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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 JULY 2015 

 
PUBLIC 

 
Present:  Sir Richard Ibbotson Chairman 

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

Mr L Burnett  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 
Ms L Davenport Chief Operating Officer 
Mrs E Hobson  Torbay and Southern Devon Health and Care  
    Trust Representative  
Mr G Hotine  HIS Director 
Mr M Ringrose Interim Director of Human Resources 
Mrs J Viner Director of Professional Practice, Nursing and 

People’s Experience 
 
In Attendance:  Mr N Ball  Chair, CCG 

Mrs S Fox  Board Secretary 
   Ms J Gratton  Interim Director of Communications   

Mr R Scott  Corporate Secretary 
 

Ms K Robertson  Head of Facilities (for item 114/07/15) 
Ms J Brimblecombe Facilities Manager, Car Parking and 

Accommodation (for item 114/07/15) 
 
Mrs C French  Lead Governor  Mr R Allison  Governor 
Mr T Bannon  Governor   Mrs C Carpenter Governor 
Mrs A Harvey  Governor   Mrs L Hookings Governor 
Mrs W Marshfield Governor   Mrs S Russell  Governor 
Mrs A Hall  Public Observer 
 

  ACTION 

106/07/15 Apologies 
 
Apologies were received from the Medical Director and Director of Estates and 
Commercial Development. 
 

 

107/07/15 Minutes of the Meeting held on the 27th May 2015 and Outstanding Actions 
 
The minutes of the meeting held on the 27th May 2015 were approved as an accurate 
record of the meeting.  The action in respect of the HIS Communications Strategy 
had been taken forward with a briefing at All Managers Meeting and a hand-out was 
being developed to be circulated at Bite-Sized Sessions. 
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108/07/15 Declaration of Interests 
 
Nil. 
 

 

109/07/15 Mr John Marshall 
 
The Medical Director had attended the funeral of Mr Marshall earlier in the day and 
wished to place on record the contribution he had made to the Trust, in particular 
around enhanced recovery in Orthopaedics. 
 

 

 Quality, Patient Safety and Experience 
 

 

110/07/15 Report of the Director of Professional Practice, Nursing and People’s Experience 
 
a) Care Quality Commission (CQC) Monitoring Update 
 
The report provided an update on the work the Trust had been undertaking to 
prepare for a CQC inspection visit between November 2015 and March 2016.  Ten 
ward visits and a visit to Outpatients had been completed and the report outlined the 
issues that had been raised through those visits and the actions being undertaken to 
resolve them.  
 
Mr Allen stated that if the inspection took place in December and close to Christmas 
it could be challenging for the Trust.  He added that he would like assurance that any 
estates issues were resolved before the visit and that action would not need to be 
taken ‘at the last minute’.  The Chief Operating Officer said that a yearly review of the 
Trust’s estate was undertaken to identify priorities and as part of that process key 
areas had been identified in respect of the CQC inspection, with plans in place to 
address these before the visit.  In addition a Joint Strategic Operational Estate Group 
had been set up to have a strategic oversight of the Trust’s operational plan which 
would help to identify key priorities for the future. 
 
The Director of Professional Practice, Nursing and People’s Experience was asked 
to give a briefing on the areas rated red in her report: 
 
- Dental – a solution was in place and this would be resolved in September. 
- Health Records – compliance with standards – the issues were understood 
 and there was clinical engagement to address them.  They should be 
 resolved in the current quarter. 
- Consent – this had already moved to amber. 
 
b) Inpatient Survey Annual Report 
 
The Board noted the report and that there had not been any significant changes 
since last year’s survey.  The areas that had been highlighted as needing 
improvement were already known to the Trust: 
 
 Privacy in A&E when being examined; 
 Waiting time to get to a bed on a ward; 
 Noise at night from patients and staff; 
 Availability of hand-wash gels; 
 Amount of information given on condition/treatment 
 
Actions were being taken on all the areas detailed above to improve the patient 
experience and the detail was included in the action plan included in the report to the 
Board. 
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c) Safeguarding Children Annual Report 
 
The Board noted the report and in particular the following: 
 
 The need for additional members of staff to receive Level 2 and 3 training, 
 following a review of training levels in line with new guidance. 
 
 There was felt to be a deficit in the provision of safeguarding supervision due 
 to limited team capacity. This was being addressed in conjunction with Devon 
 County Council. 
 
 There was a challenge around Child and Adolescent Mental Health Services 
 (CAMHS), and work was taking place to try to find a system-wide solution. 
 
 Work was also taking place to join teams together as part of the preparation 
 for the ICO. 
 
 The Trust’s named doctor had recently retired,  and had been replaced with a 
 joint role shared by this Trust and the Care Trust. 
 
Mr Allen asked if the Trust had prepared for the Prevent legislation that had come 
into force and the Director of Professional Practice, Nursing and People’s Experience  
explained that this currently sat within the remit of the Director of Estates and 
Commercial Development, but that the Trust was delivering what it needed to in 
terms of the legislation and had a good oversight of its requirements. 
 
Mr Furse stated that it was unusual to have a report that detailed the Trust was 
carrying such a high risk. The Director of Professional Practice, Nursing and 
People’s Experience explained that the balance between over or under-estimating 
risk had been discussed with the team, and it had been felt important to detail the 
risk in the report.  She added that there were significant issues in terms of 
safeguarding children in the Bay and that this area was one that had the highest 
number of Looked After children in the country. 
 
The Chairman questioned whether the Trust was picking up an unfair burden in 
terms of child safeguarding and the Director of Professional Practice, Nursing and 
People’s Experience said that there had been some recent incidents that had been 
very difficult to manage this and the Trust had not been the right place for those 
children.  Work was taking place to address the problem with a whole-system 
solution and there was strong positive engagement from all agencies including the 
Police and Mental Health Trust. 
 
Mrs Taylor queried the reference in the report to an outstanding business case and it 
was noted that this related to the need for representation on the new multi-agency 
hub. 
 
Mr Brockwell noted that there could be as many as 25 cases of overdoses a month, 
along with associated assaults, and asked if there was adequate protection for staff, 
in particular in Accident and Emergency.  The Director of Professional Practice, 
Nursing and People’s Experience said this issue did not just affect staff in Accident 
and Emergency, but more significantly on Louisa Cary Ward and again this was 
being addressed as a whole system issue.  In addition, with the Chief Operating 
Officer, work was taking place to ensure staff were supported when incidents 
occurred. Debriefs also took place once incidents were resolved. 
 
The Chief Operating Officer added that there had been an increase in the number of 
young people who required a ‘safe place’ and in the past this safe place had been 
the Louisa Cary Ward.  These patients were now presenting with more complex 
issues, some with mental health problems; some vulnerable; and some Looked After 
children.  Over the past few weeks some of the individuals had been very 
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challenging and it was a tribute to the staff involved in terms of managing their care 
when there was no safe discharge plan available.  It was, however, important for the 
community to understand that the ward was not designed for these types of patients 
and the Trust needed the support of its commissioners to provide a better range of 
services for these individuals. The Trust had a duty of care to these patients and 
could not discharge them unless it was felt a more appropriate place of care was 
available for them. 
 
The Chair of the CCG said that this issue had been discussed at their Board last 
week and a business case was being prepared for the CAMHS service to provide 
more Level 3 places, but the real issue was they were struggling to find providers for 
Level 3 and also Level 4 places. 
 
Mr Burnett queried the number of teenage pregnancies in the Bay and also unborn 
babies at risk and the Trust’s involvement in these cases. The Director of 
Professional Practice, Nursing and People’s Experience said that the Trust’s 
maternity service was involved throughout pregnancy.  The Chief Executive added 
she had recently met the Chief Executive of Public Health England who had said that 
one thing that would make a significant impact would be for children to be school 
ready by the age of five. 
 

111/07/15 Report of the Medical Director 
 
This report would be carried over to the next meeting. 
 

 

 Strategy and Vision 
 

 

112/07/15 Report of the Chairman 
 
The Chairman reported that at the Board Seminar earlier in the day a robust deep 
dive had been undertaken around RTT performance and how the Trust was 
managing this performance.  He added that the changes made earlier in the year 
were now just starting to take effect in terms of improved performance. 
 
The Chairman also said that as the Trust moved towards having financial plans in 
place for the ICO, once the ICO approval had been debated by the Board and 
Council of Governors, the Trust needed to be aware the go live date was 
approaching and staff needed to be ready for when that happened as was quickly 
approaching. 
 

 

113/07/15 Report of the Chief Executive 
 
The Chief Executive highlighted the following from her report: 
 
 The next key date for the ICO was the Trust Development Authority (TDA) 
 Board  meeting on the 15th July, and work continued to agree a funding 
 package so that Gateway 3 could be approved at that meeting. 
 
 Staff in the Emergency Department were commended in continuing to 
 manage demand and in particular whilst the Trust had the recent norovirus 
 outbreak.   
 
 The recent ‘Perfect Week’ pilot was highlighted, with 100% being achieved on 
 one of the pilot days. 
 
 The Trust recently experienced a flood in the corridor between Ainslie and 
 Ella Rowcroft and the hard work of staff to resolve the issue ensured the 
 Trust was not affected operationally by the event. 
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 The meeting noted the need to suspend the Dartmouth Minor Injury Unit due 
 to, despite repeated attempts, an inability to recruit staff to work in the unit.  It 
 was also noted that the CCG had recently approved the services they wished 
 to commission in the coastal locality of Teignmouth and Dawlish. 
 
 The report outlined the main points of the Secretary of State of Health’s 
 speech at the recent NHS Confederation Annual Conference. In particular he 
 outlined his expectation that the health service would work to find efficiency 
 savings, and also changes to the way waiting times data would be published, 
 including the fact that Emergency Department data would no longer be 
 published weekly and that two of the three waiting time targets for routine 
 hospital operations would be scrapped. 
 
Mr Furse queried the governance around the Dartmouth and coastal localities 
decisions and assurance that they were aligned with the Trust’s aspirations for the 
future.  It was noted that the Dartmouth issue was around an inability to recruit and 
the service was therefore not sustainable. The CCG Chair, in respect of the coastal 
localities, explained that this was part of a wider agenda to consider a different 
approach to services whilst trying to get the health community into financial balance.  
It was felt the decision was made in the broad context of the ICO.   
 

 Workforce and Organisational Development 
 

 

114/07/15 Report of the Interim Director of Human Resources 
 
The Interim Director of Human Resources raised the following from his report: 
 
 The Workstream 4 meeting had been reviewed and updated and was now 
 operating more effectively. The last meeting discussed the Workforce Plan. It 
 was felt the Trust had tight vacancy management workforce controls in place 
 and the report detailed posts removed from establishment to date.  The 
 stress to staff in affected departments due to held vacancies was noted. 
 
 Pension arrangements for staff transferred to the new ICO was noted, as staff 
 might wish to join the pension scheme and this would have a financial impact 
 on the new organisation. 
 
 A small initiative was taking place between in the Medical Division with staff 
 working closely with HR staff on sickness, and it appeared this close working 
 relationship had begun to reduce sickness levels.  If it was successful the 
 new way of working would be rolled out across the Trust.  At just over 4% the 
 Trust’s sickness level was felt to be higher than it should be. 
 
 There had been a delay in the Master Vending Medical Agency programme, 
 as it should have gone live on the 1st June, but was now delayed until later in 
 the year.  If it did realise savings it would be rolled out to include nursing staff.  
 Mr Allen queried whether the losing tenderers would be notified of the price 
 change and therefore giving them the opportunity to compete.  The Interim 
 Director of Human Resources said that he was not sure, but that the lead 
 organisation had taken extensive legal advice. 
 
 The Trust had continued to do well in the friends and family survey. 
 
 A staff experience CQUIN was in place and aimed to improve staff 
 experience through a Multi-Agency Staff Experience Network and consisted 
 of senior representatives from key organisations in the community. 
 
 The Trust had, once again, been announced as top in the GMC annual 
 survey on trainee doctor training.  It was agreed this needed to the 
 communicated to staff and the community. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IDC 
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Mrs Taylor queried staff sickness and the fact that a significant amount of it was 
stress-related, but she could not see the link to Occupational Health in the report.  
The Interim Director of Human Resources said that Occupational Health were very 
engaged with staff on long-term sickness with these groups of staff routinely referred 
to them.  In addition, staff could self-refer if they wished.  He added that the problem 
with stress illnesses was that they tended to relate to personal rather than 
professional issues which limited any action the Trust could take to help resolve the 
issue. 
 
The Chief Executive said that she had asked the Interim Director of Human 
Resources to provide a breakdown of workforce and trends to ensure that the 
necessary actions were being taken to make the changes required as part of the ICO 
for the Trust to deliver its financial package. This would be included in the next 
Workforce report. 
 
Mr Burnett queried the staff sickness level as he said this would equate to around 9-
10 days sickness a year for every member of staff.  He asked if there was a 
breakdown showing the levels of sickness for different staff groups.  The Interim 
Director of Human Resources said that levels were higher than he would like, and 
that he could bring a more details breakdown to the Board.  He added that there was 
a difference between seniority and sickness – more senior staff had less sickness. 
The Board then asked the Chief Executive to review the Trust’s Sickness Policy to 
see if more rigour could be added to the process. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
IDHR 
 
 
 
 
 
 
 
CE/ 
IDHR 

115/07/15 Car Parking Full Business Case 
 
The Board were reminded of the long-standing reasons for the need for additional 
car parking spaces on the Trust’s site.  The business case would provide an 
additional c200 public spaces; improvements to the site; three pay on exit car parks; 
signage; surfaces; safer car parks; 50% more disabled spaces; and an increase of 
55 staff permit spaces. The cost of the improvements was c£1.97m and would be 
found through increased public and staff parking charges. The new charges would 
still be lower than most of the other hospitals in the peninsula. 
 
It was noted that the Business Case had been approved by the Finance Committee 
for presentation to the Board of Directors. 
 
The Chief Executive said that she had asked the Estates Team to consider two 
issues as the Trust moved to an ICO which was to standardise parking charges for 
staff that worked at all the Trust’s sites and also free parking at all sites if staff had a 
permit. 
 
The Director of Finance, Performance and Information queried the reduction in 
spaces from the original plans and it was noted that the Council had originally 
designed the plan and when they were costed up it would have costed an additional 
£1.25m to provide 40 more spaces and this was not felt to be cost effective. 
 
The Board then formally approved the Car Parking Business Case and wished to put 
on record its thanks to all staff involved in finding the car parking solution. 
 

 

 Engagement and Partnerships 
 

 

116/07/15 Council of Governor Issues 
 
The Chairman reminded the Governors that until the outcome of TDA meetings on 
the 8th  and 15th July, he would not be able to provide any firm timescales in terms of 
the ICO approval process, but that he would give them as much notice as possible in 
terms of bringing them together to consider approval of the ICO. 
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The Board noted that the final remedy hearing from the Employment Tribunal last 
year would take place on the 14-17th July. 
 

 Performance 
 

 

117/07/15 Monthly Finance and Performance Report 
 
Performance 
 
The Director of Professional Practice, Nursing and People’s Experience gave the 
following briefing: 
 
 There had been an increase in falls, however a detailed report had been 
 taken to Workstream 1 which showed that there were no trends identified, 
 but that a watching brief continued to be kept on this issue. 
 
 There had been a significant increase in the number of bed closures, but 
 these were associated with the recent norovirus outbreak. 
 
 It was noted that the performance data in respect of the reported incidents 
 was in correct - in fact there had been 35 moderate, 2 major and no 
 catastrophic incidents. 
 
 The Stroke team had been invited to produce a proposal to ring-fence beds to 
 help improve stroke performance, this had now been implemented and 
 performance had already improved.  It was expected that it would continue to 
 improve over the next few months. 
 
 The target to respond to complaints within six weeks had been met for the 
 first time in a long time. 
 
The Chief Operating Officer then gave the following briefing: 
 
a) Cancer Target 
 
The Trust had narrowly missed compliance in May, putting performance for the 
quarter at risk.  Work had been taking place to ensure there was sufficient head 
room in plans to be able to manage small variations that could lead to missed 
targets. 
 
b) 4-Hour Target 
 
Improvements had started to be made in terms of performance, however the 
norovirus outbreak had affected performance with it dropping to 89.9% at the end of 
May.  Performance had now started to improve and at the end of June was at 91.5%. 
There was a plan to be fully compliant by the end of July and the Trust’s underlying 
performance did support this, but it was not without risk and work continued with the 
teams to manage this risk. 
 
c) RTT 
 
Trusts were currently monitored against three elements of RTT performance – 
admitted, non-admitted and incomplete pathways.  From October they would just be 
monitored on incomplete pathways which was felt to be a much more reliable target 
to test performance.   
 
At present the Trust had three areas of risk in terms of RTT compliance – 
Ophthalmology, Upper GI and Plastics.  Plans were in place against each area to 
improve performance and it was hoped the Trust would have overall compliance by 
the end of Quarter 2, but with Upper GI not being compliant until the end of the 
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financial year. 
 
d) Diagnostics Pathway 
 
The Trust had struggled to meet this target due to an increase in referral rates, and 
not only did it affect the diagnostics target but also impacted on other pathways.  
Actions were in place to reduce the backlog and performance should be within the 
1% tolerance by the end of July. 
 
e) Cancelled Operations 
 
As previously reported, the number of cancelled operations had increased due to the 
recent norovirus outbreak and increased level of emergency surgical procedures.  
On one day in May 38 operations had to be cancelled. 
 
Mrs Taylor queried, in respect of plastic surgery, how much of the backlog was due 
to an increase in demand over capacity compared to reliance on third parties for 
treatment.  The Chief Operating Officer explained that the two key drivers were an 
increase in referrals due to a Public Health initiative around skin cancers and also 
Exeter and Plymouth not being able to deliver against plan due to pressures. 
 
Mrs Taylor then queried night-time transfers as she felt there were too many and she 
asked how many transfers could reasonably be expected to be made at night.  The 
Director of Professional Practice, Nursing and People’s Experience said that 
although the norovirus outbreak had increased the need for transfers, transfers at 
night did need to be reduced, and that work was currently taking place to understand 
the issue more fully and the reasons for transfers.  The Chief Operating Officer 
added that she and a small team would be working a night to try to gain a better 
understanding of the issues. 
 
Finance 
 
The Director of Finance, Performance and Information highlighted the following from 
his report: 
 
 The Trust had realised a £1.4m deficit against a plan of £1.6m.  This position 
 masked a significant income swing between month 1 and 2 and the Trust was 
 currently performing under plan at present.  Work was still being undertaken 
 to understand the position, however some was in relation to cancelled 
 elective activity due to the recent norovirus outbreak and also other unrelated 
 events.  The position also included penalties associated with RTT non-
 achievement, however this payment was now on hold as the targets have 
 been suspended following the recent announcement by the Secretary of 
 State for Health.   
 
 There had been an overspend on pay of £0.5m in the first two months of the 
 financial year.  This included an element of CIP and escalation costs.  
 Reserves had been used to cover escalation costs, but at a higher rate than 
 planned. There had been good controls in terms of non-pay spend, but an 
 element of this was associated with an underspend in drugs. 
 
