflect the balance between developing and 
transforming the acute estate and continued investment in the equipment and engineering 
infrastructure with the development of the community estate. Both will be dependent on the 
available capital funding and affordability of the cost of capital together with Continuous 
Improvement Savings (CIPS).   

4. Case of Need 

4.1 Increased demand for the Radiotherapy Service 

 
21. In February 2007 NRAG published a report to ministers entitled Radiotherapy:  Developing a 

world class service for England.  This report sets the baseline for population and predicted future 
demand due to rising incidence of cancer. It also identified concerns regarding the number of 
Linacs, their age and the need for capital replacement programmes, but also their geographical 
citing.  In terms of calculating demand for the population it stated:-‘At present the NHS delivers 
around 1.5 million fractions annually – that is around 30,000 fractions per million population.  
However, to achieve optimal treatment levels NRAG advises that around 2.5 million fractions 
should be delivered each year in England – that is around 48,000 fractions per million 
population.  Given the increase in cancer cases predicted over the next 10 years due to the 
ageing population and other factors, NRAG estimate that by 2016, the NHS will need to deliver 
around 2.9 million fractions across the country – this is around 54,000 fractions per million 
population.’ 
 

22. Figure 2 below shows that Torbay is achieving above the average of 30,000 but it is below the 
optimum treatment rate of 48,000 fractions and the estimated need of 54,000 fractions per 
million of population by 2016. There is therefore a need for the service to increase activity in the 
future. 
Figure 2 
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23. The table below shows how the growth in population, new cancer cases and fractions required 

will have increased between 2005/06, 2010/11 and 2015/16. 
 

Growth from 2005/06 to: 2010/11 2015/16 

Growth in total population 3% 5% 

Growth in new cases of cancer per annum 8% 16% 

Total growth in fractions required from growth in new cases 8% 17% 

 
24. This confirms that new cases of cancer are projected to increase at a far greater rate than crude 

population growth (mostly due to the ageing of the population) and that significant increase in 
radiotherapy provision will be required to keep up with the growth in demand. 

 
25. The Peninsula Cancer Network used the NRAG activity planning tool for clinical teams (Malthus) 

to illustrate the straight line activity projections required from current activity levels to achieve 
Malthus levels by 2021/22.   

 
Figure 3: Demand projections (from Malthus) and activity radiotherapy data set projected to meet demand in 2021/22 

 
 
( RDE – Royal Devon and Exeter NHS Foundation Trust, RCH – Royal Cornwall Hospitals NHS Trust, PH – Plymouth 
Hospitals NHS Trust and SDH – South Devon Healthcare NHS Foundation Trust) 
 

26. There are many other variable factors that may influence demand, such as the number of 
fractions each patient receives and new treatments becoming available.  However the Trust has 
the ability to move to seven day working and use this capacity to manage any increased 
variation in forecast growth and activity.   
 

27. SABR has recently been approved for treatment of lung cancer.  The impact of this treatment is 
the reduction of approximately 20 fractions to three per patient (actual number of fractions is 
patient specific).  It is known that the Royal Devon and Exeter are keen to establish this service 
and it will possibly be available within 12 months, once staff have been trained.  There are 
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currently approximately 140 new cases of lung cancer per annum treated at SDHCT, a 
percentage of this number would benefit from this new treatment.  Also, there are a number of 
lung patients who currently are not offered radiotherapy for whom this new treatment would be 
suitable.  It is the same consultant oncologist who is leading this for the RD&E who treats lung 
patients at SDHCT.   The shared appointments with Exeter will continue to enable SDHFT to 
make the most efficient use of clinical resources and facilities. 

 
28. To ensure that activity is fully future proofed the Trust has used an assumption that the 

estimates may be revised downwards and has therefore developed activity plans and the 
business case based on a 3% annual growth rate from the current years forecast position.  This 
reduces the activity gap for this Trust but does not eliminate it.  
 

29. The activity and capacity has been matched using the same growth forecasts over the next 10 
years. This indicates that the capacity of two new Linac’s will be sufficient to cope with projected 
demand until the point that the next replacement programme is due in 2025. 

 

4.2 Linear Accelerator (LINAC) Capacity  

 
30. New treatments are becoming more complex requiring sophisticated equipment.  Of the two 

Linac’s currently in situ, only one (LA2) has the capability to carry out CBCT (Cone Beam CT) and 
IGRT (Image Guided Radiotherapy) procedures.  This in itself poses a risk to the continuity of 
service delivery and patient care within the Trust. This is an increasing risk as the Trust 
experiences increases in breakdowns in LA2 as a result of its age. 
 

31. Inefficiencies currently exist within the service primarily due to the fact that only one of the 
current machines is image guided radiotherapy (IGRT) capable.  The Trust manages this through 
patient selection and allocation of treatment spaces to those patients requiring IGRT.  During 
periods of increased demand form IMRT/VMAT (Volumetric Modulated Arc Therapy) /IGRT, 
extended working days are necessary to meet demand. This is clearly not a sustainable position 
for the future.  

 
32. CBCT image analysis, essential for the verification of IMRT/VMAT techniques, is currently only 

able to be performed on one workstation.  This workstation is shared between the processes of 
on-line (during treatment) imaging for treatment delivery and verification and image analysis off-
line (at a later time). Off-line has to be performed between each patient or alternatively at the 
beginning or the end of the working day when clinical work has ceased.  There is competition for 
this time to perform individual patient quality assurance (QA).  
 

33. The service specification also sets out an expectation regarding equipment replacement, again 
based on the recommendations of NRAG.  “Radiotherapy equipment should be replaced regularly 
and trusts must ensure that all machines are listed as part of a capital replacement programme.  
NRAG recommends that all linear accelerators are replaced every 10 years and the computer 
software is updated every three years.” 

 
34. The installation of two machines with equal technological capability, will support efficiencies 

regarding scheduling, significantly increasing the capacity for these advanced technologies 
between the two machines. The radiation beams on the new machines will be matched allowing 
QA measurements for patient specific QA to be performed on either of the machines.  
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4.3 Environment within the LINAC suite 
 

35. There are a number of issues with the existing Linac’s, the patient environment and their 
relationship with the existing oncology services.    
 

4.3.1 Size of the bunker housing LA 2 and impact on the patient environment 

and staff health and safety. 
 

36. The size of the bunker housing LA2 is widely accepted as too small, this was endorsed by the 
National team when they visited. Patients find the environment very oppressive and unpleasant 
to spend any amount of time in.  When the table is fully extended there is no way of getting 
from one side of the machine to the other, when this happens there is no room for the 
radiographer to move around the room and the only way to access the other side is to crawl 
under the table.  This is clearly unacceptable from a Health and Safety perspective.  The size 
also compromises access to the patient from both sides in an emergency situation.  
 

37. The Photograph in figure 4 below demonstrates the issues currently existing for LA2. 

Figure 4 internal environment of LA2 

 

 

 

 

 

 

 

 

 

 

 

4.3.2 Integration and operational integration of LINAC suites and oncology 

services.    

38. Both Linac’s have been added as an extension without really considering access for patients and 
how integration would work with existing oncology services. The patient flows in the expanded 
department don’t really work with oncology reception having no visibility of the oncology waiting 
area. This plan will ensure that the future oncology and radiotherapy services are fully integrated 
for the future. 

 

4.3.3 Lack of public amenities. 

 
39. Radiotherapy and oncology services has a lack of single sex accommodation for change and wait, 

adequately sized public facilities particularly disabled toilets and change facilities and a lack of 
staff toilets. This new build option provides public facilities that enhance seating, provide 
additional and DDA complaint public toilets and staff facilities, single sex wait and change and a 
separation of inpatient and outpatient waiting areas. 
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4.4 Age of existing Linear accelerators 

40. Torbay hospital has two linear accelerators (LA1 and LA2) both of which are due for 
replacement.  LA1 is now twelve years old and beyond it’s 10 year life expectancy.  It was due 
for replacement in 2013. The second, LA2 will be ten years old and due to be replaced in 2016. 
Both run the significant risk of failure or dose variation due to their age. 
 

41. The service specification also sets out an expectation regarding equipment replacement, again 
based on the recommendations of NRAG.  “Radiotherapy equipment should be replaced regularly 
and trusts must ensure that all machines are listed as part of a capital replacement programme.  
NRAG recommends that all linear accelerators are replaced every 10 years and the computer 
software is updated every three years.”    
 

42. It is critical to the delivery of the service that the Linac’s are replaced as a matter of urgency.   

5. Summary of Options considered in the Outline Business 
Case. 
 

43. The options considered in the OBC were as follows: 
 

5.1 Do nothing 
 

44. Not replacing the aged Linear accelerators will result in a cessation of radiotherapy treatment at 
Torbay Hospital and the inability to deliver local cancer treatment for the population of Torbay 
and South Devon. In this instance patients living within the catchment of SDHCFT requiring 
radiotherapy will be referred elsewhere to neighbouring Trusts for treatment.  The NRAG   
service specification identifies that patients requiring radiotherapy should be offered treatment 
no further than 40 minutes travel distance from their home, this will clearly be breached for a 
number of patients. Torbay and South Devon CCG and specialist commissioners support the 
continuation of the service at Torbay Hospital.     

 
45. Our population is significantly older than the national average and travel to other centres would 

therefore create disproportionate burden on patients and families.  This would be very likely to 
reduce the number of patients taking up radiotherapy and in so doing contribute to poorer 
clinical outcomes.  Improving access rates to radiotherapy has been one of the main national 
priorities in the cancer strategy. 

 
46. There would also be a knock on impact on other services currently provided by SDHCT including 

chemotherapy for those patients requiring chemo radiation and also surgical services for cancer 
patients.  The whole future of the delivery of services for patients with cancer at Torbay Hospital 
would be put at risk.  

 
47. There is insufficient capacity at other centres locally to take the Torbay patients in this scenario 

both now and in the future.   This view was fully tested as a result of the national team visit and 
found to be unviable.  The only location to provide a radiotherapy service to the c350million 
catchment population of SDHCFT within 40 minutes is in Torbay.     

 
48. This is not a viable option and was therefore discounted. 

 
5.2   A replacement strategy using existing bunkers, managing most activity locally, but 

outsourcing some as required. 
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49. This option would require some additional capacity at other local acute Trusts the nearest being 
the Royal Devon and Exeter in Exeter.  

 
50. All centres in the Peninsula have proven capacity problems.  All are working extended days and 

weekends to manage their workload.  All are considering the difficult issue of expansion and the 
costs involved.  No one is able to offer a regular outsourcing opportunity so this would be a 
significant risk to the continuity, quality and safety of the service delivered for the population of 
Torbay and Southern Devon. 

 
51. There is no issue in placing a new Linac in LA1 which is a good size and fit for purpose.  

However, the bunker in which LA2 is situated is too small for a new Linac with the required 
configuration to deliver technologically advanced treatment of a similar standard to LA1.  LA2 
bunker compromises the patient environment and is a health and safety risk for staff, and is not 
fit for purpose.    

 
52. If the existing bunkers are used, during replacement the Trust will lose the activity and 

functionality of one of the two machines and patients will be required to travel to other hospitals 
if they have capacity, whilst the machines are being replaced. Fit out and commissioning can 
take anywhere up to 4-6 months. 

 
53. This partnership option using external capacity was fully explored in November 2012 after the 

visit from the national team and found to be unviable and of significant risk to the continuity, 
safety and quality of the radiotherapy service. 

 
5.3   Build a new appropriately sized bunker, install and commission the first new Linac, 

followed by replacement of LA1 as soon as possible thereafter, and then the 
decommissioning of LA2. 
 

54. This option allows the existing service to continue on the existing two Linac’s whilst the new 
build and installation of the first new Linac occurs.  Clinical work would continue during the 
construction period.  Once the first Linac is clinically available then work would start on replacing 
LA1.  Again, two Linac’s would be working whilst the replacement was completed.  This is 
referred to as ‘back to back’ replacements. 

 
55. Due to the age and vulnerability of the Linac’s and therefore the radiotherapy service, this option 

has unanimously supported by the Trust as the preferred and only option to maintain safe, 
quality and local radiotherapy service for the population of Torbay and South Devon.    

 
5.4 Mitigating Risk 

 
56. The condition and reliability of the Linac’s is becoming more of an issue due to their age.  If they 

are not replaced the existing service will be closed due to an inability to safely deliver the service 
according to need.  It will also risk the future delivery of all cancer treatment at Torbay Hospital 
and their position as an active partner in the peninsula Cancer Network.  This eventuality would 
undermine the Trusts ability to continue to support the delivery of acute medical and surgical 
care and operate as an acute healthcare provider.  
 

57. Replacing the Linac’s and building a new bunker goes partway to meeting the strategic objective 
of improving services and facilities for patients suffering with cancer and developing a new 
cancer centre on the Torbay site.  The preferred option mitigates the risk of failure of the 
existing Linac’s and the risk around future delivery of services for cancer by the Trust.  
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5.5 Timing  
 
58. The Trust has considered in detail how many of its development plans it can include over the 

next five years whilst remaining affordable, and has looked early at a number of differing 
scenario’s ranging from the significant cost of a new cancer centre on the site, to a do minimum 
cost, dependent on the scope of the scheme.  It has been determined that the options within 
this business case represent the least cost for delivery of a future proofed radiotherapy service 
therefore fitting with the required investment strategy and that of the ICO. 

 
59. Due to the age of the existing Linac’s there is an urgency about the timing and delivery of the 

scheme.  

 

6. Design Development, Planning and Procurement of the 
design team. 

6.1  Procurement of the design team. 
 

60. The Trust have conformed to best practice and procured tenders using an OJEU compliant 
procedure by way of the existing Construction Framework South West (CFSW). On behalf of the 
Trust, CFSW sought expressions of interest from the 11 framework Contractors, and shortlisted 
five to submit tenders. The five were Kier, Midas, BAM, Interserve and Balfour Beatty.  
 

61. The Trust adopted a Two Stage Design & Build procurement process which, in the prevailing 
market conditions, was perceived to provide best value for money, in terms of cost certainty, 
programme certainty and Contractor input in terms of buildability and control of design 
development. 

 
62. All five Contractors submitted compliant competitive tenders which were received and assessed 

in accordance with Trust and CFSW procedures. 
 
63. Presentations were made by all five contractors to a Trust a panel of adjudicators which 

represented a cross section of expertise to "score" the tenders and make a recommendation for 
Contractor appointment. The panel included clinical and non-clinical representatives including 
Governors. 

 
64. The scoring was based on a financial assessment of the "Priced Tender Submission" using CFSW 

formulas and a quality assessment based on Contractor's responses to specific questions forming 
a "Quality Submission".  This was marked with the mean of the marks weighted in accordance 
with parameters pre-agreed and set out in the tender. 

 
65. As part of the tendering process the budget for the scheme was tested and contractors asked to 

provide their own independent and market tested budget to deliver the project.  

 
66. Kier scored top in both the financial assessment and quality assessment and based on this the 

panel reached a unanimous decision that Kier should be awarded the first Stage tender.  
 

67. Assurance was therefore received that the budget articulated in the OBC was robust and 
deliverable as Kier’s cost plan was within the budget estimated for the scheme.   
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68. The Finance Committee received a detailed tender report and endorsed and approved Kier as the 
approved contractor on the 28th October 2014.  

 
69. At this stage the cost plan including risk contingency and estimated costs indicated a possible 

budget overspend of £175,000.  In order to obtain explicit cost certainty the works packages for 
the main scheme was finalised in January, tendered in February to give a final costs and 
Guaranteed Maximum Price (GMP) in March 2015.  

6.2  Planning approval. 
 

70. Planning was submitted to Torbay Council in September 2014 and granted in November 
2014. 

6.3  Design development. 

71. Kier were appointed in November 2014 and have been actively working on the project since 
appointment in order to achieve the required time scale of developing the Guaranteed Maximum 
price (GMP) by March 2015.  

6.3.1. Enabling works 

72. In September 2014 and subsequently in December 2014 the Finance Committee agreed the 
commencement of a suite of pre-enabling and enabling works to enable the scheme to progress 
to the envisaged timeline.  The pre-enabling works commenced in September 2014 to be 
completed in December 2015, with the enabling works commencing in January 2015.  The main 
scheme will subsequently commence in April 2015 following approval of the GMP and FBC. This 
culminates in the completion of the main scheme in December/Jan 2015 followed by 3 months 
commissioning. This is 3 to 4 months earlier than originally envisaged.  
 

73. There are two distinct areas of enabling works that are planned to be commenced ahead of the 
main scheme, and these will take place from January through to the end of March 2015. The 
agreed sets of pre and enabling works are: 

 
74. Pre-enabling:  Conversion of the Pharmacy QC lab for the Junior Doctors Mess – works started 

September 2014 completed December 2014 - Funded from the Trust Capital programme.  

 
75. Enabling 1 : Re-configuration of the Junior Doctors Mess into the Planning Suite.  The 

plans for the new Oncology Planning Suite (which is formed within the footprint of the current 
Junior Doctors Mess) has been developed and the design frozen to enable the contractor to re-
configure internal space which includes maintaining existing internal walls, but to strip and install 
work spaces complete with the necessary IT infrastructure suitable to take all the Planning work 
for all the Linacs. This commenced in January 2015 with planned completion in March 2015. The 
cost of the re-configuration of this space has been identified as £266,040.00 inclusive of VAT and 
is being funded through the scheme costs.  The works to the junior doctors mess is shown in 
figure 5 overleaf. 

 
 
 
 
 
 

Page 21 of 55Linac.pdf
Overall Page 146 of 232



‘Transforming and Developing Our Estate’                                                         

 

Estates Development:  New bunker and replacement Linear Accelerators FBC final version                                      

17/03/2015              Page 15 

 

Figure 5 works to the old junior doctors mess 

 

 
 

76. Enabling 2: Main Scheme - Removal of asbestos and demolition of the new Linear 
Accelerator space.  This phase includes the asbestos removal, diversions and temporary works 
to be carried out within the planned footprint of the new bunker position and is included within 
the enabling works costs. Also included in terms of costs are specialists supplier’s costs for 
design fees and an advanced payment for the modular blocks.    
 

6.3.2  Development of the Main Scheme.  
 

77. The design team and the Trust have endeavoured to develop a final design that is the best 
option to: 

 Deliver the scheme as quickly as possible. 
 Reduce the impact on the operations of the Trust, Hengrave car-park and maintain access 

to the Hospital. 

 Provide the best fit and future solution for patient flows and a fully integrated cancer 
services department.   

78. As a result some changes to the design from OBC have taken place. These can be summarised 
as: 

 Re-positioning of the bunker and a new cancer services entrance and changed re-
configuration of oncology reception and ancillary accommodation  

 Change in construction methodology to speed up the delivery 
 The inclusion of some additional enabling works such that the service can effectively 

operate whist the construction is taking place.  

Re-positioning of the bunker and a new cancer services entrance and changed re-
configuration of oncology reception and ancillary accommodation  

79. With the support of Kier and the design team, the Bunker has been turned and repositioned to 
reduce the impact on the Hengrave car park and make the visibility and access to Cancer 
services easier for ambulances and patients.  
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OBC design: 

 

FBC Final Design 

 

 

Compromised ambulance access 

to oncology and constrained 
unattractive hidden entrance. 

Bunker increasingly encroaching 

into Hengrave car park blocking 

visibility to the rose garden 
entrance of the old Hospital  

Cramped ancillary and patient 
accommodation  

Ambulance 
drop off 

Increased amount and 

size of patient 

accommodation, new 

disabled toilet 

increasingly 

encroaching into 

Hengrave car park 

blocking visibility to 

the rose garden 

entrance of the old 

Hospital  

Reduced impact on 

Hengrave car park  

New entrance to 

oncology combined with 

maximising the entrance 

to the old Hospital. Good 

ambulance drop off and 

turning. Visible on entry 

to the car park 
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Change in construction methodology to speed up the delivery using pre cast blocks 

80. The key element of the main works phase is the delivery of the bunker, the design, and 
construction of which has been reviewed and agreed to consist of pre-cast high density concrete 
block, which has two key benefits associated with it:  

 The first is the subsequent reduction of the construction programme, which is anticipated 
now to be 68 weeks (a saving of 15 weeks)  

 The second is the reduced health and safety impact of having to continuously pour high 
density concrete in a working environment with the subsequent impact on the logistics 
associated with the number of vehicles delivering the bunker concrete mix and associated 
shuttering etc. 

This has had a marginal effect on increasing the construction costs.  

The inclusion of some additional enabling works such that the service can effectively 
operate whist the construction is taking place.  

81. More thought has been given at FBC stage to delivery of the scheme whilst maintaining the 
service in oncology and through the existing Linac’s. Some operational works, are required, not 
previously anticipated, to get patients into the department and to create a new ambulance drop 
off by the chapel to maintain business continuity. Specifically these include. 

 Creation of a passing place and repair of steam main to the back of the Physio 
department 

 New door and ramp into the old hospital corridor directly adjacent to the Chapel which is 
a listed building.  

 Creating a new entrance into the department through the existing medical physics 
workshop which has necessitated a temporary works solution. 

 Creating an access route to Linac 1 for non-ambulatory patients.  

7. Detail of the preferred option and final Scheme 
 

82. The final preferred option is described in detail in the following section and is in summary a 
single story extension to the existing oncology department to create a new Linac bunker internal 
configuration works to integrate the Linac suites with the oncology department, and the 
installation of two new Linear accelerators one in the new bunker and one in LA1.  LA2 will then 
be decommissioned. The capital and revenue costs are detailed in the Finance Section 8.  
 

7.1 New Linac Bunker 

 
83. Considerable work has been undertaken on the detailed design of the bunker in partnership with 

Nelco, the Company providing the new Linac’s (Elekta), the medical physics department and 
radiation protection advisor to ensure the final design is safe and suitable.  The standard LINAC 
design consists of a concrete bunker, maze and control room.  As has previously been identified 
during the design phase, and in order to deliver the scheme as soon as possible, the design 
moved to incorporate some heavy density concrete blocks.  These concrete blocks are denser 
than the standard and more expensive but take less time to install than wet poor concrete and 
are thinner enabling space to be better utilised in a constrained area. The incorporation of these 
blocks has added £66,000 to the cost of the scheme but brought forward the completion time of 
the scheme by 3 to 4 months, therefore mitigating any risk to the Trust of lost income and 
service due to equipment failure.    
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84. The new positioning of the Bunker allows the Trust to replace a significant number of parking 

spaces for cancer services back in Hengrave car park at the end of the project. The overall final 
design solution is shown on the plan in Annex 2. 
 

85. The final layout and the design of the bunker is shown in the figure 6 below: 

Figure 6 final new bunker design. 

 
  
7.2 Ancillary accommodation and internal reconfiguration works 

 
86. These works include: 

 A new oncology reception desk overlooking the oncology waiting area and adjacent to 
the Linac suite’s. 

 Re-configured back office and increased filing space for oncology services 
 New disabled and staff toilet facilities 
 New bed wait, interview/quiet room and an increased number of change cubicles  
 A new, larger and re-positioned cleaners cupboard 
 A re-furbished oncology waiting area.  
 New medical physics planning office 

 
This is shown in figures 7 below and 8 overleaf: 

 

 
 

 
 

 
 

 
 

 

 
 

 

 

New toilet 
facilities  

New patient 
change facilities  

New Bed wait and 
quiet room 
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7.3 Operational enabling works 

 
87. The operational plan developed to deliver the new bunker whilst maintaining operational 

oncology services has undergone some significant development.  The original plan of opening up 
a patient access by the old junior doctors mess proved unworkable so a new entrance has had to 
be designed to the side of the chapel and into the old Hospital. This obviously is a sensitive area 
as the Chapel is a listed building so the access has been planned carefully so as not to unduly 
impact upon it.  As this will also be the ambulance access, some road and maintenance works 
are necessary to ensure the safety of the public and cars and ambulances. The amended access 
to oncology services whilst the works are in progress is shown in figure 9 below.  

 
Figure 9 interim operational entrance for oncology services. 
 

 

 
 
 

 

New patient 
change facilities  

New 
oncology 
reception  

New toilet 
facilities  

New larger  
central cleaners 
cupboard  

Larger oncology 
seating area  

Re-configured 
office and larger 
filing area  
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88. In addition the minor equipment i.e. fixtures and fittings and new reception desk in oncology 
were previously also not included. These additional operational costs not considered in the 
Outline Business Case have added £133,788 of costs into the scheme as detailed in the table 
below: 

 
Figure x table of additional operational costs.  

 

Description of additional works Cost inc 

VAT 

Fixtures and Fittings in oncology   £54,950 

External ramp to Chapel  £16,361 

Reception desk  £15,000 

Asbestos and additional work following lead survey  £8,000 

Temporary ramp/Access to LA 1   £17,500 

Minor works to board room and multifaith room  £10,000 

Additional fees overheads and profits £11,977 

Total £133,788 

 

7.4 New Linac and Equipment costs 
 

89. There are two manufacturers of linear accelerators, Elekta and Varian.  The Linac’s currently in 
situ are from Elekta.  Both these companies are available through NHS Supply Chain, therefore 
removing the need to go to tender.   
 

90. A project team was established for the selection of the equipment, which included the Project 
Manager, Clinical Lead and Service Manager for Oncology, Head of Medical Physics, with 
representation from procurement, finance, information and estates, as and when required.  The 
product evaluation was undertaken by clinical teams from oncology, radiotherapy and medical 
physics departments, who carried out site visits.  A service specification supported by a 
comprehensive scoring matrix was agreed by the Consultant Oncologists and used to score both 
bids. The detail of the scoring matrix was included in and agreed as part of the OBC.   
 

91. Both companies were evaluated and scored against a service specification, clinical requirements, 
financially and through a procurement questionnaire.  The summary is shown below: 
 
 

 Varian Elekta 

Questionnaire 36.00% 41.00% 

Clinical evaluation / product demonstration  20.10% 21.00% 

Pricing schedule 20% 19.74% 

Total score 76.10% 81.74% 

 
92. Elekta were duly advised of their preferred supplier status. They have worked effectively in 

partnership with Kier in designing the bunker. The contract will be signed as the machines are 
ordered and after FBC approval.   
 

93. The equipment need, commissioning costs and capital cost of the equipment has not changed 
from the OBC and is summarised in the tables in section 8.1.2.  

Page 27 of 55Linac.pdf
Overall Page 152 of 232



‘Transforming and Developing Our Estate’                                                         

 

Estates Development:  New bunker and replacement Linear Accelerators FBC final version                                      

17/03/2015              Page 21 

 

8. Finance 

8.1 Capital Costs 
94. The equipment need, commissioning costs and capital cost of the equipment has not changed 

from the OBC and is summarised in the tables overleaf.  
 

95. The final capital costs in this Full Business Case are derived from the Elekta tender exercise 
alongside the Guaranteed Maximum Price (GMP) from our construction partner Kier following a 
robust design and competitive market tender exercise.  A full GMP report is shown in Annex 3. 