 CIP performance was behind plan.  Medical CIP performance was moving to 
 green, however nursing CIP had been difficult to manage due to the need to 
 open escalation beds. There were around £3.5-4m of schemes currently 
 rated amber and this was due to lack of capacity to deliver them. Around 8-10 
 people had been identified to work on these CIP schemes.  It had also been 
 agreed to identify further schemes at divisional level in case the central CIP 
 schemes did not deliver. 
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Mr Burnett expressed concern that, at Month 2, the Trust was underperforming in 
terms of pay and CIP and asked when further action would be taken to manage the 
Trust’s budget. The Chief Executive agreed that the Trust had a major challenge and 
the Executive Team were currently working on ‘Plan B’. The Chairman stated that if 
the Executive Team required any support from the Non-Executives in this respect, 
they would be willing to provide such support. 
 
Mr Burnett then queried the Trust’s budgeting process.  He said that the reasons for 
pay being over-plan were understood, however he suggested that allowance for this 
should be included in the budgeting process in future years. 
 
In terms of CIP performance, Mrs Lyttle said that as Lead NED for CIP she was 
becoming more involved and would provide challenge in terms of assumptions made 
and hoped that she would be able to provide assurance to the Board around the 
realism of CIP schemes and also the need to make non-recurrent CIP schemes 
recurrent. 
 

118/07/15 Report of the Director of Estates and Commercial Development 
 
The Board noted the report and in particular Executive challenge and response  
included in the paper around Priority 3 and Priority 4 reactive work.   
 
Mrs Lyttle queried the spike in the number of medical devices incidents and the 
Director of Professional Practice, Nursing and People’s Experience said she would 
investigate this issue. 
 

 
 
 
 
 
DPPNPE
DECD 

 Assurance 
 

 

119/07/15 Audit and Assurance Annual Report 
 
The Board noted the work of the Audit and Assurance Committee over the last year. 
 

 

120/07/15 Governors’ Question Time 
 
a) Coastal Localities 
 
Mr Bannon queried the Trust’s plans for the future and use of community hospitals 
and public perception.  The Chief Executive acknowledged that healthcare delivery 
was not about bricks and mortar, but about bringing services to the community, 
patients’ homes and clinic settings, and she acknowledged her report could have 
linked this and the use of community hospitals better.  The CCG Chair added that the 
Teignmouth/Dawlish discussion was around providing enhanced services and 
changing beds from inpatient beds to rehabilitation beds. 
 
Mrs Russell said that she had attended all of the consultation meetings in respect of 
the coastal locality, and was part of the Board meeting, and that the decision of the 
CCG had been unanimous.  She added that there had been issues around 
presentation and understanding of the proposals with only two options being 
presented. A third had been worked up to try to retain the inpatient beds, but this 
option would have required additional consultation which was not possible.  She 
added that this had resulted in a ‘fall out’ with GPs and that relationships would need 
to be mended. 
 
b) New RTT Standards 
 
Mrs Marshfield queried the implications of the new standards that would come into 
force in October and whether the dropping of two of the targets would affect patient 
care. The Chief Operating Officer said that the Trust would report on all three until 
the end of Quarter 2.  She added that feedback from people using the service was 
that the incomplete pathway was a much better representation of the whole patient 
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experience than the other two targets, and that the Trust would need to be compliant 
throughout every step of the pathway. 
 
c) Succession Planning 
 
Mrs Marshfield noted that the Trust had around 21% of staff over the age of 55 and 
given that nurses could retire at 55, she asked if the Trust was planning for staff 
retirements.  The Interim Director of Human Resources said that there was no 
evidence that nurses retired at 55, however nurse recruitment was difficult and the 
Trust was working hard to recruit nurses and also assistant practitioners who worked 
alongside nurses.  Mrs Marshfield asked if nurses coming to age 55 were asked of 
their intentions and the Interim Director of Human Resources said that they were 
asked informally, but were not always happy to reveal their intentions.  He added that 
he would give this issue some consideration. 
 
d) Overseas Staff 
 
Mr Bannon asked if the Trust had given any consideration to the fact that the 
Government had announced that any foreign workers who were not earning at least 
£35,000 in six years would be deported.  The Interim Director of Human Resources 
said that the Trust was aware of this issue.  The Chief Executive added that there 
was a greater risk to care homes than the Trust  The Interim Director of Human 
Resources and the Director of Professional Practice, Nursing and People’s 
Experience were asked to assess the local situation. 
 
e) Care Certificate 
 
Mrs French extended her congratulations to the Trust securing a Care Certificate and 
suggested this should be widely publicised. 
 
f) GP Recruitment 
 
Mrs French said that she was aware that local GP surgeries were having difficulties 
in recruiting GPs and said that this would have an impact on the Trust in the future. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
IDHR 
 
 
 
 
 
 
 
IDHR/ 
DPPNPE 
 
 
 
 
IDC 

121/07/15 Date of Next Meeting 
 
1.30 pm, Wednesday 5th August 2015 (Riviera Centre). 
 

 

  
 
 
 
 

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 JULY 2015 
 
 

Minute Action 
 

Officer Date 

114/07/15 Report of the Interim Director of Human Resources  
 
 Results of GMC Annual Survey to be publicised. 
 
 Breakdown of workforce and trends to be provided in 
 the next report to ensure the necessary actions were 
 being taken in respect of the changed required for the 
 ICO. 
 
 Trust’s Sickness Policy to be reviewed to ascertain if 
 more rigour could be added to the process. 
 

 
 
IDC 
 
 
 
IDHR 
 
 
CE/IDHR 

Asap 
 
 
 
 
 
Next report 
 
 
Next report 

118/07/15 Report of the Director of Estates and Commercial 
Development – spike in the number of medical devices 
incidents to be investigated. 
 

DPPNPE/ 
DECD 

Next meeting 

120/07/15 Governors’ Questions 
 
 Overseas Staff – affect to the community to be 
 ascertained in espect of the announcement that 
 overseas workers who were not earning £35,000 
 after six years in the UK to be deported. 
 
 Care Certificate – Trust securing the certificate to be 
 publicised. 
 

 
 
 
 
DPPNPE 
 
 
IDC 

 
 
 
 
asap 
 
 
asap 
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Director of Nursing Report Summary Sheet 

Meeting  Date: 
 

5th August 2015 

Title: 
 

Report of Director of Nursing, Professional Practice and People’s Experience 

Lead Director: 
 

Director of Nursing and Professional Practice 

Corporate 
Objective: 
 

Best Experience / Safest Care 
 

Purpose: 
 

Information 

Summary of Key Issues for Trust Board 

Strategic Context: 
 
This report provides an update on key areas of clinical practice within the Director of Nursing portfolio. 
 
 

Key Issues / Risks and Recommendations: 
 

CQC peer inspections highlighting key areas to address including visibility of leaders, staff knowledge of vision and 
values and the need for greater medical staff involvement. The CQC actions plans in development will include 
actions to address these issues. 
 
We have noted an increase in the incidence of Clostridium Difficile reflected across the Peninsular. We have had 11 
cases in Q1 with 6 lapses in care against the target of 18. Actions are under way to continue proactive monitoring 
and prompt management.  
 
The safer staffing data hi-lights a number of areas with a lower than expected ratio of registered nursing staff. The 
reasons for this are understood and the areas are being closely monitored.  
 
No issues to raise from WS2 
 

Summary of Challenge / Discussion: 
The vision and values of this organisation reflect those of the NHS Constitution. The organisational development 
strategy will include plans to review current Vision and Values communication and will also review current senior 
leader engagement activities and revise in light of the peer inspection feedback. 

The Clostridium Difficile action plan will be managed through the Joint Infection Prevention and Control Committee 
and monitored through WS1. 

The Associate Director of Nursing (Surgery) has accepted a fixed term opportunity to lead the work of safer staffing, 
nurse recruitment and nursing CIP projects. 

Internal / External Engagement including Public, Patient and Governor Involvement: 
 
None 
 

Equality and Diversity Implications: 
 
None 
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1.0 CQC update  

CQC Assurance July 2015 

We have received notification from CQC that there are two thematic reviews planned to take place 
sometime between October 2015 and March 2016.  

1. Thematic Review of Integrated Care for Older People.   
2. Thematic Review of Integrated Services for children in need of help and protection 

 
We have not received confirmation of our involvement to date. 
Commencing Monday 27th July – DPT have a CQC Inspection.  We will have some input on focus groups, 
but haven’t been asked to participate any further in the visit as yet.   
 
We have just had the second meeting as a fully integrated CQC Assurance group.  The group meets 
monthly.  It is well attended and provides an opportunity to look at areas of concern and themes 
coming through from completed self-assessments, quality assessments and feedback from the 
members.  We are keen not to focus on preparation for a visit, but ongoing compliance and 
improvement.   Logistical plans for the CQC Announced visit are now in place. 
We have undertaken 16 Quality Assessments in the acute Trust and 4 in the community.  We have 
planned in 26 between now and end of December, which will include out of hours visits.  They are very 
well received, and learning has been observed at follow up visits and taken back to areas not yet 
visited.   We are hoping to be able to introduce a Gold, Silver, Bronze award system from the end of 
September.   
Key areas for action: 

 The peer inspections are hi-lighting that staff are not clear about the Trust Vision and Values 
and are not clear what the new organisation is about. There is a lack of clinical engagement in 
the bitesize / buzz sessions as ward and department staff are not able to attend.  The 
organisational development and communication strategy for the ICO needs to include Vision & 
Values. 

 Staff would like to see greater visibility leaders. This to be addressed through the OD and 
Communications strategies. 

 A need for greater engagement from all grades of medical staff. The Medical Director is now 
attending CQC group and the CQC lead is attending the Clinical Director forum  

 SDHFT & T&SDCT ward and department self-assessments in progress and local action plans in 
development 

 Trust-generated intelligent monitoring report / dashboard is in development to enable more 
timely and accurate tracking of CQC indicator performance leading. Performance team 
developing this.  

 
 

 

2.0 Clostridium Difficile update  

Report on Increase in Clostridium difficile toxin -  S Hoque DIPC 16th July 2015 
Clostridium difficile associated diarrhoea (CDAD), mainly a disease of >65yrs, is caused by a toxin released by the 
bacteria C. difficile that lives in the large bowel.  The C. difficile bacteria can form spores and survive in the 
environment for months and they are resistant to alcohol and conventional disinfectants. C. difficile bacteria is 
carried, asymptomatically, in the gut of up to 7% of the healthy population1. 
 
The DH/Monitor C. difficile target for SDHFT 2014/15 is 18 ‘Lapse in Care’.  The DH document, Clostridium 
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difficile infection objectives for NHS organisations in 2015/16 and guidance on sanction implementation 
published Feb 2015, defines a Lapse in Care as in the table below; 
 

A Lapse in care is failure of; Number at SDHFT 

Hand hygiene 0 

Prompt patient isolation 2 

Antimicrobial prescribing 1 

Timely diagnosis (sending stool) 2 

Cleaning & decontamination of patient environment & equipment 0 

Or an Outbreak (defined as 2 or more cases, of the same type, on the 
same ward within 30days) 

1 

 
To date SDHFT has had 13 patients with C. difficile toxin positive results isolated after 72 hours of admission and 
after RCAs, 6 have been allocated ‘Lapse in Care (see table above). Also from the RCAs; 7 of the patients had 
other probable causes of diarrhoea or took 4 days to open bowels after admission or had a single loose stool. 
The other 6 patients had a C. difficile diarrhoeal illness. 
 
Numbers of patients with C. difficile from 1/4/15 - 16/7/15 compared with 1/4/14 - 16/7/14 have increased 2.6 
fold (13 vs 5) for SDHFT and 1.5 fold (47 vs 32) for SDTCCG. The probable reasons for this are listed below: 
 

Reasons for SDHFT increase in CDAD 
 

Actions taken by SDHFT 

Increased diarrhoeal stool screening in April & May 
15,due to national Norovirus outbreak, of 100 
extra stools i.e. 17% extra (potentially 7 extra C. 
difficile ‘carriers’ identified). 
 

Norovirus debrief had 15 actions to be followed up 
at IP&C Committee, these include more side 
rooms, 6 changes to the D&V Outbreak Policy 0653 
& 2 changes to the Outbreak Control Plan 0761. 

Reduced ability to treat, CDAD patient occupied, 
side rooms with hydrogen peroxide vapour (HPV) 
due to bed occupancy pressures. 
 

Purchase of faster, quieter Deprox HPV machines 
and restructuring of Deep Cleaning Team shifts to 
enable 24 hour HPV administration. 

Devon, Cornwall and Isles of Scilly Area Team 
report an increase of C. difficile of 11% from 
2013/14 to 2014/151.  

Liaise with CCG & Primary Care to develop a 3 year 
CDAD Strategy to tackle prescribing of ‘4Cs – 
cephalosporins, clindamycin, ciprofloxacin & co-
amoxiclav’. 

Increase in antibiotic use (tazocin & co-amoxiclav) 
due to a 9% increase in acute admissions with 
E.coli bacteraemia (nationally there is a 4% 
increase1) from 2013/14 to 2014/15. 

Put on IP&C Risk Register because to date no PHE/ 
CCG actions to reduce E. coli bacteraemia in 
community. 

 
 

3.0 Safer Staffing:  

Recruitment & Retention: 
A team of staff represented the organisation recently at the recent RCN Congress in Bournemouth. The event 
appeared to be a success with staff seeking out information and opportunities about working in South Devon. We 
hope some of this interest will convert to actual applications. 
We are also about to embark on the second overseas recruitment campaign and plans are in place to have a rolling 
12 month programme  to maintain stability with filling vacancies to avoid the peaks and troughs across the 
organisation. The initial campaign will be in Portugal, Spain and potentially Greece however nationally, Trusts are 
recruiting further afield in India and the Philippines because of the lack of availability and experienced nursing staff 
in Europe.  
 
Red Flag Indicators: 
One of the key red flag indicators recommended in the CNO safer staffing guidance is the monitoring of missed 
breaks. A pilot was commenced for two weeks in May and the data was collated. The data was inconsistent as some 
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areas did not record any missed breaks and some recorded between 12 & 21 days. There were however some 
hotspot areas that did record these which were CCU/CPU, EAU 3 & McCullam ward. A further piece of work will 
need to be undertaken to ensure consistency in the recording of the data to enable analysis and detailed root cause 
analysis in any hot spot areas. 
 
Electronic Safer Staffing Tool Update: 
We are still awaiting sign off by NHS England for the electronic safer staffing tool. We are continuing to carry out 
the monthly snapshot exercise to monitor the staffing levels according to the acuity and dependency of patients. 
 
Specialing pool: 
Recruitment is underway to recruit a pool of health and care apprentices to provide direct care experience for 
apprentice staff. They will receive special training on de-escalation, distraction and safe handling to ensure they 
have the skill to help manage those who need close supervision. 
 
Nursing CIP: 
The Associate Director for Nursing (Surgery) has moved into an ICO role and will be responsible for managing the 
Nursing CIP projects and for establishing systems to support safe staffing. 
 
Safe Staffing data: 
The report below shows each of the inpatient clinical areas, and details the number of planned and actual hours 
worked by both registered and unregistered care staff over the month, along with the average percentage fill rate.  
The ideal fill rate for each area is 100% and we can see that the majority of the clinical areas have either achieved or 
are very close to achieving this. However, as our patient numbers and their requirements for nursing care fluctuate, 
our nurse staffing numbers are adjusted accordingly. For those areas that are over the 100% threshold, this is 
generally due to the increased ward dependency and the acuity of our patients that require closer support and 
observation. 
 
Areas that are under the 100% threshold are closely monitored by the Matrons and Associate Directors of Nursing 
for the area using Trust wide patient safety and quality indicators. Staff are utilised flexibly on a shift by shift basis 
and senior experienced staff are redeployed as needed to ensure patient safety and quality is maintained at all 
times.  
 

Jun-15 

  Day Shift Night Shift 

Ward 

name 

Registered 

midwives/nurses 
Care Staff 

Registered 

midwives/nurses 
Care Staff 

Planne

d 

Hours 

Actu

al 

Hour

s 

Avera

ge Fill 

(%) 

Plann

ed 

Hours 

Actu

al 

Hour

s 

Avera

ge Fill 

(%) 

Plann

ed 

Hours 

Actu

al 

Hour

s 

Avera

ge Fill 

(%) 

Plann

ed 

Hours 

Actu

al 

Hour

s 

Avera

ge Fill 

(%) 

Ainslie 1563 1512 96.7 1553 1396 89.9 900 678 75.3 1035 1092 105.5 

Allerton 2235 1798 80.4 1035 2004 193.6 1035 1208 116.7 1035 1295 125.1 

Cheetham 

Hill 
1500 1321 88.1 1553 1787 115.1 690 692 100.3 1035 1292 124.8 

Coronary 

care 
1500 1618 107.9       1035 955 92.3       

Cromie 1545 1469 95.1 1035 1397 135.0 1035 1081 104.4 690 1035 150.0 

Dunlop 1200 1151 95.9 1081 1242 114.9 690 690 100.0 1035 1076 104.0 

EAU3 1725 1853 107.4 1035 1222 118.1 1380 1059 76.7 690 1057 153.2 

EAU4 1725 1946 112.8 1035 1336 129.1 1380 1415 102.5 690 839 121.6 

Ella 

Rowcroft 
1185 1091 92.1 1208 1082 89.6 690 668 96.8 690 679 98.4 
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Forrest 1545 1538 99.5 1035 1110 107.2 1035 894 86.4 690 746 108.1 

George 

Earle 
1725 1557 90.3 1208 1538 127.3 690 679 98.4 1035 1310 126.6 

ICU 2070 2087 100.8       2070 2036 98.4       

Louisa 

Cary 
1380 1880 136.2 690 1607 232.9 1035 1452 140.3 690 1382 200.3 

Maternity 3105 3105 100.0 1035 811 78.4 3105 3013 97.0 690 644 93.3 

McCallu

m 
937 952 101.6 644 634 98.4 690 690 100.0 345 415 120.3 

Midgley 1380 1730 125.4 1208 1483 122.8 1035 1035 100.0 690 736 106.7 

SCBU 1035 895 86.5 345 222 64.3 690 725 105.1 345 253 73.3 

Turner 1440 1543 107.2 1553 2096 135.0 690 691 100.1 1035 1485 143.5 

Simpson 1380 1861 134.9 1035 880 85.0 690 702 101.7 690 847 122.8 
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Trust Board Summary Report 

 
REPORT SUMMARY SHEET 

Meeting  
Date: 
 

5th August 2015 

Title: 
 

Safety Score Card 

Lead 
Director: 
 

Dr Lowes Medical Director 

Corporate 
Objective: 
 

Safe Care  

Purpose: 
 

Information/Assurance 

Summary of Key Issues for Trust Board 

Strategic Context: 
Assurance on Patient Safety in line with incident reports and various patient 
safety metrics both internal and external  
 

Key Issues/Risks and Recommendations: 
 
Infection Control 
Hand hygiene compliance rates CDT numbers:  latest data point below plan -
observe  
 
Falls  
Falls rate returning to normal levels, observe   
 

Summary of ED Challenge/Discussion: 
 
 
 

Internal/External Engagement including Public, Patient and Governor 
Involvement: 
 
 
 

Equality and Diversity Implications: 
 
Ni 
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Safety Score Card No. 35 
 
 

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 35.  
 
 

Safety Indicator 
 

Data Source  
Target 

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

       M
o

rta
lity

  
   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) 

   In
fe

c
tio

n
 

C
o
n

tro
l 

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
a

tie
n

t In
c
id

e
n

t 
    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
s
s
u

ra
n

c
e
 

 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 

Addendum For Information 
 

 
 

Dr Foster commissioned report on SDHCFT’s mortality 
position 
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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.   
 
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. 
 
The HSMR position remains within the expected range and is performing better, i.e. below 
the 100 average line. 
 
Infection Control  
The data is showing an increase in CDT numbers as against target and 1 data point of 
poor hand hygiene.  This needs to be observed via the monthly Performance and Quality 
Data book. 
 
Patient Incident Data  
Patient incident data remains stable in both reportable numbers and harm rates. 
 
Falls are showing a historic rising trend in the data, and a report (embedded in document) 
has been presented to the Patient Safety Committee. This trend is showing improvement.  
 
Grade 3 & 4 pressure ulcers are showing a reduction in Q1 as well as a reduction in the 
less serious Grades 1 -2s. 
  
Missed doses are showing some variability which needs to be monitored and fully 
understood as the team have made the criteria harder to achieve.  
 
Cardiac arrests are reducing over time.  
 
 
Assurance Data  
Safety Thermometer - All data is within the target range for each metric.   
Never Events – No never events in Q1 2015/16 
 
 
 
STATUS:                        Green to Amber.    Infection control - Hand hygiene, CDT.   
 
                                                                     Patient Safety -  Falls   
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Appendix 1 

This metric looks at the two main standardised mortality tools:  
Hospital Standardised Mortality Rate (HSMR) and   

Summary Hospital Mortality Index (SHMI) 
(Data obtained from Dr Foster) 

 
 

The Dr Foster 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 as 
they were based on a prior data year, namely the 2012/13 benchmark year.  
 
Traditionally, the rebasing is undertaken every year to make it harder to 
achieve the 100 average line as poor performing Trusts improve.  

 
 

1. Hospital Standardised Mortality Rate (HSMR) 
 
The average HSMR for all UK hospitals is a rate of 100.  A rate above 100 
with a    high relative risk - may signify a concern and needs to be 
investigated.  
 
HSMR from Apr 13 – Mar 15 

 
 
 
Our latest data point, March, is showing a low relative risk of 80, which, in 
conjunction with the winter mortality picture, is showing a healthy quarterly 
position.  
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The next chart highlights Trend by Quarter, specifically Quarter 2 2013 to Q1 
2015 using the 2013/14 baseline data set 
 

 
 
The last two quarters are performing below the 100 standard line.  
 
 
2. 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 very 
retrospective; therefore, please note the following data is from Oct 2013 - 
Sept 2014   
 
 
The latest released data sets are as below; please note these data periods 
will be different from the dates used on Dr Foster’s HSMR.  Dr Foster reports 
much faster than SHMI. 
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SHMI all deaths, SHMI in hospital deaths and HSMR  
 

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 
within expected range and with the in-hospital deaths at a low relative risk.  
 

 
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 Oct 
2013 - Sept 2014 against expected deaths, again showing SDHCFT 
performing within the expected range.  
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The next chart highlights the position of similar sized trusts within England for 
the period Oct 2013 – Sept 2014 and allows a comparison against these 
organisations. 
 

 
 
 
The penultimate 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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The final chart allows a comparison of the mortality clinical classification 
software (CCS) groups for in hospital and all deaths (i.e. within 30 days post 
discharge).  None are flagging red and all are within normal limits or green, 
performing better than the norm. 

 

 
 
 
 
 
 
 
 
 
 

Page 9 of 27Safety Scorecard.pdf
Overall Page 29 of 224



 

 

Public 

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.  
 

 
 
The winter period recorded a rise in the number of deaths, particularly in Jan 
15 and this increase is still present in the June data point.  This hasn’t 
transposed over negatively into the HSMR which is remaining within normal 
limits.  More data points will need to be observed looking for any trend or 
shift in the data.    
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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. 

 
Of the 15 indicators above, the relative risks of one of them is currently 
flagging outside of the expected norm.  This will be investigated and a report 
sent to the Patient Safety Committee in 6 weeks’ time.    
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 11 of 27Safety Scorecard.pdf
Overall Page 31 of 224



 

 

Public 

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. 
 
June’s data has dropped to below 80% and the Infection control team are 
working with the areas to improve compliance – more data points are 
therefore needed to observe for any trend or shift in the data.  
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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 620 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. 
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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, rate and harm rate 
 

 
 

 

 

 

The above 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.  A 
report has previously been sent to the Patient Safety Committee and 
presentation given to SMG.  The latest data point is downwards and this 
needs to be observed over time.   
 
 
The falls rate per 1000 occupied bed days reflects the above trend but has 
now dropped back below the target rate  
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The final chart records the harm rate as expressed per thousand occupied 
bed days which for the last two data points is recording a zero rate after 
rising over the winter Q4 period. 
 

 
 
The falls data is reviewed by the Falls committee and will be monitored via 
Patient Safety Committee. 
 
Attached is the report given to WS1 on the rise in falls in Q4 2015 – the 
action plan to address this will be taken to WS1 in Oct 2015 in preparedness 
for Q4 2016 
 

Item 7e - SDHCFT 

Falls report 2015.docx 
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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 1 and Grade 2 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. 
 
The more serious Grade 3 – 4 pressure ulcers, whilst historically low have 
recorded zero for the past quarter.  Much work is being undertaken in the 
Pressure Ulcer Prevention (PUP) project which is now rolled out to new 
wards under a buddy system; a ward that has been through the programme 
helps the new ward implement the bundle measures and improvement tools. 
 

 
 
This reduction in Grade 3 - 4 is also replicated in the reported Grade 1 -2 
pressure ulcers and this trend then being seen Trustwide which is to be 
encouraged.  
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Appendix 11 
Medication 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 despite the median value 
being within the target zone. 
 
The 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. 
 

0.00

1.00

2.00

3.00

4.00

5.00

6.00

7.00

8.00

1
0

/1
3

/2
0

1
4

1
0

/2
0

/2
0

1
4

1
0

/2
7

/2
0

1
4

1
1

/3
/2

0
1

4
1

1
/1

0
/2

0
1

4
1

1
/1

7
/2

0
1

4
1

1
/2

4
/2

0
1

4
1

2
/1

/2
0

1
4

1
2

/8
/2

0
1

4
1

2
/1

5
/2

0
1

4
1

2
/2

2
/2

0
1

4
1

2
/2

9
/2

0
1

4
1

/5
/2

0
1

5
1

/1
2

/2
0

1
5

1
/1

9
/2

0
1

5
1

/2
6

/2
0

1
5

2
/2

/2
0

1
5

2
/9

/2
0

1
5

2
/1

6
/2

0
1

5
2

/2
3

/2
0

1
5

3
/2

/2
0

1
5

3
/9

/2
0

1
5

3
/1

6
/2

0
1

5
3

/2
3

/2
0

1
5

3
/3

0
/2

0
1

5
4

/6
/2

0
1

5
4

/1
3

/2
0

1
5

4
/2

0
/2

0
1

5
4

/2
7

/2
0

1
5

5
/4

/2
0

1
5

5
/1

1
/2

0
1

5
5

/1
8

/2
0

1
5

5
/2

5
/2

0
1

5
6

/1
/2

0
1

5
6

/8
/2

0
1

5
6

/1
5

/2
0

1
5

6
/2

2
/2

0
1

5
6

/2
9

/2
0

1
5

7
/6

/2
0

1
5

TORBAY HOSPITAL - PERCENTAGE OF MISSED 
DOSES 

Medicine

Surgery

All

median all

Page 21 of 27Safety Scorecard.pdf
Overall Page 41 of 224



 

 

Public 

 
 

The meds reconciliation figure has decreased from a relatively high position 
due to a change in the data gathering methodology.  Pharmacy, to ensure 
enhanced compliance, are now applying the Meds Rec within 24 hours of 
hospital admission to all weekend admissions.  This has resulted in the 
change and improvement work in is progress to return the process to a 95+ 
reliability.  
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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 2015/16 

 
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 now been decreased from 25 to 14 events, one of 
which is only applicable to Mental Health Trusts. 
 
 
In 2015 the Trust has recorded two such events, one in Ophthalmology and 
one in Theatre; in both cases the patients did not suffer any immediate 
physical harm. 

 
Data Jan 2011 – 17th July 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 

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 
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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 

 
 

Addendum 

Dr Foster report on SDHCF’s Mortality 
 

For Information as attached  

 

SDHCFT Quality 

Report May 2015.pdf
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Page 27 of 27Safety Scorecard.pdf
Overall Page 47 of 224



 

 

 

REPORT SUMMARY SHEET 

Meeting  Date: 
 

 
5th August 2015 

Title: 
 

 
Medical Director’s Report – Revalidation update 

Lead Director: 
 

 
Dr John Lowes, Medical Director 

Corporate 
Objective: 
 

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

Purpose: 
 

Information/Assurance 

Summary of Key Issues for Trust Board 

Strategic Context: 
 
Update Board on the revalidation profile of the medical workforce.  (Internal Audit 
Report and Annual Organisational Audit 2014 – 2015 attached) 
 
 

Key Issues/Risks and Recommendations: 
 
To provide assurance to the Foundation Trust Board with links to corporate objectives. 
 

Summary of ED Challenge/Discussion: 
 
1) There are 18 doctors with unapproved, incomplete and missed appraisals and 16 
with approved but incomplete appraisals.  What are the reasons for this? 
2) How are the recommendations of the internal audit report being actioned and 
monitored? 
 
Response:  
1) 14 doctors < 12 months in post, 1 maternity leave, 1 sickness absence.  15 doctors 
in 12 – 15 months window.  2 > 15months, 1awaiting appraisal – booked. 
2) In progress and led by Medical Director. 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
 

Equality and Diversity Implications: 
 
Many of the issues raised will include or provide assurance about our equality and 
diversity work and our involvement work.     
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Directorate  

Medical Operations Patients and Information 

Nursing 

Finance 

Policy 

Human Resources 

Commissioning Development 

 

Publications Gateway Reference: 02945 

Document Purpose Questionnaire 

Document Name A Framework of Quality Assurance for Responsible Officers and 
Revalidation, Annex C – Annual Organisational Audit 

Author NHS England, Medical Revalidation Programme 

Publication Date 24 March 2015 

Target Audience All Responsible Officers in England 

Additional Circulation 
List 

Foundation Trust CEs , NHS England Regional Directors, 
Medical Appraisal Leads, CEs of Designated Bodies in 
England, NHS England Regional Directors and Directors of 
Commissioning Operations, NHS Trust Board Chairs, Directors 
of HR, NHS Trust CEs, All NHS England Employees 

Description The Framework of Quality Assurance (FQA) provides an 
overview of the elements defined in the Responsible Officer 
Regulations, along with a series of processes to support 
Responsible Officers and their Designated Bodies in providing 
the required assurance that they are discharging their respective 
statutory responsibilities. 

Cross Reference The Medical Profession (Responsible Officers) Regulations, 
2010 (as amended 2013) and the GMC (Licence to Practise and 
Revalidation) Regulations 2012 

Superseded Docs 

(if applicable) 

A Framework of Quality Assurance for Responsible Officers and 
Revalidation, 4 April 2014 

Action Required Responsible Officers to submit an annual return to their higher 
level responsible officers in accordance with this guidance. 

Timings / Deadline From April 2015 

Contact Details for 
further information 

england.revalidation-pmo@nhs.net 

http://www.england.nhs.uk/revalidation/ 

Document Status 
 

This is a controlled document. Whilst this document may be printed, the electronic version 
posted on the intranet is the controlled copy.  Any printed copies of this document are not 
controlled.  As a controlled document, this document should not be saved onto local or 
network drives but should always be accessed from the intranet.The NHS Commissioning 
Board (NHS CB) was established on 1 October 2012 as an executive non-departmental 
public body. Since 1 April 2013, the NHS Commissioning Board has used the name NHS 
England for operational purposes. 
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1  Introduction 
 

 
The Framework of Quality Assurance (FQA) and the monitoring processes within it are 

designed to support all responsible officers in fulfilling their statutory duty, providing a means 

by which they can demonstrate the effectiveness of the systems they oversee.  It has been 

carefully crafted to ensure that administrative burden is minimised, whilst still driving learning 

and sharing of best practice.   Each element of the FQA process will feed in to a 

comprehensive report from the national-level responsible officer to Ministers and the public, 

capturing the state of play in implementing medical revalidation across the country. 
 

 
The reporting processes are intended to be streamlined, coherent and integrated, ensuring 

that information is captured to contribute to local processes, whilst simultaneously providing 

the required assurance. The process will be reviewed and revised on a regular basis. 
 

 
 
The AOA (Annex C) is a standardised template for all responsible officers to complete and 

return to their higher-level responsible officer.  AOAs from all designated bodies will be 

collated to provide an overarching status report of implementation across England.  Where 

small designated bodies are concerned, or where types of organisation are small in number, 

these will be appropriately grouped to ensure that data is not identifiable to the level of the 

individual. 
 

 
The AOA has been simplified and shortened considerably from its predecessor, (ORSA), 

with a focus on what is happening, with what outcome, along with an assessment of the 

designated body’s organisational capacity to ensure a robust consistent system of 

revalidation.  Learning from the experience of ORSA, the AOA has been designed to reduce 

the administrative burden upon organisations and to be of maximum help to responsible 

officers in fulfilling their obligations. 
 

 
The aims of the annual organisational audit exercise are to: 

 

• gain an understanding of the progress that organisations have made during 2014/15; 

• provide a tool that helps responsible officers assure themselves and their 

boards/management bodies that the systems underpinning the recommendations they 

make to the General Medical Council (GMC) on doctors’ fitness to practise, the 

arrangements for medical appraisal and responding to concerns, are in place; 

• provide a mechanism for assuring NHS England (as the Senior Responsible Owner 

for medical revalidation in England), the England Revalidation Implementation Board 

(ERIB) and the GMC that systems for evaluating doctors’ fitness to practice are in 

place, functioning, effective and consistent. 
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This AOA exercise is divided into five sections: 
 
 
Section 1: The Designated Body and the Responsible Officer 

Section 2: Appraisal 

Section 3: Monitoring Performance and Responding to Concerns 

Section 4: Recruitment and Engagement 

Section 5: Additional Comments 
 
 
The questionnaire should be completed by the responsible officer on behalf of the 

designated body, though this duty may be appropriately delegated. The questionnaire should 

be completed during April and May 2015 for the year ending 31 March 2015. The deadline 

for submission will be detailed in an email containing the link to the electronic version of the 

form, which will be sent after 30th March 2015. 
 
 
Whilst NHS England is a single designated body, for the purpose of this audit, the national 

and regional offices of NHS England should answer as a ‘designated body’ in their own right. 

For the year 2014/15 the data will be collected by the former NHS England area team 

structure that was in existence for most of the period.  Further guidance will be issued to 

regional teams in due course. 
 
 

 
Following completion of this AOA exercise, designated bodies should: 

 

• consider using the information gathered to produce a status report and to conduct a 

review of their organisations’ developmental needs. 

• complete a statement of compliance and submit it to NHS England by the 30th
 

September 2015. 

The audit process will also enable designated bodies to provide assurance that they are 

fulfilling their statutory obligations and their systems are sufficiently effective to support the 

responsible officer’s recommendations. 
 
 
For further information, references and resources see pages 30-31 

and  www.england.nhs.uk/revalidation 
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2 Guidance for submission 
 

 
Guidance for submission: 

 

• Several questions require a ‘Yes’ or ‘No’ answer.  In order to answer ‘Yes’, you must 

be able to answer ‘Yes’ to all of the statements listed under ‘to answer ‘Yes’’ 
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3 Section 1 – The Designated Body and the Responsible Officer 

https://rms.wsybcsu.nhs.uk/AOAReport.aspx?mode=view&questionnaireId=32db397b-ba3c-406a-
9d10-4375a3e6b523  

 
 

Section 1 
 

The Designated Body and the Responsible Officer 

 

1.1 Name of designated body: 

South Devon Healthcare NHS Foundation Trust 

Lawes Bridge 

TORQUAY 

Devon 

 

 Postcode  TQ2 7AA 

Responsible officer: 
Title  Dr 
GMC registered first name  David  GMC registered last name    Sinclair 
GMC reference number      2718826 Phone                                   01803 656403 
Email                                   david.sinclair@nhs.net 

Medical Director: 

Title  Dr  

GMC registered first name  David GMC registered last name    Sinclair 

GMC reference number       2718826 Phone                                   01803 656403 
Email                                    david.sinclair@nhs.net 

Clinical Appraisal Lead (if applicable): 

Title   Dr 

GMC registered first name  Maree GMC registered last name     Wright 

GMC reference number      3405141 Phone                                    01803 656403 
Email                                    maree.wright@nhs.net 

Chief executive (or equivalent): 

Title  Dr 

First name   John                                  Last name Lowes 
GMC reference number (if applicable)       2631387              
Phone Email  john.lowes@nhs.net 
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1.2 
 

Type/sector of 

designated 

body: 
 

(tick one) 

 
 
 
 
 

 
NHS 

Acute hospital/secondary care foundation trust  

Acute hospital/secondary care non-foundation trust  

Mental health foundation trust  

Mental health non-foundation trust  

Other NHS foundation trust (care trust, ambulance trust, etc)  

Other NHS non-foundation trust (care trust, ambulance trust, etc)  

Special health authorities (NHS Litigation Authority, NHS Trust 

Development Authority, NHS Blood and Transplant, etc) 

 

 
 
 

NHS England 

NHS England (area team at the start of the reporting period)  

NHS England (regional office)  

 
NHS England (national office) 

 

 

 
 
 
 
 
 
 
Independent / non-NHS 

sector 

(tick one) 

 

Independent healthcare provider 
 

Locum agency  

Faculty/professional body (FPH, FOM, FPM, IDF, etc)  

Academic or research organisation  

Government department, non-departmental public  body or 

executive agency 

 

 

Armed Forces 
 

Hospice  

Other charity/voluntary sector organisation  

Other non-NHS (please enter type)  
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1.3 
The responsible officer’s higher level 

responsible officer is based at: 

[tick one] 

NHS England North  

NHS England Midlands and East  

NHS England London  

NHS England South  

NHS England (National)  

Department of Health NHS  

 

Faculty of Medical Leadership and Management - for NHS England 
(national office) only 

 

 

A suitable person 
 

 

1.4 
 

A responsible officer has been nominated/appointed in compliance with the regulations. 
 

 
To answer ‘Yes’: 

• The responsible officer has been a medical practitioner fully registered under the Medical Act 1983 

throughout the previous five years and continues to be fully registered whilst undertaking the role of 

responsible officer. 

• There is evidence of formal nomination/appointment by board or executive of each organisation for which 

the responsible officer undertakes the role. 

 
 
 

Yes 
 

No 
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1.5 Where a Conflict of Interest or Appearance of Bias has been identified and agreed with the higher level 
responsible officer; has an alternative responsible officer been appointed? 