8.1.1 Total build cost  

 
96. A value engineering exercise has been undertaken in an attempt to mitigate the cost increases 

incurred from the additional operation enabling works and the change in concrete block 
construction methodology.  A summary of the GMP final build costs in shown below: 
 

Section  
GMP 

submission 

Total Elemental Building Cost 1,910,345.00 
Preliminaries 267,442.00 
Design & Construct Fees 177,032.00 
Overheads & Profit 35,322.29 
Construction Cost  2,390,141.29 

Professional Fees (By Trust) 178,000.00 
Surveys 20,000.00 
Trust Direct Works (vehicle passing place). 17,500.00 
Supply of Group 2 & 3 Equipment 50,500.00 
Statutory & Local Authority Charges 10,000.00 
Project Contingency 125,000.00 
Sub Total 2,791,141.29 

VAT (excluding professional fees by Trust) 522,628.26 
VAT Recovery (to be confirmed) 0.00 

Total GMP Cost 3,314,000.00 

Design fees LINAC 2 100,000 

Total scheme costs for comparison purposes £3,414,000 

 
97. This GMP capital cost includes a project contingency of £125,000 and makes no assumption on 

any VAT recovery that may or may not be applicable.   
 

8.1.2 Total Linac equipment and commissioning cost  
 

98. The commissioning costs and capital cost of the equipment is summarised in figures 9 overleaf.  
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Figure 9 Linac and other cost items 

Costs from Elekta quotation    Plus VAT 

2 X Versa HD Linacs 3,147,154 3,776,585 

2 X Room lasers green remote adjustment 31,288 37,546 

12 X MOSAIQ scheduling licence  10,152 12,182 

2 X iBeam evo couch top-Linac or GE CT 39,758 47,710 

1 X Server for data management 36,000 43,200 

2 X Commissioning 88,000 105,600 

  3,352,352 4,022,822 

Other Linac items    Plus VAT 

Water Phantom upgrade to Bluephantom 2 63,423 76,108 

Quickcheck 9,070 10,884 

Patient Invivo dosimetry system DPD12 27,741 33,289 

Computer 1,400 1,680 

  101,634 121,961 

Total equipment cost                                                          £4,144,783 

 
99. The total capital costs of the total scheme i.e. new Linac bunker, re-configured accommodation 

and replacement of the two Linear accelerators is £7,558,783. 
 
Total Build Costs £3,413,769 

Total two Linac costs £4,144,783 

 £7,558,552 

  
8.1.3 Capital Cost comparison 

 
100. The revised capital cost takes into account the additional costs of completing the scheme earlier 

and the additional operational changes needed to keep the service going throughout the period. 
The design team and the estates team with support of the Trust cost consultant Sweets have 
worked hard to mitigate these extra costs through a value engineering exercise.  Not all these 
costs can be mitigated therefore the Full Business Case represents a £31,220 negative variance 
from the OBC.  It is important though to clarify that an uncommitted project contingency of 
£125,000 is included in the total cost.  The capital cost comparison and variance is shown in the 
figure 10 below. 
 
Figure 10. Capital Cost Comparison  

 

Capital Cost Summary OBC FBC Variance 

Construction costs £2,315,305 £2,400,787* 85,482 

Design costs and fees £562,549 £490,354 -72,195 

VAT £504,695 £522,628 17,933 

Build Total £3,382,549 £3,413,769 31,220 

Equipment costs £4,144,783 £4,144,783 0 

Grand Total £7,527,332 £7,558,552 31,220 

 Includes £125,000 contingency plus VAT 
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8.2 Revenue income and costs  
 
101. The revenue income and costs have been developed by the Oncology and Finance teams to 

forecast income based on proposed tariffs for 2015/16 and commissioning arrangements.  The 
Trust annual plan and ICO LTFM takes account of the capital implications of this 
development and also the depreciation and interest changes consequent on the 
investment. The Annual Plan as submitted to Monitor maintains a Continuity of Service Risk 
Rating (COSRR) of 3 for liquidity therefore providing assurance on its financial viability.   
 

102. It was agreed in the OBC that the revenue consequences of not undertaking this development to 
replace the Linacs would be significant as the Trust would no longer be able to provide 
radiotherapy, which would risk the loss of all cancer services. Radiotherapy itself is a loss making 
service line because of the expensive nature of the equipment, but taken together with a 
rounded basket of cancer services and treatments is absolutely necessary to support the on-
going delivery of expected District General Hospital services. 
 

103. Not included in the financial model is the increased loss of income and deficit position that has 
result from the change in tariff.   This is discussed in the next section but will be mitigated 
through a transitional relief payment from specialist commissioners to bridge the first years gap 
and to give the organisation time to undertake a pay and non-pay and skill mix and workforce 
review in order to cover re-dress the deficit of c£290k not included in the financial model.   

 
8.2.1 Revenue cost assumptions 
 
104. Depreciation and amortisation: The large change in depreciation is because the current Linacs 

are fully depreciated - the increase in annual depreciation for both Linacs is now estimated at 
£415k. 
 

105. The two existing bunkers are not yet fully depreciated but are valued under the MEAV method 
and have a current depreciation charge of approximately £32k each. When the third bunker has 
been built and one of the two existing bunkers becomes obsolete, it will become subject to an 
impairment review which will have the effect of treating that bunker as having no asset value as it 
will no longer be in use. The cost of building the new bunker and associated facilities will result in 
a depreciation charge of £171k so there is an increased depreciation charge of £139k. 
 

106. Income: Annual activity growth of 3% has been assumed and usually this would increase and 
mitigate the increased costs through the volume increase in activity applied to tariff. Specialist 
Commissioning Group has advised tariffs for Radiotherapy unbundled HRGs (lower than for 
2014/15) and under the proposed ETO approach these would increase by 0.3%. Commissioners 
have also advised that they will pay only 70% of tariff for all treatments above the 2014.15 
planned activity level. As a result, not only would income be lower in 2015/16 for the same 
activity as 2014/15 but because activity for 2014/15 was higher than plan, and that is the starting 
point for the income forecasts, there will be a further “Marginal rate” reduction in total income as 
modelled in figure 11 overleaf: 
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Figure 11. Forecast income 2015/16 to 2017/18 
 

Estimated tariff income         
Start Finish Treatment Attendances Starting Inflator/ Estimated 

  
   

tariff (deflator) value 

  
   

£ % £ 
  

     
  

01-Apr-14 31-Mar-15 IMRT type 5,910 220.08  1,300,636 
   All other 6,785 157.85  1,070,984 

Forecast annual total 12,695   2,371,620 
01-Apr-15 31-Mar-16 IMRT type 6,087 192.93  1,174,390 
Marginal rate reduction of 30% over 2014/15 baseline     (32,943) 

   All other 6,988 158.49  1,107,568 
Marginal rate reduction of 30% over 2014/15 baseline     (31,069) 
Forecast annual total 13,075   2,217,946 
01-Apr-16 31-Mar-17 IMRT type 6,734 192.93 -1.5% 1,279,666 
Marginal rate reduction of 30% over 2014/15 baseline     (69,316) 

   All other 6,734 158.49 -1.5% 1,051,237 
Marginal rate reduction of 30% over 2014/15 baseline     (18,687) 
Forecast annual total 13,468   2,242,899 
01-Apr-17 31-Mar-18 IMRT type 7,629 190.03 -1.5% 1,428,113 
Marginal rate reduction of 30% over 2014/15 baseline     (118,569) 

   All other 6,242 156.11 -1.5% 959,879 
Activity below 2014/15 baseline    0 
Forecast annual total 13,872     2,269,423 

 
107. Workforce: The balance between increased volume and complexity, the increased time needed 

for planning and the reduced time needed for each patient on the Linacs have all been 
considered. A skill mix review is planned to staff the service within budget and an independent 
review of the Radiotherapist and Medical Physics Teams is currently underway.  
 

108. Maintenance costs: The maintenance costs for the Linacs and related equipment are not 
expected to change materially because they are already high (end of life Linacs) and the major 
maintenance agreements with Elekta have been negotiated, fixed over 10 years.   

 
109. Inflationary increases: Inflationary pressures for pay and non-pay have been calculated at 

2% of the major cost drivers. Tariff income has been assumed to reduce by 1.5% each year and 
explains in part why income falls. 
 

110. Loan interest: Interest to be charged on the FTFF loan to finance this acquisition as agreed in 
the OBC has not been included in the service line summary above because: 

 
 The interest cost is a Trust wide issue which is charged to all service lines based on their 

asset usage and it is not appropriate to single out one.  
 The loan interest charged is modelled in the overall Trust Long Term Financial Model 

(LTFM) as a Trust wide cost rather than a cost to this service. The latest LTFM indicates 
that post the acquisition of TSD NHS Trust, the integrated care organisation will maintain 
a COSRR of three for liquidity. 
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8.2.2 Overall revenue position 
 

The overall revenue position is shown in table 13 below.   
 
Table 13 overall revenue costs 

 

  15/16 16/17 17/18 

Total Cost 2,508,307 2,508,307 2,508,307 

Total Income -2,217,946 -2,217,946 -2,217,946 

Variant position from LTFM excluding capital depreciation 290,361 290,361 290,361 

Transitional relief from specialist Commissioners 290,361     

Skill mix review and efficiencies   265,408 238,884 

New Income   -24,953 -51,477 

Revised Position excluding capital depreciation 0 0 0 

Depreciation  Cost 32,377 386,058 585,167 

Overall position 32,377 386,058 585,167 

 

As a result of changes to the specialist commissioning tariff there is a reduction in the 
contract value from OBC to FBC such that a £290k annual cost pressure in the 
radiotherapy Service has emerged. This is an additional cost pressure to the organisation 
as it is not accounted for in the ICO Long Term Financial Model (LTFM). As a result the 
Executive have reviewed the staffing and revenue cost model associated with the 
development and an approach has been made to the specialist commissioners asking for 
some transitional support to offset the revenue gap.  
 
Anr exercise to review skill mix within the wider radiotherapy medical physics and 
oncology services will be undertaken with the objective of further mitigating the cost 
pressure risk from 2016 onwards.   
 
Specialist commissioners have agreed some additional transitional funding for 2015/16 to 
offset the impact of the reduction in tariff which will enable the service to break even 
prior to depreciation charges.     
 
The cost of a Linac bunker and linear accelerators are disproportionately expensive, 
such that the capital charges related to the development cannot be covered by the 
service alone. The full extent of the depreciation and loan interest is therefore a 
corporate cost and has been fully accounted for within the ICO business case. The Trust 
Board can therefore have confidence that they will not, by approving the capital 
investment, add any increased cost into the financial model, and that it is affordable 
within the context of that model.  With the transition funding in year 1, further cost 
pressure mitigation and future conversations with the specialist commissioners, the 
whole business case will have no impact on the LTFM.   
 

9.  Affordability and Capital Phasing 
 
111. A strategic estate programme has already been developed as part of the acquisition OBC and the 

five year plan and financial envelope from 2013/14 to 2017/18 shared with Monitor. This five 
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year strategic plan included elements of the ten year strategic development plan. This 
programme represented the best view at the time of the needs for capital across all areas of the 
programme and their phasing. 
  

112. The revised build cashflow and requirement for capital is detailed in figure 15. below. 
 
Figure 15 build capital cashflow  

 
 

2014/2015 2015/2016 2016/2017 Total 

Build 
624,000 2,710,000 80,000 3,413,769 

Equipment 
 2,203,691 1,941,092 4,144,783 

Total 
624,000 4,913,691 2,021,092 7,558,522 

 
113. This £7.5m capital costs sits within the Trust’s 5 year capital plan, overall capital programme and 

overall affordability envelope and LTFM from April 2015 to March 2020. The capital costs of this 
development are affordable within this context and sit alongside the entire estates expenditure, 
together with the proposed capital investment in medical equipment and Health Informatics 
Services (HIS) from the capital programme for the five year period. 

 
114. As agreed in the OBC, two loan applications were submitted to the Foundation Trust Financing 

Facility (FTFF) totalling £7.5million to fund this development. These loans were approved by the 
FTFF on 21st October 2014. The loan to support the construction of the third bunker and the 
associated enabling works totals £3.4m and is repayable over a twenty year period. The interest 
rate on this particular loan is fixed at 2.34% per annum. The loan of £4.1m to fund the purchase 
of the equipment is repayable over a ten year period, the interest rate being fixed at 1.66% per 
annum. As at this moment in time, £570,000 of the construction loan has been drawn down to 
support the enabling works and further design costs.  
 

9 Procurement and Programme 

 
115. The Trust have appointed Kier as their pre-construction partner with a contract in place up to 

GMP. The Trust is under no obligation to appoint Kier as a partner to build the scheme but it 
would make eminent sense to do so on the grounds that: 

 Kier successfully and unanimously won the competitive contract with their design and 
construction experience as they have significant expertise in delivering healthcare 
developments but also and specifically Linac’s 

 They have the local supply chain and capacity to deliver the scheme 
 The Contractor and the design team are now fully cognisant of the scheme and the site 

and it would take some considerable time to get another contractor up to speed. 
 Most importantly Kier and the design team have worked very well in partnership with the 

Trust to develop the final scheme including undertaking a value engineering exercise to 
mitigate as far as possible the additional costs to get as close as possible to the OBC 
budget. 

The recommendation is therefore that following FBC approval Kier and the Trust proceed to a 
signed second stage NEC construction contract to deliver this scheme.  

 
116. A Trust employed independent cost advisor will continue to seek assurance with regard to value 

for money. 
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117. The indicative delivery timetable for the project is shown below in figure 16. The project will 

complete 3 to 4 months sooner than anticipated with the new Linac being operational in April 
2016.   

Figure 16. High Level Project Timetable  
   

Phase Component  Commence FBC Complete OBC Complete 

Kier submit GMP  
 
2nd March  2015 

 

FBC finalised  9th March 2015 18th March  2015  

Finance Committee approval of 
FBC  

20th March 2015 
24th March 2015  

Trust Board  approval of FBC 26th March 2015 1st April 2015  

Phase 1 Enabling works  January 2015 January 2015  

Phase 2 Enabling works April 2015 April 2015  

Main build new bunker  20th April 2015 11th December 2015  

Reconfiguration of Oncology  20th April 2015 10th December 2015 April 2016 

External works 1st September 2015 11th December 2015  

Handover 14th December 2015 8th January 2016 April 2016 

Trust commissioning New LINAC 8th January 2016 8th April 2016  

New LINAC Operational   
 

April 2016 August 2016 

LINAC 2 replacement to follow on    

10 Governance and Risk 

 
118. Project governance for this project is well established with regular reports and minutes of the 

project Boards chaired by the Director of Estates as Project Director are regularly received and 
discuss by workstream 5.  All Executive’s receive workstream 5 papers.   The Trust estates and 
projects team with finance, a clinical lead for oncology and medical physics as the core project 
team will continue to work with key members of the clinical and medical physics staff throughout 
the project.  Additionally, the Trust has appointed External Consultants such as Cost Advisors 
and Consultant Services to advise on specialist areas where resources do not exist within the 
Trust.  

 
119. A dedicated experienced Project Manager will manage the project though its construction phase 

supported by clerk of works, to deliver the preferred option on time and within budget, and in 
accordance with all necessary Trust and industry requirements using PRINCE 2 methodology. 
The principal element of this role will be to coordinate and communicate the users’ and 
stakeholders’ requirements. 

 

120. The project has a well-developed and costed risk register which is currently sat as a project 
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contingency to the sum of £125,000.  

 
121. The scheme will continued to be implemented under robust project management arrangements 

which will include active risk management using recognised guidelines. The Risk Management 
framework has been established by the Trust for the identification, evaluation and mitigation of 
project risk. The key risks to the project are summarised in the table below. 

Figure 17. Key Risks 

   Key Risk Mitigating Action 

Late procurement of Trust 

supplied equipment – Elekta in 
particular. 

Discussions advancing with Elekta and order to be place on approval 
of FBC such that equipment and labour can be secured.  

Additional asbestos discovered in 

area of existing building. 
Further surveys being carried out to reduce risk. 

Consequence and impact of 
working next to and disturbing 

existing building.  

Site investigations have been carried out but still at risk until 
demolitions commence.  

Ground not as expected when 
excavations commence. 

Site investigations have been carried out and foundations designed 
accordingly but still slight risk under existing footprint. 

Final physics calculations add cost 
due to thicker bunker blocks 

required. 

Physics calculations almost complete (expected within next week) 

following final agreement of layout.   

 
122. Following the completion of the project, an assessment will be made of the effectiveness of the 

scheme by carrying out a post project evaluation (PPE).  The main objective of the PPE will be to 
assess the benefits that are being or have been derived from the project, compared with those 
that were envisaged. 

11 Communications Plan 
123. The Trust in partnership with the contractors and communications team have developed one 

overarching communications strategy for the large capital schemes, with each individual project 
having its own plan.  Plans and communications are in a standard format as agreed. And consist 
of a variety of communications packages throughout the life of the project including details on 
hording, notice boards, real time displays of works progress and written project updates to keep 
both the public and staff informed of progress.   
 

124. The standardised public facing communication that will be displayed in internal and external 
hording is shown in figure 18 below: 
 

Figure 18. public facing communications banner 

 

Page 35 of 55Linac.pdf
Overall Page 160 of 232



‘Transforming and Developing Our Estate’                                                         

 

Estates Development:  New bunker and replacement Linear Accelerators FBC final version                                      

17/03/2015              Page 29 

 

 

12 Conclusion and Recommendation 
 
125. The case and requirement for a new Linac Bunker and two replacement Linear accelerators has 

been agreed and rehearsed within the Trust over the last few years. The OBC was approved by 
the Trust Board in September 2014.  The Full Business case presents the final design and costs 
of the preferred solution for their delivery.  The opportunity has been taken as part of this case 
to maximise the integration of radiotherapy and oncology services and to enhance patient 
facilities and public flows for the services. 

 
126. This case fits with the strategic vision for the Trust and Integrated Care Organisation and the 

delivery of essential services only in the acute setting and local provision of care. 

 
127. It is within budget and affordable and within the financial model and constraints of the capital 

programme presented as part of the LTFM and business case for the Integrated Care 
Organisation, additional costs of c£290k not consistent with the revenue position as presented in 
the LTFM will be offset by a transitional payment for specialist commissioners in year 1 and 
through management action subsequently. The Business case id therefore recommended for 
approval. 
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Strategic Aim: The provision of a transformed and quality environment which delivers an economical and well maintained estate to meet the needs arising from changing settings of 
care and of the population of South Devon and that supports the delivery of innovative and excellent health and social care services across the community. 

 

 
We will deliver transformed and quality environments 
and in so doing, recognise facilities that are no longer 
fit for purpose and propose and invest in solutions to 

maintain the quality of services.  

 
We will support the on-going viability of the business by 

minimising the cost of property and waste and by 
maximising commercial opportunities for income 

generation. 

 
We will deliver a safe, statutory compliant and 
responsive estate by utilising new technologies, 

innovation and best practice to transform the way 
Facilities Management (FM) services are delivered. 

 
We will, in collaboration with local communities 

and partners, deliver changes to the estates 
portfolio to facilitate the delivery of the ‘joined up’ 

service model. 

Our key objectives are to: 

 Transform the owned and rented estate such that 
it meets the needs of local people and delivers a 
quality and easily accessible environment for all.  

 Invest in public facilities that are fit for purpose, 
future proofed and of good quality. 

 Review facilities for intermediate and residential 
care in the community and source sustainable 
solutions to ensure future care is provided in 
quality, adequately sized, easily accessible and 
safe surroundings.  

 Re-design and invest in front line and essential 
Hospital facilities such that future patient 
accommodation is purpose designed around the 
care model, and privacy, dignity and care needs of 
the users to a high quality standard. 

Our key objectives are to: 

 Reduce high cost property ownership, lease costs 
and associated non-pay so that the Trust services are 
performing in the upper decile for efficiency and cost 
effectiveness.   

 Minimise waste and deliver a reduction in the cost of 
disposal of waste, clinical, non-clinical and food. 

 Exploit commercial opportunities and maximise 
income from the estate e.g. land/property sales, 
recycling, energy sharing networks. 

 Reduce the running costs of the estate by exploiting 
new technologies and driving efficiencies. 

 Exploit new and low energy technologies in the 
replacement of core infrastructure 

Our key objectives are to: 

 Adopt a proactive condition based planned 
preventative maintenance programme across the 
whole estate. 

 Invest in and replace buildings and ageing 
engineering systems where appropriate to reduce 
backlog maintenance commitments.  

 Introduce new working practices that are 
responsive and meet the needs of the customer. 

 Provide an assurance and governance framework 
for the compliance of estates systems and 
services.  

 Introduce new electronic systems to reduce the 
reliance on paper systems. 
 

Our key objectives are to: 

 Move services from the acute setting into the 
community such that the size and occupancy of 
Torbay Hospital is reduced in the future. 

 Consider and consult with local users on the 
future options for delivery of high quality, safe 
and effective services in the community and use 
of community facilities. 

 Identify where development opportunities exist 
and deliver services for the future in the right 
place.  

 Use the estate flexibly across all services to meet 
the changing needs of the population. 

 Work with partners and the voluntary sector to 
maximise the appropriate occupancy of 
buildings regardless of ownership 

We will do this by: 

 Undertaking a detailed needs assessment of the 
local population in terms of the location and 
provision of services across the community.  

 Enhance facilities for the public and carers across 
all sites specifically reviewing access, car parking, 
public and staff amenities etc. 

 Working with local communities and 
commissioners to plan the use of community 
owned facilities and determining services to be 
provided in the localities. 

 Developing and delivering comprehensive 
development and investment plans to future 
proof facilities and meet the need for the 
changing shape of community and social care 
services as the service model develops. 

 Developing and delivering comprehensive 
development and investment plans for acute 
services to be provided in a Hospital setting, based 
on a dependency model and centred around the 
front door and an acute hub. 

We will do this by: 

 Rationalising the estate, reducing leased 
accommodation through amalgamated back office 
functions and maximising occupancy of owned 
buildings if costs effective. 

 Disposal of building and land as appropriate to 
deliver income and partner aspirations and to meet 
the needs of the community such as low cost 
housing.  

 Making the most of public sector partnerships to 
reduce waste costs. And winning hearts and minds of 
the staff and the public in reducing waste.  

 Promote and deliver increased recycling facilities. 

 Re-negotiating contracts and leveraging existing 
relationships with the commercial supplier 
marketplace to reduce costs.  

 Building new commercial ventures and exploiting 
new partnerships with the Private sector to enhance 
care but reduce costs e.g. renting facilities 

We will do this by: 

 Implementing an asset and condition based 
maintenance schedule, ensuring active 
engagement of operational staff in planning the 
delivery;  and for replacing key engineering 
infrastructure. 

 Proactively seeking customer feedback and 
responding positively to customer needs. 

 Benchmarking services and using new electronic 
systems to track activities and performance.  

 Having in place a robust estate governance and 
assurance framework and reporting a suite of Key 
Performance Indicators (KPI’s)  to the Trust Board 
and partner organisation Boards for assurance.  

 Preparing a 5 year essential maintenance 
programme that is reflected in the Trusts and 
partner organisations capital programme, which is 
aligned to investment planning and benefits 
realisation. 

We will do this by: 

 Working closely with our partners and listening 
to the needs of our GP’s, Councils and local 
communities.  

 Developing and exploiting commercial 
opportunities of the estate and new and 
innovative partnerships to provide alternative 
services configuration and facilities;  

 Working with Social Services partners to 
prioritise the wider needs of the population in 
addition to the health needs when considering 
the future use of estate e.g. local jobs; housing. 

 Working in partnership with our education 
partners and in particular South Devon College 
to establish as successful health studio school on 
health owned property, future proofing the 
workforce for health and social care services. 

 

Excellent and Quality 
Environment 

Economical and efficient estate Safe, well maintained & 
responsive 

Transformed and Innovative 
estate portfolio   
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Our success will be measured by: 

 Public and specifically LINk, Health Watch 
Disability action groups, local health improvement 
partnerships LHIP, and Governor feedback on the 
environment, facilities and accessibility of 
services. 

 Our score in the Patient Led Assessment of the 
Care Environment (PLACE). 

 Assessment of our qualitative outcomes of care. 

 Qualitative benchmarking of facilities, 6 facet 
survey and external review of compliance.  

Our success will be measured by: 

 Benchmarking the cost of property. 

 Benchmarking estates related non pay costs. 

 Setting waste reduction targets and key performance 
indicators for waste. 

 The savings generated from re-negotiated contracts 
and innovative private sector partnerships. 

 Income generated including from sales of assets. 

 Carbon emissions, cost of utilities and carbon tax. 

Our success will be measured by: 

 Internal audit and customer and user satisfaction. 

 Performance against a suite of Key Performance 
Indicators. 

 External audit and reviews of compliance and 
registration,  

 Completed Planned Preventative Maintenance and 
residual backlog. 

 Regulators assessment of the safety of our 
premises and services; CQC, HSE, Fire Authorities. 

Our success will be measured by: 

 Feedback from our partner organisations and 
local communities on how well their needs are 
met. 

 The quality and cost benefits of new 
partnerships. 

 Wider facilities provided to benefit local 
communities. 

 Benchmarked occupancy of owned and 
leasehold buildings. 

 Success of the studio school in providing future 
health and social care employees. 
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EXECUTIVE SUMMARY

CURRENT (£)

2,390,141

178,000

Trust Direct Works 17,500

Surveys 20,000

50,500

10,000

125,000

Total excluding VAT 2,791,141

522,628

0

3,314,000

New Linac Bunker & Associated Works

REPORT ON GUARANTEED MAXIMUM PRICE

The Trust have carried out a rigorous review of the options available in terms of clinical and operational 

functionality such that the final solution will provide an efficient and pleasing environment in which to 

operate.

The Trust have engaged with a competent partner in Kier who to date has demonstrated an understanding 

and appreciation of working in a confined area with patient and staff safety awareness.    

The Trust have considered the building methods available such that construction time is kept to a minimum 

(12 weeks less than originally envisaged) therefore reducing disruption to the immediate department and 

surrounding activities.  

The costings contained within this report are compared with the original Outline Business Case (OBC) 

estimate which, by nature of its timing, would not have recognised the extent of design development which 

has taken place to ensure best value in terms of the final solution. Despite this the cost increase set out 

below represents less than 1% variance to the budget set out in the OBC.

VAT Recovery (to be confirmed)

TOTAL ESTIMATED PROJECT COST

This represents an increase over and above OBC of £31,451.00 for which the Trust are seeking approval.

The following is a summary of the findings contained within this Report.

Kier in providing a Guaranteed Maximum Price (GMP) have been open in their approach and have sought 

value for money on behalf of the Trust.

The following is a summary of costs for the "preferred" option set out in this report.

Estimated Construction Works

Professional Fees - by Trust

Statutory & Local Authority Charges

Project Contingency (Risk)

VAT (excluding Professional Fees by Trust)

A high level of cost certainty has been achieved (95%) in respect of the construction cost with the remaining 

amount (5%) identified by provisional allowances.

Value for Money and Value Engineering has been considered throughout the process and a position 

reached were there is little further opportunity. It can be noted that 2 of the building elements, the structural 

solution and the mechanical & electrical installations, represents 71% of the elemental costs.

Supply of Group 2 & 3 Equipment

A Risk Register has been compiled and a risk allowance of £125,000.00 has been included within the 

predicted estimated outturn cost.