 

 
(Please note that in The Medical Profession (Responsible Officers) Regulations 2010 (Her Majesty’s Stationery 

Office, 2013), an alternative responsible officer is referred to as a second responsible officer) 
 
 

To answer ‘Yes’: 

The designated body has nominated an alternative responsible officer in all cases where there is a 

conflict of interest or appearance of bias between the responsible officer and a doctor with whom the 

designated body has a prescribed connection. 

To answer 'No’: 

A potential conflict of interest or appearance of bias has been identified, but an alternative responsible 

officer has not been appointed. 

To answer 'N/a’: 
No cases of conflict of interest or appearance of bias have been identified. 

 

Additional guidance 
 

Each designated body will have one responsible officer but the regulations allow for an alternative responsible 

officer to be nominated or appointed where a conflict of interest or appearance of bias exists between the 

responsible officer and a doctor with whom the designated body has a prescribed connection. This will cover the 

uncommon situations where close family or business relationships exist, or where there has been longstanding 

interpersonal animosity. 
 

In order to ensure consistent thresholds and a common approach to this, potential conflict of interest or 

appearance of bias should be agreed with the higher level responsible officer.  An alternative responsible officer 

should then be nominated or appointed by the designated body and will require training and support in the same 

way as the first responsible officer. To ensure there is no conflict of interest or appearance of bias, the alternative 

responsible officer should be an external appointment and will usually be a current experienced responsible officer 

from the same region. Further guidance is available in Responsible Officer Conflict of Interest or Appearance of 

Bias: Request to Appoint and Alternative Responsible Officer (NHS Revalidation Support Team, 2014). 

 

Yes 

No 

N/A 
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1.6 
 

In the opinion of the responsible officer, sufficient funds, capacity and other resources have been 
provided by the designated body to enable them to carry out the responsibilities of the role. 

 
Each designated body must provide the responsible officer with sufficient funding and other resources necessary 

to fulfil their statutory responsibilities. This may include sufficient time to perform the role, administrative and 

management support, information management and training. The responsible officer may wish to delegate some 

of the duties of the role to an associate or deputy responsible officer. It is important that those people acting on 

behalf of the responsible officer only act within the scope of their authority. Where some or all of the functions are 

commissioned externally, the designated body must be satisfied that all statutory responsibilities are fulfilled. 

 
Yes 

 

No 

 

1.7 
 

The responsible officer is appropriately trained and remains up to date and fit to practise in the role of 

responsible officer. 
 

To answer ‘Yes’: 
 

• Appropriate recognised introductory training has been undertaken. 

• Appropriate ongoing training and development is undertaken in agreement with the responsible 

officer’s appraiser. 

• The responsible officer has made themselves known to the higher level responsible officer. 

• The responsible officer is engaged in the regional responsible officer network. 

• The responsible officer is actively involved in peer review for the purposes of calibrating their decision- 

making processes and organisational systems. 

• The responsible officer includes relevant supporting information relating to their responsible officer role 

in their appraisal and revalidation portfolio including the results of the Annual Organisational Audit and 

the resulting action plan. 

 
Yes 

 

No 
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1.8 
 

The responsible officer ensures that accurate records are kept of all relevant information, actions and 

decisions relating to the responsible officer role. 

 
The responsible officer records should include appraisal records, fitness to practise evaluations, investigation and 

management of concerns, processes relating to ‘new starters’, etc. 

 
Yes 

 

No 

 

1.9 
 

The responsible officer ensures that the designated body's medical revalidation policies and procedures 

are in accordance with equality and diversity legislation. 

 
To answer ‘Yes’: 

• An evaluation of the fairness of the organisation’s policies has been performed (for example, an 

equality impact assessment). 

 
Yes 

 

No 

 

1.10 
 

The responsible officer makes timely recommendations to the GMC about the fitness to practise of all 

doctors with a prescribed connection to the designated body, in accordance with the GMC requirements 

and the GMC Responsible Officer Protocol. 

 
To answer ‘Yes’: 

• The designated body’s board report contains explanations for all missed and late recommendations, 

and reasons for deferral submissions. 

 
Yes 

 

No 

 

1.11 
 

The governance systems (including clinical governance where appropriate) are subject to external or 

independent review. 

 
Most designated bodies will be subject to external or independent review by a regulator. Designated bodies which 

are healthcare providers are subject to review by the national healthcare regulators (the Care Quality Commission 

or Monitor). Where designated bodies will not be regulated or overseen by an external regulator (for example 

locum agencies and organisations which are not healthcare providers), an alternative external or independent 

review process should be agreed with the higher level responsible officer. 

 
Yes 

 

No 
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1.12 The designated body has commissioned or undertaken an independent review* of its processes relating 

to appraisal and revalidation. 

(*including peer review, internal audit or an externally commissioned assessment) 

 

Yes 
 

No 
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4 Section 2 – Appraisal 
Section 2 Appraisal 

 
2.1 

IMPORTANT: Only doctors with whom the designated body has a prescribed 

connection at 31 March 2015 should be included. 

Where the answer is ‘nil’ please enter ‘0’. 

 1a 1b 2 3  
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See guidance notes on pages 16-18 for assistance completing this table 

 
2.1.1 

Consultants (permanent employed consultant medical staff including honorary 

contract holders, NHS, hospices, and government /other public body staff.  Academics 

with honorary clinical contracts will usually have their responsible officer in the NHS 

trust where they perform their clinical work). 

188 129 40 6 13 188 

 
2.1.2 

Staff grade, associate specialist, specialty doctor (permanent employed staff 

including hospital practitioners, clinical assistants who do not have a prescribed 
connection elsewhere, NHS, hospices, and government/other public body staff). 

33 19 8 1 5 33 

 
2.1.3 

Doctors on Performers Lists (for NHS England and the Armed Forces only; doctors 
on a medical or ophthalmic performers list. This includes all general practitioners 
(GPs) including principals, salaried and locum GPs). 

0 0 0 0 0 0 

 
2.1.4 

Doctors with practising privileges (this is usually for independent healthcare 
providers, however practising privileges may also rarely be awarded by NHS 
organisations. All doctors with practising privileges who have a prescribed connection 
should be included in this section, irrespective of their grade). 

0 0 0 0 0 0 

 
2.1.5 

Temporary or short-term contract holders (temporary employed staff including 

locums who are directly employed, trust doctors, locums for service, clinical research 
fellows, trainees not on national training schemes, doctors with fixed-term employment 
contracts, etc). 

28 13 6 9 0 28 

 
2.1.6 

Other doctors with a prescribed connection to this designated body (depending 
on the type of designated body, this category may include responsible officers, locum 
doctors, and members of the faculties/professional bodies.  It may also include some 
non-clinical management/leadership roles, research, civil service, doctors in wholly 
independent practice, other employed or contracted doctors not falling into the above 
categories, etc). 

0 0 0 0 0 0 

2.1.7 
 

TOTAL (this cell will sum automatically 2.1.1 – 2.1.6). 249 161 54 16 18 249 
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Did the doctor have an 

appraisal meeting 
between 1st April 2014 

and 31st March 2015, for 
which the appraisal 
outputs have been 

signed off? 
 
 

Yes 

No 
Was the reason for 

No 
missing the 

appraisal agreed by 
the RO in advance? 

 

Yes 

 

Unapproved incomplete 

or missed appraisal (3) 
 
 
 

Approved incomplete 
or missed appraisal 

(2) 

 
 
 

Was this between 9- 
15 months of the 

doctor’s last 
appraisal, 

 
AND 

 
was the appraisal 

summary signed off 
within 28 days of 

the appraisal date, 

AND 

did the entire 
process occur 

between 1 April and 
31 March? 

 
 
 
 

Completed Appraisal 
(1a) 

 

 
 
 
 
 
 
 
 

Completed Appraisal 
(1b) 
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2.1 Column - Number of Prescribed Connections: 

Number of doctors with whom the designated body has a prescribed connection as at 31 March 2015 

The responsible officer should keep an accurate record of all doctors with whom the designated body has a prescribed 

connection and must be satisfied that the doctors have correctly identified their prescribed connection.  Detailed 

advice on prescribed connections is contained in the responsible officer regulations and guidance and further advice 

can be obtained from the GMC and the higher level responsible officer. The categories of doctor relate to current roles 

and job titles rather than qualifications or previous roles. The number of individual doctors in each category should be 

entered in this column. Where a doctor has more than one role in the same designated body a decision should be 

made about which category they belong to, based on the amount of work they do in each role.  Each doctor should be 

included in only one category. 

 
Column - Measure 1a Completed medical appraisal: 
A Category 1a completed annual medical appraisal is one where the appraisal meeting has taken place between 9 and 
15 months of the date of the last appraisal, the outputs of appraisal have been agreed and signed-off by the appraiser 
and the doctor within 28 days of the appraisal meeting, and the entire process occurred between 1 April and 
31 March. 

 
Column - Measure 1b Completed medical appraisal: 

A Category 1b completed annual medical appraisal is one in which the appraisal meeting took place in the appraisal 
year between 1 April and 31 March, and the outputs of appraisal have been agreed and signed-off by the appraisal 
and the doctor, but one or more of the following apply: 
- a period of time of less than 9 months or greater than 15 months from the last appraisal has elapsed; 
- the outputs of appraisal have been agreed and signed-off by the appraiser and the doctor between 1 April and 28 
April of the following appraisal year; 
- the outputs of appraisal have been agreed and signed-off by the appraiser and the doctor more than 28 days after 
the appraisal meeting. 
However, in the judgement of the responsible officer the appraisal has been satisfactorily completed to the standard 
required to support an effective revalidation recommendation. 
Where the organisational information systems of the designated body do not permit the parameters of a Category 1a 
completed annual medical appraisal to be confirmed with confidence, the appraisal should be counted as a Category 
1b completed annual medical appraisal. 
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Column - Measure 2: Approved incomplete or missed appraisal: 

An approved incomplete or missed annual medical appraisal is one where the appraisal has not been completed 

according to the parameters of either a Category 1a or 1b completed annual medical appraisal, but the responsible 

officer has given approval to the postponement or cancellation of the appraisal. The designated body must be able to 

produce documentation in support of the decision to approve the postponement or cancellation of the appraisal in 

order for it to be counted as an Approved incomplete or missed annual medical appraisal. 

 
Column - Measure 3: Unapproved incomplete or missed appraisal: 

An Unapproved incomplete or missed annual medical appraisal is one where the appraisal has not been completed 

according to the parameters of either a Category 1a or 1b completed annual medical appraisal, and the responsible 

officer has not given approval to the postponement or cancellation of the appraisal. 

Where the organisational information systems of the designated body do not retain documentation in support of a 
decision to approve the postponement or cancellation of an appraisal, the appraisal should be counted as an 
Unapproved incomplete or missed annual medical appraisal. 

 
Column Total: 

Total of columns 1a+1b+2+3. The total should be equal to that in the first column (Number of Prescribed 

Connections), the number of doctors with a prescribed connection to the designated body at 31 March 2015. 
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2.2 Every doctor with a prescribed connection to the designated body with a missed or incomplete medical 

appraisal has an explanation recorded 
 

To answer Yes: 
 

• The responsible officer ensures accurate records are kept of all relevant actions and decisions relating to the 

responsible officer role. 

• The designated body’s annual report contains an audit of all missed or incomplete appraisals (approved and 

unapproved) for the appraisal year 2014/15 including the explanations and agreed postponements. 

• Recommendations and improvements from the audit are enacted. 

Additional guidance: 

A missed or incomplete appraisal, whether approved or unapproved, is an important occurrence which could indicate a 

problem with the designated body’s appraisal system or non-engagement with appraisal by an individual doctor which 

will need to be followed up. 

Yes 
 

No 

 

Measure 2: Approved incomplete or missed appraisal: 
An approved incomplete or missed annual medical appraisal is one where the appraisal has not been completed 
according to the parameters of either a Category 1a or 1b completed annual medical appraisal, but the responsible 
officer has given approval to the postponement or cancellation of the appraisal. The designated body must be able to 
produce documentation in support of the decision to approve the postponement or cancellation of the appraisal in 
order for it to be counted as an Approved incomplete or missed annual medical appraisal. 

 

Measure 3: Unapproved incomplete or missed appraisal: 
An Unapproved incomplete or missed annual medical appraisal is one where the appraisal has not been completed 
according to the parameters of either a Category 1a or 1b completed annual medical appraisal, and the responsible offic 
has not given approval to the postponement or cancellation of the appraisal. 
Where the organisational information systems of the designated body do not retain documentation in support of a 
decision to approve the postponement or cancellation of an appraisal, the appraisal should be counted as an 
Unapproved incomplete or missed annual medical appraisal. 
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2.3 
There is a medical appraisal policy, with core content which is compliant with national guidance, that has 

been ratified by the designated body's board (or an equivalent governance or executive group) 

To answer ‘Yes’: 

• The policy is compliant with national guidance, such as Good Medical Practice Framework for Appraisal and 

Revalidation (GMC, 2013), Supporting Information for Appraisal and Revalidation (GMC, 2012), Medical 

Appraisal Guide (NHS Revalidation Support Team, 2014), The Role of the Responsible Officer: Closing the 

Gap in Medical Regulation, Responsible Officer Guidance (Department of Health, 2010), Quality Assurance of 

Medical Appraisers (NHS Revalidation Support Team, 2014). 

• The policy has been ratified by the designated body’s board or an equivalent governance or executive group. 

 
Yes 

 

No 

 

2.4 
There is a mechanism for quality assuring an appropriate sample of the inputs and outputs of the medical 

appraisal process to ensure that they comply with GMC requirements and other national guidance, and the 

outcomes are recorded in the annual report template. 

To answer ‘Yes’: 

• The appraisal inputs comply with the requirements in Supporting Information for Appraisal and Revalidation 

(GMC, 2012) and Good Medical Practice Framework for Appraisal and Revalidation (GMC, 2013), which are: 

o Personal information. 

o Scope and nature of work. 

o Supporting information: 

1.  Continuing professional development, 

2.  Quality improvement activity, 

3.  Significant events, 

4.  Feedback from colleagues, 

5.  Feedback from patients, 

6.  Review of complaints and compliments. 

o Review of last year’s PDP. 

o Achievements, challenges and aspirations. 

• The appraisal outputs comply with the requirements in the Medical Appraisal Guide (NHS Revalidation Support 

Team, 2014) which are: 

o Summary of appraisal, 

o Appraiser’s statement, 

o Post-appraisal sign-off by doctor and appraiser. 

 
Yes 

 

No 
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 Additional guidance: 

Quality assurance is an integral part of the role of the responsible officer. The standards for the inputs and outputs of 

appraisal are detailed in Supporting Information for Appraisal and Revalidation (GMC, 2012), Good Medical Practice 

Framework for Appraisal and Revalidation (GMC, 2013) and the Medical Appraisal Guide (NHS Revalidation Support 

Team, 2014) and the responsible officer must be assured that these standards are being met consistently. The 

methodology for quality assurance should be outlined in the designated body’s appraisal policy and include a sampling 

process.  Quality assurance activities can be undertaken by those acting on behalf of the responsible officer with 

appropriate delegated authority. 

 

 
2.5 

There is a process in place for the responsible officer to ensure that key items of information (such as specific 

complaints, significant events and outlying clinical outcomes) are included in the appraisal portfolio and 

discussed at the appraisal meeting, so that development needs are identified. 

To answer ‘Yes’: 

• There is a written description within the appraisal policy of the process for ensuring that key items of supporting 

information are included in the doctor’s portfolio and discussed at appraisal. 

• There is a process in place to ensure that where a request has been made by the responsible officer to include 

a key item of supporting information in the appraisal portfolio, the appraisal portfolio and summary are checked 

after completion to ensure this has happened. 

Additional guidance: 
 

It is important that issues and concerns about performance or conduct are addressed at the time they arise. The 

appraisal meeting is not usually the most appropriate setting for dealing with concerns and in most cases these are 

dealt with outside the appraisal process in a clinical governance setting. Learning by individuals from such events is an 

important part of resolving concerns and the appraisal meeting is usually the most appropriate setting to ensure this is 

planned and prioritised. 

In a small proportion of cases, the responsible officer may therefore wish to ensure certain key items of supporting 

information are included in the doctor’s portfolio and discussed at appraisal so that development needs are identified 

and addressed. In these circumstances the responsible officer may require the doctor to include certain key items of 

supporting information in the portfolio for discussion at appraisal and may need to check in the appraisal summary that 

the discussion has taken place. The method of sharing key items of supporting information should be described in the 

appraisal policy. It is important that information is shared in compliance with principles of information governance and 

security. For further detail, see Information Management for Medical Appraisal and Revalidation in England (NHS 

Revalidation Support Team, 2013). 

 
Yes 

 

No 
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2.6 The responsible officer ensures that the designated body has access to sufficient numbers of trained 

appraisers to carry out annual medical appraisals for all doctors with whom it has a prescribed connection 

To answer ‘Yes’: 

The responsible officer ensures that: 

• Medical appraisers are recruited and selected in accordance with national guidance. 
 

• In the opinion of the responsible officer, the number of appropriately trained medical appraisers to doctors 

being appraised is between 1:5 and 1:20. 

• In the opinion of the responsible officer, the number of trained appraisers is sufficient for the needs of the 

designated body. 

Additional guidance: 

It is important that the designated body’s appraiser workforce is sufficient to provide the number of appraisals needed 

each year. This assessment may depend on total number of doctors who have a prescribed connection, geographical 

spread, speciality spread, conflicts of interest and other factors. Depending on the needs of the designated body, 

doctors from a variety of backgrounds should be considered for the role of appraiser. This includes locums and 

salaried general practitioners in primary care settings and staff and associate specialist doctors in secondary care 

settings. An appropriate specialty mix is important though it is not possible for every doctor to have an appraiser from 

the same specialty. 

Appraisers should participate in an initial training programme before starting to perform appraisals. The training for 

medical appraisers should include: 

• Core appraisal skills and skills required to promote quality improvement and the professional development of 

the doctor 

• Skills relating to medical appraisal for revalidation and a clear understanding of how to apply professional 

judgement in appraisal 

• Skills that enable the doctor to be an effective appraiser in the setting within which they work, including both 

local context and any specialty specific elements. 

Further guidance on the recruitment and training of medical appraisers is available; see Quality Assurance of Medical 

Appraisers (NHS Revalidation Support Team, 2014). 

Yes 
 

No 
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2.7 Medical appraisers are supported in their role to calibrate and quality assure their appraisal practice. 

To answer ‘Yes’: 

The responsible officer ensures that: 
 

• Medical appraisers have completed a suitable training programme, with core content compliant with 

national guidance (Quality Assurance of Medical Appraisers), including equality and diversity and 

information governance, before starting to perform appraisals. 

• All appraisers have access to medical leadership and support. 

• There is a system in place to obtain feedback on the appraisal process from doctors being appraised. 

• Medical appraisers participate in ongoing performance review and training/development activities, to 

include peer review and calibration of professional judgements (Quality Assurance of Medical 

Appraisers). 
 

Additional guidance: 

Further guidance on the support for medical appraisers is available in Quality Assurance of Medical Appraisers (NHS 

Revalidation Support Team, 2014). 