Page 44 of 55Linac.pdf
Overall Page 169 of 232



1.0 Introduction

1.1

1.2

1.3

1.4

2.0 Project Update

2.1

2.2

2.3

2.4

2.5

2.6

2.7

Page 1

It should be noted that a lengthy design development process has resulted in a number of options being considered which 

has seen the option "at tender" being challenged and reviewed by the Trust capital projects and clinical teams in terms of 

operational functionality such that the tendered scheme, whilst being advanced in terms of design development, has been 

modified by rotating the linac bunker through 90 degrees to provide a more operationally efficient building.   

Whilst the final solution results in a much more efficient building there is a small increase in construction costs and some 

abortive professional fees as set out in Section 4.0.  

Contained within Section 4.0 is the estimated project outturn cost of the original scheme and the preferred scheme along 

with a comparison with budget.

Additional to the above comments it should be noted that a fundamental change from a "wet concrete pour" construction 

to a "dry modular block" construction has been adopted which has had the benefit of a 12 week programme saving and a 

cleaner more efficient construction methodology within what is a very confined site.

As noted at 2.2 above a PCA has been entered into and in addition "Advanced" and "Enabling" works have been 

proceeding with a view to making a meaningful start on site once Full Business Case (FBC) is approved.

REPORT ON GUARANTEED MAXIMUM PRICE

The purpose of this report is to analyse the Guaranteed Maximum Price (GMP) submitted by Kier and to provide a 

recommendation to the Trust on how to proceed to contract.

It should be noted that the costs included within this report are for two options, one entitled "Original Option" and one 

entitled "Preferred Option". The "Original Option" is a development of that provided at OBC however the option on which 

the recommendation is based is the "Preferred Option" as per the layout drawings included at Appendix D.  

The contract is being procured on a Two Stage Design and Build basis with the First Stage having been procured under 

the Construction Framework South West (CFSW). Kier Construction where chosen to take the project forward following a 

detailed selection process the findings of which were set out in the Sweett Group Tender Report dated 22nd October 

2014.    

In accordance with the CFSW guidelines the Trust entered into a "Pre-Construction Agreement (dated 31st December 

2014) and on the basis of this agreement Kier, together with their appointed designers, have progressed the design such 

that work packages have been tendered on a firm design with the exception of a small element of the works as noted in 

Section 3.0.

New Linac Bunker & Associated Works

In carrying out this exercise and making a recommendation the returned works packages have been reviewed by Sweett 

Group (Cost Advisors) in terms of competitive open tendering and providing value for money.

Additionally, parallel value engineering (VE) has taken place alongside the GMP assessment and where practical VE has 

been incorporated into the project.

NOTE: This Report excludes any costs in connection with the purchase of the new linear accelerator or any associated 

equipment.
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3.0 GMP Overview

3.1

3.2

3.3

3.4

3.5

3.6

"Original Option" Cost £ %

Firm 2,197,355 95.09%

Provisional/Estimated 113,488 4.91%

Total Construction Cost 2,310,843 100.00%

3.7

"Preferred Option" Cost £ %

Firm 2,256,353 94.40%

Provisional/Estimated 133,788 5.60%

Total Construction Cost 2,390,141 100.00%

3.8

Page 2

New Linac Bunker & Associated Works

REPORT ON GUARANTEED MAXIMUM PRICE

The procurement process has been managed by Sweett Group with a framework of procedures being put in place such 

that Kier sought competitive tenders for all principle works packages and made available to Sweett Group details to 

enable value for money to be ascertained. 

The current position in respect of the "Preferred Option" is:-

A summary of Kier's submission is included at Appendix A.

As far as was practically possible three tenders were sought for each package although due to the current buoyant market 

conditions this was not always possible such that a number of packages are based on single tender returns. Whilst this is 

not ideal from a Trust point of view the risk of securing these work packages will rest with Kier up until the point at which a 

contract is entered into. 

The current position in respect of the "Original Option" is:-

The procedures included a regular update as to the status of the tenders received as follows:-

Firm Prices (tenders received and agreed).

Provisional Prices (initial cost input received from market place but not yet firm i.e. further design required).

Estimated (no market input - costs estimated by Kier and Sweett Group).

The current position in respect of the GMP for the Construction Cost (excluding Trust costs, VAT etc.) is set out at 3.6 and 

3.7 below together with the percentage of works for which cost certainty has been achieved. 

The comparison with overall budget is set out in Section 4.0.
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4.0 Budget Reconciliation

4.1

4.2

4.3

4.4 Original Option

Current CP

1,876,704.00

267,442.00

132,547.00

34,150.40

2,310,843.40

178,000.00

20,000.00

17,500.00

50,500.00

10,000.00

125,000.00

2,711,843.40

506,768.68

0.00

3,219,000.00

4.5

4.6 Preferred Option

Current CP

1,910,345.00

267,442.00

177,032.00

35,322.29

2,390,141.29

178,000.00

20,000.00

17,500.00

50,500.00

10,000.00

125,000.00

2,791,141.29

522,628.26

0.00

3,314,000.00

4.7

Page 3

Trust Direct Works (vehicle passing place).

Supply of Group 2 & 3 Equipment

Section 

Total Elemental Building Cost

Total Estimated Project Cost

Statutory & Local Authority Charges

Project Contingency

Sub Total

VAT Recovery (to be confirmed)

VAT (excluding professional fees by Trust)

Overheads & Profit

Construction Cost 

Professional Fees (By trust)

Surveys

New Linac Bunker & Associated Works

Preliminaries

Design & Construct Fees

REPORT ON GUARANTEED MAXIMUM PRICE

The following are the estimated outturn costs for both the original option and the preferred option as described in Section 

2.0 of this report.

Section 

Total Elemental Building Cost

The estimated construction cost contained within the Outline Business Case (OBC) was £3,282,549.00 inclusive of VAT 

but exclusive of the linac accelerator.  

Following receipt of 1st Stage tenders the estimate cost based on the tender received from Kier Construction was 

£3,077,608.00 as reported in the Sweett Group tender report dated 22nd October 2014. This did however exclude the 

"dry modular block" method of construction, the operational issues associated with the project, some abortive fees for the 

redesign in the preferred location and VAT recovery on professional fees now paid via the construction contract.  

This represents a saving on OBC of £63,549.00.

This represents an increase over and above the OBC of £31,451.00.

Total Estimated Project Cost

Statutory & Local Authority Charges

Project Contingency

Sub Total

VAT (excluding professional fees by Trust)

VAT Recovery (to be confirmed)

Construction Cost 

Professional Fees (By trust)

Surveys

Trust Direct Works (vehicle passing place).

Supply of Group 2 & 3 Equipment

Preliminaries

Design & Construct Fees

Overheads & Profit
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4.8

4.9 Construction Method         £               £

Dry Modular Blocks           66,000 

4.10 Operational Works

21,000

21,000

20,000

6,000

6,000

12,000           86,000 

4.11 Fees

          30,000 

4.12 VAT

          35,000 

TOTAL         217,000 

4.13         £               £

1st Stage Tender Return 3,077,608

Estimated Additional Works 217,000

3,294,608

Budget from OBC 3,282,549

-£12,059

Page 4

REPORT ON GUARANTEED MAXIMUM PRICE

Difference 

New Linac Bunker & Associated Works

Budget Reconciliation (Cont'd)

VAT payable on professional fees paid by Contractor - recent advice suggest 

that VAT will be due on professional fees paid by Contractor but position 

being challenged.

As noted at 4.2 above there has been a some additional cost since first stage tender return and an analysis has been 

carried out to ascertain where this has occurred. Clear areas have been identified being the decision to opt for a "dry 

modular block" construction solution (for the reasons noted elsewhere), the cost of the operational works required to 

maintain the efficient working of the department during the construction works, some abortive design fees and the loss of 

VAT recovery on professional fees paid through the construction contract. 

Reconciliation with 1st Stage Tender

Revised Estimate based on 1st Stage Tender

Alterations to Board Room/Multi-Faith Room

Professional fees & associated Trust Costs in connection design development - SAY

Allowance for Ramp/Access to LA1 

Ramp & Access next to Chapel 

Passing Place & Steam Main Remedial Works (next Chapel)

Patient Access via Medical Physics Workshop 

Forming new department Entrance next Boardroom
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5.0 Residual Risk

5.1

5.2

5.3

5.4

£ £

Original Option

Fixtures & Fittings 54,950

Ramp to Chapel 16,361

Asbestos Removal 5,000

3,000

17,500

Reception Desk 15,000

Sub Total 111,811

Overheads & Profit 1.50% 1,677 113,488

CASE Engineering Fees 10,000

10,000

Sub Total 20,000

Overheads & Profit 1.50% 300 20,300

Total Cost to be Agreed 133,788

5.6

6.0 Cash Flow

6.1

6.2 "Original" Option 2014/2015 2015/2016 2016/2017 Total

624,000 2,517,000 78,000 3,219,000

6.3 "Preferred" Option 2014/2015 2015/2016 2016/2017 Total

624,000 2,610,000 80,000 3,314,000

Page 5

The following are the predicted cash flows for the "Original" option and the "Preferred" option.

Over and above the risk allowance, in connection with the Construction Costs, attention is drawn to the percentage 

of works "firm" and those either "provisional" or "estimated" as noted at Section 3.0.

Sweett Group together with Kier will endeavour to agree "firm" costs for these works at the earliest possible date.

New Linac Bunker & Associated Works

REPORT ON GUARANTEED MAXIMUM PRICE

A project Risk Register has been prepared and is included at Appendix B.

The current Risk Register has been priced at £114,600.00 with Trust risk calculated at £99,400.00 and Contractor 

risk at £15,200.00. For the purposes of this report the sum of £125,000.00 has been retained.

Those works representing the circa. 5% of works not firm are:-

Additional Work following Lead Survey

Temporary Ramp/Access to LA 1

Additional for Preferred Option

Boardroom/Multi Faith Room Alterations
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REPORT ON GUARANTEED MAXIMUM PRICE

7.0 Programme

7.1

Pre-Construction Activities

Construction Works

7.2

7.3

8.0 Contract

8.1

8.2

8.3

Page 6

Trust Board Meet to Approve FBC

The principle clauses have been set out in the tender documents and the preferred Contractor, Kier, have verbally 

confirmed they have no objections to those clauses. 

The form of contract will be the NEC3 Form using Option A - Activity Schedule incorporating standard Secondary 

Clauses and additional "Z" Clauses to meet the particular requirements of the contract.

On agreement of the GMP formal contracts will be put in place and executed by Kier and the Trust.

Phase 2 Linac Bunker 20th April 2015 11th December 2015

The target completion date for the construction works is 8th January 2016 which compares the anticipated 

completion date contained within the OBC of 4th April 2016, an improvement of 12 weeks. 

Note this excludes the installation and commissioning of the linear accelerator which we understand will commence 

on completion of the construction works.

External Works 1st September 2015 11th December 2015

Handover 14th December 2015 8th January 2016

Phase 2 Enabling Works 23rd February 2015 17th April 2015

Phase 2 Reconfiguration 20th April 2015 10th December 2015

New Linac Bunker & Associated Works

Phase 1 Reconfiguration 26th January 2015 27th March 2015

Commence Complete

1st January 2015

2nd March 2015

2nd March 2015

13th March 2015

24th February 2015

1st April 2015

An outline construction programme has been prepared and is included at Appendix C. Key dates are as follows:- 

Trust analyse GMP and draft FBC 

Kier submit Guaranteed Maximum Price (GMP)

Finance Committee Meet to Approve FBC
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9.0 Conclusions and Recommendation

9.1

9.2

9.3

9.4

9.5

9.6

9.7

9.8

9.9

9.10

Page 7

New Linac Bunker & Associated Works

REPORT ON GUARANTEED MAXIMUM PRICE

A number of options have been considered by the Trust over a period of time such that the currently preferred option 

has been accepted by the Trust Capital Projects and Clinical teams as the option most suitable to enhance the 

departments performance.

The Trust have carried out a thorough vetting procedure in the selection of Kier Construction using the widely used 

Construction Framework South West (CFSW). 

The Trust have entered into a formal Pre-Construction Agreement (PCA) with Kier such that design works have 

progressed to an advanced stage.

The Trust, through the PCA, have instructed both "Advanced" and "Enabling" works to progress to ensure a 

meaningful start can be made to the main works once Board approval is granted for the Full Business Case (FBC).  

A procurement strategy has been put in place such that the Trust can be assured of value for money through 

competitive tendering.

Through the competitive tendering process a high level of cost certainty has been achieved.

A programme has been developed such that 12 weeks have been saved from the original programme allowing Trust 

fit out and commissioning to proceed from January 2016.

Based on the contents of the this report and the procurement process that has taken place Sweett Group would have 

no objection to entering into a formal contract with Kier to complete these works. 

Best value and value engineering opportunities have been considered throughout negotiations and it should be noted 

that due to the nature of the development with the mechanical & electrical installations and bunker construction 

representing 71% of the elemental works there is little further scope to make savings.

Whilst the estimated outturn cost is slightly in excess of that in the OBC there has been substantial design 

development which will provide benefits over and above that which would have been derived from the proposed 

scheme at OBC.
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APPENDIX A

GMP Submission

New Linac Bunker & Associated Works

REPORT ON GUARANTEED MAXIMUM PRICE
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APPENDIX B

Risk Register

New Linac Bunker & Associated Works

REPORT ON GUARANTEED MAXIMUM PRICE
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New Linac Bunker & Associated Works

APPENDIX C

OBC Drawing

REPORT ON GUARANTEED MAXIMUM PRICE
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REPORT ON GUARANTEED MAXIMUM PRICE

New Linac Bunker & Associated Works

APPENDIX D

Preferred Option Drawings
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Trust Board Summary Report 
 

Date of Board Meeting: 6 May 2015  

Name of Report: Workforce and Organisational Development 

Approved by: Chief Executive 

Presented by: 

 

Public/Private: 

Director of Workforce and Organisational Development 
Public 

 

Purpose of the Report: 
 

The purpose of this report is to update Board Members in respect of the Workforce and 
Organisational Development Directorate’s agenda relating to: 
 Organisational Development 
 Workforce Planning 
 Human Resources 
 Medical Human Resources 
 Education and Development 
 Payroll and Pensions 
 Workforce Information 
 Notes of Meetings 

Action Required: 
 

Members of the Board are asked to note the report 

Recommendations: 
 

To accept the Report 

Relationship with the Assurance Framework (Risks, Controls and Assurance, 
Annual Health Check): 

Contributes to compliance 

Summary of Financial & Legal Implications: 

This report Complies to Financial and Legal Implications  

Equality & Diversity, Public and Patient and Governor Involvement Implications 

The Human Resources team continue to work with the wider health community in 
taking forward the equality and diversity agenda 
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Sustainable Development Implications 

None 

 

 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Freedom of Information Act 2000 

 

This Committee/Group will observe the requirements of the Freedom of Information Act 

2000 which allows a general right of access to recorded information held by South 

Devon Healthcare, including minutes of meetings, subject to the specified exemptions 
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Board of Directors 
Workforce and Organisational Development Directorate 

6 May 2015 
 

1.0 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 Workstream 4. 

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

 
1.2 Report Content 

 A summary of progress on key performance indicators.  These performance indicators 
are included in the Trusts monthly workforce and OD scorecard at appendix A and 
include key targets and monthly trends.   

 Detail on actions and initiatives linked to the objectives and key performance indicators. 
 

2.0  Workforce and OD Corporate Objectives 

 
2.1 Planned Objectives 
The Directorate have agreed the following overarching objectives for 2015/2016 and they 
are included at the start of this report as they help set the context for the support to be 
provided.   
 
2.2 Workforce Plan 
To develop, implement and monitor a robust workforce plan to deliver a safe, high quality 
and efficient workforce for the ICO.  This plan will include workforce redesign, education 
and development and change strategies. 
 
2.3 Leadership and Culture      
Develop leadership and culture throughout the organisation to ensure the values and 
beliefs of the organisation are embedded. 
 
2.4 Friends and Family Test for Staff 
Continue to embed the friends and family test survey for staff in parallel with the national 
staff survey and data interrogation ensuring actions are taken to improve outcomes. 
 
2.5 Sickness Absence Management 
Measurably reduce sickness absence rates by performance management and support 
including targeting areas with high rates. 
 
2.6 Mandatory Training 
To continuously improve interventions and mechanisms to ensure compliance and quality 
of mandatory training. 
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3.0 Progress on Key Performance Indicators 

 
3.1 Turnover 
The turnover rate of 10.80% in March 2015 is within the target range of 10 to 14%.  This 
rate is at the lower end of the range and not considered a concern.  Too low a turnover 
rate can hinder organisational change and too high a turnover can cause instability.  A 
reasonable level of turnover is critical at this time given the need for changing the 
workforce.   
 
3.2 Sickness Absence 
The sickness absence rate of 4.26% in March 2015 was above the target of 3.8%.  An 
update in respect of measures being taken to reduce this rate is included later in this 
report (see section 8). 

3.3 Staff Appraisals 
The Trust achieved an appraisal rate of 82% in March 2015.  This is consistent with the 
significant improvement in this financial year from a starting position of 60%.  The Trust 
has increased its target to 90% and those areas that are not achieving the target rate 
continue to be targeted and plans to improve required. 
 
3.4 Mandatory Training 
Of the nine key modules none are now red rated.  The average compliance of these 
modules has increased from 70% to 84% in the financial year.  Details of further plans to 
improve this position are included later in this report (see section 10.4). 

4.0 Workforce Plan 

 
A workforce plan is being developed for the Integrated Care Organisation (ICO).  This plan 
will include the implementation of changes to the care model and CIP changes.  Plans 
include a position for the Trust if acquisition is delayed.  Progress will be reported to the 
Board and Monitor as part of the annual business planning and monitoring process. 
 
As has previously been reported a key focus of the care model which sits at the heart of 
the ICO is the shift in focus from acute care to community and care at home. From a 
workforce perspective this will entail the introduction of new and different roles at both a 
professional and care worker level across settings. In addition overall workforce numbers 
will change as a result of the impact of the care model, economies of scale and CIP 
requirements.  The table below shows the projected workforce numbers by job family over 
the first 7 years of the ICO.
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Baseline

14/15 15/16 16/17 17/18 18/19 19/20 20/21 21/22 % Change

Consultants 184.00 183.05 175.76 170.36 169.16 167.46 164.96 164.96 10.35%

GP 8.99 8.99 8.99 8.99 8.99 8.99 8.99 8.99 0.00%

Dental 10.91 10.91 10.91 10.91 10.91 10.91 10.91 10.91 0.00%

Junior Medical 227.08 225.58 221.58 220.58 219.58 219.58 219.58 219.58 3.30%

Nursing, midwifery & health visitors (excluding HCAs) 1355.79 1323.76 1296.90 1205.14 1177.99 1166.99 1161.49 1155.99 14.74%

Other clinical staff -social care workers 233.81 233.81 233.81 233.81 233.81 233.81 233.81 233.81 0.00%

Other clinical staff costs (including HCAs) 934.69 936.73 905.80 819.81 785.30 772.86 766.86 760.86 18.60%

Scientific, therapeutic, & technical 582.22 575.22 561.60 561.82 545.67 530.52 522.52 514.52 11.63%

Non clinical staff 1831.49 1754.24 1728.67 1684.19 1648.78 1614.37 1594.37 1574.37 14.04%

Total 5368.98 5252.29 5144.02 4915.61 4800.19 4725.49 4683.49 4643.99 13.50%

Annul Reduction 116.69 108.27 228.41 115.42 74.70 42.00 39.50

Cumulative Reduction 224.96 453.37 568.79 643.49 685.49 724.99

ICO Workforce WTE

 
 
Achieving these changes will be controlled by the Scrutiny and Vacancy Panel within the 
clear context of change requirements and the use of a ‘job shop’ concept aligned to the 
future changes and which motivates and supports staff to develop new skills.  The clear 
objective is to achieve the changes without the requirement for compulsory redundancies.  
The following table shows how the annual net reductions compare with the normal annual 
leavers profile and therefore the redeployment opportunity. 
 

15/16 16/17 17/18 18/19 19/20 20/21 21/22

Annual 

Leavers

Consultants 0.95 7.29 5.40 1.20 1.70 2.50 11.98

GP
Dental 0.40

Junior Medical 1.50 4.00 1.00 1.00 5.05

Nursing, midwifery & health visitors (exclude HCAs) 32.03 26.86 91.76 27.15 11.00 5.50 5.50 158.08

Other clinical staff -social workers 20.60

Other clinical staff costs (include HCAs) -2.04 30.93 85.99 34.51 12.44 6.00 6.00 121.95

Scientific, therapeutic, & technical 7.00 13.62 -0.22 16.15 15.15 8.00 8.00 68.93

Non clinical staff 77.25 25.57 44.48 35.41 34.41 20.00 20.00 181.38

Total 116.69 108.27 228.41 115.42 74.70 42.00 39.50 568.37

NB - (minus) = Increase

ICO Workforce WTE Changes

  
 
The above workforce projections are derived from a summary of significant changes which 
have been consolidated from the following workstreams: 
 
 CIP plans from SDHFT 
 CIP plans from TSDHCT 
 Changes to corporate structures as a result of integration and creation of the ICO 
 Implementation of the new care model 

The changes required are being developed into an overall workforce plan to maximise 
redeployment opportunities and ensure equity for all staff.  The next steps will be to further 
develop plans to identify more of the actual posts affected and to commence consultation 
and communication.  In the meantime the Scrutiny and Vacancy Panel will be ensuring 
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that vacant posts that may provide a redeployment opportunity are not recruited to or if 
essential on a temporary basis only. 
 

5.0 Workforce Change Strategy 

 
5.1 Joint Consultation and Negotiation Committee (JCNC) Arrangements  
Currently the JCNC at TSDHCT meets monthly.  LCNC at the DGH meets bi-monthly. 
Agreement has been reached with both staff side Committees to run an additional joint 
meeting called ICO JCNC.  This meeting will take place in shadow form until the new 
organisation comes into existence.   
 
The first meeting will take place on Thursday 14 May 12.30 – 1.30 pm in the Board Room, 
Torbay Hospital. 
 
Both staff sides and members of the joint Leadership Group will be invited. 
 
5.2 Redeployment 
The Trust already has reciprocal arrangements which enables the redeployment of staff 
across the two Trusts and joint scrutiny and vacancy panel arrangements.  These 
arrangements are being developed into a joint strategy for the ICO that will include one 
organisational change policy as well as one employee relations forum.  It should be noted 
that at present the policies of the two organisations have very different protection of 
earning entitlements.   
 
6.0 Recruitment 

 
6.1 Overseas Recruitment  
All the overseas nurses, 38 in total, have now arrived and have been placed within the 
Trust.  A robust induction and Preceptorship programme has been completed by all the 
nurses, supported by the Trust’s Language and Cultural Awareness Facilitator.  The Trust 
to date has managed to retain overwhelming majority of these nurses which has not been 
the experience elsewhere.  
  

It is the intention to undertake a rolling programme of overseas recruitment to fill  existing 
vacancies and therefore reduce the need for bank and agency.  
 
6.2 Rotational Posts  

The Trust is continuing to explore the potential of introducing a rotational programme for 
nurses, which would initially incorporate the Acute Hospital, Community Hospitals and 
Community Nursing.  A proposal is currently being developed which will aim to set out the 
scope of the project, how the rotation arrangements will work and the financial implication 
of the arrangement. 
 
6.3 RCN Congress 
The two Trusts have reserved a stand at the RCN national congress in June 2015 to 
market the organisations, with the intention of attracting nurses to the Trusts. 
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7.0 Temporary Staffing Activity 

 
7.1 Temporary Staffing Activity 
The Temporary Staffing Team continues to strive to fill the high demand for clinical shifts. 
In March 2015 Temporary Staffing was able to fill 89.58% (3466 shifts) of the shifts 
through a combination of bank (84.1%) and agency (5.48%).  
 
The number of requests for bank has dropped slightly but remains a cause for concern 
and actions are in place to constantly monitor and address the need for agency in 
particular. 
 
The figures below show the bank shifts and placements for the month of March 2015, 
compared to the previous months:  
  

 
 
7.2 Review of reasons for shift requests  
The large majority of shifts requests are attributed to ‘Increased Ward Dependency’ and 
‘Supportive Observations’.  A task group has been established to review those areas with 
high usage to look at options to support the relevant wards and reduce the requests for 
bank and agency. 
 
8.0 Sickness Absence Management 

 
As reported in 3.2 above the sickness absence rate for the Trust remained above target at 
the end of the financial year. The rolling rate of sickness absence has remained fairly 
consistent at around 4.25% for the second half of the year but whilst the trend lines have 
been similar to recent years with similar peaks and troughs the rate of absence has been 
marginally higher. 
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The actions currently being taken to tackle short term absence as detailed in the previous 
Board Report will continue. Similarly those detailed to impact on long term sickness 
absence will form part of an integrated absence management strategy. 
 
9.0 Workforce and OD Systems 

 
9.1 E-rostering  
As previously reported the Trust is seeking a new e-rostering and time and attendance 
system.   A draft business case has been developed and the key Executive Directors are 
being engaged in discussions and a project group will be formed to take the plans forward 
if the business case is agreed.  The benefits of an effective e-rostering syatem will be that 
rostering practice will be improved with the consequential reduction in bank and agency 
usage.   
 
9.2 Learning Management System 
Two companies have been invited to provide trials of their products one is complete and 
other to be completed in the next few weeks. Based on the results a full business case will 
be completed for workstream 4 approval.  A new system should improve the access to 
undertake training using e-learning and other digital methods. 
 
9.3 Nurse Revalidation 
We are currently working with nursing colleagues from the two Trusts reviewing 
appropriate systems to provide the Trusts with a process for managing nurse revalidation.  
Nurse revalidation will require every nurse to provide evidence of practice every 3 years to 
maintain their registration.  System options include an in-house solution or an external 
provider.  These options are currently being reviewed. 
 
9.4 Managers and Employers ESR Self Service  
Guidance will shortly be issued to all staff and managers to further support them in using 
the self-service modules on ESR.  This will include offering training and support where 
requested.  

9.5 Electronic Expenses  
The majority of Trust staff are now using the electronic expenses system.  Any paper 
claims received are returned with instructions to use the new system.  
 
10.0 Education and Development 

 
10.1 Trainee Doctors Electronic Induction System 
The Trust has taken the opportunity to be part of a Peninsula-wide electronic induction 
system for trainee doctors, supported by a bursary from Health Education South West 
(HESW).  The predicted benefits include improved rates of completion of mandatory 
training, avoidance of duplication when trainee doctors rotate between Peninsula Trusts 
and reduced off-ward time when trainee doctors join our Trust.  The planned launch is for 
July/August this year. 
 
10.2 Apprenticeships 
The Trust is committed to “growing its own staff”.  Crucial to this is the use of apprentices 
and ensuring staff from our own and other organisations in the health and social care 
community achieve the care certificate which can be seen as the first step on the career 
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pathway.  The Talent for Care strategy has been implemented to facilitate these aims.  As 
part of this strategy each organisation was required to undertake an audit and grading 
process to achieve Bronze, Silver or Gold level and we achieved Gold.  We have been 
successful as the lead organisation to set up and implement the Quality Assurance 
process for the new Care Certificate and vocational education across the South West 
including the private, voluntary and independent sector.  The Directorate are currently 
delivering over 180 apprenticeships across areas such as Health, ATT, Marketing, 
Plumbing, Customer Service, Business Admin, Management and many more. 
 
To increase the take of apprentiships it has been agreed that the “default position” for 
recruitment to band 1 to 3 positions is that they should be an apprentice.  
 
10.3 Employability Hub 
Employability supports those from disadvantaged backgrounds to gain valuable work 
experience. The success of the Employability Hub continues, to date we have offered 
nearly 60 placements across Torbay and South Devon and a breakdown of successes 
over the last 12 months is provided below. 
 
 

Initial 
Placements 

Progressed to 
Traineeships from 
initial placement 

Progressed to 
Apprenticeships from 

initial placement 

Progressed to 
employment from 
initial placement 

Pending initial 
placement 

59 16 4 15 15 
 
Our Employability Hub has been highlighted as an exemplar model by Health Education 
South West (HESW) and as such have granted us funds for a co-ordinator post to support 
other NHS organisations to replicate across the southwest.  
 
10.4 Mandatory Training 
As detailed in section 3.4 of this report the compliance rates for all mandatory training is 
improving as shown in the scorecard at Appendix A.  Of the 9 key modules only 5 are now 
rated green and 4 amber.  The graph below shows the increase in compliance based on 
the average of the 9 key modules.   
 
Planned actions to further increase compliance levels for mandatory training are listed 
below.  
 
 Plans to procure a new Learning management System as detailed in 9.2 above.  
 Delivering training via “The Buzz”.  Currently Safeguarding Adults Level One, Moving 

and Handling Non Patient and Equality and Diversity can be achieved using this media.  
Infection Control. Further action to be taken with subject matter experts in Information 
Governance and Health and Safety to move to this media. 

 Evening face to face sessions have been put in place where required. 
 Access to face to face Safeguarding Adults Level Two Courses has been increased. 
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The last report to the Board included further actions to improve this position and these are 
continuing as we seek to meet the target in each module.  
 
11.0 Organisational Development 

 
11.1 Organisational Development 
The Organisational Development Team continues to support the engagement and 
involvement of staff in the ICO process including the latest bite-sized sessions. Further 
dates will be available very shortly across the whole community that will include sessions 
early morning, evening and weekends. A session will also be filmed and captured for 
replay at any time from any PC in either organisation giving staff another option for 
engagement.  
 
As a direct response to requests from senior nurse managers a three day programme 
“Leading with Compassion” course has been developed aimed at levels B6 and B7’s to 
address the following themes:  
 
 

 Difficulties in transition from team member to team leader 
 Taking control of time to do what’s important 
 Positive attitudes and role modelling. 
 Need to reduce time away from workplace to attend a course 

 
The programme has been piloted with a multi-discipline group of new leaders from both 
organisations and is now being rolled out further. The course helps new leaders with the 
transition from team member to team leader whilst focussing on particular skills which help 
with communication, role-modelling and participants seeing themselves as effective 
leaders. The programme ends by looking at resilience both for managers and their teams. 
These themes have been identified through management teams, culture audits, coaching 
and other OD interventions. 
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11.2 Equality and Diversity 
 
Workplace Race Equality Standard (WRES) 
The WRES has been mandated by NHS England from April 2015 and requires Trusts to 
submit their baseline data by July 2015. This Standard aims to address the inequalities 
that non-White staff experience in the workplace. For instance, Black or Minority Ethnic 
(BME) people are 1.74 times less likely to be appointed from shortlisting than their White 
peers, and twice as likely to enter a disciplinary process (Kline 2013). The Standard has 
nine metrics (4 workforce, 4 staff survey and 1 Board). Trusts then have until April 2016 to 
make movement towards addressing any issues. 
 
Equality Delivery System (EDS) 
The EDS has also been mandated from April 2015 and the Trusts have established an 
Equalities Cooperative in collaboration with the CCG to define a number of system-wide 
objectives. This should also create robust governance and accountability structures for the 
Equalities agenda. 
 
Accessible Information/ Meeting patient needs 
The Accessible Information Policy was submitted to the Trusts Patient Experience and 
Engagement Workstream in April 2015. This policy has been distributed to the Trusts 
Equality Reference Group and their comments will be incorporated prior to publishing. This 
Policy focuses on translation and interpretation services (including access to easy read 
information). 50 Photosymbols licences secured across Torbay and South Devon with 
circa 40 staff in receipt of training from Devon Link Up on how to produce easy read 
information. Approximately 50 staff booked to attend a taster course on British Sign 
Language (BSL) to aid basic communication with deaf clients. Project underway with CCG 
and DRSS to review how we identify how we can ensure we have accurate information on 
patient requirements prior to entry into our services so we can ensure that reasonable 
adjustments are in place. 
 
12.0 Human Resources Management 

 
12.1 Employee Relations Cases 
The table below shows the number of Employee Relations cases being managed on a 
formal basis and the number of formal sickness warnings issues in the period January to 
March 2015. 
 

Category No of cases Jan  - 
March 2015 

Warnings issued under sickness policy 35 
Sickness cases under formal review 6 
Capability cases 0 
Disciplinary cases 11 
Grievance cases 6 
Whistleblowing cases 1 
Acceptable behaviour cases 3 
Employment Tribunal cases 0 
Total employment relation cases 62 
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12.2 Medical Recruitment  
We recently appointed two replacement consultants in Anaesthetics/Critical Care and a 
replacement consultant in Trauma & Orthopaedics (specialising in foot & ankles). The 
Trust was looking to recruit a split post as Acute Physician/Diabetes and Endocrinology, 
but with some internal re-organisation the Trust has now covered the role of Diabetes and 
Endocrinology.  
 
The Trust has been struggling to recruit for Acute Physicians and has tried to attract 
candidates by advertising a variety of split posts but to no avail. The Directorate is now 
working on a business case for approval to apply an extra ordinary employment premium 
to advertise for Acute Physician/Healthcare of Older People consultant post/s. 
 
Following a successful trial period of GPs working as locums in Emergency Medicine, the 
Trust is now in discussions with local GP Practices’ looking at the possibility of setting up 
split GP roles; half of the time will be spent in a GP practice and the other half of the time 
would be spent in Emergency Medicine.  
 
12.3 Clinical Excellence Awards 2015 
The Trust received 39 local award applications and 4 applicants have submitted for 
renewal of their local level 9 awards. We have received one National application for 
renewal of a bronze award and to apply for a silver award. The committee for awarding 
points will be held on the 17 June.  
 
12.4 Master Vendor Medical Agency 
We are pleased to announce that Accident and Emergency (A&E) Agency has been 
successfully awarded the Managed Service Contract for the South West Consortium which 
comprises of eight Trusts across the peninsula. 
  
Accident and Emergency Agency is a London based company and part of healthcare 
recruitment group Asclepius.  
 
This award will allow us to provide a more efficient booking process and increased fill 
rates, as well as: 
 
 Make things simpler by providing an end to end recruitment solution for bookings; A&E 

will supply all of our medical locums and manage all of our agency locum suppliers 
 Reduce locum expenditure 
 Fixed rates with all suppliers 
 Deliver efficiency and insight: with up to date management information, e-time sheeting 

and reporting functionality 

The contract will be live as of the 1st May 2015 and live roll out of the booking process will 
commence at the Trust from the 1st June.   
 
If this arrangement is successful then the consortium will consider whether the same 
results can be achieved for nursing. 
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12.5 Staff Friends and Family Test 
The survey went live in Quarter 4 within Corporate Services Division and Estates and 
Facilities Management Division (EFM).  The survey was live from 2nd February to 28th 
February.  By the end of the survey period a 27% response rate was achieved with EFM 
Division and 39% response rate within Corporate Services.  The findings are as detailed; 
 
 
EFM Division  

87.4% of staff within the department were likely or extremely likely to recommend 
SDHCFT to friends and family if they needed care and treatment  

67.2% of staff within the department were likely or extremely likely to recommend 
SDHCFT to friends and family as a place to work. 

Corporate Services Division 

89.2% of staff within the division were likely or extremely likely to recommend SDHCFT to 
friends and family if they needed care and treatment  

86.9% of staff within the division were likely or extremely likely to recommend SDHCFT to 
friends and family as a place to work. 

The survey has been designed to enable directorates within an overall division to receive 
local findings.  As such each of the directorates have received the quantative findings, 
together with their comments report and have been asked to share the information with 
staff and to formulate local plans, where appropriate. 

12.6 Staff Survey 2014 
Since the last report in March a number of the planned actions have now been completed 
including; a benchmarking exercise with local trusts (see below), dissemination of local 
findings, communication to staff and development of an integrated action plan. 
 
Benchmarking Exercise 
 

  Top 20% Above ave Ave Below ave Bottom 20% 

SDHCFT 6 8 7 6 2* 

SW1 8 6 11 3 1 

SW2 0 3 5 6 15 

SW3 2 0 1 4 22 

SW4 1 6 13 4 5 

 
Local findings 
Where available, local findings have been provided to directorates for them to share with 
staff and to formulate local action plans. 
 
Communication 
Further to the Chief Executive’s all staff message in February, a staff leaflet was 
developed and issued with payslip in March to expand upon the findings and detail the 
next steps.  The findings have been discussed with staff side at LCNC and have been 
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discussed at divisional/directorate meetings.  The findings have also been uploaded onto 
the intranet. 
 
Action plan 

A number of meetings have been held with key management leads to seek their input on 
how those areas identified for development can be progressed.  In addition we are 
committed to ensuring staff are provided with every opportunity to contribute to the action 
plan and seek to utilise a variety of methods including: 
 
 Open fora/listening into action workshops 
 Attendance at team meetings 
 Inviting comments/suggestions via a generic e-mail sdhct.staffsurvey@nhs.net or via 

the internal mail 
 

13.0 Health, Safety and Wellbeing@work 

 
13.1 Flu Campaign Evaluation 2014-2015 

Our target audience remained frontline workers, but as our workforce can be very fluid, we 
included anyone who may potentially have an impact on clinical services in our baseline 
figures; however no member of staff was prevented from accessing the vaccine.  
 
Figures below indicate total number of vaccines administered in both organisations for this 
campaign and also demonstrate that although we did not hit the target of 75% of staff 
being vaccinated it was still an improvement on the previous year’s figures.  
 
TSDHCT Total Numbers – 962 = 40% of the workforce [669 – 2013/14] 
 
SDHFT Total Numbers – 2024 = 44 % of the workforce [1602 – 2013/14] 
 
Plans now starting for campaign 2015-16. A full evaluation can be provided if required. 

14.0 Pay and Pensions 

 
14.1 Pay Award 
The national pay award has been agreed and will be implemented from the 1st April 2015.  
Details of the award has been shared with staff via the staff bulletins.  Changes to 
redundancy benefits in addition to the percentage increases are included in the award as 
follows:  

 For staff earning less than £23,000, the redundancy payment will be calculated using 
notional full-time annual earnings of £23,000 (pro rata for part time staff). 

 For staff earning over £80,000, the redundancy payment will be calculated using 
notional full time annual earnings of £80,000 (pro rata for part time staff).  No 
redundancy payment to exceed £160,000.    

 If formal redundancy consultation commenced prior to 1 April 2015, the redundancy 
provisions in place prior to 1 April 2015 will apply. 

 The employer ‘top-up’ provisions for those who are made redundant over the age of 50 
and chose to retire early have been removed.  Under the old provisions, an employee 
could choose to use their redundancy payment to fund the actuarial shortfall in their 
pension of taking it early and the employer was liable for any shortfall.  This employer 
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liability has now been removed but an employee can still choose to use their own funds 
to cover any shortfall at the time of the redundancy 

14.2 Pension Reforms  
As previously reported the new arrangements for the NHS Pension Scheme came into 
effect on the 1st April 2015.  Messages and presentations to staff have taken place across 
the two Trusts to ensure all staff are aware of the implications. 

14.3 New Payroll Manager 
Following the retirement of Nicky Cardall the Trust has appointed a new Payroll Manager.  
Bryan Logan will be joining the Trust on the 10th June 2015.  Bryan is currently Pensions 
Manager at Royal Devon and Exeter NHS Foundation Trust.   

15.0 Chaplaincy 

15.1 Visiting  

A total of 2,900 encounters by Chaplaincy staff were recorded during the first quarter of 
the year, with a further 4,000 visits made by chaplaincy volunteers. Although what 
constitutes a “significant” encounter is always a somewhat subjective judgment, the 
breakdown of such encounters is included in the pie chart below. The proportion of 
significant staff encounters being about a work-related problem was 25% in this quarter, as 
opposed to an annual average of 10%. As we anticipated, footfall in the chapel itself has 
increased as a result of the re-routing of access for oncology patients down the chapel 
corridor, as has the take-up of the pastoral cards on display there. 
 
16.0 Continuous improvement of the Workforce and OD Directorate 

The Directorate is committed to this principle and as a consequence is undertaking both 
an internal and external survey.  The internal survey of all staff within the Directorate has 
asked a series of questions to obtain staffs views about how the Directorate is managed 
and its links with the rest of the organisation.  The results which have just been obtained 
will allow improvements to be focused. 
 
An external customer survey will be undertaken in May to obtain the views of managers 
and staff about the services offered by the Directorate.  This will enable focused 
improvements to be achieved. 
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SDHFT Workforce and OD Scorecard 2014/2015

Appendix A

Mar-15

Indicator and (Target) Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15

Bank/Agency Spend Total £7,053,769 £572,088 £1,255,657 £2,182,243 £2,986,883 £3,885,706 £4,874,108 £5,769,532 £6,771,561 £7,556,792 £8,090,180 £8,900,611 £9,589,122

Bank Monthly £438,782 £271,867 £336,161 £488,033 £405,549 £455,615 £423,416 £357,079 £401,661 £299,997 £280,678 £392,172 £319,911

Agency Monthly £232,963 £300,221 £347,408 £438,553 £399,091 £443,208 £564,986 £538,345 £600,368 £485,234 £252,710 £418,259 £368,600

Staff Headcount Number 4131 4160 4154 4151 4254 4144 4171 4206 4245 4256 4274 4268 4255

Starters (Exc Junior Doctors) 36.1 37.9 21.4 30.6 26.5 40.5 67.7 57.2 73.8 23.7 35.5 26.7 21.5

Leavers (Exc Junior Doctors) 45.5 30.6 23.0 28.9 31.5 40.2 43.9 34.7 29.9 23.6 24.5 32.0 42.2

Bank Usage (WTE) 167.35 161.61 152.54 217.73 185.66 210.50 183.94 122.89 179.30 133.13 125.20 173.34 154.08

Agency Usage (WTE) 17.52 29.35 54.17 45.35 49.29 39.18 65.41 55.37 45.84 27.66 50.15 24.53 57.37

Staff Turnover Rate %  (Between 10% - 14%) 10.22% 10.98% 10.28% 10.50% 11.21% 11.20% 11.00% 11.23% 11.63% 11.45% 10.94% 10.96% 10.80%

Sickness Absence Rate % (3.8% or less) 3.87% 3.95% 4.00% 4.01% 4.07% 4.09% 4.18% 4.24% 4.25% 4.27% 4.21% 4.26%

Bradford Score % over 250 Points 11.42% 11.63% 11.80% 12.02% 11.90% 11.87% 11.89% 11.83% 12.10% 12.10% 11.86% 12.41%

Sickness Cost £3,798,140 £3,890,389 £3,985,783 £4,042,668 £4,151,421 £4,221,271 £4,316,092 £4,385,121 £4,383,289 £4,362,063 £4,328,006 £4,356,680

Skill Mix (Registered/Non-registered) 55/45 55/45 54/46 54/46 54/46 54/46 54/46 54/46 54/46 54/46 54/46 54/46 53/47

Staff appraised in last year (90% or above) 63% 60% 58% 58% 56% 59% 60% 69% 74% 83% 82% 83% 82%

Age Profile - % of staff over 55 years of age 20.0% 20.0% 20.0% 20.0% 20.0% 21.0% 21.0% 20.0% 20.0% 20.0% 20.0% 21.0% 21.0%

Training and Development - Percentage of staff compliant

Information Governance Training (95% or above) 74% 72% 72% 73% 72% 69% 69% 77% 80% 81% 83% 79% 85%

Fire Training (80% or above) 70% 70% 69% 71% 69% 68% 65% 70% 73% 74% 77% 79% 81%

Child Protection L1 (90% or above) 71% 70% 72% 72% 71% 72% 70% 73% 75% 77% 78% 81% 85%

Infection Control (80% or above) 68% 69% 70% 71% 69% 66% 65% 67% 69% 71% 76% 77% 79%

Equality & Diversity (80% or above) 68% 69% 70% 73% 74% 74% 75% 77% 79% 81% 83% 86% 88%

Conflict Resolution (80% or above) 69% 70% 71% 73% 74% 74% 75% 76% 78% 80% 81% 83% 85%

Health & Safety (80% or above) 82% 82% 83% 84% 85% 84% 84% 86% 86% 87% 88% 89% 89%

Manual Handling (80% or above) 61% 61% 63% 61% 61% 67% 69% 71% 73% 77% 79% 81%

Safeguarding Adults L1 (90% or above) 69% 69% 71% 71% 70% 71% 69% 71% 74% 76% 78% 81% 85%

Average Compliance 71% 70% 71% 72% 72% 71% 71% 74% 76% 78% 80% 82% 84%  
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Board of Directors – Finance Committee Exception Report – Public  

Date of Meeting: 6th May 2015 

Name of Report: Quality, Performance and Finance Exceptions Report  
Month 12 – March 2015 

Authors: Deputy Director of Finance 
Assistant Directors of Finance  
Assistant Director of CIP 
Head of Performance 
 

Approved by: Deputy Director of Finance,  

Presented by: Director of Finance, Performance & Information 
Director of Operations 
 

Public/Private:                       Public Section 
 
Purpose of the Report:  

To present to the Board exceptions to the Trust’s activity and financial performance   
for the year ended 31st March 2015. 
 
Action Required:  

For Board Members to understand the risks in those exceptions and the controls put 
in place by the Finance Committee  
 
Recommendations:  

The Board is asked to note the contents of this report. 
 
Relationship with the Assurance Framework (Risks, Controls and Assurance, 
Annual Health Check): 
 

The summary report will provide assurance on the Trust’s performance and financial 
position 
 
Summary of Financial & Legal Implications: 
 

The report describes significant exceptions to performance and the extent to which 
they affect the delivery of the Trust’s duties. 
 
Equality & Diversity, Public and Patient and Governor Involvement Implications 
 

The Board will be assured that the Trust is meeting its financial duties and can 
provide assurance to the Governors and the public at large on those issues. 
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Sustainable Development Implications 
 

The financial implications of the Trust’s carbon reduction, energy, efficiency and 
recycling strategies are reflected in the Trusts financial position. 
 

 

Freedom of Information Act 2000 

This Committee/Group will observe the requirements of the Freedom of Information 
Act 2000 which allows a general right of access to recorded information held by 
South Devon Healthcare, including minutes of meetings, subject to the specified 

exemptions 
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Board of Directors 

Section 1: Public Board Report 

Report Title: Quality, Performance and Finance Exception Report Month 12 – March 2015 

Introduction and Summary 

This report sets out the exceptions to the Trust’s Performance Targets and Income and Expenditure position for the 

Year ended 31st March 2015. 

1.   Quality Indicators 
 
There are no CQC regulatory actions in place.  
 
1.   Quality Indicators 
 
There are no CQC regulatory actions in place.  
 
Performance variances 
 
1.1 Never Events 

In Quarter 4 we have reported two never events. One in January, relating to Ophthalmology and one in 
March pertaining to Anaesthetics.  
The ophthalmological Never Event was a wrong side laser procedure. The patient came to no harm and the 
incident fully investigated and reported accordingly. 
The anaesthetic incident involved a retained throat swab which was discovered in recovery. The patient 
came to no harm and the incident is currently being investigated and has been reported.  

 
1.1 Stroke pathway time spent on a dedicated stroke ward. 

The standard of 90% or more of a patients hospital stay on the stroke ward was not achieved at the required 
level of 80% in March. March performance is 60.0%. The ring fencing of stroke beds is a priority for the 
patient flow team and this will be supported by the action plans to improve patient flow and pressures from 
emergency admissions. 
 

1.2 The Trust is not achieving its target for the availability of slots on the Choose and Book system. In March 20% 
of booking requests could not be processes within the choose and book system. This is a reflection of 
increased waiting times for outpatient appointments.  

 
2.   Monitor compliance  
 
The forecast Q4 service performance score is 4. A score of 4 can trigger a governance concern. The areas contributing 
to this score on Q4 are:  
 
2.1 The 4 hour target has not been met in March 80.9% and Q4 85.5% against the target of 95%. Monitor is 

receiving weekly exception reports to give oversight of the operational pressures and progress against the 
recovery plan. The trial that commenced on the 15th April for GP referred emergency admissions to a 
dedicated Acute Medical Admissions unit is showing positive signs of relieving overcrowding in A+E and 
improving overall performance. 
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2.2 The 62 day screening to treatment target has not been achieved in Q4. All other cancer standards have been 
achieved.   

 
2.3 Referrals to Treatment (RTT) performance has not been achieved against the admitted and non-admitted 

indicators in Q4. The non admitted target was not achieved for a single month in February. The agreed plan 
for delivery against the RTT target for admitted patients is the end of Q2 of 2015/16.  This delivery will 
require significant additional capacity in ophthalmology to reduce the number of patients waiting over 18 
weeks. This is scheduled to be delivered using a combination of outsourcing and having a mobile theatre on 
site. Plastics and General surgery are the other key areas where plans are being implemented to increase 
capacity to meet this agreed trajectory. 

 
3.  CQUIN schemes  
 

The Friends and Family and Dementia assessment CQUINs were not fully achieved at the year end. The 
Dementia standard remains in place in 15_16 as a National CQUIN scheme; the Friends and Family survey 
compliance becoming a contract Quality indicator in 15_16. Monitoring of action plans to improve 
performance against these standards remain in place. 

 
4.   Performance and Quality Requirement – Contract indicators  
 
4.1 The number of patients waiting over 6 weeks for diagnostic test at the end of March met the tolerance set of 

1% of total numbers waiting. In March, 42 patients were recorded as waiting over the 6 week standard at the 
month end census. Additional capacity has been delivered in this period to achieve the month end positions. 
It is forecast that this target will not be achieved in Q1 as waiting times and demand continue to increase. 

 
4.2 Cancellations on the day of admission are above the standard (0.8%) of elective activity with 59 (1.6% of all 

elective admissions) recorded as cancelled on the day by hospital in March.  
 

 
 

4.3 Care planning summaries timeliness is not meeting the contract standard of communicating to the GP 24 
hours of discharge. 
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4.4 The performance dashboard and report is attached to this report as Appendix 1 
 

5. Financial Performance -Monitor Continuity of Service Risk Rating (COSRR) and Other KPI Measures  

5.1 The Trust delivered a COSRR of 3 against a plan of 3.  The Trust delivered the deficit (excluding the Impairment 

Costs and Donated Asset Income) of £3,836,000 against a revised plan of £4,080,000. 
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The revised plan was the forecast produced at month 3. The Trust has delivered the Earnings Before Interest Tax 
Depreciation and Amortisation EBITDA (essentially the financial performance from operations) within £0.2m of 
the revised plan (or forecast at month 3) and the previous month’s forecast. 
Monitor uses this level of financial performance to assess the performance of the operations of the Foundation 
Trust. 
 
The Financing costs are lower than plan due to: 

 the slippage in the capital programme levels which was the boards strategy to manage liquidity, 
(capital slippage has been £3.6m greater than the revised plan),  

 consequently the Trust has not needed to draw loans down to approved levels, 

 asset valuation adjustments as required by the District Valuerer which is an independent professional 
review of the assets of the Trust.  

 
The Trust has delivered the deficit (excluding Donated Asset Income and Impairments) £200K better than the 
revised plan. 

 

5.2 The current summary of key performance indicators is in the table below: 

  

DESCRIPTION   THRESHOLD  

YTD 
PLAN/ 

BUDGET 
YTD 

ACTUAL 

PRIOR 
MONTH 

YTD  
ACTUAL  

RED/ 
GREEN 

See 
Appendix 

See 
Section Change 

MONITOR 
FINANCIAL RISK 

RATING 

Risk 
Rating of 

3 or 
above 

> 2 3 3 3 GREEN App. A Sect 1 

 

STATEMENT OF 
COMPREHENSIV
E INCOME (SOCI) 

YTD 

Deficit 
Variance 

> 10.0% 
adverse 
variance 

2,447 
 

(Revised) 

4,580 
 

3836 
 

3,260 
RED App. B Sect 2 

 
 

CONTRACT 
INCOME 

PERFORMANCE 
AGAINST PLAN 

Variance 
to Plan 

> -0.1% 
adverse 
variance 

(202,121) (203,433) (186,233) GREEN App. D Sect 3 

 
 

ANALYSIS OF 
SOCI 

WORKFORCE INC 
CIP TARGETS 

(see 
purple 
section 
of SoCI)  

> 0.1% variance 151,265 156,694 143,065 RED App G Sect 5 

 

PAY RUN 
RATE 

In month 
actual 
spend 

-  
Month 

12 
13,224 

Month 
11 

13,250 
RED App. B Sect 5 

 

COST 
IMPROVEMENT 
PLANS IN YEAR 

  
12,182 10,291 8,511 RED App. E Sect 6 

 

VACANCY 
FACTOR 

ACHIEVED 

Variance 
to Plan 

of £2.2M 

> -10.0% 
adverse 
variance 

2,283 2,055 1,808 RED  Sect 2 

 

 

The above table RAG rating is against the original plan.  However the Trust has achieved financial performance 

better than the revised plan. 

6. SoCI (Statement of Comprehensive Income) Summary 

6.1  Statement of Comprehensive Income March 2015 

Please see Appendix 2 for full SoCI, detailing the year end deficit of £3,836k (excluding Asset Impairment and 

Donated Asset Income.) 
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The main drivers in the year are;  

 Income levels above plan 

  Escalation in bed capacity / resilience measures, both within the community that the Trust is partially 

funding and within the acute Trust 

  Medical locum and agency costs relating to activity and recruitment timescales 

  Continuous improvement schemes behind plan in delivering cash releasing savings  

 Acuity in patients, 1:1 nursing requirements 

6.2  Continuity of Service Risk Rating (COSRR) Position 

The overall COSRR of the Trust is a 3 as at 31 March 2015, in line with the revised Plan. Within this: 
 

 The COSRR for liquidity is 3, in line with revised Plan. 

 The COSRR for Debt Service Cover is 2, in line with revised Plan. 
 
7.  Exceptions - Finance 

  7.1 Expenditure 

Pay expenditure remains level. 

Non Pay expenditure saw an increase reflecting increased pressure on medical and surgical consumable spend, 

increased drug costs and provision for bad debts in road traffic accident debt (a national issue). 
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The green columns reflect budgeted expenditure (which has flexed from original plan and revised plan) and the 

purple columns reflect the budgeted CIP savings not achieved in the month.  