Yes 
 

No 
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5 Section 3 – Monitoring Performance and Responding to Concerns 
 

 
 
Section 3 

 
 

Monitoring Performance and Responding to Concerns 

 

3.1 
 

There is a system for monitoring the fitness to practise of doctors with whom the designated body has a 

prescribed connection. 

To answer ‘Yes’: 
 

• Relevant information (including clinical outcomes, reports of external reviews of service for example Royal 

College reviews, governance reviews, Care Quality Commission reports, etc.) is collected to monitor the 

doctor’s fitness to practise and is shared with the doctor for their portfolio. 

• Relevant information is shared with other organisations in which a doctor works, where necessary. 

• There is a system for linking complaints, significant events/clinical incidents/SUIs to individual doctors. 

• Where a doctor is subject to conditions imposed by, or undertakings agreed with the GMC, the responsible 

officer monitors compliance with those conditions or undertakings. 

• The responsible officer identifies any issues arising from this information, such as variations in individual 

performance, and ensures that the designated body takes steps to address such issues. 

• The quality of the data used to monitor individuals and teams is reviewed. 

• Advice is taken from GMC employer liaison advisers, National Clinical Assessment Service, local expert 

resources, specialty and Royal College advisers where appropriate. 
 

Additional guidance: 
 

Where detailed information can be collected which relates to the practice of an individual doctor, it is important to 

include it in the annual appraisal process. In many situations, due to the nature of the doctor’s work, the collection 

of detailed information which relates directly to the practice of an individual doctor may not be possible.  In these 

situations, team-based or service-level information should be monitored. The types of information available will be 

dependent on the setting and the role of the doctor and will include clinical outcome data, audit, complaints, 

significant events and patient safety issues. An explanation should be sought where an indication of outlying 

 
Yes 

 

No 
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 quality or practice is discovered. The information/data used for this purpose should be kept under review so that 

the most appropriate information is collected and the quality of the data (for example, coding accuracy) is 

improved. 

In primary care settings this type of information is not always routinely collected from general practitioners or 

practices and new arrangements may need to be put in place to ensure the responsible officer receives relevant 

fitness to practise information. In order to monitor the conduct and fitness to practise of trainees, arrangements will 

need to be agreed between the local education and training board and the trainee’s clinical attachments to ensure 

relevant information is available in both settings. 

 

 

3.2 
 

The responsible officer ensures that a responding to concerns policy is in place (which includes 

arrangements for investigation and intervention for capability, conduct, health, and fitness to practise 

concerns) which is ratified by the designated body’s board (or an equivalent governance or executive 

group). 

To answer ‘Yes’: 
 

• A policy for responding to concerns, which complies with the responsible officer regulations, has been 

ratified by the designated body's board (or an equivalent governance or executive group). 

Additional guidance: 

It is the responsibility of the responsible officer to respond appropriately when unacceptable variation in individual 

practice is identified or when concerns exist about the fitness to practise of doctors with whom the designated 

body has a prescribed connection. The designated body should establish a procedure for initiating and managing 

investigations. 

National guidance is available in the following key documents: 

• Supporting Doctors to Provide Safer Healthcare: Responding to Concerns about a Doctor’s Practice (NHS 

Revalidation Support Team, 2013). 

• Maintaining High Professional Standards in the Modern NHS (Department of Health, 2003). 

• The National Health Service (Performers Lists) (England) Regulations 2013. 

• How to Conduct a Local Performance Investigation (National Clinical Assessment Service, 2010). 

The responsible officer regulations outline the following responsibilities: 

• Ensuring that there are formal procedures in place for colleagues to raise concerns. 

• Ensuring there is a process established for initiating and managing investigations of capability, conduct, 

 
Yes 

 

No 
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 health and fitness to practise concerns which complies with national guidance, such as How to conduct a 

local performance investigation (National Clinical Assessment Service, 2010). 

• Ensuring investigators are appropriately qualified. 

• Ensuring that there is an agreed mechanism for assessing the level of concern that takes into account the 

risk to patients. 

• Ensuring all relevant information is taken into account and that factors relating to capability, conduct, 

health and fitness to practise are considered. 

• Ensuring that there is a mechanism to seek advice from expert resources, including: GMC employer liaison 

advisers, the National Clinical Assessment Service, specialty and royal college advisers, regional 

networks, legal advisers, human resources staff and occupational health. 

• Taking any steps necessary to protect patients. 

• Where appropriate, referring a doctor to the GMC. 

• Where necessary, making a recommendation to the designated body that the doctor should be suspended 

or have conditions or restrictions placed on their practice. 

• Sharing relevant information relating to a doctor’s fitness to practise with other parties, in particular the new 

responsible officer should the doctor change their prescribed connection. 

• Ensuring that a doctor who is subject to these procedures is kept informed about progress and that the 

doctor’s comments are taken into account where appropriate. 

• Appropriate records are maintained by the responsible officer of all fitness to practise information 

• Ensuring that appropriate measures are taken to address concerns, including but not limited to: 

• Requiring the doctor to undergo training or retraining, 

• Offering rehabilitation services, 

• Providing opportunities to increase the doctor’s work experience, 

• Addressing any systemic issues within the designated body which may contribute to the concerns 

identified. 

• Ensuring that any necessary further monitoring of the doctor’s conduct, performance or fitness to practise 

is carried out. 

 

 

 

 

 

3.3 
 

The board (or an equivalent governance or executive group) receives an annual report detailing the 

number and type of concerns and their outcome. 

 
Yes 

 

No 
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3.4 The designated body has arrangements in place to access sufficient trained case investigators and case 

managers. 

 
To answer ‘Yes’: 

The responsible officer ensures that: 
 

• Case investigators and case managers are recruited and selected in accordance with national guidance 

Supporting Doctors to Provide Safer Healthcare, Responding to concerns about a Doctor’s Practice (NHS 

Revalidation Support Team, 2013). 

• Case investigators and case managers have completed a suitable training programme, with essential core 

content (see guidance documents above). 

• Personnel involved in responding to concerns have sufficient time to undertake their responsibilities 

• Individuals (such as case investigators, case managers) and teams involved in responding to concerns 

participate in ongoing performance review and training/development activities, to include peer review and 

calibration (see guidance documents above). 
 

Additional guidance 
 

The standards for training for case investigators and case managers are contained in Guidance for Recruiting for 

the Delivery of Case Investigator Training (NHS Revalidation Support Team, 2014) and Guidance for Recruiting 

for the Delivery of Case Manager Training (NHS Revalidation Support Team, 2014). Case investigators or case 

managers may be within the designated body or commissioned externally. 

 

Yes 
 

No 
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6 Section 4 – Recruitment and Engagement 
 
 

Section 4 
 

Recruitment and Engagement 

 
4.1 

 

There is a process in place for obtaining relevant information when the designated body enters into a 

contract of employment or for the provision of services with doctors (including locums). 

 
In situations where the doctor has moved to a new designated body without a contract of employment, or for the 

provision of services (for example, through membership of a faculty) the information needs to be available to the 

new responsible officer as soon as possible after the prescribed connection commences. This will usually involve a 

formal request for information from the previous responsible officer. 
 

Additional guidance 

 
The regulations give explicit responsibilities to the responsible officer when a designated body enters into a contract 

of employment or for the provision of services with a doctor. These responsibilities are to ensure the doctor is 

sufficiently qualified and experienced to carry out the role.  All new doctors are covered under this duty even if the 

doctor’s prescribed connection remains with another designated body. This applies to locum agency contracts and 

also to the granting of practising privileges by independent health providers. 

The prospective responsible officer must: 

• Ensure doctors have qualifications and experience appropriate to the work to be performed, 

• Ensure that appropriate references are obtained and checked, 

• Take any steps necessary to verify the identity of doctors, 

• Ensure that doctors have sufficient knowledge of the English language for the work to be performed, and 

• For NHS England regional teams, manage admission to the medical performers list in accordance with the 

regulations. 

It is also important that the following information is available: 

• GMC information: fitness to practise investigations, conditions or restrictions, revalidation due date, 

• Disclosure and Barring Service check (although delays may prevent these being available to the responsible 

officer before the starting date in every case), and 

 
Yes 

 

No 
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•   Gender and ethnicity data (to monitor fairness and equality; providing this information is not mandatory). 

It may be helpful to obtain a structured reference from the current responsible officer which complies with GMC 

guidance on writing references and includes relevant factual information relating to: 

• The doctor’s competence, performance or conduct, 

• Appraisal dates in the current revalidation cycle, and, 

• Local fitness to practise investigations, local conditions or restrictions on the doctor’s practice, unresolved 

fitness to practise concerns. 

See Good Medical Practice: Supplementary Guidance: Writing References (GMC, 2007) and paragraph 19 of Good 

Medical Practice (GMC, 2013) for further details. 
 
 
 

 

7 Section 5 – Comments 
 

Section 5  
Comments 

 
5.1 

Please see detailed below a breakdown of the data submitted by South Devon Healthcare NHS Foundation Trust: 

Total Number of doctors within the Trust 249 

Number of completed appraisals 215 

Discrepancy 34 

New members of staff <twelve months in post   14 

Maternity Leave 1 

Sickness absence 1 

Had appraisal over 12 months but within 15 months 15 

Had appraisal over 12 months and over 15 months  2 

Awaiting appraisal (Over 12 months and over 15 months) 

TOTAL 

1 

34 
TOTAL 34 

Please note that as at 31 March 2015 the Responsible Officer, Medical Director and Chief Executive were interim positions within the Trust. 
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ASSURANCE OPINION RATING 

Assurance Opinion 
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Design of the Controls N/A Green 

Operation of the Controls N/A Green 

Overall Assurance Opinion N/A Green 

 

ASSURANCE IMPACT ASSESSMENT  
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Potentially Adverse Impact on the 
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AUDIT BACKGROUND, SCOPE AND OBJECTIVES 
 
Background 
 
As part of the 2014-15 internal audit plan, we have undertaken an audit 
review of the Trust’s Doctors’ Revalidation programme.  
 
In December 2012, the General Medical Council (GMC) introduced a 
revalidation process to ensure doctors are fit to practise. The GMC began 
revalidating doctors’ licences starting with medical leaders and responsible 
officers, with the aim of completing the revalidation process by 2016.   
 
Revalidation is the process by which licensed doctors are required to 
demonstrate on a regular basis that they are up to date and fit to practise. 
Revalidation aims to give extra confidence to patients that their doctor is 
being regularly checked by their employer and the GMC. Organisations need 
to have robust systems of appraisal and clinical governance to support 
revalidation. The organisation’s Responsible Officer (RO) has a statutory duty 
to make sure they are in place. 
 
The Trust’s Responsible Officer is the Interim Medical Director, who 
completed the revalidation process in May 2013.  There are just over 200 
doctors expected to go through the revalidation process and it is planned to 
revalidate them all for the first time by March 2016.  
  

Objectives and Scope of the Audit  
 
The primary objective of this review was to provide assurance that the Trust 
has implemented a sound system of internal control surrounding doctors’ 
revalidation. The following objectives were included:  
 

 To confirm that arrangements for appraisals and the revalidation of 
doctors are adequate, and reflect GMC guidance, and are supported 
by appropriate policies.   

 To confirm that arrangements for the identification of staff for 
inclusion in the revalidation process (including those employed as 
Consultants, Speciality Doctors, Trust Grade Doctors, Locums, 
Honorary Contractors) are adequate.  

 To confirm that the Revalidation Management System (RMS) 
captures those staff due for revalidation.   

 To confirm that arrangements for the prioritisation, scheduling, 
booking and monitoring of staff due appraisals and revalidation are 
appropriate.  

 To confirm that decisions regarding recommendation for revalidation 
have adequately considered relevant clinical governance information.  

 To confirm that arrangements for obtaining assurances from other 
employers (other Trusts, third party agency suppliers, independent 
contractors) regarding staff that work in Torbay Hospital settings are 
adequate.  

 To confirm that performance reporting to the Trust Board is 
adequate.  

 To confirm that the Trust’s revalidation arrangements allow it to 
adequately meet its statutory obligations.  

 
OVERALL CONCLUSION 
 
This was a high level review covering the governance arrangements in place 
for the revalidation of doctors in line with the GMC requirements.  We can 
provide assurance that the Trust has implemented a suitable and robust 
system to record and monitor the requirement to revalidate doctors within the 
timescale set by the GMC. The staff we liaised with were fully engaged with 
the process and able to demonstrate a good knowledge of the revalidation 
process.  No significant concerns are raised with the revalidation programme 
the Trust has in place. 
 
We found several areas of good practice as outlined below, along with 
suggested areas for improvement.  The details can found in the Detailed 
Findings section of this report. 
 

Good Practice 
 
Significant work by the Revalidation Support Office (RSO) and the Trust’s 
Responsible Officer (RO) has been put into establishing systems and 
processes to manage doctors’ revalidation.  The team within the RSO 
were proactive and fully conversed with the process of actively identifying 
and controlling the appraisal process.  
 
During our review, we gained positive assurance that the systems are 
robust through reviewing documentation and discussion with relevant staff 
regarding the following areas of good practice: 
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Policy & Guidance for Staff 
The ‘Medical & Dental Staff Appraisal Policy’ has been reviewed and was due 
to be republished as the ‘Appraisal and Revalidation Policy’ once ratified by 
the appropriate body and covers the requirements for doctor revalidation as 
specified by the GMC in detail.  Additionally a guidance document has been 
produced for staff on the use of the Equiniti 360  Revalidation Management 
System (RMS) (see below) for the management of appraisals and 
revalidations; and these documents, together with the support of the RSO, 
provide suitable arrangements to enable the revalidation programme to work. 
 
Support and resources 
Within the overall framework in place, both the Trust and the RO are able 
to meet their statutory and regulatory obligations under doctors’ 
revalidation. In order to support the RO, the Trust has appointed an 
Appraisal Lead, a Trust Revalidation Lead and a Revalidation Support 
Officer. There is also a network of trained appraisers with regular 
oversight and quality control provided by the Appraisal Lead. Good 
working relationships and communication exist between the Revalidation 
Team, Medical HR and Medical Education Department. 
 
Identification of Staff 
The Trust has adequate procedures in place to identify the correct type of 
medical staff for inclusion within the revalidation process.   There are a 
range of different staff groups which are subject to the revalidation 
process, however, the Trust is only responsible for those staff who are 
attached to it as their main employer.  Locum doctors employed via an 
agency are not the responsibility of the Trust, neither are those who are 
on honorary contracts. There is a good working relationship between the 
RSO and the Medical HR and Medical Education Departments to ensure 
doctors working within the Trust are identified and managed accordingly 
in respect to the revalidation programme. A low risk recommendation has 
been made in respect to new appointments as detailed in the Areas for 
Further Action section below. 
 
RMS 
In order to facilitate and control the appraisal and revalidation process, the 
Trust has implemented RMS, a web based programme which enables 
ROs to manage the organisation of appraisals and portfolios for their 
doctors and produces the necessary outputs for an RO to make valid 
recommendations to the GMC. The system meets GMC guidelines and is 
endorsed by a cohort of Royal Medical Colleges. The RSO provides 

regular oversight, support and assisted access for both appraisers and 
appraisees using RMS. 
 
Scheduling of Appraisals and Revalidation 
The Trust has in place a suitable programme to ensure that all doctors 
identified in the first cycle are being regularly submitted for revalidation. 
There is evidence of on-going monitoring and oversight of progress being 
made.  
 
Formal appraisal documentation  
Within its appraisal system, the Trust has embedded the GMC standard 
model appraisal forms for the medical appraisal of its doctors, which 
underpin the four main domains and supporting attributes of the GMC’s 
Good Medical Practice Framework for appraisal and revalidation.   This 
includes the consideration of aspects of clinical governance such as 
complaints, incidents and litigation which have involved the doctor being 
revalidated.  Each doctor has to demonstrate their whole practice against 
this framework and provide evidence against the six main types of 
supporting information for each appraisal and for every revalidation cycle. 
 
This approach enables the RO to make an informed decision for 
revalidation of a doctor based on the clinical governance information 
collected throughout the appraisal process. 
 
Additionally, there are adequate processes in place to link with other 
organisations where the Trust’s doctors may be working to enable sharing 
of information which would support a recommendation for revalidation. It 
should, however, be acknowledged that due to the multiple sources of 
workforce, there is always the risk that doctors working within the Trust 
may not be fully within the revalidation process or that a doctor should be 
connected to the Trust when they are not. It should be highlighted that the 
process ultimately relies on the doctor as a medical professional to 
actively engage and take personal responsibility for their licencing status 
and for the Trust to facilitate and support that process as much as can be 
reasonably expected. 
 
Performance Reporting to the Trust Board 
The Trust Board receives a monthly exception update report detailing 
information on the number of appraisals (undertaken or deferred).  It also 
receives confirmation on external reporting returns to NHS England and 
receives a Revalidation Annual Report.  
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Statutory Obligations for Reporting Externally 
The Trust has in place suitable arrangements to allow for the discharge of 
its statutory obligations in relation to reporting of the revalidation of 
medical staff to NHS England.  The Trust Board is required to sign off the 
Statement of Compliance annually.  We were advised that this was 
submitted to NHS England in August 2014 for the year 2013/14. 
 

Areas for Further Action 
 
The following areas have been identified for consideration to enhance the 
current systems in place: 
 
Reporting of new appointments 
To ensure the efficient and timely identification of all doctors within the 
revalidation and appraisal process, and especially for locum 
appointments, it should be reinforced to all departments of the need to 
accurately record and provide the necessary details to Medical HR Office 
and the Revalidation Support Office.  A regular timetabled update of new 
appointments from Medical HR to the RSO could also be introduced. 
 
Identification of external Responsible Officers 
To enable the appraisal and revalidation process  to run smoothly and in 
line with NHS Employers guidance, it is considered best practice to 
request all doctors’ existing RO details at the point of appointment during 
standard pre-employment checks, to ensure that the doctor is fully 
engaging with the revalidation requirements. 
 
Comprehensive clinical performance database 
To ensure that clinical governance is fully considered for doctors during 
revalidation, it may be considered necessary to enhance the clinical 
performance database to cover more data collected on senior grades of 
doctors (i.e. for consultants and SAS grades). This will aid staff in the 
appraisal and revalidation process. 

 
Opinion Rating 
 
It is the our view that the overall assurance opinion on the design and 
operation of controls is Green as recorded in the table on the face of this 
report and in accordance with the opinion definitions at Appendix A of this 
report. 
 

Audit Impact Assessment 
 
The Audit Impact Assessment is intended to convey to readers of the report and 
in particular members of the Audit Committee the overall risk significance of the 
area under review and how this may impact Trust objectives.  This will reflect 
factors both within and outside of the control of the organisation.  
 
Consequently it reflects both:  
 
a)  The overall risk significance of the area under review. 
b)  Our Audit Assurance Opinion. 
 
In our opinion the potentially adverse impact on the achievement of Trust 
corporate objectives and targets is considered by Internal Audit to be Low as 
recorded in the table on the face of this report and in accordance with the 
opinion definitions at Appendix A of this report. 
 
We would like to acknowledge the help and assistance given by the 
Revalidation Support Office and Medical HR during the course of this review. 