The purple lines show the continuation in the levels of pay expenditure and a drop in non pay expenditure in the 

last quarter. 

 

8.0 Cash balances 

Cash balances are £375k higher than the revised Plan.   

 

8.1 This is due to the following reasons: - 

 
 
  Cash impact 

£’000 

 Planned cash position 11,686 

i) I&E position above/(below) revised Plan (4,069) 

ii) Less non-cash elements within I&E variance (depreciation, 
donated asset income, impairment) 

2,982 

iii) Receipt of PDC higher/(lower) than Plan 348 

iv) Capital expenditure (above)/below Plan 3,646 

v) Non-current Debtors (above)/below Plan (358) 

vi) Stock (above)/below Plan 173 

vii) Current Debtors (above)/below Plan 1,099 

viii) Current Creditors (excl loan) above/(below) Plan (2,231) 

ix) FTFF loan above/(below) Plan (1,318) 

x) Other working capital variances 103 

 Actual cash position 12,061 
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Current creditors are £2.4m lower than the revised plan principally due to reductions in the capital 

creditor £1.1m (in line with reduced capital expenditure), holiday pay accrual £0.5m and other 

miscellaneous accruals £0.8m. 

 
8.2 Capital  

The Trust continued to hold elements of the revised capital programme to ensure adequate cash 

balances to maintain the COSRR of 3. 

 

 

 

 

9.0 Cost Improvement Programme (CIP) 

 

 

Actual Delivery 

 
Current Yr 

Months 1 to 12 
Recurrent  FYE 

 
£m £m 

Target 12.20 12.20 

Delivered -10.30 -3.90 

Shortfall 1.90 8.30 

 
At the end of the financial year: 

 

 The Trust delivered £10.3m of CIP (£7.7m Non-recurrent) against the £12.2m target, resulting in a £1.9m current 
year shortfall. 

 The Trust delivered £3.9m full year effect (FYE), against the £12.2m target recurrently (FYE), resulting in a 
£8.30m shortfall. 

 

YTD Capital Plan 
(revised) 
£’000 

Spend to Date 
 

£’000 

Variance 
 

£’000 

17,033 13,392 3,641 
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Red Amber Green

Safety thermometer - % Harm Free 95% 98% 98% 98% 98% 97% 98% 98% 98% 99% 99% 99% 98% <95% >=95%

Safety thermometer - Falls 4 2 2 2 6 4 2 1 0 2 2 3 5 39 31 >=4 Between <3

Safety thermometer - VTE 1 0 0 1 1 2 1 4 1 2 2 1 1 16 16 >=1 <1

Safety thermometer - Catheters and UTI 1 0 0 1 0 0 1 0 0 0 0 1 0 12 3 >=1 <1

Pressure Ulcers Category 2 <3 5 4 2 1 5 3 4 5 0 1 3 3 48 36 >=3 <3

Pressure Ulcers Category 3 0 0 0 0 0 0 0 0 0 0 0 0 1 0 1 >=1 <1

Pressure Ulcers Category 4 0 1 1 1 0 0 0 0 0 1 1 0 0 4 5 >=1 <1

Number of MRSA cases 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 >0 <=0

Infection control - Number of MSSA cases 13 1 0 2 1 1 1 2 1 0 0 0 0 13 9 >=2 Between <1

Infection control - Number of E-Coli cases 24 1 2 2 1 1 0 3 4 0 0 0 0 24 14 >=3 Between <2

Infection control - Number bed closures due to infection control measures <171 24 66 108 18 30 12 0 252 124 141 156 104 2056 1035 >=171 Between <100

Infection control - Hand hygiene 95% 98% 89% 96% 96% 99% 98% 95% 96% 92% 98% 98% 100% <95% >=95%

Reported incidents - Moderate (excluding VTE events) <100 35 48 30 26 25 40 27 30 27 12 22 16 532 338 >150 Between <100

Reported incidents - Major <5 5 0 0 2 1 0 3 1 4 2 2 0 13 20 >=20 Between <5

Reported incidents - Catastrophic <1 0 0 0 0 0 0 0 0 0 0 2 0 6 2 >=1 <1

Reported incidents - Total <470 533 494 478 346 301 320 340 367 297 255 337 168 6027 4236 >=470 <470

Written complaints - Number received <30 25 22 19 45 17 27 33 24 22 23 28 38 >=30 <30

Written complaints - Number exceeding the 8 week response date (at month end) <6 11 8 6 9 7 12 8 11 11 5 6 7 >=6 <6

Long stays - Number of patients with a LoS >14 days at month end 95 105 108 96 101 112 96 88 102 102 112 119 114 >=95 Between <90

Mortality - HSMR (Dr Foster) - Benchmark = Data Year 85.0% 99.2% 98.0% 86.3% 92.7% 110.5% 99.1% 119.8% 97.6% 102.7% 107.6% 83.4% 79.6% >=1 Between <=85%

Never Event reports 0 0 0 0 0 0 0 0 0 0 1 0 1 >=1 <1

CQC Compliance G G G G G G G G G G G G G

Fractured neck of femur achieving Best Practice Tariff >90% 70.2% 69.2% 41.5% 52.2% 71.4% 53.8% 77.8% 81.5% 66.7% 28.0% 37.1% 30.2% 74% 55% <90% >=90%

Stroke patients spending 90% of time on a stroke ward 80% 61.7% 76.5% 67.7% 57.1% 65.5% 64.2% 80.4% 67.4% 44.2% 61.9% 58.5% 60.0% <80% >=80%

VTE - Risk assessment on admission Monthly report 95% 91.0% 90.8% 92.2% 91.9% 91.8% 92.0% 90.5% 91.1% 90.2% 81.6% 89.0% 89.1% 90.1% <95% >95%

Choose and Book - % of slot unavailability 10% 20.3% 17.1% 17.4% 20.0% 34.7% 21.8% 19.6% 18.6% 16.4% 9.4% 14.7% 20.7% 11% 19% >10% Between <=5%

Clinic letters timeliness 95% 95.5% 90.9% 95.5% 100.0% 86.4% 95.5% 95.5% 72.7% 68.2% 95.5% 90.9% 81.8% <95% >95%

Medication errors - Reported on Incident Reporting system 20 10 13 14 32 16 18 9 19 8 15 22 2 199 187 >20 Between <=15

Number of Clostridium Difficile cases - Lapse of care 11 (Year) 2 0 0 0 0 0 0 0 0 1 1 0 0 4 >=2 <2

Cancer - 31-day wait for second or subsequent treatment - Surgery 94% 96.4% 97.4% 93.8% 91.2% 93.3% 100.0% 100.0% 96.4% 100.0% 100.0% 100.0% 97.1% 97% 97% <94% >=94%

Cancer - 31-day wait for second or subsequent treatment - Drug 98% 100.0% 100.0% 100.0% 100.0% 97.8% 98.5% 100.0% 100.0% 100.0% 100.0% 100.0% 98.3% 99% 100% <98% >=98%

Cancer - 31-day wait for second or subsequent treatment - Radiotherapy 94% 98.2% 89.5% 100.0% 100.0% 95.9% 98.3% 100.0% 98.8% 98.4% 98.3% 100.0% 98.4% 97% 98% <94% >=94%

Cancer - 62-day wait for first treatment - from urgent GP referral 85% 89.7% 91.9% 93.9% 87.8% 88.1% 87.4% 87.2% 95.6% 91.0% 87.2% 86.4% 85.2% 90% 89% <85% >=85%

Cancer - 62-day wait for first treatment - from consultant screening service referral 90% 100.0% 100.0% 100.0% 88.9% 92.3% 100.0% 100.0% 90.0% 100.0% 72.7% 71.4% 91.7% 97% 93% <90% >=90%

Cancer - 31-day wait from diagnosis to first treatment 96% 98.6% 99.4% 98.6% 98.3% 96.7% 99.4% 98.2% 97.3% 97.6% 96.5% 100.0% 98.0% 98% 98% <96% >=96%

Cancer - Two week wait from referral to date 1st seen 93% 97.7% 96.6% 93.6% 95.0% 91.6% 96.4% 98.2% 98.1% 97.9% 96.8% 97.2% 96.4% 95% 96% <93% >=93%

Cancer - Two week wait from referral to date 1st seen - symptomatic breast patients 93% 96.8% 97.8% 95.7% 92.2% 76.9% 95.5% 99.0% 100.0% 98.3% 93.9% 98.9% 96.8% 97% 95% <93% >=93%

Referral to treatment waiting times – admitted 90% 84.0% 83.7% 76.0% 92.1% 84.0% 77.0% 88.4% 74.5% 77.5% 76.7% 75.0% 76.3% 89% 80% <90% >=90%

Referral to treatment waiting times – non-admitted 95% 95.6% 96.1% 95.2% 95.9% 95.5% 95.4% 95.6% 95.0% 95.6% 95.1% 94.7% 95.8% 96% 95% <95% >=95%

Referral to treatment - % Incomplete pathways 92% 94.5% 94.6% 95.2% 94.5% 94.0% 93.9% 93.3% 92.7% 92.3% 92.0% 92.1% 92.1% 95% 93% <92% >=92%

SDHFT Performance Report - March 2015
Appendix 1 - Performance report

QUALITY

MONITOR - compliance framework indicators
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A&E - patients seen within 4 hours 95% 82.3% 85.0% 84.2% 82.0% 90.6% 93.9% 95.4% 90.4% 83.2% 86.9% 81.0% 88.2% 95% 87% <95% >=95%

Compliance with requirements for people with a learning disability G G G G G G G G G G G G G G

Friends and family - Phased roll out - monthly progress against plan RAG G G G G G G G G G G G G G

Friends and family test - responce rate - A&E 4.3% 2.8% 18.4% 18.7% 16.5% 13.5% 12.6% 8.6% 6.2% 7.0% 11.7% 8.8% 4% 11%

Friends and family test - responce rate - Inpatients 26.9% 24.1% 24.0% 24.6% 19.1% 24.1% 27.6% 25.4% 19.8% 20.1% 25.2% 25.6% 21% 21%

Friends and Family - Staff G G G G G G G G G G G G G

NHS Safety Thermometer - Pressure Ulcers G G G G G G G G G G G G G

Dementia - Find - monthly report 90% 29.0% 28.3% 29.9% 23.5% 48.8% 45.0% 39.2% 40.0% 31.1% 36.0% 34.6% 41.1% 33% 35% <90% >=90%

Dementia - Assess & Investigate - Monthly report 90% 28.6% 26.5% 27.8% 32.3% 29.4% 18.9% 23.2% 27.3% 25.0% 56.3% 46.9% 67.6% 42% 34% <90% >=90%

Dementia Refer - Monthly report 90% 66.7% 100.0% 100.0% 100.0% 100.0% 66.7% 100.0% 83.3% 100.0% 94.7% 100.0% 95.7% 72% 95% <90% >=90%

Dementia - Supporting Carers - Quarterly report G G G G G G G G G G G G G

Severe sepsis - Improvement in the recognition, and timeliness and reliability of management of severe sepsis G G G G r g G G G G G G g

Bereavement - Improve timeliness of information to GPs G G G G G a R r R G G G R

Bereavement - Sgnposting of bereavement support for carers,  families & children G G G G G G G G G G G G G

Patient flow -  ambulatory care G G G G G G G G G G G G G

Frailty - enhanced recovery in medicine G G G G G G G G G G G G G

Frailty -frailty index G G G G G a r r R G G G r

Alcohol - screening and referral G G G G G G G G G G G G G

Yellow card scheme G G G G G G G G G G G G G

Diagnostic tests longer than the 6 week standard 0 27 33 19 17 16 33 17 36 116 123 41 42 191 520 >30 <=30

Diagnostic tests longer than the 6 week standard 1.0% 0.9% 0.9% 0.6% 0.5% 0.5% 1.0% 0.5% 1.2% 3.2% 3.2% 1.0% 1.0% 0.6% 1.2% >1% <=1%

Mixed sex accomodation breaches of standard (reported on UNIFY) 0 0 0 0 0 0 0 0 2 1 0 1 0 18 4 >=1 <1

On the day cancellations for elective operations (hospital initiated) 0.8% 1.4% 1.4% 0.8% 1.4% 0.9% 0.8% 0.9% 1.0% 1.5% 1.5% 1.5% 1.6% 1.1% 1.2% >0.8% >=0.8%

Cancelled patients not treated within 28 days of cancellation 0 0 4 1 3 3 2 0 3 5 7 1 2 43 31 >3 <=3

RTT - percentage of treatment functions achieving 90% RTT (Admitted) 100.0% 53.3% 62.5% 57.1% 76.9% 66.7% 46.7% 73.3% 60.0% 57.1% 56.3% 50.0% 56.3% <80% Between >=85%

RTT - percentage of treatment functions achieving 95% RTT (Non-admitted) 100.0% 76.5% 70.6% 64.7% 76.5% 64.7% 70.6% 64.7% 52.9% 58.8% 56.3% 52.9% 70.6% <80% Between >=85%

RTT - percentage of treatment functions achieving 92% RTT (Incomplete) 100.0% 94.1% 94.1% 100.0% 94.1% 88.2% 76.5% 76.5% 82.4% 76.5% 70.6% 76.5% 82.4% <80% Between >=85%

RTT incomplete pathways > 52 weeks 0 0 0 0 0 0 0 0 0 0 0 0 0 >0 <=0

Ambulance handover delays > 30 minutes 0 87 48 88 106 40 24 27 34 56 55 72 34 706 671 >=75 Between <50

Ambulance handover delays > 60 minutes 0 10 0 4 4 2 1 0 0 1 0 6 4 40 32 >=10 Between <5

Trolley waits in A+E > 12 hours from decision to admit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 >0 0

Care Planning Summaries % completed within 24 hours of discharge - Weekday 77% 71.4% 74.7% 70.7% 64.6% 71.5% 66.5% 65.5% 62.9% 57.3% 59.8% 45.1% 55.8% 63.6% <77% >=77%

Care Planning Summaries % completed within 24 hours of discharge - Weekend 60% 52.4% 45.0% 54.2% 38.4% 37.4% 40.7% 41.7% 47.1% 38.8% 40.3% 30.6% 41.0% 42.4% <60% >=60%

A&E - Total visit time (95th percentile) ≤ 04:00 06:34 05:57 06:03 06:13 05:13 04:37 04:00 05:24 06:31 05:55 07:14 05:48 >04:00 <=04:00

A&E - Percentage of patients with a visit time of less than or equal to 4 hours 95% 82.3% 85.0% 84.2% 82.0% 90.6% 93.9% 95.4% 90.4% 83.2% 86.9% 81.0% 88.2% 95% 87% <95% >=95%

A&E - Unplanned reattendance rate ≤ 5% 4.9% 4.7% 4.8% 4.5% 4.9% 5.1% 5.0% 5.0% 5.3% 5.2% 5.5% 5.8% 4.3% 5.0% >5% <=5%

A&E - Percentage of patients who leave without being seen ≤ 5% 3.9% 3.8% 4.5% 5.9% 3.4% 2.6% 2.4% 2.2% 2.9% 1.9% 3.2% 3.0% 2.7% 3.4% >5% <=5%

DNA rate overall Trust 6.0% 5.8% 5.6% 5.5% 5.5% 5.8% 5.5% 5.5% 5.4% 5.8% 5.7% 5.2% 5.6% 5.9% 5.6% >6% <=6%

Smoking during pregnancy 19.4% 14.0% 19.5% 12.6% 19.0% 17.0% 16.2% 14.0% 20.5% 14.9% 15.4% 13.4% 15.0% 14.6% 16.0% >19.4% <=19.4%

Breastfeeding initiation rates(% initiated breast feeding) 76.3% 81.1% 69.3% 77.2% 70.0% 74.0% 72.4% 78.9% 71.6% 76.8% 74.2% 76.5% 75.6% 76% 75% <76.3% >=76.3%

Ethnic coding data quality 80.0% 94.0% 94.0% 94.0% 93.0% 92.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94% 94% <80% >=80%

Primary PCI within 150 minutes of calling. 75.0% 83.3% 66.7% 100.0% 80.0% 77.8% 91.7% 100.0% 66.7% 88.9% 85.7% 75.0% 81.8% 89% 83% <75% >=75%

Data book local indicators not included elsewhere

Performance and Quality requirements contract indicators

Local CQUIN

National CQUIN
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Statement of Comprehensive Income for the Period: 201400 - 201411 Appendix B

Annual Plan: 

201400 - 201412

Current Month 

Budget: 201411

Current Month 

Expenditure: 

201411

Current Month 

Variance: 201411

Year to Date 

Budget: 201400 - 

201411

Year to Date 

Expenditure: 

201400 - 201411

Year to Date 

Variance: 201400 - 

201411

TRUST TOTAL TRUST TOTAL TRUST TOTAL TRUST TOTAL TRUST TOTAL TRUST TOTAL TRUST TOTAL

£'000 £'000 £'000 £'000 £'000 £'000 £'000

Memorandum lines
Total Revenue (239,928) (19,720) (19,706) 14 (220,999) (223,082) (2,084) 
Total Expenses 241,830 20,332 20,246 (86) 222,592 225,416 2,824

Comprehensive (Surplus)/Deficit Net of Impairment 1,903 613 654 41 1,606 3,260 1,654

Comprehensive (Surplus)/Deficit 2,403 613 654 41 1,606 3,260 1,654
Total Operating Revenue for EBITDA (239,839) (19,712) (19,698) 14 (220,917) (223,038) (2,121) 
Total Operating Expenses for EBITDA 227,502 19,102 19,154 52 209,682 213,200 3,517
EBITDA (12,337) (610) (544) 66 (11,235) (9,838) 1,397

EBITDA Margin Metric (YTD) 5.14% 3.10% 2.76% 5.09% 4.41%

Operating (Surplus)/Deficit (1,153) 308 369 61 (1,718) 12 1,730

PMU Comprehensive (Surplus)/Deficit (4,332) (266) (416) (150) (4,057) (5,283) (1,226) 
Subsidiary Comprehensive (Surplus)/Deficit 4,655 14 18 5 149 138 (12) 

Trust Comprehensive (Surplus)/Deficit Net of Impairment, PMU and Subsidiary 1,580 866 1,052 186 5,514 8,406 2,892

NHS Clinical Revenue

NHS Acute Activity Income

Elective inpatients

Tariff revenue (16,808) (1,286) (1,326) (41) (15,132) (13,746) 1,386
Non-Tariff revenue (534) (46) (53) (8) (480) (521) (40) 

Elective activity revenue, Total (17,342) (1,331) (1,380) (48) (15,612) (14,266) 1,346

Elective day case patients (Same day)

Tariff revenue (19,831) (1,528) (1,690) (162) (18,004) (18,031) (27) 
Non-Tariff revenue (704) (71) (70) 1 (852) (755) 97

Elective Day Case activity revenue, Total (20,534) (1,599) (1,760) (161) (18,856) (18,786) 71

Non-Elective patients

Tariff revenue (54,772) (4,143) (4,710) (567) (49,699) (53,258) (3,560) 
Non-Tariff revenue (120) (5) (3) 2 (119) (269) (150) 

Non-Elective activity revenue, Total (54,892) (4,148) (4,713) (565) (49,818) (53,528) (3,710) 

Outpatients

Tariff revenue (30,157) (2,334) (2,439) (105) (26,488) (27,649) (1,161) 
Non-Tariff revenue (9,711) (847) (840) 7 (9,559) (9,514) 46

Outpatients activity revenue, Total (39,867) (3,181) (3,279) (98) (36,047) (37,163) (1,116) 

A&E

Tariff revenue (7,936) (573) (544) 29 (7,252) (7,030) 222Non-Tariff revenue
A&E activity revenue, Total (7,936) (573) (544) 29 (7,252) (7,030) 222

Other NHS activity

Direct access & Op, all services (5,002) (444) (371) 73 (4,888) (4,239) 648
Unbundled chemotherapy delivery (1,320) (109) (107) 2 (1,213) (1,254) (41) 
Unbundled external beam radiotherapy (2,224) (208) (190) 19 (2,067) (2,346) (279) 
Maternity Pathway tariff (5,100) (425) (431) (6) (4,675) (4,417) 258

Tariff revenue, Total (13,646) (1,186) (1,098) 88 (12,842) (12,257) 586

CQUIN revenue (4,459) (370) (371) (1) (4,072) (4,058) 14
Critical care (outside tariff) Adult, Neonate, Paediatric (4,712) (409) (382) 27 (4,635) (4,337) 298
High cost drugs revenue from commissioners (12,544) (922) (973) (51) (10,570) (10,948) (378) 
Other drugs revenue (all types all bands including Chemotherapy) (4,494) (348) (349) (1) (3,871) (4,247) (376) 
Other non-tariff revenue (22,445) (2,774) (1,961) 813 (21,687) (19,613) 2,074

Non-Tariff revenue, Total (48,655) (4,823) (4,035) 787 (44,835) (43,203) 1,632

Other NHS activity revenue, Total (48,655) (4,823) (4,035) 787 (44,835) (43,203) 1,632

Total NHS Tariff income (143,150) (11,050) (11,808) (758) (129,417) (131,970) (2,554) 

Total NHS Non-Tariff income (59,723) (5,791) (5,002) 789 (55,846) (54,263) 1,584

NHS Acute Activity Income, Total (202,873) (16,841) (16,810) 31 (185,263) (186,233) (970) 

NHS Clinical Revenue, Total (202,873) (16,841) (16,810) 31 (185,263) (186,233) (970) 

Non Mandatory/Non protected revenue

Private patient revenue (491) (42) (46) (3) (479) (518) (39) 
Other Non Mandatory/Non protected clinical revenue (789) (65) (68) (3) (715) (718) (3) 

Non Mandatory/Non protected revenue, Total (1,280) (107) (113) (6) (1,194) (1,237) (42) 
Other Operating Revenue

Research and development revenue (1,591) (150) (96) 54 (1,598) (1,506) 92
Education and training revenue (6,548) (317) (325) (8) (6,904) (6,880) 24PFI or other non-recurrent revenue supportPFI or other recurrent revenue supportDonations received in cash & to fund Operating ExpensesGrants received in cash & to fund Operating Expenses

(8,140) (467) (421) 47 (8,502) (8,386) 116
Donations & Grants received of PPE & intangible assets (see comment) 0 0 0 0 0 (489) (489) 
Donations & Grants received of cash to buy PPE & intangible assets (see comment)
Donations & Grants received of PPE & intangible assets (see comment) 0 0 0 0 0 (489) (489) 
Parking revenue (686) (57) (59) (1) (629) (685) (56) 
Catering revenue (618) (56) (52) 4 (586) (558) 28
Accommodation revenue (591) (49) (56) (7) (539) (536) 2
Revenue from non-patient services to other bodies (9,852) (801) (830) (30) (9,030) (9,482) (453) 
Misc. other operating revenue (15,800) (1,334) (1,358) (24) (15,175) (15,431) (257) 

Other Operating revenue, Total (27,547) (2,297) (2,355) (58) (25,959) (26,694) (735) 

Operating Revenue, IFRS, Total (239,839) (19,712) (19,698) 14 (220,917) (223,038) (2,121) 

Operating Expenses

Raw Materials and Consumables Used

Drugs 25,102 2,200 1,989 (211) 22,481 21,980 (501) 
Clinical supplies 20,897 1,821 1,682 (139) 20,654 20,621 (32) Decrease (increase) in inventories of finished goods & WIPVehicle Fuel costs (ambulance trusts)
Non-clinical supplies 2,347 155 173 18 1,877 2,216 338

Raw Materials and Consumables Used, Total 48,346 4,175 3,844 (331) 45,012 44,818 (195) Cost of Secondary Commissioning of mandatory services
Employee Expenses

Employee expenses, permanent staff (Note 1) 147,066 12,754 12,831 77 137,232 138,277 1,045
Employee expenses, agency & contract staff (Note 1) 485 93 418 325 1,126 4,788 3,663

Employee Expenses, Total 147,550 12,848 13,250 402 138,357 143,065 4,708

Research & Development expense
Education and training expense
Consultancy expense (45) 4 28 23 43 198 154
Misc. other Operating expenses 31,650 2,075 2,033 (42) 26,269 25,119 (1,150) (Increase)/decrease in Provisions, Current and Non-Current, net(Increase)/decrease in Impairment of receivables, Current and Non-Current, netPFI operating expensesPFI unitary paymentIFRIC12 revenue/(expense) adjustmentOther PFI expensesPFI operating expenses, total 0 0 0 0 0 0 0

Operating Expenses within EBITDA, Total 227,502 19,102 19,154 52 209,682 213,200 3,517

EBITDA (12,337) (610) (544) 66 (11,235) (9,838) 1,397

Depreciation and Amortisation

Depreciation and Amortisation - purchased/constructed assets 10,135 879 755 (124) 9,012 8,399 (614) 
Depreciation and Amortisation - donated/granted assets 550 39 44 5 505 533 28

Depreciation and Amortisation - owned assets 10,685 918 799 (119) 9,517 8,931 (585) Depreciation and Amortisation - assets held under finance leasesDepreciation and Amortisation - PFI assets
Depreciation and Amortisation, Total 10,685 918 799 (119) 9,517 8,931 (585) 

Impairment (Losses) / Reversals net - purchased/constructed assets 500 0 0 0 0 0 0
Impairment (Losses) / Reversals net - donated/granted assets

Impairment (Losses) / Reversals net (on non-PFI assets) 500 0 0 0 0 0 0Impairment (Losses) / Reversals net - PFI assets
Restructuring Costs 0 0 114 114 0 919 919

Operating Expenses excluded from EBITDA, Total 11,185 918 913 (5) 9,517 9,850 334

Operating Expenses IFRS, Total 238,686 20,020 20,067 47 219,199 223,050 3,851

(Surplus) Deficit from Operations (1,153) 308 369 61 (1,718) 12 1,730

Non-Operating income

Finance Income [for non-financial activities]Gain (Loss) on Financial Instruments Designated as Cash Flow HedgesGain (Loss) on Derecognition of Available-for-Sale Financial AssetsGain (Loss) on Derecognition of Non-Current Assets Not Held for Sale, TotalGain (Loss) on Investments & Inv.Property (NOT charitable funds)
Interest Income (89) (7) (8) (0) (81) (71) 10Dividend IncomeShare of profit (loss) from equity accounted Associates, Joint Ventures, Total

Finance Income [for non-financial activities], Total (89) (7) (8) (0) (81) (71) 10

Other Non-Operating income

Gain/(loss) on asset disposals 0 0 0 0 0 27 27Gain/(loss) on transfers by absorptionOther Non-Operating income
Other Non-Operating income, Total 0 0 0 0 0 27 27

Non-Operating income, Total (89) (7) (8) (0) (81) (45) 37

Non-Operating expenses

Finance Costs [for non-financial activities]

Interest ExpenseInterest Expense on Overdrafts and Working Capital FacilitiesInterest Expense on Bridging loans
Interest Expense on Non-commercial borrowings 1,169 105 87 (18) 1,124 1,055 (70) Interest Expense on Commercial borrowingsInterest Expense on Finance leases (non-PFI)Interest Expense on PFI leases & liabilities

Interest Expense, Total 1,169 105 87 (18) 1,124 1,055 (70) 
Other Finance Costs 0 0 0 0 0 0 0
PDC dividend expense 2,475 206 206 (1) 2,269 2,231 (38) 

Finance Costs [for non-financial activities], Total 3,644 312 293 (19) 3,393 3,285 (108) Other Non-Operating expensesNon-Operating PFI costs (eg contingent rent)Other Non-Operating expenses (developments)Misc Other Non-Operating expensesOther Non-Operating expenses, Total 0 0 0 0 0 0 0

Non-Operating expenses, Total 3,644 312 293 (19) 3,393 3,285 (108) 
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(Surplus) Deficit before Tax 2,403 612 654 42 1,594 3,253 1,659

Income Tax (expense)/ refund 0 1 (0) (1) 12 7 (5) 
(Surplus) Deficit After Tax 2,403 613 654 41 1,606 3,260 1,654

Profit/(loss) from discontinued Operations, Net of Tax
(Surplus) Deficit After Tax from Continuing Operations 2,403 613 654 41 1,606 3,260 1,654

REVISED Plan Position 4,581 620 654 34 3,792 3,260 (532) 

Cost Improvement Programmes (YEAR TO DATE EFFECT) PLAN PLAN Budget Variance7,013 6,428
Pay Expense savings CIP recurrent 7,013 6,428 750 (5,678) 
Pay Expense savings CIP non-recurrent 2,634 2,634
Pay Expense savings CIP, TOTAL 7,013 6,428 3,384 (3,044) 452 414
Drugs expense savings CIP recurrent 452 414 200 (214) 
Drugs expense savings CIP non-recurrent 616 616
Drugs expense savings CIP, TOTAL 452 414 816 4021,304 1,195
Clinical Supplies expense savings CIP recurrent 1,304 1,195 1,259 64
Clinical Supplies expense savings CIP non-recurrent 363 363
Clinical Supplies expense savings CIP, TOTAL 1,304 1,195 1,622 427276 253
Non-clinical Supplies expense savings CIP recurrent 276 253 75 (178) 
Non-clinical Supplies expense savings CIP non-recurrent 136 136
Non-clinical Supplies expense savings CIP, TOTAL 276 253 211 (43) 1,926 1,766
Misc. Other Operating Expenses CIP recurrent 1,926 1,766 (158) (1,924) 
Misc. Other Operating Expenses CIP non-recurrent 2,635 2,635
Misc. Other Operating Expenses CIP, TOTAL 1,926 1,766 2,477 7110 0
Other non operating expense savings CIP, recurrent 0 0 0
Other non operating expense savings CIP non-recurrent 0
Other expense savings CIP, TOTAL 0 0 0 0

Cost Improvement Programmes, Total (YEAR TO DATE EFFECT) 10,971 10,057 8,510 (1,547) 

Cost Improvement Programmes (FULL YEAR EFFECT) PLAN PLAN Budget Variance7,013 6,428
Pay Expense savings CIP recurrent 7,013 7,013 828 (6,185) 
Pay Expense savings CIP non-recurrent 2,645 2,645
Pay Expense savings CIP, TOTAL 7,013 7,013 3,474 (3,539) 452 414
Drugs expense savings CIP recurrent 452 452 857 405
Drugs expense savings CIP non-recurrent 31 31
Drugs expense savings CIP, TOTAL 452 452 887 4351,304 1,195
Clinical Supplies expense savings CIP recurrent 1,304 1,304 1,375 71
Clinical Supplies expense savings CIP non-recurrent 364 364
Clinical Supplies expense savings CIP, TOTAL 1,304 1,304 1,739 435276 253
Non-clinical Supplies expense savings CIP recurrent 276 276 83 (194) 
Non-clinical Supplies expense savings CIP non-recurrent 136 136
Non-clinical Supplies expense savings CIP, TOTAL 276 276 218 (58) 1,926 1,766
Misc. Other Operating Expenses CIP recurrent 1,926 1,926 434 (1,492) 
Misc. Other Operating Expenses CIP non-recurrent 2,177 2,177
Misc. Other Operating Expenses CIP, TOTAL 1,926 1,926 2,611 6850 0
Other non operating expense savings CIP, recurrent 0 0 0
Other non operating expense savings CIP non-recurrent 0
Other expense savings CIP, TOTAL 0 0 0 0

Cost Improvement Programmes, Total (FULL YEAR EFFECT) 10,971 10,971 8,929 (2,042) 

Workforce Totals NOTE 1

Analysis of Workforce Numbers and Pay Costs

Clinical Staff

Consultants (not locums) 30,562 2,521 2,482 (39) 27,198 26,514 (683) 
Locum Consultants 52 8 52 44 130 736 606
Agency Consultants 0 71 133 62 819 1,790 971
Consultants CIP (1,967) (127) 0 127 (1,606) 0 1,606

Consultants (Total) 28,647 2,472 2,667 194 26,540 29,041 2,500

Junior Medical - career grade 4,177 284 323 38 3,654 3,344 (310) 
Junior Medical - trainee grade 10,939 920 977 57 10,083 10,675 592
Junior Medical -Agency 200 4 118 114 77 643 566
Junior Medical -CIP (414) (40) 0 40 (367) 0 367

Junior Medical (Total) 14,902 1,167 1,417 250 13,447 14,662 1,215

Registered Nurses - Acute, Elderly & General 31,579 2,605 2,505 (99) 28,260 27,152 (1,108) 
Registered Midwives 4,209 343 335 (7) 3,820 3,743 (78) 
Registered Health Visitors

0 0 0 0 0 0 0
Agency Nurses, Midwives 0 (0) 114 114 8 1,523 1,515
Nurses, Midwives- CIP (1,653) (1) 0 1 (682) 0 682

Nurses and Midwives (Total incl Bank) 34,136 2,947 2,955 8 31,407 32,419 1,011

Allied Health Professional 9,972 697 767 69 8,463 8,423 (40) 
Other Scientific, Therapeutic and Technical Staff 10,322 656 677 21 7,368 7,195 (173) 
Health Care Scientists 3,897 426 363 (63) 4,670 4,354 (315) 
Sci, Tech & Ther - CIP (834) 68 0 (68) 157 0 (157) 

Sci, Tech & Ther (Total incl bank) 23,357 1,848 1,807 (41) 20,657 19,972 (686) 

Sci, Tech & Ther - agency, contract 4,173 373 372 (1) 4,164 4,144 (20) 
Healthcare assistants etc 9,565 848 989 141 8,869 10,465 1,596
Other - CIP (141) (9) 0 9 (97) 0 97
Ambulance paramedics

0 0 0 0 0 0 0
Social care staffOther clinicalOther (Total) 13,598 1,213 1,361 149 12,936 14,609 1,673

Admin & Clerical 25,982 2,310 2,137 (174) 24,015 22,004 (2,011) 
Executives 841 70 81 11 795 907 112
Chair & NEDs 125 10 11 1 112 112 1
Agency & Contract 235 15 31 16 155 495 340
Other non-clinical staff 10,016 816 816 0 9,026 9,188 162
Other non-clinical staff- CIP (2,005) (52) 0 52 (449) 0 449
Other non-clinical staff- Vacancy Factor (2,283) 31 0 (31) (284) 0 284

Non-clinical staff (Total) 32,912 3,201 3,076 (124) 33,370 32,707 (663) 

Total Staff Costs 147,550 12,848 13,283 436 138,357 143,409 5,052

Analysis of staff costs

Permanent Staff 147,066 12,754 12,831 77 137,232 138,277 1,045

Locums, Agency  & Contract Staff 485 93 418 325 1,126 4,788 3,663

Total Staff Costs 147,550 12,848 13,250 402 138,357 143,065 4,708

Workforce Totals NOTE 1 WTE WTE WTE WTE WTE

Analysis of Workforce Numbers and Pay Costs PLAN BUDGET CONTRACTED WORKED Variance

201411 201411 201411 201411 201411

Clinical Staff
Consultants (not locums) 190.66 201.23 181.04 179.09 -20.19 
Locum Consultants 1.37 1.77 6.74 6.16 4.97
Agency Consultants 0.00 4.10 0.00 3.02 -4.10 
Consultants CIP -46.89 -46.89 0.00 0.00 46.89

Consultants (Total) 145.14 160.21 187.78 188.27 27.56

Junior Medical - career grade 43.31 43.11 36.67 36.83 -6.44 
Junior Medical - trainee grade 194.00 200.90 197.90 185.30 -3.00 
Junior Medical -Agency 0.00 0.00 0.00 8.65 0.00
Junior Medical -CIP -9.90 -9.90 0.00 0.00 9.90

Junior Medical (Total) 227.41 234.11 234.57 230.78 0.46

Registered Nurses - Acute, Elderly & General 779.67 797.12 729.44 742.45 -67.68 
Registered Midwives 87.21 87.61 88.14 85.70 0.53
Registered Health Visitors

0.00 0.00 0.00 0.00
Agency Nurses, Midwives 0.00 0.00 0.00 6.56 0.00
Nurses, Midwives- CIP -39.37 -35.97 0.00 0.00 35.97

Nurses and Midwives (Total incl Bank) 827.51 848.76 817.58 834.71 -31.18 

Allied Health Professional 232.20 245.05 225.05 220.49 -20.00 
Other Scientific, Therapeutic and Technical Staff 264.32 217.75 203.07 192.86 -14.68 
Health Care Scientists 68.21 101.74 88.22 88.24 -13.52 
Sci, Tech & Ther - CIP -19.86 -19.86 0.00 0.00 19.86

Sci, Tech & Ther (Total incl bank) 544.87 544.68 516.34 501.59 -28.34 

Sci, Tech & Ther - agency, contract 175.22 193.83 185.62 187.52 -8.21 
Healthcare assistants etc 398.34 416.37 390.81 476.13 -25.56 
Other - CIP -3.34 -3.34 0.00 0.00 3.34
Ambulance paramedics

0.00 0.00 0.00 0.00
Social care staffOther clinicalOther (Total) 570.22 606.86 576.43 663.65 -30.43 

Admin & Clerical 900.07 914.59 910.97 931.77 -3.62 
Executives 6.18 6.18 5.80 5.80 -0.38 
Chair & NEDs 7.00 7.00 7.00 7.00 0.00
Agency & Contract 1.00 1.00 0.00 5.56 -1.00 
Other non-clinical staff 418.47 414.09 369.87 421.90 -44.23 
Other non-clinical staff- CIP -47.67 -35.05 0.00 0.00 35.05
Other non-clinical staff- Vacancy Factor -63.03 -64.36 0.00 0.00 64.36

Non-clinical staff (Total) 1,222.02 1,243.45 1,293.63 1,372.03 50.18

Total WTE 3,537.17 3,638.06 3,626.32 3,791.03 -11.74 
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Board of Directors – Finance Committee 2015/16 budget– Public  

Date of Meeting: 6th May 2015 

Name of Report: 2015/16 Budget 

Authors: Deputy Director of Finance 
Assistant Directors of Finance  
 

Approved by: Director of Finance, Performance & Information 
Director of Operations 

Presented by: Director of Finance, Performance & Information 
Director of Operations 
 

Public/Private:                       Public Section 
 
Purpose of the Report:  

For  the Board to approve the 2015/16 budget and sign off the Annual Plan 
submission to Monitor, including self-certifications and declarations. 
Action Required:  

For Board Members to approve the 2015/16 budget, revenue and capital plan and 
the Annual Plan Submission to Monitor. 
 
Recommendations:  

1) The Board is asked approve 2015/16 budget and Annual Plan Submission to 
Monitor, 

2) The Board approves the Executive to manage the implementation of the 
capital programme, approving and phasing expenditure to reflect funding 
agreements as they are secured and delivery of revenue budgets. 

3) The Board is asked to authorise the Chair / Chief Executives to approve the 
narrative document having first sought comments from all Board Members. 

4) The Board is asked to note, discuss and approve the self-certification 
statements as completed.  

5) The Board is asked to note and approve the declaration of risks against 
healthcare targets and indicators as completed 

 
 
 
Relationship with the Assurance Framework (Risks, Controls and Assurance, 
Annual Health Check): 
 

The summary report will provide assurance on the Trust’s COSRR 
 
Summary of Financial & Legal Implications: 
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The report describes plans in place to ensure achievement of the Trust’s financial 
duties. 
 
Equality & Diversity, Public and Patient and Governor Involvement Implications 
 

The Board will be assured that the Trust is meeting its financial duties and can 
provide assurance to the Governors and the public at large on those issues. 
 
 
 
Sustainable Development Implications 
 

The financial implications of the Trust’s carbon reduction, energy, efficiency and 
recycling strategies are reflected in the Trusts financial position. 
 

 

Freedom of Information Act 2000 

This Committee/Group will observe the requirements of the Freedom of Information 
Act 2000 which allows a general right of access to recorded information held by 
South Devon Healthcare, including minutes of meetings, subject to the specified 

exemptions 
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Board of Directors 

Section 1: Public Board Report 

Report Title: Annual Budget for 2015/16 and Annual Plan submission to Monitor 

Introduction and Summary 

This report sets out the annual budget for revenue and capital for South Devon Healthcare NHS Foundation 

Trust for 2015/16 and the Annual Plan submission to Monitor which includes the acquisition of Torbay and 

Southern Devon Health and Care Trust to form the Integrated Care Organisation (ICO). 

The budget reflects the ICO planning assumptions, the contractual arrangements set out in the risk share 

agreement and has been reviewed extensively by the Board and Finance Committee in recent months. 

In the event that, for any reason the acquisition does not proceed, a revised plan will need to be submitted. 

1. Annual Budget Revenue Section 

The annual budget is set out below.  This includes the outcome of a review of the year end outturn which, 

as requested by Monitor, has led to a revision of the long-term financial model (LTFM). 

The changes are small in value as the LTFM submitted for the stage 3 assessment process had been 

constructed to reflect the recurrent forecast outturn as estimated in December.   The impact of the final 

review is minimal, but required by Monitor, resulting in an increased CIP requirement of £800k compared 

to the position reported to Finance Committee.   

As the contract discussions are ongoing this agreement has not been finalised and, at present the Trust is 

running under a full National Tariff and National Contract terms and conditions. For as long as this 

arrangement continues, the Trust is expecting revenue in excess of that included in the Annual Plan from 

the main Commissioner.   

Subject to securing the necessary transitional support, the Trust remains committed to operating within the 

resource envelope established in the ICO LTFM.  The ICO is designed to ensure system sustainability – re-

engineering the urgent care system to reduce the demands it now presents.  A national tariff option would 

create significant financial pressures for our principal CCG; predicted demand would drive a contract value 

of £168m, potentially reduced to £164m after penalties and capacity risks.  Whilst £4m in excess of the 

income levels of the ICO LTFM, this is £8m in excess of the reported CCG affordability envelope.  The 

financial support, as described in the ICO LTFM gives us the headroom change the model of care and 

address this wider system risk. 

There is a balance to be struck in running the National Tariff arrangement as Southern Devon and Torbay 

CCG (SDTCCG) have arrived at this position after assessing the national funding settlement and other 

funding commitments.  Clearly it is not in the Trusts interests to maximise the National Tariff arrangement 

but, when faced with this situation, it must ensure it delivers the annual plan and maintain the COSRR as 

planned. 
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With RTT penalties representing the most significant financial risk, the Trust will release the full outsourcing 

reserves to minimise the impact of national contract terms in the early months of the year.  To this effect, 

the Trust has placed an order for a Vanguard theatre specifically to address the Ophthalmology RTT 

pressures. 

The contract arrangement will be kept under close review and discussion with SDTCCG.  If ICO funding 

negotiations allow, as move to the proposed contract envelope and risk share agreement will be 

considered in year. 

The divisions have further business case proposals not provided within this position, both capital and 

revenue.  These will be progressed only as further savings are identified to provide the funding source. 

The  Annual Plan summary is set out below. 

 

 

2.  Capital Budget 

The Capital plan has been prepared based on the ICO planning assumptions. Divisions have identified 

schemes through the business planning process.  These have been risk rated and prioritised by the 

Divisions, the Medical Equipment Prioritisation Group, the quality impact assessment process and 

considered by the Senior Business Management Team prior to Finance Committee. 

South Devon Healthcare NHS Foundation Trust

Annual Plan 2015/16 

Summary Key Financials

S Devon S Devon ICO

2014/15 2015/16 2015/16

Plan Plan Full Year

£m £m £m

Income and Expenditure

Income 243.2             244.4       376.4        

Operating expenses (233.3) (236.2) (365.4)

EBITDA 9.9                 8.2            11.0          

Non-operating revenue (6.0)

Non-operating expenses (14.5) (14.4) (18.5)

Net surplus / (deficit) (4.6) (6.2) (13.5)

Nominalised surplus (4.1) (5.7) (6.9)

…included in the above :

Impairment (0.5) (0.5) (0.5)

Continuous Improvement Plan (CIP) 8.9                 8.9            15.2          

% of CIP against Operating Expenses 3.81% 3.77% 4.16%

Cash balance and key movements

Cash Balance 12.3               7.2            20.2          

Capital Expenditure (17.0) (21.5) (30.8)

Loans & leases Drawdown 7.5                 13.0          17.0          

Continuity of Service Measures

Liquidity Ratio Rating 3 2               3

Capital Servicing Capacity Rating 2 1               1

Continuity of Service Risk Rating 3 2               2
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The programme is set out in : 

Appendix A Source and application of Funds 

Appendix B  Summary for 15/16 

Appendix C Detail of schemes 

Only the most significant risks can be accommodated within the financial plan for 2015/16.  The Trust has 

further schemes that could be considered when funding source becomes available.  The funding needed for 

the ICO is still in discussion, so there is some clarity needed for the ICO to progress.  The Torbay and 

Southern Devon Health and Care Trust elements of the programme are for information only and are not 

currently funded by South Devon Health Foundation Trust until the ICO is formally approved and loan 

funding commitments are transferred to the ICO in the Heads of Terms. 

The capital programme has a number of funding assumptions that have yet to be formally agreed. 

There are a number of loans that require the business case to be approved and submitted to the FTFF,  as 

stated above the funding for the ICO  has yet to be finalised.  See Appendix A (Source and Application of 

Funds). 

The Executive will manage the timing of the new elements of capital programme with reference to the ICO 

funding negotiations, the operational risks of capital slippage, the balance of risk on income under the 

national contract, CIP delivery, and operational risks.  The current programme has £1.7m of headroom, 

however there is £8m of ICO related funding that requires formal sign off. 

New schemes will not be released without the funding source being secure e.g. formal loan agreement or 

ICO related funding being secured.  The Board should consider the need to actively look to slip schemes in 

progress as there is a theoretical over commitment until the funding sources are secured. See Appendix B 

The potential funds left for other schemes stands at £4,135K however the sources of funds includes £8.2m 

PDC from the acquisition and £2,789K from social care debt. There are also asset sales that have not yet 

been transacted. 

 3.  Annual plan approvals 

The narrative in support of the Annual Plan will be circulated to Board members for comment over the next 

week.  This will be drawn from the ICO Full Business Case as published.  This will include a response to the 

queries raised by Monitor following the first draft submission. 

As part of the Annual Plan process the Board of Directors must self-certify as at Appendix D against a 

number of Monitor statements under the headings of: 

o Sustainability 
o Continuity of services condition 7 – Availability of resources 
o Requirement for Planned support 
o Main factors taken into account in making the declaration 

 
Using the template provided by Monitor the Board of Directors must confirm that the Self Certification 
statements are true.  Confirmation should take the form of signatures from both the Chief Executive and 
the Chairman of the NHS Foundation Trust. 
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The proposed submission remains in line with that submitted for the first draft of the Annual Plan.  Most 
significantly, it does not confirm maintenance of a COSRR of 3 in 2015/16, but includes narrative describing 
this as a planned approach to delivering the longer term viability of the ICO. 
 
Foundations Trusts are also required to declare risk/no risk to a number of targets and indicators as set out 
in the Risk Assessment Framework (RAF).  The Trust’s declaration is included as Appendix E and the Trust 
has declared risk on the following targets: 

 
o Referral to treatment time, 18 weeks in aggregate, admitted patients (Quarters 1 and 2) 
o A&E Clinical Quality- Total Time in A&E under 4 hours (Quarter 1) 

 

4. Conclusion 

The Board is recommended to approve the proposed Annual Plan submission and associated declarations.  

They have been prepared in line with the ICO Business Case as previously reviewed by the Board, with 

minor updates to reflect the final out-turn position for 2015/16. 

 

 

Attachments 

Appendix A  Source and application of funds 

Appendix B  Capital plan summary for 15/16 

Appendix C Detail of capital schemes  

Appendix D Self-certification attachment 1  

Appendix E Declaration of risks against healthcare targets and indicators attachment 2 
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South Devon Healthcare NHS FT
Trust Board Meeting 6th May 2015
Projected Source and Application of Funds - 2015/16
Inflow / (Out)flow of Liquid assets

Appendix B

LTFM to Monitor in 

March 15

Projected 

differences 

between the 

LTFM and that 

previously 

reported to SMT

Adjustment for 

actual position

Amended 

Position

Differences identified that 

have an impact upon the 

value of cash that can be 

invested in capital 

expenditure during 2015/16

£'000 £'000 £'000 £'000 Comments £'000

A. 2014/15

Projected Net Liquid assets as at 31st March 2015 (3,200) (3,200)

Improvement in Liquidity Working Capital position (i.e. reduction in long term debtors,

stocks and increase in long term creditors and better than previous I&E forecast) 744 744 744

 

Projected Capital Expenditure slippage in

2014/15 in comparison with LTFM 2,932 90 3,022  3,022

Increase PDC drawdown in 2014/15 re Tech Fund 1 350 350  350

Net impact of delay in drawing down approved FTFF loans in

2014/15 as a consequence of Capital Slippage

Radiotherapy (226) (226) Timing difference, reverses 2015/16

Critical Care Unit 186 186 Timing difference, reverses 2015/16

Car Parks (711) (711) Timing difference, reverses 2015/16

Delay in applying for Loan to support the 

refurbishment of Mortuary / Fracture Clinic (200) (200) Timing difference, reverses 2015/16

Delay in applying for Loan to support the 

dementia works reconfiguration of ED (400) (400) Timing difference, reverses 2015/16

Movement between projected 

Total I&E deficit movement;i.e. from £4.6m to £4.8m (200) (200) (200)

Non cash movement incorporated into revised £4.8m deficit - i.e. reduced

depreciation charge and increase in Donated asset income (1,000) (1,000)  (1,000)

Sub-total Actual Net Liquid assets / (liabilities) carried forward as at 31st March 2015 (3,200) 731 834 (1,635) 2,916

B. 2015/16 Forecast

Joint ICO Projected I&E deficit 2015/16 LTFM - excluding sale of W Devon premises (7,500) (7,500)

Dependent upon CIP, circa £14.5m, plus 

synergies in Care Model etc

Add back: Impairment / Depreciation Charge included within the 2015/16 LTFM 13,000 13,000

Vangaurd funding to fund ICO Project Management 0 ?Not yet secure?

Forecast net current liability position of TSD upon acquiistion (1,662) (1,662)

Planned loan principal repayments (4,200) (4,200)

Other movements in working capital less than 1 Year (1,400) 1,000 (400) Requires validation to LTFM

External Funding assumptions within the LTFM: -

Funding from Torbay Borough Council regarding Long term 

Social Care Debt 2,789 2,789 ?Not yet secure?

PDC from the TDA on Acquisition 8,200 8,200 Not yet secure

PDC for EDMS IT capital project 2,528 (2,528) 0 Now unlikely to receive Tech 2 Funding

PDC for e-Prescribing IT capital project 2,000 2,000 Not yet secure

Critical Care Unit Loan Drawdown 6,653 326 (25) 6,954 Revised Cap Ex profile from EFM 301

Radiotherapy Unit Loan Drawdown 4,754 (609) 4,145 Revised Cap Ex profile from EFM (609)

Car Park Development Loan Drawdown 1,189 1,189 Revised Cap Ex profile from EFM

Catch up of drawing down approved FTFF loans in

2015/16 as a consequence of 2014/15 capital slippage

Radiotherapy 226 226 Contra 2014/15 timing difference above

Critical Care Unit (186) (186) Contra 2014/15 timing difference above

Car Parks 711 711 Contra 2014/15 timing difference above

New Loan for Mortuary / Fracture Clinic ** 200 200 Contra 2014/15 timing difference above

450 (440) 10 Not yet secure. 

New Loan to support the ED Reconfiguration 400 400 Not yet secure

(150) (150) Not yet secure

New loan to support St Kilda 3,847 (1,047) 2,800 Not yet secure

Increase in PFI Loan to fund Capital Expenditure 75 75

Sale of Kemmings Close 610 610 Not yet secure

Sub-total 28,133 (1,366) 809 27,576 2,608

(30,855) (30,855) )

2,528 2,528 )

440 440 )

150 150 )

) Sum of which =

Potential to invest a further value in Capital Expenditure during 2015/16 ) £'000

and still maintain the same value of Liquid Assets (2,608) (2,608) ) (30,345) (2,608)

Forecast Net Liquid Assets / (Liabilities) position as at 31st March 2016 (2,722) (856) 809 (2,769) 0

Potential spend further reduced as less loan drawdown possible on ED 

Reconfiguration (as instead of a total projected spend in year of £400k; £250k is 

now forecast)

New Loan to support the Fracture Clinic / Mortuary Area.  

(8th Apri 15 - Estimated costs that will be incurred in 

2015/16 now totals £210k.  Therefore loan drawdown in 

15/16 adjusted accordingly).

Planned 2015/16 Capital Expenditure per LTFM used by Monitor in ICO assessment

Potential spend reduced as a consequence of no Tech 2 funding.