 
Jenny McCall, Director of Audit  
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Rec 
No 

Recommendation Risk Rating Management Response Manager 
Responsible 

Action 
Date 

1 In order to minimise delays in notifying the RSO 
of all new medical posts appointments, the 
Medical HR Team should provide this 
information on a regular timetabled basis 
(preferably each month) and be built in to 
standard operating procedures. 

Low 
Harm/Damage 

Revalidation Office to be included in the 
distribution list for the monthly Medical HR 
Board Report. 

Patricia Martin, 
Recruitment 
Manager 

On going 

2 
 

In line with NHS Employers guidance, the Trust 
should ensure that as part of the standard pre-
employment checks, details of all appointed 
doctors’ existing Responsible Officers are being 
obtained. This should also be including locum 
agency doctors. The Trust could use the 
standard ‘Transfer of Information’ form to send 
to the applicant’s previous employer to obtain 
the necessary information to be passed on to 
the Revalidation Support Office.  

Low 
Harm/Damage 

Transfer of Information form to be included in 
pre-employment documentation process by 
Medical HR team.  Details will be sent to the 
Revalidation Officer who will obtain the 
Transfer of Information data. 

Jessica Piper, 
Medical Education 
Manager 

On going 

3 The Trust should consider expanding the range 
of performance measures and data sources 
shown within the dashboard for senior grades of 
doctors (i.e. consultants & SAS) portfolios, in 
order for the appraisal and revalidation process 
to be as accurate and complete as possible. 

Low 
Harm/Damage 

Provision of performance data is under 
review with the Health Informatics team – the 
feasibility of adding complaints and litigation 
data is currently being reviewed. 

Jessica Piper, 
Medical Education 
Manager 

31 
December 
2015 

Page 37 of 51Revalidation Update.pdf
Overall Page 84 of 224



Detailed Findings Audit South West 
Internal Audit, Counter Fraud and Consultancy Services 

 

© Audit South West  Page 6 

1 Governance arrangements 
 

The Trust has implemented adequate arrangements for doctors’ appraisal and revalidation. Since 2013, in response to the GMC requirement for all licenced doctors 
to be revalidated by 2016 and then every 5 years, the Trust has established a framework to facilitate this requirement and to provide the necessary support and 
resources. This ensures that all medical staff actively take part in the process and that the Responsible Officer for the Trust can effectively meet his statutory and 
regulatory obligations for the revalidation of doctors. 
 
To confirm that the Trust has robust systems for doctors’ appraisals, we reviewed the systems that have been put in place to manage the process.  We were able to 
confirm through discussion with key staff and review of specific documentation, that the Trust is ahead of its target number of doctors to be revalidated and 
assurance is gained through the results of this review that all doctors should be revalidated by 2016 in line with the GMC requirement. The Trust began submitting 
recommendations for revalidation during 2013 – starting with senior medical professionals attached to the Trust and has successfully revalidated ninety three doctors 
up to the end of October 2014 (which is over 43% if based on the original total of 216). 
 
Appraisal and revalidation process evidence 

 Appointed Responsible Officer (RO) – In accordance with the rules, the Trust as a designated body, has appointed its Medical Director as the RO who, as 
senior medical professional and most suitably qualified, will have overall responsibility for the effective implementation and operation of appraisals and 
revalidation. He is accountable to the Trust Board. His primary role is to personally make recommendations to the GMC on each doctor’s fitness to practice 
based on his assessment of their practice through annual appraisals over a five year cycle. 

  

 Key individuals in the Revalidation Support Office – in order to provide support and to assist the RO in discharging his statutory duties, the Trust has 
resourced the services of a Support Team consisting of the following: 

o Trust Appraisal Lead – appointed by the RO to oversee the quality and delivery of the appraisal process within the Trust. They also have 
responsibility to provide leadership and training for appraisers, peer support, internal/external reporting and quality assurance for the RO. 

o Trust Revalidation Lead and Support Officer – both posts work closely alongside the RO and Appraisal Lead to help coordinate and provide 
administrative support to the appraisal and revalidation process. ‘Prescribed connections’ to the Trust are also monitored on a regular basis by the 
Revalidation Support team and by close liaison with the Medical HR Officer. The support office also monitors access with RMS and coordinate 
appraisal dates.  

 

 Network of Trust appraisers – a network of skilled and disciplined Appraisers have been appointed by the Appraisal Lead to ensure the effective delivery of 
the appraisal programme within the Trust and to take part in quality control and further training. These Appraisers are expected to conduct between three 
and five medical appraisals each year and there are approximately 60 appraisers in total to cover the amount of doctors - currently circa 235 (indicating a 
ratio of 1:4). Their own performance and appraisal is  regularly reviewed by the Appraisal Lead as part of the quality assurance process and will be 
supported in on-going professional development (such as attending Appraiser Group Meetings) to ensure consistently high standards are maintained across 
the Trust. There is sufficient evidence to document that appraisers have adequate resources and tools to enable them to carry out effective medical 
appraisals. The appraisers have detailed job and personal specifications; Appraiser Review and feedback Forms are in existence and are reviewed by the 
Appraisal Lead for quality assurance purposes; a Quality Assurance tool (called Progress) is used by the Appraisal Lead on selection of a sample of 
completed appraisals during each year.  There is ongoing training available to all Appraisers and they can attend Appraiser Group Meetings for peer 
discussions and external ideas on best practice. 

 

 Appraisal and Revalidation Policy - The Trust has in place an up-to-date and comprehensive Appraisal Policy (latest version approved Sept 2014) that is 
publicly available to all employees. The policy is to ensure that the Trust’s requirements for appraisal and revalidation are clear, understood and Page 38 of 51Revalidation Update.pdf
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implemented fairly. The policy applies to all consultants and doctors contracted directly by the Trust on a substantive or locum basis. The policy clearly sets 
out the scope of those medical professionals intended to be captured within the appraisal and revalidation process and Doctors themselves are responsible 
for notifying the GMC and connecting themselves to the Trust as their designated employing body. The Revalidation Support Team and Medical HR also 
monitor correct prescribed connections to the Trust.  

 

 Annual appraisal process – appraisals happen on an annual basis within each appraisal year, this is in line with the GMC rules on regular appraisals. An 
appraisal is designed to be a positive process that gives doctors feedback on past performance, charts continuing progress and identifies development 
needs. Annual appraisals are at the heart of the revalidation process and every doctor is responsible for ensuring that they are appraised annually on their 
whole practice so they will need to make arrangements to share information from each of their employers (including practice). A doctor will be revalidated 
every five years and therefore the RO will need to use the previous five annual appraisals as evidence of good practice for him to make his recommendation 
to the GMC. In this ‘first cycle’ it is recognised that there will be less than five annual appraisals. 

 
It is mandatory for all doctors to use the Trust’s electronic appraisal management system, the Equiniti Revalidation Management System (RMS) for annual 
appraisals. It is Trust policy for each appraisee to ensure they participate in the annual appraisal cycle to meet the requirements of revalidation. Guidance can be 
found on GMC website and in the ‘Appraisal and Revalidation Handbook for Appraisees’ - accessed via the Revalidation Support Office (which is an internally 
developed e-book). It is also Trust policy for doctors to ensure that they maintain their RMS portfolio and to record supporting evidence, including clinical 
performance data which is provided across all GMC ‘domains’ for their whole practice. 
 
The appraisal form and process is within the system is based on the GMC Good Medical Practice Framework for appraisal and revalidation and all doctors need to 
have demonstrated their practice against the four main domains (listed below) which cover the spectrum of medical practice. Each domain is described by three 
supporting attributes, which is also in line with the GMC guidance.  
 

GMC: Domain Domain title Included in annual appraisal output forms on RMS? 

1 Knowledge, skills and performance Yes 

2 Safety & quality Yes 

3 Communication, partnership & teamwork Yes 

4 Maintaining trust Yes 

 
Over the five year revalidation cycle, and via annual appraisals, doctors will have to demonstrate evidence of all six types of supporting information (listed below) in 
line with the GMC framework encompassing their whole practice to enable revalidation of each doctor and must be provided and discussed at least once in each five 
year cycle. Our testing of the Trust’s documentation has shown that the supporting information requirements are embedded in the Trust’s revalidation process and 
are being accurately reflected against. 
 

GMC: supporting information  Type Included / frequency 

1 Continuing Professional Development (CPD) Yes – built in as required annually for the Trust 

2 Quality improvement Yes – required once per revalidation cycle 

3 Significant events Yes – required annually 

4 Feedback from colleagues Yes – required once per revalidation cycle 
5 Feedback from patients Yes – required once per revalidation cycle 
6 Review of complaints and compliments Yes – required annually 
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 Revalidation process – from the Trust appraisal output summaries and Personal Development Plans (PDPs) over a 5 year cycle from RMS, the Responsible 
Officer will have the necessary documentation and supporting information to assist him in making a positive recommendation to the GMC for revalidation 
based on the doctor’s proposed revalidation date (set by the GMC). If the RO has information to indicate that revalidation is not to be recommended he is 
able to request to defer the date of recommendation or alternatively, he is able to report to the GMC a notification of the doctor’s non-engagement in 
revalidation. 

 
Evidence of systems to support the appraisal and revalidation process 

 RMS – has been in use within the Trust since February 2013. It is a web based appraisal system for medical professionals developed by Equiniti and is used 
by over 200 healthcare clients across the UK and abroad as well as 80 NHS Trusts. It is the market leader and a specialist provider of appraisal and 
revalidation software and training solutions specifically for the health care sector. All medical professionals connected to the Trust have to use RMS to record 
their medical portfolios and appraisal documentation in order for the revalidation process itself to be as straightforward as possible. The Revalidation Support 
Team also monitors the progress and timing of individual appraisals via RMS to ensure appraisals are not delayed or missed unnecessarily. 

 

 GMC Connect - This is a web-based system run by the GMC providing secure access to doctors’ profiles and relevant information. When a decision has 
been made to recommend a doctor for revalidation, the RO uses the GMC Connect website to advise the GMC of his recommendation. The final decision is 
made by the GMC and, once approved, the GMC then set the date for the next revalidation.  All doctors have access to GMC Connect to view and update 
their profile. The Revalidation Support Office will assist doctors in setting up their GMC online account. The GMC account also notifies the RO of all doctors 
connected to the Trust. The GMC will also provide reports to each RO notifying them of connected doctors which are ‘under notice’ (i.e. within four month 
window of their revalidation date). This helps trigger the process for preparing recommendation packs early and also prompts the doctor. 
 

 In-house spreadsheets – one used by the RSO as a ‘master’ appraisal spreadsheet to record each doctor by speciality and also to record current, previous 
and future appraisal dates and free comments tab, and from that;  a further smaller spreadsheet used as a ‘watch-list’ for those appraisees who, based on 
reporting extracted from RMS, have slipped from the process. We saw evidence on this of ‘chasing up’ to get their individual appraisal process back on track 
in line with the Trust’s policy to actively engage in regular appraisals. 

 
Overall, the Trust has implemented a suitable and robust system to record and monitor the requirement to revalidate doctors within the timescales set by the GMC 
and the Trust. The staff we liaised with were all fully engaged with the process and able to demonstrate a good knowledge of the revalidation process.  It is evident 
that the Trust has provided the means and support necessary for doctors to achieve revalidation. Ultimately, it is the responsibility of each connected doctor to 
maintain their medical registration and licence to practise with the GMC - and this is also a condition of employment, not least a legal and professional body 
requirement. No concerns are raised with the revalidation system the Trust has in place. 
 

Risk Identified Recommendation 
Controls in place are appropriate/effective to control risks 
associated with this area. 

None – control operating/compliant 
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2 Identification of staff 
 

The Trust has adequate procedures in place to identify the correct type of medical staff for inclusion within the revalidation process.  
 
There are two low level recommendations which should be brought to the attention of management regarding regular flow of details of newly appointed doctors to the 
Revalidation Support Office (RSO) and, also, more formalised identification during the appointment process of a doctor’s’ existing Responsible Officer, including 
those of locum agencies. Otherwise, there is strong evidence to show the good, proactive work being done by the (RSO) to ensure the smooth running of the 
revalidation process. 

 
The Medical Profession 2010 regulations require all Responsible Officers (RO) to only revalidate and make recommendations to the GMC about those ‘registered 
medical practitioners’ who have a ‘prescribed connection’ to their designated body. There is a clear set of rules within the regulations whether a doctor has a 
connection to a designated body. For most doctors, this is quite straightforward because their designated body will be the organisation in which they undertake most, 
if not all, of their practice. 
 
The scope of the Appraisal and Revalidation Policy within the Trust backs up this requirement, in that the Trust recognises its responsibility as a designated body for 
the purposes of revalidation to all consultants, specialty doctors, associate specialists, staff grade, clinical assistants, hospital practitioners, trust Grade doctors and 
clinical fellows (medical staff) contracted directly by the Trust on a substantive or locum basis. This is within the regulations. 
 
General practitioners who conduct work within the Trust will undertake their medical appraisal through the employing body for which they are on the performance list. 
Doctors in training will participate in a process of appraisal and revalidation led by the Deanery and the Director of Medical Education.  
 
University Academics with honorary contracts are advised to contact the RSO for advice and guidance as they are unlikely to be attached to the Trust as their main 
employer. Locums employed directly by the Trust will also be the responsibility of the RO for this Trust. For locums employed via an agency, their own RO may be 
someone within the agency or can be identified via the GMC website. 
 

Trust employed doctors: 

 ESR (Electronic Staff Record) system is used Trust-wide to capture relevant staff records pertaining to all members of staff employed by the Trust. This will 
include details of all consultants, specialty doctors as well as locum equivalents employed directly by the Trust. The RSO is able to extract details of these 
groups of doctors by isolating their relevant payroll codes / grades. The report is also used to confirm details of doctors who have joined or left the Trust. In 
addition to this, the RSO receive regular reports of starters and new appointments from the Medical Education Department and Medical HR. There is 
evidence of regular communication and good working relationships between the relevant departments on providing information on new starters and leavers 
as well as queries regarding employment and contract status. All new appointed doctors are also required as part of the employment process to undergo an 
induction visit to meet with the RO and Revalidation Support  Office, where they are able to discuss the appraisal process and choosing their appropriate 
appraiser. 

 There are no concerns based on our testing regarding identification of direct Trust employed doctors and their details can be easily added to the RMS 
database and GMC Connect. Therefore the vast majority of doctors working within the Trust can be identified and captured within the appraisal and 
revalidation process relatively straightforward. 

 
Trust grade doctors: 

 For all non-consultant and non-specialty grade doctors who are not on substantive posts but are directly employed by the Trust (i.e. those doctors not on 
training contracts but are licenced to practice, such as level CT1 or 2 or old Registrar level), their employment status and details on ESR cannot be isolated Page 41 of 51Revalidation Update.pdf
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by the RSO and therefore details of these doctors are provided via a report from the Medical Education Department. Trust grade doctors are a sort of mobile 
workforce for the Trust, however, they tend to be appointed twice every year. They represent a relatively small proportion of the total doctors for the Trust 
(numbering approximately 20, or <10% of the total).  

 From our testing and discussions there is evidence of adequate controls in place and good links have been established with Medical Education personnel to 
obtain and provide the relevant information to the RSO, to enable them to bring all relevant trust grade doctors into the appraisal and revalidation process. 

 We have gained sufficient assurance that this particular ‘cohort’ of medical staff is correctly captured within the Trust’s revalidation system where 
appropriate. 

 
Honorary contractors: 

 Honorary contracts are issued by the Trust to any doctor who is undertaking unpaid work. They do not apply to anyone undertaking voluntary work or work 
experience. They are issued to doctors who are undertaking research within the Trust, or whilst on a clinical/work placement generally on a relatively short-
term basis. As the Trust is not their designated substantive employer, their RO will be with their own organisation and will therefore not be part of the Trust’s 
revalidation and appraisal process. The appointment of honorary contractors is facilitated by Medical HR, who will issue each contractor with a formal 
contract and record their employment details on a database. The Medical HR Officer will provide a monthly report to the RSO containing all details of 
contractors which have been appointed (or changes to those contracts). The RSO can keep a record and are aware of all doctors who are currently working 
within the Trust. Our evidence would suggest that the number of honorary contractors can range from 80 to 100 and length of post can vary from one week 
to several days per month over the course of a year. 

 There is a Trust template and policy for the issuing of honorary contracts with requirements for standard pre-employment checks to be carried out. 

 From our testing and discussions there is evidence to support that Honorary contractors are being adequately recorded and relevant information of doctors in 
these positions is being provided to the RSO. There is evidence to suggest that Medical HR on some occasions does not receive the necessary information 
from the originating Trust department, which can delay the contract issuing process and flow of information onwards and this has been flagged as a low risk 
recommendation. 
 
Locum doctors: 

 These can either be locum doctors employed directly by the Trust on short-term substantive posts, or employed via an agency. These appointments are 
handled by Medical HR and details of these posts are then provided monthly to the RSO. If they are employed by the Trust then they are attached to the 
Trust’s RO and become the responsibility of the Trust for their appraisal and revalidation status. Locums that are employed by an agency will have their 
appraisal and revalidation status carried out by their agency’s appointed RO (or in the case of having been employed by several agencies, then their most 
substantive one). It is also for the individual doctor to ensure they are connected to the appropriate designated organisation’s RO for the purposes of 
revalidation, and there is plenty of support provided by the GMC to assist them if in doubt. 

 Medical HR will go through the normal recruitment procedure for employing locums based on medical resourcing requirements and suitability of candidates. 
Medical HR will follow the “Appointment and Employment of Locum Doctors for Medical & Dental Staff” policy and carry out the standard pre-employment 
checks and verifying doctors registration details. However, our testing seems to indicate that details of locum’s revalidation status and RO details are not 
being requested or specifically verified. This has been flagged as a low risk recommendation in the table below.  

 Medical HR will provide to the RSO, details of new appointments for both agency locums and Trust employed locums via a monthly report. This enables the 
RSO to record the necessary appraisal and revalidation details on RMS and GMC Connect. 

 From our testing and discussions there is evidence to support that Locum doctors are being correctly recorded and included in the revalidation process 
where appropriate. 
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Overall, the Revalidation Support Office is able to correctly identify and record the details of the different groups of doctors who are contracted to work within the 
Trust. There are adequate procedures and policies in place to ensure that all relevant doctors’ details are being obtained as part of their employment process. Our 
testing shows that generally, the correct types of doctors are being included in the revalidation process. 
 

Risk Identified 
There is a  risk if reports of new medical staff are not sent 
to the Revalidation Support Office (RSO) regularly then a 
doctor’s revalidation status may possibly be affected 
resulting in reduced hospital capacity. 
Likelihood (2) x Consequence (2) =4 - Low 
harm/damage 
 
Risk Identified 
If details of a doctor’s previous Responsible Officer is not 
obtained prior to commencement of their employment, 
there is a potential risk that the Trust maybe employing a 
doctor who has not been properly validated by the GMC. 
Likelihood (2) x Consequence (2) =4-  Low 
harm/damage 

Recommendation 1 
In order to minimise delays in notifying the RSO of all new medical posts appointments, the Medical HR 
Team should provide this information on a regular timetabled basis (preferably each month) and be built 
in to standard operating procedures. 
 
 
 
 
Recommendation 2 
In line with NHS Employers guidance, the Trust should ensure that as part of the standard pre-
employment checks, details of all appointed doctors’ existing Responsible Officers are being obtained. 
This should also be including locum agency doctors. The Trust could use the standard ‘Transfer of 
Information’ form to send to the applicant’s previous employer to obtain the necessary information to be 
passed on to the Revalidation Support Office.  
  

 

3 Revalidation Management System 

It can be concluded that the Revalidation Management System (RMS) as used by the Trust, captures those staff due for medical revalidation and effectively 
manages the appraisal and revalidation process. The system also provides necessary reports to enable the Responsible Officer and his team to make informed 
decisions regarding the revalidation status of the Trust’s doctors. 

 
In order to meet the GMC regulatory requirement to ensure that all doctors are correctly revalidated and over a five year appraisal cycle, the Trust has implemented 
since February 2013 the Equiniti 360  Revalidation Management System. This is a web based appraisal and revalidation programme which will record and store 
every doctor’s portfolio in order to facilitate the annual appraisal process. The package has been developed by Equiniti and is specifically tailored for the healthcare 
sector. It is currently being used in 80 NHS Trust hospitals and is seen as the standard nationally recognised package to be used. 
 
Within the Trust, the system can be accessed by every doctor from a networked computer and via the Contact intranet home page.  
 
It is mandatory for all doctors to use the system within the Trust. There is evidence of web support, user manuals and in-house guides as well as on-going assistance 
and guidance provided by the RSO. 
 
The vast majority of doctors (over 200) were already set up on RMS back in 2013, following the original submission to the GMC for the first cycle of Trust employed 
doctors to be revalidated. The RSO will initially set up all new doctors with access on RMS based on the information provided from ESR, Medical Education and 
Medical HR departments. Each doctor must activate their account with a user name and password. The RSO also updates details within RMS of doctors who no 
longer work for the Trust. 
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The system is designed to record all relevant portfolio information for each doctor. It is a requirement of each doctor to record the whole scope of their practice and 
with supporting evidence. The doctor will update their profile, choose their appraiser and preferred appraisal date. The system will also send reminders to all users of 
upcoming appraisal dates. 
 
The system allows the user to upload supporting evidence throughout the appraisal year in preparation for their individual appraisal. The appraisal documentation is 
in line with GMC model guidance as well as Trust policy. The appraisal portfolio can be self-reviewed in preparation for the appraisal meeting and can also be 
reviewed by the allocated appraiser. This ensures that the actual appraisal discussion and meeting goes through smoothly and that all relevant areas have been 
covered. If the appraiser is not happy with the quality of the portfolio within RMS, then they can inform the appraisee and the meeting can be delayed. 
 
Following the appraisal meeting and discussion, the appraiser can formulate a Personal Development Plan (PDP) within RMS and also generate the appraisal 
summary report – which is a succinct, informative summary of the appraisal discussion. These reports must be agreed and signed off by both the appraiser and 
appraisee to complete the process. This is must be done within 28 days following the appraisal meeting. 
 
The Equiniti system (via a separate module) also automatically manages the revalidation requirement for at least one 360  feedback questionnaire to be completed 

by either an appropriate colleague or patient. It is Trust policy however, that 360  feedback forms are completed every 3 years. 
 
For the doctor to be recommended for revalidation by the RO, they must be provided with the last 5 annual appraisals as evidence of good practice. This will include 
each appraisal summary report and PDP. RMS will also generate the Appraiser Feedback to be completed by the appraisee online and can be accessed by the 
Appraisal Lead as part of the quality assurance process. 
 
Throughout the whole process, the status and quality of each user’s account can be monitored by the RSO, Appraisal Lead and RO if required. The Appraisal Lead 
also reviews the quality of the appraisal output summaries. 
 
The system also allows adhoc reporting of progress reports, appraisal status and general information to assist the team in keeping the process on track. Based on 
our discussion with team members and review of key documentation, the RMS provides adequate control and recording of the doctors’ appraisal process within the 
Trust and will help control the revalidation cycle for all doctors. 

 
Risk Identified Recommendation 
Controls in place are appropriate/effective to control risks 
associated with this area. 

None – control operating/compliant 
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4 Scheduling 
 
The Trust has in place a suitable programme to ensure that all doctors initially identified in 2012 will be revalidated as appropriate in line with GMC requirements. 
There is evidence of on-going monitoring and oversight of progress being made. In addition, there is an adequate network of trained appraisers and support staff to 
provide resource to the revalidation programme. 

 
During 2012, the Trust was required by the GMC to identify and record all medical professionals attached to the organisation to be submitted for revalidation. To fulfil 
its regulatory duties, the Trust was also required to appoint its senior medical professional as the nominated Responsible Officer (RO). To enable the RO to 
discharge their responsibilities effectively, in line with the regulations, the Trust also had to provide sufficient resources and support, including identifying and 
recruiting suitable appraisers as well as updating standard compliant documentation and quality control. 
 
We obtained a spreadsheet which showed that the Trust identified 216 doctors which needed to be revalidated by 2016, in line with the GMC requirements. GMC 
guidance required that all ROs be revalidated first. Each RO had to liaise with the GMC and allocate ‘preferred revalidation dates’ for every doctor between 2012 and 
March 2016. The RO was required to implement a suitable manageable plan for allocating revalidation dates, based on medical need, seniority, personal preference 
and readiness. 
 
Once this exercise was done towards the end of 2012, each doctor and RO was issued notice of their revalidation dates by the GMC. The Trust could then use this 
data to get every doctor set up on RMS with their particular personal profile, as well as revalidation dates.  
 
The Trust set itself a target over the following years to ensure that all of its identified doctors were recommended for revalidation to the GMC by March 2016. By 
March 2014 it was aiming for approximately 25% of the total to be revalidated, by March 2015 it is aiming for another 35% and then the remaining 40% in the 
following year.  This is in line with the GMC’s own plan for implementation of ensuring 20% of licenced doctors by 2014, another 40% by March 2015 and the 
remaining 40% by 2016. 
 
Based on evidence obtained of Board reporting during this review, by March 2014 54 doctors were revalidated (representing 23% of the total identified) which had 
increased to 75 by 31 August 2014 (or approx. 35% of the original total of 216). We obtained details of latest numbers of doctors which have been revalidated and 
this showed 93 doctors up to 29 October 2014. 
 
The Trust also has in place an adequate system for capturing new doctors who have joined the organisation since 2012 for their prospective revalidation dates. We 
obtained various in-house forms as part of the audit showing examples of doctors being added to both RMS and GMC Connect.  Also, examples were obtained of 
doctors being removed and accounts being deactivated. We obtained evidence to show that currently there are 7 doctors within the system which have had their 
revalidation dates deferred – dates ranging from 4 months to 1 year and with reasons such as awaiting 360  feedback, more appraisals being needed, sick leave. 
We obtained a latest report from GMC Connect which showed 239 doctors currently with a prescribed connection to the Trust. Of this total, there was one doctor 
identified as having a late submission date for revalidation (due 22/09/14). This doctor is currently under investigation at the R D & E Hospital and therefore appears 
on the RSO list of deferred revalidations (there is a revised planned date for revalidation of January 2015). There were no other ‘late submissions’ and this indicates 
that doctors are being revalidated when due. 
 
The RSO also receives (as does the relevant individual doctor) a report from GMC Connect showing all their doctors who are ‘under notice’, which are those doctors 
within 4 months of their revalidation date. This report is used by the RSO to trigger upcoming revalidation meetings with the RO. We obtained the latest version of 
this report which reflects the RSO’s own records of scheduled upcoming ‘recommendation’ meetings. 
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We can provide assurance all doctors initially identified in 2012 have either started to be revalidated or are in the revalidation cycle and are on track, with each doctor 
having a proposed date for their revalidation. There are adequate controls and monitoring of the process and the targets set are reasonable. 

 
Risk Identified Recommendation 
Controls in place are appropriate/effective to control risks 
associated with this area. 

None – control operating/compliant 

 
5 Clinical governance 
 
Clinical governance information is being sufficiently included as part of the appraisal process and is in line with Trust policy as well as GMC requirements for 
revalidation. The Responsible Officer is able to make an informed decision for revalidation of a doctor based on the clinical governance information collected 
throughout the appraisal process. 

 
Every doctor’s clinical portfolio should demonstrate that the doctor fulfils the requirements of the GMC’s Good Medical Practice Framework for Appraisal and 
Revalidation. Organisations have an obligation to assist doctors in collecting supporting information for the appraisal process. The review of ‘significant events’ is one 
of the GMC’s six supporting information criteria to be provided and discussed for appraisals and revalidation and is required annually. 
 
A significant event (also known as an untoward or critical incident) is defined as any unintended or unexpected event which could or did lead to harm of one or more 
patients. This includes incidents which did not cause harm but could have done, or where the event should have been prevented. These events, as part of clinical 
governance, should be collected routinely by the organisation. 
 
It is Trust Policy to provide performance data on serious incidents, complaints and litigation for all doctors. Such information can include a list of incidents or 
complaints received by the Trust concerning either a named clinician, a team in which the doctor practises or a particular directorate/ward in which the doctor is 
working. This will be made available for the doctor to include in their online RMS portfolio and the doctor will need to reflect on this prior to their appraisal. 
 
Doctors are also encouraged to gather local data regarding complaints and compliments which might have come (for example) directly towards clinical 
areas/directorates. Appraisers will consider this information during appraisal. It is a GMC requirement that all complaints received in connection with a clinician are 
included in the annual appraisal. 
 
Where the complaints report produced by the Trust is not comprehensive, the doctor is required to bring other complaints with them to each appraisal. This may 
include complaints received from other designated organisations. It is important to note that complaints should be seen in the appraisal context as another type of 
feedback that permits doctors to review and develop their practice. 
 
Details and data around clinical governance in the Trust will come from a variety of sources but predominantly will be from Safeguard and PALS. This data is made 
available to all doctors and they will retain it within the build up of their portfolio on RMS. The RSO and the RO can also access other clinical governance means by 
liaising with the Trust’s Litigation Department or, via the GMC or from local knowledge and feedback gained within the organisation itself on a doctor if there are 
particular issues or concerns. 
 
Doctors can access the clinical performance drive within the Trust, which includes a database of performance data for some of the higher grade consultants and 
surgeons. However, this is not comprehensive for all grades of doctors. All doctors will still need to obtain further details from the behind the data numbers (e.g. for Page 46 of 51Revalidation Update.pdf
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significant incidents on Safeguard) to be uploaded on to RMS and used as supporting information within their portfolios. This is normally obtained from Patient Safety 
or the RSO will assist. In the absence of this data, the process relies on each clinical director to report to the doctor, RO or appraiser any concerns or details of 
significant incidents. 
 
A key control is also the requirement of all doctors within RMS itself to formally sign off on a statement of probity and health declaration and therefore accepting the 
GMC’s medical professionalism obligations on being honest, trustworthy, acting with integrity and being in good health. Clinical governance considerations are also 
included as standard procedure within the Trust’s ‘revalidation recommendation checklist’ for the RO to sign off against. 
 
From our review of this area we can provide assurance that clinical governance concerns are embedded within the appraisal and revalidation process at the Trust 
and that all parties have access to the necessary data to be able to include significant events within the supporting information criteria, as required by the GMC Good 
Medical Practice guidance. There is one low level recommendation in relation to making the performance dashboard more comprehensive for all grades of doctors 
within the Trust. 
 
Risk Identified 
If clinical governance systems data is incomplete and is 
therefore not fully considered for appraisals and 
revalidation, then there is a potential risk of doctors being 
not fit to practise and ultimately affecting patient safety. 
 
Likelihood (1) x Consequence (4) =4-  Low 
harm/damage 

Recommendation 3 
The Trust should consider expanding the range of performance measures and data sources shown 
within the dashboard for senior grades of doctors (i.e. consultants & SAS) portfolios, in order for the 
appraisal and revalidation process to be as accurate and complete as possible. 

 

6 Links with third parties and other agencies 
 
There are adequate links with other organisations where the Trust’s doctors may be working to enable sharing of information. It should however be acknowledged 
that due to the multiple sources of workforce, there is always the risk that doctors working within the Trust may not be fully within the revalidation process or that a 
doctor should be connected to the Trust when they are not. It should be highlighted that the process ultimately relies on the Doctor as a medical professional to 
actively engage and take personal responsibility for their licencing status and for the Trust to facilitate and support that process as much as can be reasonably 
expected. 

 
It is essential that strong links are established with other organisations and agencies to ensure a good two-way flow of information as required. The RO for the Trust 
attends meetings with a national network of Responsible Officers and is able to use those meetings to be made aware of concerns and to raise concerns if required.   
 
Doctors other work commitments outside the Trust  
Doctors employed by the Trust are able to work in different divisions of the Trust and for other organisations such as private healthcare. If a concern regarding a 
doctor’s practice is raised formally by a patient, it is managed through the PALS or Patient Engagement route where the incident or event is documented, 
investigated and resolved liaising closely with all people involved. Trust staff have a duty of care to report concerns regarding a doctor’s poor practice and, if such a 
situation arose, this would be managed through the doctors direct line manager. 
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A doctor’s other work commitments are documented within a job plan including private healthcare work. Should an incident occur where the doctor was responsible 
or involved, onward reporting is possible, if required. We obtained evidence of an example standard request to Mount Stuart Hospital, Torquay, for connected 
doctors carrying out private work there, whereby liaising with the General Manager regarding any concerns and gaining assurance of their fitness to practise. 
It is Trust policy that when a doctor has moved to the Trust from another organisation and becomes their substantive employer, then they will be obligated to 
participate in the Trust’s own appraisal process. With the support of the Medical HR team and RSO, an appropriate appraiser will be allocated and arrangements will 
be made for any relevant appraisal records and sharing of information to be transferred. This is ultimately the responsibility of the doctor but they will be fully assisted 
by the Trust if this is proving difficult. 
 
There is a standard NHS England developed template Transfer of Information form, for organisations to use to facilitate the easy transfer of doctors’ practice from the 
previous Responsible Officer. This is reciprocal arrangement so that the Trust’s own RSO is obliged to provide details too if so required. This is required for clinical 
governance concerns also as part of any revalidation process.   
 
Use of Locum agencies:  
Locum doctor appointments should be made with the same care as a substantive doctor’s appointment. All locum doctors should meet the entry criteria for the post. 
Locum doctors must be properly qualified and experienced for the work they will be required to undertake. Locum doctors should not be engaged for employment 
until all necessary employment checks have been conducted satisfactorily, either by the Trust or by a locum agency that subscribes to a national approved 
framework. 
 
For the use of agency locums, Medical HR will recruit and appoint the doctors using the Trust’s database of approved medical agencies. These agencies are part of 
the Crown Commercial Service Framework. This is a government approved framework of NHS employment providers who, amongst other things, have signed up to 
the NHS Standard on Employment Checks. These employment checks are embedded in the CCS National Agency Framework and therefore annual audit checks of 
agencies, to assure compliance with the standards, is met in relation to contracted and sub-contracted staff. 
Therefore, locum agencies that are part of a negotiated framework are required to appoint their own RO and must provide annual appraisals for all its doctors 
connected with that agency. Many locum doctors will be registered with several different agencies and must therefore decide whom their most substantive agency 
employer is to attach themselves to with the GMC. 
 
Medical HR will vet all locum doctors prior to appointment for their suitability and obtain standard levels of assurance from the agency provider. There is a suitable 
Trust policy on the appointment of locum doctors which includes guidance and standard forms to be used in the process.  
 
Honorary contractors:   
These are short-term appointees carrying out unpaid work within the organisation. As the Trust will not be the designated substantive employer, these doctors will 
not be attached to the RO here and therefore not responsible for their appraisal or revalidation. Honorary contractors are issued with standard contracts for the 
length of their appointment and the Trust will still carry out pre-employment checks including GMC registration status, although not specifically their RO details or 
revalidation status. 
 
There are adequate controls and procedures in place to ensure all doctors working within the Trust are properly identified and controlled with respect to revalidation. 
 

Risk Identified Recommendation 
Controls in place are appropriate/effective to control risks 
associated with this area. 

None – control operating/compliant 
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7 Performance reporting 
 
Based on our testing we can provide assurance that Board reporting regarding appraisal and revalidation progress is relevant and sufficient for the purposes of 
quality assurance of the process and is in line with regulatory requirements, namely NHS England’s Framework of Quality Assurance (FQA). 

 
Assurance of the revalidation and appraisal process is achieved by the following: 
 

 Monthly exception reporting to the Trust Board – this is the monthly update report and is now in exception report format. The Board therefore receives up to 
date numbers on revalidation recommendations (as well deferrals). There is also data on total number of appraisals carried out. There is exception reporting 
on late or missed appraisals with additional commentary and action plan to resolve. The reports are prepared by the RO and Appraisal Lead and we 
obtained evidence that these were being regularly prepared.  We can provide assurance based on the testing undertaken, The numbers being reported were 
accurate to the records held as at that time. 
 

 Quarterly updates - The Trust Board also receives progress updates and confirmations on external reporting returns to NHS England. These are based 
predominantly on the Framework of Quality Assurance (FQA requirement for Quarterly Reports to be electronically submitted each quarter throughout the 
year). We obtained a copy of the latest September return – submitted in October 2014.  
 

 Revalidation Annual Board Report – this is to provide the Board with assurance that the Trust’s statutory responsibilities are being discharged in accordance 
with GMC regulations. The Board will receive data regarding the number of doctors with a prescribed connection to the Trust during the appraisal year (the 
most recent being ending March 2014) as well as total number of completed appraisals and outstanding appraisals. The outstanding appraisals are also 
analysed for the Board and sub-analysed for reasons. The Report also confirms the number of revalidation recommendations made. The Board is also made 
aware of the total number of trained appraisers as well as quality assurance of the appraiser network. Based on the information provided within the Report 
and the assurances given, the Board will be asked to endorse the Revalidation Programme and to sign off on its statutory responsibilities (this is known as 
the Statement of Compliance in accordance with the NHS England Quality Assurance Framework). As part of our testing we were able to vouch the 
Statement that was signed off in August 2014. 

 
We can provide assurance that these reports are adequate for the purposes of regular Board reporting and provide assurance on the systems and procedures in 
place. 

 
Risk Identified Recommendation 
Controls in place are appropriate/effective to control risks 
associated with this area. 

None – control operating/compliant 
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8 Statutory obligations 
 
Based on the systems and processes in place within the Trust, the Interim Medical Director as senior medical professional for the designated body is adequately able 
to meet the statutory obligations for his position as RO. In addition to this, the Board are able to sign off the annual Statement of Compliance in accordance with the 
regulations, based on the systems in place and the information provided from the RMS system. We have obtained evidence that the Trust Board have an effective 
system in place to monitor and support their medical staff, including its RO, throughout the GMC’s revalidation process. 

 
The main statutory requirements for revalidation are covered by the General Medical Council (Licence to Practise and Revalidation) Regulations 2012, and The 
Medical Profession (Responsible Officers) Regulations 2013. 