Potential spend further reduced as less loan drawdown possible on Fracture Clinic / 

Mortuary (as instead of a total projected spend in year of £650k; £210k is now 

forecast)

Costs that are likely to be incurred in 2015/16 now total 

£250k and therefore loan drawdown will also have to be 

adjusted
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£'000 £'000

Potential funds available for Capital Expenditure 30,345

Of which relates to TSD programme (5,300)

Potential funds available for SDH prioritisation 25,045

Sum of schemes 'approved and in progress' (16,677)

Sum of schemes that will contribute to cash releasing 'CIP' (250)

Sum of schemes that may attract 'external funding' (3,983)

Sub-total (20,910)

Potential funds left for other schemes 4,135

Recommended that Funds are priortised as follows: -

Catastrophic schemes to be funded from existing identified resources (2,355)

Potential Headroom 1,780

Cost of Catastrophic schemes dependent upon loan funding (4,028)

Potential ITFF Funding associated with these 4,028

Net impact upon cash resources 0

Potential Headroom for distribution in 2015/16 1,780

South Devon Healthcare NHS Foundation Trust            Appendix B

Trust Board meeting - 6th May 2015

Capital Expenditure potential for SDHT assuming that 

TSDs capital program is not restricted and all sources of funding are secured
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SDHT Category Risk Rating July 14 Annual Plan

Amendments as 

a consequence of 

Sep 14 

adjustments

Further 

amendments 

made since Sept 

14

Capital 

requirements 

reflected in ICO 

Long Term 

Financial Model

Further requirements 

and movements since 

completion of LTFM

Complete list of 

requirements as 

at 24th April 15

Less costs of scheme that 

won't be incurred until 

after FBC - Further 

progession depenedent 

upon ITFF funding

Overall funding 

envelope currently 

available to the 

Trust Asset sales

Charitable 

Don ITFF PFI PDC Commentary

Additional 15/16 Capital 

expenditure needs that are 

either associated with CIP or 

Catastrophic risks potentially 

suitable for additional loan 

funding in 15/16

Future Year's 

commitment as a 

consequence of project 

continuation or project 

starting in 15/16  - (excld 

Charitable Donation)

Of the Future Year's 

commitment - value of 

tentatively secured

Of the Future Year's 

commitment - value of 

funding fully secured

£ £ £ £ £ £ £ £ £ £ £ £ £

Capital Expenditure

Forecast External Funding in ICO LTFM - Adjusted for 14/15 Slippage and 

Projected 15/16 slippage (Fracture Clinic)

2015/16

South Devon Healthcare Detail

Approved and in Progress: -

Level 4 Corridor EFM - Building
Approved and in 

Progress 0 0 0 0 27,011 27,011 0 27,011 0 0 0 0 0 Priority Backlog Works 0 0 0 0

Control of Infection EFM - Building
Approved and in 

Progress 0 0 0 0 9,682 9,682 0 9,682 0 0 0 0 0 0 0 0 0

Roofing EFM - Building
Approved and in 

Progress 0 0 0 0 30,148 30,148 0 30,148 0 0 0 0 0

Essential roofing repairs deferred from 

2014/15. £14k already approved by Trust 

Board April 15 and in Progress 0 0 0 0

Asbestos Removal EFM - Building Catastrophic 150,000 0 0 150,000 0 150,000 0 150,000 0 0 0 0 0

Removal of asbestos pipe lagging in level 1 

plant room,  Significant risk to health of 

maintenance staff and business continuity.  

Approved by Trust Board April 15 0 0 0 0

Window Replacement - Amber Risks EFM - Building
Approved and in 

Progress 0 0 0 0 12,000 12,000 0 12,000 0 0 0 0 0 0 0 0 0

New ICU - Phase 1 (new ICU and main entrance). 

Includes Equipment and IT requirements

EFM - 

Inpatients
Approved and in 

Progress 6,653,000 0 0 6,653,000 -187,000 6,466,000 0 6,466,000 0 0 6,768,000 0 0

Very poor clinical environment.  Significant 

risk to the Trust.  FBC being prepared for 

May 15 Trust Board.  Loan finance already 

secured 0 5,732,000 0 5,232,000

Replace condensers main steam main

EFM - 

Mechanical
Approved and in 

Progress 0 0 0 0 370,000 370,000 0 370,000 0 0 0 0 0

These have to be replaced and re-positioned 

because of the Critical Care Unit scheme. 

Approved for progression by Trust Board 

April 15. 0 0 0 0

Linear Accelerator Bunker and Enabling works

EFM - Support 

Services
Approved and in 

Progress 1,400,000 1,306,386 0 2,706,386 -471,386 2,235,000 0 2,235,000 0 0 2,301,000 0 0

Essential need to maintain cancer services 

on site. FBC being prepared for April 15 

Trust Board.  Loan Finance already secured 0 511,000 0 511,000

Car Park Priming

EFM - Support 

Services
Approved and in 

Progress 0 1,200,000 0 1,200,000 582,000 1,782,000 0 1,782,000 0 0 1,900,000 0 0

Number one improvement priority for 

Governors and the Public.  Delivers CIP.  

Loan Finance already secured 0 0 0 0

Ophthalmology Clinic Space - Phase 1

EFM - Support 

Services
Approved and in 

Progress 0 0 0 0 101,192 101,192 0 101,192 0 0 0 0 0 0 0 0 0

Clinical Portal HIS
Approved and in 

Progress 967,000 0 0 967,000 -653,833 313,167 0 313,167 0 0 0 0 0

Project that is the lynchpin of the IT Strategy 

and major driver for paperless working.  

Completion of project that has received 

national funding, which may have to be 

returned if project is terminated before 

completion.  Contract has been signed.  Bulk 

of costs (circa £1.1m already incurred in 

14/15) 0 500,000 0 0

Clinical Handover System HIS
Approved and in 

Progress 0 0 0 0 549,539 549,539 0 549,539 0 0 0 0 0

Business case approved by Trust Board Mar 

15. National funding has been received for 

this project through Technology Fund 1 and 

may have to be returned if project is not 

completed.  Contract signed - circa £300k of 

costs already incurred in 14/15. 0 130,000 0 0

Cyberlab HIS
Approved and in 

Progress 144,000 0 50,000 194,000 105,985 299,985 0 299,985 0 0 0 0 0

Full rollout of system presently piloted.  FBC 

approved by Trust Board Mar 15.  national 

funding has been received for this project 

through Technology Fund 1.  Bulk of capital 

costs already incurred 0 280,000 0 0

Connection Fee - New N3 contract - approved at 

Finance Committee Feb 2015 HIS
Approved and in 

Progress 0 0 0 0 204,000 204,000 0 204,000 0 0 0 0 0

OBC approved by Finance Committee 

February 15.  Will improve performance of 

network (especially within the Community 

Hospitals).  Investment should also generate 

CIP 0 0 0 0

Emergency Department System HIS
Approved and in 

Progress 31,000 0 48,000 79,000 127,351 206,351 0 206,351 0 0 0 0 0

Completion of Project that has had national 

funding through Technology Fund 1 and has 

been running for two years, if the project is 

terminated we may have to return the 

funding. 0 115,000 0 0

Completion of Enabling Works ED - Estates & Fittings

EFM - Support 

Services
Approved and in 

Progress 0 0 0 0 5,199 5,199 0 5,199 0 0 0 0 0 0 0 0 0

MIG / ITK HIS
Approved and in 

Progress 0 50,000 0 50,000 2,906 52,906 0 52,906 0 0 0 0 0

Completion of Project that has been running 

for eighteen months - issue with supplier so 

full funds have not been spent in previous 

years and have been carried forward.  Circa 

£50k of costs already incurred. 0 38,000 0 0

New NHS numbers for babies HIS
Approved and in 

Progress 0 0 0 0 0 0 0 0 0 0 0 0 0

Circa £20k of costs already incurred in 

2014/15. 0 10,000 0 0

Letter Replacement Project HIS
Approved and in 

Progress 0 0 72,000 72,000 73,058 145,058 0 145,058 0 0 0 0 0

Continuation of project that has been 

running for four years - important part of 

delivering IT strategy. £'000k of costs 

already incurred. 0 127,000 0 0

Nutwell unit emergency Mortuary capacity EFM - General
Approved and in 

Progress 0 0 0 0 12,000 12,000 0 12,000 0 0 0 0 0 0 0 0 0

Linear Accelerators Med Equip
Approved and in 

Progress 1,900,000 172,392 0 2,072,392 0 2,072,392 0 2,072,392 0 0 2,070,000 0 0

Essential need to maintain cancer services 

on site. FBC being prepared for April 15 

Trust Board.  Loan Finance already secured 0 2,048,000 0 2,048,000
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SDHT Category Risk Rating July 14 Annual Plan

Amendments as 

a consequence of 

Sep 14 

adjustments

Further 

amendments 

made since Sept 

14

Capital 

requirements 

reflected in ICO 

Long Term 

Financial Model

Further requirements 

and movements since 

completion of LTFM

Complete list of 

requirements as 

at 24th April 15

Less costs of scheme that 

won't be incurred until 

after FBC - Further 

progession depenedent 

upon ITFF funding

Overall funding 

envelope currently 

available to the 

Trust Asset sales

Charitable 

Don ITFF PFI PDC Commentary

Additional 15/16 Capital 

expenditure needs that are 

either associated with CIP or 

Catastrophic risks potentially 

suitable for additional loan 

funding in 15/16

Future Year's 

commitment as a 

consequence of project 

continuation or project 

starting in 15/16  - (excld 

Charitable Donation)

Of the Future Year's 

commitment - value of 

tentatively secured

Of the Future Year's 

commitment - value of 

funding fully secured

£ £ £ £ £ £ £ £ £ £ £ £ £

Capital Expenditure

Forecast External Funding in ICO LTFM - Adjusted for 14/15 Slippage and 

Projected 15/16 slippage (Fracture Clinic)

2015/16

Estates work to Coronary Care Unit, Cardiac 

Catheter Laboratory & Dunlop Ward

EFM - Support 

Services
Approved and in 

Progress 0 0 0 0 30,000 30,000 0 30,000 0 0 0 0 0 0 0 0 0

MEPG - CA1 612 Replacement and Additional 

Cardiac Catheter Laboratory Equipment Med Equip
Approved and in 

Progress 0 0 500,000 500,000 86,333 586,333 0 586,333 0 0 0 0 0

FBC approved by Trust Board 13/14.  Phase 

1 of project complete.  Order placed for 2nd 

replacement machine. Due to be installed 

by July 15. 0 0 0 0

MEPG - CA1 Merge Eyecare Software and Fundus 

Camera Med Equip
Approved and in 

Progress 0 0 0 0 7,000 7,000 0 7,000 0 0 0 0 0 0 0 0 0

Additional T&O theatre equipment for repatriation 

of work Med Equip
Approved and in 

Progress 0 0 0 0 121,729 121,729 0 121,729 0 0 0 0 0 0 0 0 0

CTG Monitors Med Equip
Approved and in 

Progress 0 0 0 0 197,000 197,000 0 197,000 0 0 0 0 0

Current support for equipment ends June 

15.  No option to extend. Existing 

equipment circa 15 years old. 0 0 0 0

MEPG - CA1 702 - 3 X Ultrasound Machines for AAA 

screening Med Equip
Approved and in 

Progress 0 0 0 0 57,600 57,600 0 57,600 0 0 0 0 0 Significant data security risks 0 0 0 0

MEPG - CA1 704 - Sternum Saw Theatres Med Equip
Approved and in 

Progress 0 0 0 0 23,446 23,446 0 23,446 0 0 0 0 0

Trust does not have this equipment.  

Required to open chest cavity in event of 

major trauma 0 0 0 0

MEPG - CA1 689 Acutronic Ventilator; Theatres Med Equip
Approved and in 

Progress 0 0 0 0 16,217 16,217 0 16,217 0 0 0 0 0

Required to reduce risk of patient injury 

during ENT surgery 0 0 0 0

Patient Knows Best 0 0 0 0 36,181 36,181 0 36,181 0 0 0 0 0 0 0 0 0

Replacement SMS Text System, mainly for Bank Staff 

roster fulfilment HIS 0 0 0 0 0 0 0 0 0 0 0 0 0 No capital requirement, £100k revenue 0 0 0 0

PMU Expansion Project PMU
Approved and in 

Progress 0 123,000 0 123,000 435,000 558,000 0 558,000 0 0 0 0 0

FBC approved by Trust Board December 

2011.  Circa £25m project mostly funded 

through external finance (loan).  Residual 

sum of capital funds carried forward is to 

enable the final pieces of equipment to 

enable the new facility to operate at 

planned capacity post MHRA inspection. 0 0 0 0

Sub-total 11,245,000 2,851,778 670,000 14,766,778 1,910,358 16,677,136 0 16,677,136 0 0 13,039,000 0 0 0 9,491,000 0 7,791,000

External Funding associated with the development

Level 1 Corridor - Mortuary EFM - Building External Funding 0 0 0 0 60,000 60,000 0 60,000 0 0 60,000 0 0

Essential upgrade of public corridor below 

standard 0 0 0 0

Dementia Works

EFM - 

Inpatients Catastrophic 0 0 0 0 150,000 150,000 -128,000 22,000 0 0 0 0 0

Total cost of scheme estimated at £650k.  

Requirement in 15/16 estimated at £150k.  

Of which £22k will be incurred before FBC. 

Balance of scheme dependent upon loan 

funding. The current environment for 

patients with dementia is below 

expectation.  Significant changes to the 

wards are needed to provide a safe and 

secure environment for dementia patients 

where they can 'circuit' around the wards 

and be in an environment suitable for their 

condition, e.g. colour schemes, suitable 

access. There is considerable revenue 

expense at present through the use of 

specialing.  These costs would reduce post 

investmemt. Regardless of the business 

case, there will be financial investment 

needed to improve flooring and other 

environmental needs. need a plan in 15/16 

spend on scheme in 16/17 128,000 500,000 0

ED - Reconfiguration Works

EFM - 

Inpatients External Funding 0 0 0 0 250,000 250,000 0 250,000 0 0 250,000 0 0

ED redesign / reconfiguration to include 

separate paeds area, clinical link to EAU 

3/CDU and improving flow through 

department.  Agreed that priority is to 

develop plans within clinicians in 2015/16 

and commence small scale enabling works 

with delivery in 2016/17.  Costs for 15/16 to 

be re-quantified.  Scheme was costed at 

£1,755k.  Total cost of scheme now 

estimated at £2.7m of which £650k is likley 

to be incurred in 15/16. 0 2,450,000 0 0

Fracture Clinic

EFM - 

Outpatients External Funding 450,000 0 0 450,000 -300,000 150,000 0 150,000 0 0 150,000 0 0

Important Service Strategy to increase 

repatriation and private work.  Agreed that 

it needs to be included as part of review of 

outpatient estates strategy.  Funds needed 

for 15/16 to be re-evaluated. Total scheme 

cost estimated at £650k of which £150k is 

likely to be incurred in 2015/16.  Loan 

drawdown for 15/16 amended accordingly 0 500,000 0 0
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SDHT Category Risk Rating July 14 Annual Plan

Amendments as 

a consequence of 

Sep 14 

adjustments

Further 

amendments 

made since Sept 

14

Capital 

requirements 

reflected in ICO 

Long Term 

Financial Model

Further requirements 

and movements since 

completion of LTFM

Complete list of 

requirements as 

at 24th April 15

Less costs of scheme that 

won't be incurred until 

after FBC - Further 

progession depenedent 

upon ITFF funding

Overall funding 

envelope currently 

available to the 

Trust Asset sales

Charitable 

Don ITFF PFI PDC Commentary

Additional 15/16 Capital 

expenditure needs that are 

either associated with CIP or 

Catastrophic risks potentially 

suitable for additional loan 

funding in 15/16

Future Year's 

commitment as a 

consequence of project 

continuation or project 

starting in 15/16  - (excld 

Charitable Donation)

Of the Future Year's 

commitment - value of 

tentatively secured

Of the Future Year's 

commitment - value of 

funding fully secured

£ £ £ £ £ £ £ £ £ £ £ £ £

Capital Expenditure

Forecast External Funding in ICO LTFM - Adjusted for 14/15 Slippage and 

Projected 15/16 slippage (Fracture Clinic)

2015/16

EDMS HIS
CIP & Potential 

External Funding 0 0 2,739,904 2,739,904 0 2,739,904 -2,639,904 100,000 0 0 0 0 0

Major Lynchpin of IT Strategy and important 

part of going paperless.  Major contributor 

to CIP in future years.  Loan requirement in 

15/16 totals £2,639,904 in order to 

progress.  Further funds also needed in 

16/17 2,640,000 1,891,000 0 0

e-Prescribing HIS External Funding 1,025,000 1,285,000 0 2,310,000 25,012 2,335,012 0 2,335,012 0 0 0 0 2,000,000

Project anticipated to receive National 

Funds totalling circa £3m. (£1m of which to 

be received in 2016/17) 0 1,900,000 1,000,000 0

Clinical Space for Glaucoma and Macular 

Ophthalmology services - costs not yet determined? Other Catastrophic 0 0 0 0 1,300,000 1,300,000 -1,260,000 40,000 0 0 0 0 0

Required in order to deliver required RTTs 

and address some backog maintenance to 

the ventilation plant etc. 1,260,000 0 0 0

Sale of Kemmings Close PMU CIP 0 0 0 0 0 0 0 610,000 0 0 0 0 0 0 0 0

PMU Business Continuity PMU
CIP & Potential 

External Funding 250,000 309,922 0 559,922 311,078 871,000 0 871,000 0 0 0 0 0

Budget being used to supplement the fit out 

of the Trust Board approved new PMU 

facility at Wilkins Close.  A reduction in 

budget will not enable the PMU facility to 

operate at planned activity levels. PMU is a 

major contributor to the Trust's CIP position. 0 0 0 0

MRP/ERP system PMU
CIP & Potential 

External Funding 0 0 0 0 155,000 155,000 0 155,000 0 0 0 0 0

Identified during the PMU business planning 

process and supported by the PMU Trust 

Board.  Further budget of £145k required in 

2016/17 0 145,000 0 0

1,725,000 1,594,922 2,739,904 6,059,826 1,951,090 8,010,916 -4,027,904 3,983,012 610,000 0 460,000 0 2,000,000 4,028,000 7,386,000 1,000,000 0

 

CIP  

Carbon Reduction EFM - General CIP 0 0 0 0 0 0 0 0 0 0 0 0 0

Requirement removed from 15/16 and 

provisional requirement added back into 

16/17 0 0 0 0

Additional DSU Theatre to expand Day Surgery 

provision - costs not yet determined? Other CIP 0 0 0 0 1 1 0 1 0 0 0 0 0

To take forward as part of a review of 

theatres estates strategy 0 0 0 0

PMU Licensing and development costs PMU CIP 0 0 200,000 200,000 50,000 250,000 0 250,000 0 0 0 0 0

Budget required to enable PMU to capitalise 

development costs associated with 

maintaining and obtaining pharmaceutical 

manufacturing licences.  Essential 

development to maintain market share 0 0 0 0

0 0 200,000 200,000 50,001 250,001 0 250,001 0 0 0 0 0 0 0 0 0

New Catastrophic risks

Roofing EFM - Building Catastrophic 75,000 0 0 75,000 33,000 108,000 0 108,000 0 0 0 0 0

Essential roofing repairs deferred from 

2014/15. £14k already approved by Trust 

Board April 15 and in Progress 0 0 0 0

Leaking Roof and Roof Lights - Rose Garden EFM - Building Catastrophic 20,000 0 0 20,000 0 20,000 0 20,000 0 0 0 0 0 Essential repairs to continued leaks 0 0 0 0

Tower wards clean utility (drug cupboard) cooling EFM - Building Catastrophic 0 0 0 0 20,000 20,000 0 20,000 0 0 0 0 0

Identified by internal audit as a Trust 

priority as significant adverse cost impact on 

drugs 0 0 0 0

Generators Sub 2

EFM - 

Electrical Catastrophic 397,000 0 0 397,000 -397,000 0 0 0 0 0 0 0 0

Deferred from 14/15 essential upgrade of 

generators at significant risk of failure 0 397,000 0 0

Fire Damper Install EFM - Fire Catastrophic 0 0 0 0 29,000 29,000 0 29,000 0 0 0 0 0

Hazard alert requires all fire dampers to be 

tested and repaired 0 0 0 0

Fire Alarm system estates - failed EFM - Fire Catastrophic 0 0 0 0 15,000 15,000 0 15,000 0 0 0 0 0 0 0 0 0

Fire Doors EFM - Fire Catastrophic 0 0 0 0 20,000 20,000 0 20,000 0 0 0 0 0

Replacement of damaged fire doors 

significantly compromising fire safety 0 0 0 0

Control Panel Annexe EFM - Fire Catastrophic 0 0 0 0 10,000 10,000 0 10,000 0 0 0 0 0 Priority Backlog Works 0 0 0 0

Control Panel Catering EFM - Fire Catastrophic 0 0 0 0 25,000 25,000 0 25,000 0 0 0 0 0 Priority Backlog Works 0 0 0 0

Fire Alarm Residences EFM - Fire Catastrophic 0 0 0 0 40,000 40,000 0 40,000 0 0 0 0 0

No alarm system in place.  Recent 

incidences have identified a significant risk 

of undetected fire.  Non compliant. Are they 

occupied? 0 0 0 0

Essential Equipment - Catering Regeneration trollies EFM - General Catastrophic 0 0 0 0 30,000 30,000 0 30,000 0 0 0 0 0

Essential equipment past the end of its life. 

Desparate need of replacement deferred 

from 14/15. 0 0 0 0
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SDHT Category Risk Rating July 14 Annual Plan
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a consequence of 

Sep 14 
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amendments 
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14

Capital 
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Long Term 
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Complete list of 
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at 24th April 15

Less costs of scheme that 
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after FBC - Further 
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Overall funding 

envelope currently 
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Additional 15/16 Capital 

expenditure needs that are 

either associated with CIP or 
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funding in 15/16

Future Year's 
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consequence of project 

continuation or project 
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Of the Future Year's 
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tentatively secured

Of the Future Year's 

commitment - value of 

funding fully secured

£ £ £ £ £ £ £ £ £ £ £ £ £

Capital Expenditure

Forecast External Funding in ICO LTFM - Adjusted for 14/15 Slippage and 

Projected 15/16 slippage (Fracture Clinic)

2015/16

Essential Equipment - Replacement Freezer and 

Coffee machine EFM - General Catastrophic 0 0 0 0 26,000 26,000 0 26,000 0 0 0 0 0

Essential equipment past the end of its life. 

Desparate need of replacement 0 0 0 0

Essential Equipment - Manual Handling machines EFM - General Catastrophic 0 0 0 0 20,000 20,000 0 20,000 0 0 0 0 0

Essential equipment past the end of its life. 

Desparate need of replacement 0 0 0 0

Backlog Maint - Contingency Sum EFM - General Catastrophic 250,000 0 0 250,000 -200,000 50,000 0 50,000 0 0 0 0 0 Absolute must for unforeseen emergencies 0 0 0 0

Workshop Safety Improvements EFM - General Catastrophic 25,000 0 0 25,000 0 25,000 0 25,000 0 0 0 0 0

Significant H&S and Manual Handling risk in 

the estates workshop. Needs urgent 

resolution.  Deferred from 2014/15. 0 0 0 0

Belisha Beacons on zebra crossings

EFM - 

Grounds 

Maintenance Catastrophic 0 0 0 0 9,000 9,000 0 9,000 0 0 0 0 0 Priority Backlog Works 0 0 0 0

Flooring - Cheetham and outpatients

EFM - 

Infection 

Control Catastrophic 75,000 0 0 75,000 -75,000 0 0 0 0 0 0 0 0

Flooring degrading; essential replacement 

clinical areas 0 150,000 0 0

Control of Infection

EFM - 

Infection 

Control Catastrophic 200,000 0 0 200,000 -50,000 150,000 0 150,000 0 0 0 0 0

Infrastructure degrading; essential infection 

control works in clinical areas 0 0 0 0

Sanitary ware upgrade (year 2)

EFM - 

Infection 

Control Catastrophic 100,000 0 0 100,000 -50,000 50,000 0 50,000 0 0 0 0 0

Sanitary ware non compliant; essential 

replacement clinical areas 0 0 0 0

Kitchen

EFM - 

Infection 

Control Catastrophic 0 0 0 0 25,000 25,000 0 25,000 0 0 0 0 0

Deferred from 14/15 essential upgrade of 

four ward kitchens 0 0 0 0

Sluice

EFM - 

Infection 

Control Catastrophic 0 0 0 0 25,000 25,000 0 25,000 0 0 0 0 0

Deferred from 14/15 essential upgrade of 

two ward sluices 0 0 0 0

Replace condensers

EFM - 

Mechanical
Approved and in 

Progress 0 0 0 0 25,000 25,000 0 25,000 0 0 0 0 0 0 0 0 0

Long Term Conditions Hub, O/P Dermatology - 

Dermatology expansion only

EFM - 

Outpatients Catastrophic 0 0 0 0 90,000 90,000 0 90,000 0 0 0 0 0

Need Stratgy, Plan taking account of 

community 0 120,000 0 0

Water Quality Improvements

EFM - Water 

Safety Catastrophic 200,000 0 0 200,000 -100,000 100,000 0 100,000 0 0 0 0 0

Essential water quality improvements and 

dead leg removal, bath on YPU.  Deferred 

from 2014/15 0 0 0 0

Legionella Risk Assessment Works

EFM - Water 

Safety Catastrophic 100,000 0 0 100,000 0 100,000 0 100,000 0 0 0 0 0

Mandatory Annual Legionella risk 

assessment 0 0 0 0

Case notes Uplift HIS Catastrophic 0 0 0 0 56,000 56,000 56,000 0 0 0 0 0

Interim upload of medical records in lieu of 

CDMS project.  Funding approval required 

to avoid significant risk of CQC inspection 

failure 0 0 0 0

MEPG - CA1 664B - Replacement Tissue Processor - 

Histopathology Med Equip Catastrophic 0 0 0 0 36,000 36,000 0 36,000 0 0 0 0 0

The 2 existing machines are 11 years old.  

Support is no longer guaranteed and do fail 

on occasion. 2 machines are required to 

deliver prompt turn around times / avoid 

overtime payments.  Request is to replace 

one of these machines immediately. 0 0 0 0

MEPG Contingency for in year failures Med Equip Catastrophic 1,000,000 0 0 1,000,000 -500,000 500,000 0 500,000 0 0 0 0 0

Due to financial constraints, the Trust has 

indecent years chosen to postpone all 

investment in the Medical Equipment rolling 

replacement programme.  This will 

inevitably result n year failures over and 

above that normally anticipated.  £500k is 

the minimum sum required to deal with 

these in year failures. Patient care and RTTs 

will be put at risk if equipment cannot be 

promptly replaced. 0 0 0 0

Cystic Fibrosis Compliance Work Other Catastrophic 0 0 0 0 46,000 46,000 0 46,000 0 0 0 0 0

Clinic rooms in the Heart & Lung Unit do not 

meet Infection Control Standards.  Need to 

replace wash basins and taps in the clinic 

rooms.  5 clinic rooms require replacement 

of carpets to vinyl flooring.  Failure to 

correct may / will result in the Adult CF 

service being lost to RD&E. 0 0 0 0

Endoscopy Facility Environment Improvements Other Catastrophic 0 0 0 0 40,000 40,000 0 40,000 0 0 0 0 0

Works required as identified by the JAG 

Accreditation Assessment Report - Feb 15.  

Works required in order to maintain the 

accreditation 0 0 0 0

Ceiling shield required across Outpatient Pharmacy 

Dispensary Other Catastrophic 0 0 0 0 1 0 0 0 0 0 0 0 0

SDH Developments (subsidiary company of 

SDH NHS FT) has circa £0.5m of 

pharmaceutical stock in place.  An incident 

took place during 2013/14 whereby some of 

this stock (circa £50k) was damaged due to a 

sewage leak. The commercial insurance 

policy of SDH Developments will not 

reimburse future losses of a similar nature.  

The subsidiary company pays the Trust a 

market rental for the use of the facilities 0 0 0 0

Clinical Space for sub-specialties & diagnostics - 

costs not yet determined? Other Catastrophic 0 0 0 0 1 1 0 1 0 0 0 0 0

Important Service Strategy to increase 

repatriation and private work.  Agreed that 

it needs to be included as part of review of 

outpatient estates strategy.  Funds needed 

for 15/16 to be re-evaluated. 0 0 0 0
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SDHT Category Risk Rating July 14 Annual Plan

Amendments as 

a consequence of 

Sep 14 

adjustments

Further 

amendments 

made since Sept 

14

Capital 

requirements 

reflected in ICO 

Long Term 

Financial Model

Further requirements 

and movements since 

completion of LTFM

Complete list of 

requirements as 

at 24th April 15

Less costs of scheme that 

won't be incurred until 

after FBC - Further 

progession depenedent 

upon ITFF funding

Overall funding 

envelope currently 

available to the 

Trust Asset sales

Charitable 

Don ITFF PFI PDC Commentary

Additional 15/16 Capital 

expenditure needs that are 

either associated with CIP or 

Catastrophic risks potentially 

suitable for additional loan 

funding in 15/16

Future Year's 

commitment as a 

consequence of project 

continuation or project 

starting in 15/16  - (excld 

Charitable Donation)

Of the Future Year's 

commitment - value of 

tentatively secured

Of the Future Year's 

commitment - value of 

funding fully secured

£ £ £ £ £ £ £ £ £ £ £ £ £

Capital Expenditure

Forecast External Funding in ICO LTFM - Adjusted for 14/15 Slippage and 

Projected 15/16 slippage (Fracture Clinic)

2015/16

Air Handling Unit & Associated works for Eye 

Theatre to increase throughput on lists - support 

compliance with RTT, penalties circa £1m Other Catastrophic 0 0 0 0 1 1 0 1 0 0 0 0 0 0 0 0 0

Mobile Device Management Tools HIS Catastrophic 110,000 0 0 110,000 65,000 175,000 0 175,000 0 0 0 0 0

Required to develop Mobile Device 

management, Software licencing and 

promote BYOD. Necessary to support 

clinical use of IT systems implemented as 

part of ICT strategy, and crucial for ePX 0 0 0 0

Wireless HIS Catastrophic 40,000 0 0 40,000 45,000 85,000 0 85,000 0 0 0 0 0

Required to complete Hospital Wifi and 

Essential to provide for future 

developments such as RFID technology 0 0 0 0

PACS Re-Procurement HIS Catastrophic 80,000 0 0 80,000 80,000 0 80,000 0 0 0 0 0

This is for the procurement of licences to 

allow PACS to be run through the clinical 

portal. Without this, we will not be able to 

use the mobile solution for PACS for mobile 

users on the Clinical Portal

Backup Storage and Tape Drives HIS Catastrophic 200,000 0 0 200,000 100,000 300,000 0 300,000 0 0 0 0 0

Essential - required to maintain storage 

capacity to achieve ICT strategy 0 0 0 0

RCP Sintero HIS Catastrophic 0 0 0 0 25,000 25,000 0 25,000 0 0 0 0 0

Clinical Portal Integration with patient 

records system and support for the IT 

strategy. £25k of national money drawn 

down for this project 0 25,000 0 0

T&O Admissions and Practice Managers Office - 

Displacement; Have costs been determined yet? Other Catastrophic 0 0 0 0 0 0 0 0 0 0 0 0 0 Part of CCU 0 0 0 0

Sub-total 2,872,000 0 0 2,872,000 -516,997 2,355,002 0 2,355,002 0 0 0 0 0 0 692,000 0 0
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Classified as Restricted per Monitor's Information Security Policy

1

i Confirmed

2

2a
Confirmed

2b

N/A

2c
N/A

3

DH Support Not Required

4

i
Signature Signature

Name Mairead McAlinden Name Richard Ibbotson

Capacity  Chief Executive Capacity Chairman

Date 06/05/2015 Date 06/05/2015

Validation Check i 0
Validation Check i OK
Validation Check i OK

Declaration of interim and/or planned term support requirements

Self Certification

Declaration of sustainability

The board declares that, on the basis of the plans as set out in this document, the Trust will be financially, operationally and clinically sustainable according to current regulatory 
standards in one, three and five years time.

Continuity of services condition 7 - Availability of Resources
EITHER:

After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will have the Required Resources available to it after taking account distributions 
which might reasonably be expected to be declared or paid for the period of 12 months referred to in this certificate.

OR
After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is explained below, that the Licensee will have the Required Resources available to 
it after taking into account in particular (but without limitation) any distribution which might reasonably be expected to be declared or paid for the period of 12 months referred to in this 
certificate. However, they would like to draw attention to the following factors (as described in the text box in section 4, below) which may cast doubt on the ability of the Licensee to 
provide Commissioner Requested Services.

OR
In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to it for the period of 12 months referred to in this certificate.

Signed on behalf of the board of directors, and having regard to the views of the governors

The trust forecasts a requirement for Department of Health (DH) interim support or planned term support for the year ending 31 March 2016

Note: If interim support is forecast in the plan period, but was not required in the preceding year, the trust should contact its relationship team by 31 January 2015, and before including 
any amounts in their plan (unless the DH has already approved the interim support funding). Further information regarding the requirements for trusts forecasting a need for DH funding 
support can be found in the planning guidance and template guidance.

Statement of main factors taken into account in making the above declaration

In making the above declaration, the main factors which have been taken into account, as stated in section 2b above, by the Board of Directors are as follows:

re: Declaration of sustainability the Trust has submitted for stage three assessment under the Monitor transactions process a business case for the acquisition of Torbay and 
Southern Devon Health and Care NHS Trust.  Acceptance of the business case and support of Monitor and the TDA is necessary to ensure the ongoing viability, not only of the Trust 
but the wider health and care community.  It describes a significant reconfiguration of services across the community, which will ensure the continued delivery of high quality care to a 
growing and increasingly ageing population.  Alongside this, the business case describes a sustainable financial future.  However, in 2015/16 the COSRR is expected to fall to a 2, for 
one year before the financial efficiencies borne from system redesign are realised.  From 2016/17 forward, a COSRR of three is expected to be maintained.

In signing below, the board is confirming that:

To the best of its knowledge, using its own processes and having assessed against Monitor’s Risk Assessment Framework, the financial projections and other supporting material 
included in the completed Annual Plan Review Financial Template represent a true and fair view, are internally consistent with the operational and, where relevant, strategic 
commentaries, and are based on assumptions which the board believe to be credible.
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Classified as Restricted per Monitor's Information Security Policy

Validation Check

These targets and indicators are set out in the Risk Assessment Framework 14/15

Definitions can be found in the Risk Assessment Framework 14/15

Q1 Q2 Q3 Q4

i i

Referral to treatment time, 18 weeks in aggregate, admitted patients 90% 1.0 Yes Yes Yes No No OK

Referral to treatment time, 18 weeks in aggregate, non-admitted patients 95% 1.0 No No No No No OK

Referral to treatment time, 18 weeks in aggregate, incomplete pathways 92% 1.0 No No No No No OK

A&E Clinical Quality- Total Time in A&E under 4 hours 95% 1.0 Yes 1 Yes No No No OK

Cancer 62 Day Waits for first treatment (from urgent GP referral) 85% 1.0 No No No No No OK

Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral) 90% 1.0 No No No No No OK

Cancer 31 day wait for second or subsequent treatment - surgery 94% 1.0 No No No No No OK

Cancer 31 day wait for second or subsequent treatment - drug  treatments 98% 1.0 No No No No No OK

Cancer 31 day wait for second or subsequent treatment - radiotherapy 94% 1.0 No No No No No OK

Cancer 31 day wait from diagnosis to first treatment 96% 1.0 No 0 No No No No OK

Cancer 2 week (all cancers) 93% 1.0 No No No No No OK

Cancer 2 week (breast symptoms) 93% 1.0 No No No No No OK

Care Programme Approach (CPA)  follow up within 7 days of discharge 95% 1.0 N/A N/A N/A N/A N/A OK

Care Programme Approach (CPA) formal review within 12 months 95% 1.0 N/A N/A N/A N/A N/A OK

Admissions had access to crisis resolution / home treatment teams 95% 1.0 N/A 0 N/A N/A N/A N/A OK

Meeting commitment to serve new psychosis cases by early intervention teams 95% 1.0 N/A 0 N/A N/A N/A N/A OK

Ambulance Category A 8 Minute Response Time - Red 1 Calls 75% 1.0 N/A 0 N/A N/A N/A N/A OK

Ambulance Category A 8 Minute Response Time - Red 2 Calls 75% 1.0 N/A 0 N/A N/A N/A N/A OK

Ambulance Category A 19 Minute Transportation Time 95% 1.0 N/A 0 N/A N/A N/A N/A OK

Clostridium Difficile -meeting the C.Diff objective i 1.0 No 0 No No No No OK

Minimising MH delayed transfers of care ≤7.5% 1.0 N/A 0 N/A N/A N/A N/A OK

Data completeness, MH: identifiers 97% 1.0 N/A 0 N/A N/A N/A N/A OK

Data completeness, MH: outcomes 50% 1.0 N/A 0 N/A N/A N/A N/A OK

Compliance with requirements regarding access to healthcare for people with a learning disability N/A 1.0 No 0 No No No No OK

Community care - referral to treatment information completeness 50% 1.0 N/A N/A N/A N/A N/A OK

Community care - referral information completeness 50% 1.0 N/A N/A N/A N/A N/A OK

Community care - activity information completeness 50% 1.0 N/A N/A N/A N/A N/A OK

Risk of, or actual, failure to deliver Commissioner Requested Services N/A No No No No No OK

CQC compliance action outstanding (as at 31 Mar 2015) N/A No No No No No OK

CQC enforcement action within last 12 months (as at 31 Mar 2015) N/A No No No No No OK

CQC enforcement action (including notices) currently in effect (as at 31 Mar 2015) N/A No No No No No OK

Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at 31 Mar 2015) N/A No No No No No OK

Major CQC concerns or impacts regarding the safety of healthcare provision (as at 31 Mar 2015) N/A No No No No No OK

Unable to maintain, or certify, a minimum published CNST level of 1.0 or have in place appropriate alternative 
arrangements N/A No No No No No OK

Score of 7 or less in standard 1 assessment at last NHSLA CNST inspection (maternity or all services) N/A No No No No No OK

Trust unable to declare ongoing compliance with minimum standards of CQC registration N/A No No No No No OK

Results left to complete 0

Total Score 2

Report by 
Exception

Declaration of risks against healthcare targets and indicators for 2015-2016

Target or Indicator (per Risk Assessment Framework)

Scoring under 

Risk 

Assessment 

Framework

Risk declared 

at Annual Plan

Scoring under 

Risk 

Assessment 

Framework

Threshold or 

Target YTD

Risk applicable to which quarter(s) in 

2015-16

1

0

0

0

0

0
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Date of Board Meeting:  6th May 2015 

Name of Report: Estates and Facilities Management - monthly KPI and Health and 
Safety report 

Authors: 
Director of Estates and Commercial Development 

Approved by: Chief Executive 

Presented by: Director of Estates and Commercial Development 

Public/Private Public 

Purpose of the Report: 
 

To provide assurance to the Trust Board on the continued performance of the estate and facilities 
management function and the Health and Safety of Trust staff.  This report summarises the 
reported performance and assurance provided through the Workstream 5 Committee and Health 
and Safety Committee over the period.  

Action Required: 
 

For the Board to receive assurance and consider performance and progress. 

Recommendations: 
 

For the Board to note this report. 

Relationship with the Assurance Framework (Risks, Controls and Assurance, Annual 

Health Check): 

CQC outcome 10 requires the Trust to develop and maintain safe and suitable premises.  This 
paper summarises progress to counter known estate and facilities risk thereby enabling 
compliance with outcome10. 

Summary of Financial & Legal Implications: 

There are no financial or legal issues arising from this paper. 

Equality & Diversity, Public and Patient and Governor Involvement: 

A Governor observer sits on workstream 5. 

Sustainable Development Implications 

Energy efficiency measures namely utilities and waste performance are reported  in this report 

 
Freedom of Information Act 2000 

This Committee/Group will observe the requirements of the Freedom of Information Act 2000 which allows a general right of access to recorded 

information held by South Devon Healthcare, including minutes of meetings, subject to the specified exemptions 

Page 1 of 8Report of the Director of Estates.pdf
Overall Page 225 of 232



 
 

Public 
 

 

Report to:  Trust Board 

Date:  May 2015 

Report From: Director of Estates & Commercial Development  

 

Report Title: Facilities Management & Medical Devices Key Performance Indicators: Exception report 

 
 

1. South Devon Healthcare exception report for March 2015 
 

Table 1 below identifies changes between months. Where indicators remain red, more 
information is shown in Table 2 together with any areas of concern/note for the Trust Boards 
attention. The detailed monthly performance table is shown in Appendix A (EFM) and Appendix 
B  
The group are asked to note the contents of this report. 

 
Table 1 Changes between February 2015 and March 2015 Scorecard Indicator 
 

 

Green        Amber! Red   
February 15 

Position 
March 15 
Position 

Improving Indicators 
 

3.2: Total tonnage of Offensive landfill waste per month ! 

4.2b: % of Medical Device reactive works resolved within target – urgent 2     
Working days ! 

5.2: Number of days lost (due to incidents in month)  

5.3: Non-patient incidents resulting in minor harm !   
6.5: % of Compliant Fire Audits  

6.7: % Staff receiving Fire Safety training in the month  !
Deteriorating Indicators   

1.1c: % of Reactive work resolved within target P1 Emergency <2 Hour  !
1.1e: % of Reactive work resolved within target P3+P4 Routine < 7-30 Days  !
3.1: Total tonnage of Domestic landfill waste per month  

3.3: Total tonnage of  incinerated waste per month  !
4.3: No. of incidents relating to Medical devices  !
6.2: Number of fire alarm activations  !
6.4: No of Fire Audits undertaken  !
Red Rated Indicators with no change 

 

1.1. PPM (Estates) % success against plan  

1.1d: % of Reactive work resolved within target P2 Urgent < 1-4 Days  

4.1a: Number of devices maintained (planned) - Variable  
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4.1b: % of devices called for but not available  

5.4: Non-patient incidents resulting in moderate harm  

5.5: Number of near misses  

 

Table 2: Red rated indicators in Month or Areas with Specific Cause for Concern 
Anticipated 
timeline for 
improvement 

1.1a 1.1a: % of PPM success against plan 

Performance of this indicator has deteriorated from 84% to 78% during March 2015.  A management action 
plan is in place with a trajectory for improvement  next month.   

April 2015 

1.1d % of Estates Reactive work resolved within target - <1- 4  Day (Urgent) 

Performance of this indicator has improved slightly from 86% to 89%, just missing the transition into the amber 
range.  Overall average performance on this indicator remains upwards, nevertheless, further work is on-going 
to address the service being less responsive than required.  This indicator is expected to return to acceptable 
levels of performance in Quarter 1 2015-2016 

Qtr 1 
2015-2016 

3.1 Total tonnage of Domestic landfill waste per month 

During March the amount of domestic waste produced by the Trust has increased. It should however be noted 
that the production of domestic waste throughout the current financial year has been erratic, This is not 
uncommon with this particular waste stream. The total tonnage produced for the financial 14/15 year shows a 
drop in the total amount of waste produced in this category of 92 tonnes over last year, and a substantial 
increase in the amount of waste the organisation recycles. 

Qtr 1  
2015 -2016 

4.1a No of Devices maintained (planned) variable (31% increased to 39%) 

A revised set of more meaningful assurance indicators have been agreed with the medical devices team  from 
April 2015. A management focus and action plan is in place to improve performance.  

May 2015 

4.1b No of Devices called for but not available (41% decreased to 31%) 

This month the Indicator value has decreased this is 124 out of 405 (31%) Work Requests for this category this 
is a step in the right direction; this measure is owned by the device users. 

April 2015 

5.4 Non-patient incidents resulting in moderate harm 

During March there were 6 moderate harm incidents reported. Given this is an increase on February 15 the 
incidents have been reviewed and there is no identifiable common issues.  The incidents were of various causes 
and the Health and Safety Team have made recommendations to reduce occurrences. 

April 2015 

5.5 Number of near misses 

The average number of reported near miss incidents over the last 12 months is only 14.  The target figure of 20 
will be revised in 2015 following a benchmarking exercise with organisations of similar size and nature.  The 
Health and Safety Team continue to monitor and at every opportunity provide advice to staff to report near 
miss incidents. 

April 2015 
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Appendix A: Estates and Facilities – KPI’s South Devon Healthcare – March  2015 

 Area Target Monthly Performance 
Current year to 
date (Complete 

Months) 
Risk Threshold 

 Description Monthly Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar Target Yr 
Avg 

Stat
us 

RAG Thresholds 

 Estates               

 Number of PPM items planned per month 524 692 740 681 1035 1104 1013 958 1068 1073 989 1071  912     

1.1a PPM (Estates) % success against plan 100% 87% 85% 89% 90% 86% 86% 88% 92% 86% 90% 84% 78% 100% 91%  R<85% A85-94% G≥95% 

1.1b Planned Maintenance % called for but not available 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%  R>15% A15%-6% G≤5% 

1.1c % of Reactive 
work resolved 
within target 

Emergency – P1 <2 Hour 100% 97% 99% 96% 98% 98% 96% 95% 95% 81% 92% 95% 93% 100% 96%  R<90% A90-94% G≥95% 

1.1d Urgent – P2 <1 – 4 Days 100% 53% 51% 70% 70% 61% 84% 90% 91% 89% 90% 86% 89% 100% 77%  R<90% A90-94% G≥95% 

1.1e Routine – P3 + P4 <7 - 30 Days 100% 92% 86% 85% 94% 85% 86% 89% 89% 86% 90% 90% 86% 100% 88%  R<85% A85-89% G≥90% 

1.2 Number of Estates Internal Critical Failures 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0  R1 - G0 

 Facilities               

2.1 Compliance Very High Risk Cleaning Audit  98% 100% 100% 100% 99% 100% 100% 99% 100% 100% 100% 100% 100% 98% 100%  R<95% A95-97% G≥98% 

2.2 Compliance High Risk Cleaning Audit  95% 98% 100% 98% 99% 99% 99% 99% 99% 100% 99% 100% 100% 95% 99%  R<90% A90-94% G≥95% 

2.3 Compliance Significant Risk Cleaning Audit  85% 99% 100% 99% 98% 99% 100% 99% 99% 99% 99% 99% 100% 85% 99%  R<80% A80-84% G≥85% 

2.4 Compliance Low Risk Cleaning Audit  75% 97% 100% 100% 100% 100% 100% 100% 85% 99% 98% 100% 100% 75% 98%  R<70% A70-74% G≥75% 

2.5 No. of Environment Health (food hygiene) events 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0  R1 - G0 

 Waste               

3.1 Total tonnage of Domestic landfill waste per month ≤52 51.0 47.3 47.7 57.5 45.2 51.5 53.3 28.3 55.0 50.6 32.2 55.8 ≤52 44.0  R>56 A52-55 G<52 

3.2 Total tonnage of Offensive landfill waste per month G≥4 1.1 2.6 3.2 2.9 3.2 3.2 3.1 3.4 3.6 3.7 3.3 4.5 G≥4 3.0  R<2 A2-4 G>4 

3.3 Total tonnage of  incinerated waste per month ≤17 18.4 14.8 16.4 17.2 16.2 17.0 16.5 15.0 16.2 16.7 15.3 17.9 ≤17 16.4  R>20 A17-20 G<17 

3.4 Total tonnage of non-burn  clinical  waste per mth ≥23 30.8 25.0 30.4 29.8 26.0 25.5 25.6 24.2 30.0 29.8 25.5 31.4 ≥23 27.5  R<20 A20-23 G>23 

3.5 Total tonnage of recycle waste per month ≥30 9.3 26.0 70.6 46.6 42.8 45.8 47.3 54.0 39.5 51.4 38.3 61.0 ≥30 42.8  R<25 A25-29 G>30 

3.6 Number of Waste Audits undertaken per month 10 3 10 7 14 10 10 10 10 8 8 10 10 10 9  R<8 A8-10 G>10 

3.7 % of Compliant Waste Audits 100% 100% 85% 80% 80% 85% 85% 90% 90% 90% 90% 90% 90% 100% 88%  R<90% A90-95% G>95% 

3.8 % Compliance of Statutory Waste Audits 100% 100% 90% 90% 90% 90% 90% 90% 100% 100% 100% 100% 100% 100% 95%  R<90% A90-95% G>95% 

 Health and Safety                    

5.1 Number of RIDDOR Incidents 0 5 1 4 1 1 0 1 1 2 2 0 0 0 1  R≥4 A2-3 G≤1 

5.2 Number of days lost (due to incidents in month) 40 99 297 121 90 50 0 54 103 122 41 57 32 40 89  R≥56 A41-55 G≤40 

5.3 Non-patient incidents resulting in minor harm 30 31 31 31 48 51 36 34 41 24 30 31 25 30 34  R≥36 A31-35 G≤30 

5.4 Non-patient incidents resulting in moderate harm 2 0 1 2 0 1 1 3 1 2 1 5 6 2 2  R≥4 A2-3 G≤1 

5.5 Number of near misses 20 13 18 16 16 9 11 22 14 19 11 7 10 20 14  R<15 A15-19 G≥20 

5.6 % of Staff receiving H & S training in month 90% 82% 83% 84% 85% 84% 84% 86% 86% 87% 88% 89% 89% 90% 86%  R≤79% A 80-89% G≥90% 
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 Fire                    

6.1 No. of Fires 0 0 0 0 0 0 0 0 0 1 2 0 0 0 0  R1 - G0 

6.2 Number of fire alarm activations 12 1 9 10 5 6 7 6 14 9 11 1 13 12 8  R>15 A13-15 G<12 

6.3 Fire alarm activations attended by the Fire Service 6 1 3 3 0 2 0 0 2 3 2 0 1 6 1  R>11 A7-10 G<6 

6.4 No of Fire Audits undertaken 6 0 5 1 8 0 9 9 10 6 6 7 3 6 5  R<3 A5-3 G>6 

6.5 % of Compliant Fire Audits 100% N/A 100% 0 75% N/A 44% 56% 90% 84% 67% 86% 100% 100% 67%  R<90% A90-95% G>95% 

6.6 % Fire Safety Audits (Reform Order) in date 100% 95% 100% 90% 95% 90% 95% 95% 90% 90% 95% 90% 90% 100% 94%  R<90% A90-95% G≥96% 

6.7 % Staff receiving Fire Safety training in the month 90% 70% 69% 71% 69% 66% 65% 70% 73% 74% 77% 79% 81% 90% 69%  R<80% A80-90% G>90% 

 

 

  

Appendix B: Medical Devices / Women’s & Children’s Service –  KPI’s South Devon Healthcare – March  2015 

Area Target Monthly Performance 
Current year to 
date (Complete 

Months) 
Risk Threshold 

Description Monthly Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar Target Yr 
Avg 

Stat
us 

RAG Thresholds 

 Medical Devices                

 No of devices planned for maintenance in month 302 585 502 370 150 220 401 179 224 290 322 405  329     

 Number of devices not available 42 131 185 101 52 73 99 37 62 100 131 124  95     

4.1a 
Number of devices maintained (planned) - 
Variable 

97 49% 41% 51% 35% 35% 29% 45% 34% 43% 42% 31% 39% 100% 39%  R<85% A85%-94% G≥95% 

4.1b % of devices called for but not available 0% 14% 22% 32% 27% 35% 33% 25% 21% 28% 34% 41% 31% 0% 29%  R>15% A15%-6% G≤5% 

4.2a 
% of Reactive 
work 
resolved 
within target 

Emergency 1 Working day 100% 95% 90% 96% 93% 80% 83% 84% 82% 88% 89% 100% 100% 100% 90%  R<90% A90-94% G≥95% 

4.2b Urgent 2 Working days 100% 93% 89% 94% 94% 93% 92% 94% 100% 98% 91% 92% 98% 100% 94%  R≤90% A91%-94% G≥95% 

4.2c Routine 
10 Working 
days 

100% 97% 96% 94% 98% 89% 80% 95% 96% 98% 97% 98% 99% 100% 95%  R<85% A85-89% G≥90% 

4.3 No. of incidents relating to Medical devices 0 1 0 3 5 1 4 7 4 6 1 0 6 0 3  R≥9 A5 - 8 G≤4 
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Report to:  Trust Board 

Date:  April 2015 

Report From: Director of Estates & Commercial Development 

Report Title: Health and Safety Performance Update  for SDHCFT 

 
1. Analysis of Performance 

Table 1 below, shows the number of incidents reported by month over a rolling 13 month period of 
from 1st March 2014 to 31st March 2015 (inclusive). 

Table 1 

 

Chart 1 below shows that there has been a decrease in the number of incidents reported in March 
the fifth month in a row. 

Chart 1       Chart 2 

   
 
Chart 2 above shows the total monthly incidents by severity for SDHCFT.  There were no major 
incidents reported in March.  
 
Chart 3 below shows the breakdown of categories of incidents, and during March the highest 
numbers of incidents reported were related to Sharps.  As seen in Chart 4 between 1st March 2014 
and 31st March 2015 Sharps remains the highest category overall. 
 
Chart 3        Chart 4 

   

TRUST
MAR APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR MAR

SDHCFT
44 49 51 53 64 62 48 60 57 48 44 45 41 666

Page 6 of 8Report of the Director of Estates.pdf
Overall Page 230 of 232



 
 

7 

 

2. Key Issues / Update from H&S Activity: 
 
2.1 Days Lost 
 
The monitoring of incidents that have occurred since 1 April 2014 shows that 1142 working days 
have been lost due to accidents at work.  This number continues to rise as staff remain absent at 
this time due to accidents at work. 
 
2.2 Slips, Trips and Falls (STF) 
 
Chart 5 below shows the level of non-clinical STF incidents have remained fairly constant since 
November. There were 5 incidents reported during March 2015.  Of these reports, 4 involved 
employees, none of which resulted in time off, and 1 involved a visitor.   
 
Chart 5 

 

2.3 Manual Handling  
 
Charts 6 and 7 below illustrate the number of reported incidents (near misses and all levels of 
harm) relating to Manual Handling of Inanimate Objects and Patient Handling over the last 13 
months.   
 
Chart 6             Chart 7 

         
 
There were 7 incidents reported in March, all resulted in minor harm.  
 
2.4 Sharps 
 
Chart 8 (overleaf) shows the number of reports of sharps incidents on Safeguard following injury 
from sharps from 1st March 2014 to 31st March 2015.  There was another slight rise in the amount 
incidents reported in March.  

 

Page 7 of 8Report of the Director of Estates.pdf
Overall Page 231 of 232



 
 

8 

 

Chart 8      Chart 9 

     
 
Chart 9 above shows the severity of these sharps incidents.  In March there were two moderate 
injuries reported involving sharps.  A contractor badly injured his knee requiring treatment, stitches 
and possible surgery.  The second was needlestick injury reported to the HSE as a Dangerous 
Occurrence as it involved a high risk patient. 
 
2.5 Stress 

As can be seen in Chart 10 below there were 14 referrals received by OH for work stress during 
March 2015.  These referrals were spread over various departments within the Trust and there is 
no common work area identified within the data supplied.  The incidents reported on Safeguard 
(Chart 11) are minimal. 

Chart 10           Chart 11 

            
 
2.6 Training 
 
Chart 12 below shows that the mandatory training figures for SDHCFT still continue to improve. 
 
Chart 12 

 
3.  Conclusion 
 
The Board are asked to note the monthly Health and Safety performance report up to end of March 
2015. 
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