 
Under the Medical Profession 2013 Regulations, as the appointed senior medical professional within the organisation, the RO has a statutory obligation to be 
responsible for making suitable recommendations to the GMC about each doctors’ fitness to practise. The Trust, as a designated body, also has a duty to provide 
necessary systems, resources and support to enable the RO to effectively carry out his or her duties.  
 
The RO and Trust Board are required to report quarterly and annually to NHS England (as ‘Senior Responsible Officer’). The Trust must therefore, under the NHS 
England’s Framework of Quality Assurance, provide confirmations and data reports quarterly and annually regarding the progress of their revalidation and appraisal 
programme, as well as other doctors’ data.  
 
The Trust Board sign this off through an annual Statement of Compliance – which is recommended to the Board contained within the Annual Board Report. We have 
seen the Statement of Compliance relating to the year ending March 2014 which was submitted in August 2014. We have also seen the quarterly returns to NHS 
England which were prepared by the Revalidation Team and are up to date. 
 
The Trust uses the Equiniti Revalidation Management System (RMS) to manage and control the doctor appraisal system. The system uses standardised forms and 
outputs which are based on GMC requirements. The Trust has provided a network of trained appraisers to assist in carrying out regular appraisals and is overseen 
by an Appraisal Lead, who also provides quality assurance to the process. The Revalidation Support Office actively monitors, co-ordinates and support doctors 
within the Trust to ensure that the appraisal and revalidation process runs smoothly and stays on track.  
 
There are no concerns regarding the process and statutory obligations for the Trust. The Equiniti RMS system and supporting processes adequately provide the 
necessary information.  
 

Risk Identified Recommendation 
Controls in place are appropriate/effective to control risks 
associated with this area. 

None – control operating/compliant 

Page 50 of 51Revalidation Update.pdf
Overall Page 97 of 224



Audit Report Information Audit South West 
Internal Audit, Counter Fraud and Consultancy Services 

 

© Audit South West  Page 19 

AUDIT SOUTH WEST – ABOUT US 
 
Audit South West is the largest provider of internal audit, counter fraud and consultancy 
services in the South West.  We maintain a local presence and close engagement within 
each health community, with audit teams based in Bristol, Exeter, North Devon, 
Plymouth, Torquay and Cornwall, linked by shared networks and systems. 
 
More information about us, including the services we offer, our client base, our office 
locations and key people can be found on our website at www.auditsouthwest.co.uk  
 
Audit South West is a member of NHS Audit England, a group of NHS internal audit 
and counter fraud providers from across England and Wales.  Its purpose is to 
facilitate collaboration, share best practice information, knowledge and resources in 
order to support the success and quality of our client’s services.   
 

CONFIDENTIALITY 
 
This report is issued under strict confidentiality and, whilst it is accepted that issues 
raised may need to be discussed with officers not shown on the distribution list, the 
report itself must not be copied/circulated/disclosed to anyone outside of the 
organisation without prior approval from the Director of Audit. 
 

INHERENT LIMITATIONS OF THE AUDIT 
 
There are inherent limitations as to what can be achieved by systems of internal control 
and consequently limitations to the conclusions that can be drawn from this review.  These 
limitations include the possibility of faulty judgment in decision-making, of breakdowns 
because of human error, of control activities being circumvented by the collusion of two or 
more people and of management overriding controls.  Also there is no certainty that 
controls will continue to operate effectively in future periods or that the controls will mitigate 
all significant risks which may arise in future.  Accordingly, unless specifically stated, we 
express no opinion about the adequacy of the systems of internal control to mitigate 
unidentified future risk. 
 

RATING OF AUDIT RECOMMENDATIONS 
 
The recommendations in this report are rated according to the organisation’s risk-
scoring matrix.  The recommendations have been arrived at by assessing the risk in 
relation to the Trust as a whole. This should enable recommendations made in different 
reports to be compared when deciding the priority and level of risk faced by the 
organisation. 
 

AUDIT ASSURANCE ASSESSMENT TABLE 
There are some weaknesses in the design and / or operation of 
controls which could have a significant impact on the achievement 
of key system, function or process objectives. 
 

Red 

There are some weaknesses in the design and/or operation of 
controls which could impair the achievement of the objectives of 
the system, function or process. 
 

Amber 

No control weaknesses were identified. 
 
or 
  
Our work found some low impact weaknesses in the design and/or 
operation of controls which, if addressed would improve overall 
control. However, these weaknesses do not affect key controls 
and are unlikely to impair the achievement of the objectives of the 
system. We can therefore conclude that the design and/or 
operation of the key controls is sound. 

Green 

 

 

 

AUDIT IMPACT ASSESSMENT TABLE 
There could be a significant impact on the achievement of 
organisational objectives. 

High 

There could be a moderate impact on the achievement of 
organisational objectives. 

Medium 

There could be a minimal impact on the achievement of 
organisation objectives. 

Low 
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Chief Executive’s Business 
August 2015 
 
Internal 
 
ICO Update 
On 15 July the Trust Development Authority approved the ICO transaction (as part of their 
“Gateway 3” review) subject to securing CCG agreement on how the remaining, relatively 
small, gap in the financial package will be addressed.  On this point, CCG discussions are 
nearing completion after which we will move with stakeholders to sign the transaction 
agreement to meet the 1 October 2015 timetable.  
 
This is a huge milestone and demonstrates that both regulators and all parties from our local 
community are committed to the establishment of the ICO.  
 
I would like to thank our partners Torbay Council, Trust Development Authority and Torbay 
and South Devon CCG for their ongoing support and contribution towards securing the 
financial package that will be needed to enable the ICO to invest in the changes needed to 
deliver our new model of care, the intended outcome being better support to our local 
population and reduced reliance on hospital-based care.   
 
The Chairman has communicated to staff in both Trusts and key stakeholders on the 
planned “go-live” date of 1 October 2015. 
 
I can assure you that we are continuing to work hard to secure the final stages of the 
integration process and I will continue to update the Board on key developments. 
 
Emergency Department  
 
Performance 
Pressures on emergency departments across the country continue, something that has also 
been experienced in the emergency department in Torbay Hospital where we also face the 
additional challenge of visitors particularly during the summer. Achieving performance 
standards continues to be a challenge, with an average of 91.1% of patients seen, treated or 
discharged within four hours up to 21 July. We are currently seeing a dip in our ability to 
meet the 95% target which, while affected by increased demand and workforce constraints, 
is also due in part to introducing the new IT system detailed below.  Performance for the 
month to date has deviated from plan and is currently estimated to be at 82.59% on 28 July 
2015. 
  
New Emergency Department and MIU computer system  
The new IT System called ‘Symphony’ went live on 21 July 2015 in Torbay Emergency 
Department (ED) and Local Minor Injury Units (MIUs).  The Symphony system will also 
integrate with other hospital and national systems. 
 
Symphony delivers real time patient information and it is anticipated that we will see 
improved patient flow, less paper, robust and reliable data capture and real time 
management for targets including the four hour performance requirement.  However initially, 
whilst staff are becoming fully familiar with the system, we are seeing an impact on ED 
performance. Additional temporary resources are being put into the department and full 
management support is being given to minimise this short term impact on our patients and 
staff.  
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We are confident the benefits will be realised and this new system will ensure clinicians have 
access to patient information including immediate notification that test results are available. It 
also highlights issues such as the length of time a patient has been in the department, 
alerting to potential target breaches and patient experience issues. By improving information 
availability across the department we are improving the delivery of patient care. 
 
 
Successful Vanguard Bid to support improved Urgent Care 
A Vanguard bid led by South Devon Healthcare FT and Torbay and Southern Devon Health 
and Care Trust along with the CCG and Torbay Council to give patients better urgent care 
services has been successful. The bid was one of only eight successful from across the 
country. The successful bids will benefit from a programme of support and investment from 
the £200m transformation fund, although the quantum that will be awarded to our bid is yet 
to be confirmed. 
 
The aim set out in the Vanguard bid is consistent with the ICO’s service strategy to provide 
consistent urgent care services so that more people will choose to use these and therefore 
take pressure off the Emergency Department (ED). 
 
The Vanguard status means that two sets of priorities can be implemented locally, in 2016 
and 2017. For next year, these will include the development of at least two Urgent Care 
services– one in South Devon and one in Torbay – prioritising areas of higher deprivation to 
reduce inequalities. In 2016, the scheme will also share primary care records with Devon 
Doctors and co-locate primary care facilities with ED facilities, or urgent care, in at least two 
locations. The following year’s priorities will include a full range of urgent care centres being 
made available, one of which might be at Torbay Hospital’s ED. 
 
The Vanguard bid supports developing strong working relationships between GP practices, 
mental health, the voluntary sector, police, schools, voluntary and independent care 
services.  The bid is attached for information. 
 
Dying without Dignity   
The Ombudsman’s report published on 20 May 2015 ‘Dying without Dignity – Investigation 
by the Parliamentary and Health Service Ombudsman into Complaints about End of Life 
Care’ looks at common themes that we regularly see in cases which relate to end of life 
care. They cover a range of important areas: Recognising that people are dying; making 
sure that symptoms are properly controlled; communicating with people, their families and 
each other and providing out of hours services. We are assessing how well we are 
performing in each of these areas through the End of Life Group which reports to 
Workstream 2. The report summary is attached. 
 
WOW Awards 
South Devon Healthcare NHS Foundation Trust & Torbay and Southern Devon Health and 
Care NHS Trust have been selected out of the many thousands of nominations from across 
the country as finalists in three categories in this year’s Awards.  
  
WOW! What a team 
Cheetham Hill Ward and the Moorland Team have made the shortlist because the teams 
have shown initiative, creativity and innovation in their commitment to quality customer care.   
  
Best Use of the WOW Awards Scheme 
Our local WOW scheme has been chosen as an organisation that has embedded the WOW 
Awards scheme in the culture of the organisation. 
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Engaging Your Employees; Public sector   
The shortlisting is in recognition that both organisations know that their employees is one of 
their greatest assets and strive to keep their teams enthused and engaged.  
  
Representatives from each of the above categories will tell their stories to an external panel 
of judges in London in September. The winners will be announced at an award ceremony in 
London in November 2015.  I know the Board would wish to extend its congratulations to our 
finalists in these prestigious national awards. 
 
 
External 
 
Successor to Anthony Farnsworth 
Mark Cooke has been named as the NHS England Director of Commissioning Operations in 
the South West, succeeding Anthony Farnsworth as the person in overall charge for NHS 
England in the region. Mark, who will  take up his post from September 2015, is a Finance 
Director by background, but has held many senior roles in the NHS, including five years as 
CEO of Dudley PCT.  
 
Achieving World-Class Cancer Outcomes: A Strategy for England 2015-2020 
The Independent Cancer Taskforce has published a five-year strategy to improve the 
prevention, diagnosis, treatment and care of cancer in England. Established in January 2015 
by NHS England on behalf of the Care Quality Commission, Health Education England, 
Monitor, National Institute for Health and Care Excellence, Public Health England and the 
Trust Development Authority, the Taskforce‘s strategy, which consists of 96 
recommendations organised around six strategic priorities, builds on the Statement of Intent, 
published in March 2015, to deliver the national ambitions on cancer set in the Five Year 
Forward View.  Additionally The Chair of the Taskforce, Harpal Kumar, has set out the 
opportunities to transform cancer services in a letter to the Chief Executives of the bodies 
responsible for running the NHS. The full briefing is attached 
 
Health Secretary sets out the direction of reform for the future NHS 
In his speech Making healthcare more human-centred and not system-centred the SoS 
talks about the horror of what happened at Mid Staffs, how could a system which claimed to 
put patients first allow such lapses in care to continue for 4 years without anyone putting a 
stop to it. And how this was not an isolated situation. 
 
He refers to the 5 year plan for the NHS developed by Simon Stevens as excellent and that 
the government is supporting it financially. But says we also need a vision that encompasses 
the move from a narrow focus on access targets to a broader vision of what high quality care 
entails; the change from disjointed episodic care to holistic integrated care; the move to 
prevention not cure with a much bigger focus on public health and more personal 
responsibility for our well-being. Running through all these things is a fundamental shift in 
power from a bureaucratic system where power sits in the hands - ultimately - of politicians 
to a democratic system where the most powerful person is not the doctor, the manager or 
even the health secretary but the 1 million patients who use the NHS every 36 hours. The 
full speech is attached. The speech refers to 7-day working as the litmus test. 
 
 

Manchester Royal Infirmary A&E unit closed over MERS outbreak 

A suspected outbreak of Middle East Respiratory Syndrome (MERS) was temporarily shut a 
Manchester Royal Infirmary’s A&E unit recently. Two patients were tested for the 
condition which led to the temporary closure. Risk of contracting the infection in the UK 
remains very low. Although cases continue to be reported from the Middle East, no new 
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cases of Mers-CoV have been detected in the UK since February 2013. The risk to residents 
travelling to Middle Eastern countries may be "slightly higher" than within the UK, but was 
still very low. 
 
Lord Rose’s Report - Better leadership for tomorrow - NHS Leadership Review 
The report states that the NHS has most of the resources it needs to deal effectively with the 
issues it faces. The key strengths include: the commitment of staff at all levels and in all 
parts of the NHS; the profound goodwill of its stakeholders, and the strong support of DH. 
In his summary he says the quality of NHS clinical care, which is highly regarded, is not 
always matched by its ability to identify, assess, and manage its staff consistently. Some of 
the systems and procedures necessary for this do not exist, or where they do exist are only 
partially effective. 
The level and pace of change in the NHS remains unsustainably high: this places significant, 
often competing demands on all levels of its leadership and management. The 
administrative, bureaucratic and regulatory burden is fast becoming insupportable. There are 
three areas listed as being of particular concern: 

 Vision:  A lack of One NHS Vision and of a common ethos. 

 People:  The NHS has committed to a vast range of changes but there is 
insufficient management and leadership capability to deal effectively with the scale of 
challenges associated with these. 

 Performance: There is a need for proper overall direction of careers in management 
across the medical, administrative and nursing cadres. 

The report makes a series of recommendations to address these and support improvement. 
The full report can be read here 
 
 
South Devon and Torbay CCG 
The CCG recently appointed two new Non-Execuitve Directors to fill vacancies on their 
Governing Body. Brian Mackness is non-executive director with a special responsibility for 
finance and commerce. Brian is already known in the community for his work on the CCG’s 
redesign and engagement groups. Kevin Muckian, a community pharmacist for many years, 
joins them in a new role for a non-executive from a clinical, but non-medical, background. 
 
Media 
The Communications team has continued to hold regular meetings with local media 
including the Herald Express and working with the new Health Correspondent at BBC 
Spotlight to ensure there is a shared understanding of our aims. 
 
There have been a number of stories publicised on TV, radio and in print including: the 
successful Vanguard bid, the appointment of Jon Welch as NED, the CCU ground breaking 
ceremony, appointment of a sight loss adviser, donation to Louisa Carey ward, GMC survey 
results success, supporting young people with learning disabilities into work and 
improvement to car parking. Working is continuing on developing regular stories that will 
feature patients , including the positive impact of the Care Certificate, talking about how 
services are benefiting them.  
  
 
Chief Executive Leadership Visibility 
 
Internal 
Coastal Zone Team for Teignmouth/Dawlish (as part of continued induction meetings) 
Bite Sized Sessions (at Paignton, Brixham and Newton Abbot Hospitals) 
Healthy Lifestyles Team meeting  
Drug and Alcohol Team Visit 
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Rheumatology Team Visit 
Matrons’ Meeting 
Medical Staff Committee 
 
External 
South West Chief Executives meeting 
Health and Wellbeing Board Workshop 
CCG Governing Body Board 
NEW Devon Right Care Event 
LMAT learning event – opening address 
Chief Executive Taunton and Somerset NHS Foundation Trust 
Chief Officer NEW Devon 
Chief Executive Torbay HealthWatch 
Four Trust Network Meeting 
Chair/Chief Executive CCG 
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« Back to cover page 

  

Dying without Dignity  

 

 

Dying without Dignity looks at common themes that we regularly see in 

cases which relate to end of life care. From these we can see areas 

where improvements can be made.     

Recognise that people are dying. The cases in the report show that if 

clinicians better recognise the risk of approaching death, they and 

family members can have important conversations with the patient to 

discuss their wishes, plan their needs,  and avoid any unnecessary crises. 

Make sure that symptoms are properly controlled. The greatest fear people express about dying, is being 

in pain. Yet with good care, pain can usually be controlled acceptably. The report shows that some 

clinicians need to be more confident within established good practice, with administering morphine and 

other opiate drugs. 

Communicate with people, their families and each other. The cases show health care professionals need 

to be supported in having open discussions with the patient and their family about the patient’s care 

towards the end of their life. They need to communicate in a way that is sensitive, but also makes clear 

the prognosis, and what options there are for care based on what the patient would like. The report 

shows that patients and their families should also have opportunities to discuss their concerns and fears 

with the health care professionals. 

Provide out of hours services. Our casework shows the harrowing results when patients cannot get the 

services they need. All patients at the end of their lives should be able to benefit from specialist palliative 

care services whenever they need it. This would help them in their comfort, dignity and wellbeing. 

Make sure that people get the right services. It is important to link patients to the services that are 

available to them, and make sure that the service they do receive is given in good time and is appropriate 

for the care they need. 
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The report adds to the wealth of knowledge about end of life care and we  hope it will inform debate, as it 

did when Lord Farmer initiated a discussion in the House of Lords on 23 June. 

The conclusions from our casework provide further evidence to support several of the findings of the 

House of Commons Health Select Committee report End of Life Care, in particular the need for more 

access to palliative care services; improved resources for support in the community; and better 

leadership. This is why we are now calling upon the Ambitions for End of Life Partnership to use the 

findings from our report to underpin any new plans for end of life care, and upon the whole of the NHS in 

England to find the collective will to make those ambitions a reality. 

Further reading: NHS England’s Action for End of Life Care 2014-16  
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THE FORWARD VIEW INTO ACTION: 

Registering interest to join the 

Urgent and Emergency Care 

Vanguard 
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Forward View into Action 
Urgent and Emergency Care Vanguards 
 

REGISTRATION OF INTEREST FOR UEC VANGUARD 
Please keep your completed applications to no more than 4 pages. 

 

Q1. Which network or system is making the application? 
 

Please list the supporting organisations and, if a subset of a network that is 
applying, the explicit support of the network. Please also include the name and 
contact details of a single leader best able to field queries about the application. 

This is a System Resilience Group (SRG) level bid for a mixed urban and rural population 
submitted by the South Devon and Torbay SRG on behalf of the following partners: 
  

 South Devon and Torbay CCG 

 South Devon Healthcare Foundation Trust 

 Torbay and Southern Devon Health and Care Trust 

 Torbay Council 

 South Western Ambulance Services Foundation Trust 

 Devon Doctors Ltd.  

 Community pharmacy (via LPC) 
 
The bid is based on the South Devon and Torbay CCG Urgent Care Strategy, which was 
approved in early 2015 by the Urgent Care Board and SRG which includes the partners 
above and representation from general practice and patient participation groups (PPGs). 
 
On behalf of the three sponsor organisations, the principal contact for the application is: 
Jane Viner, Director of Nursing, Professional Practice & Peoples Experience, South Devon 
Healthcare NHS Trust.  Telephone 01803 655707/07917 521015, janeviner@nhs.net 
The application is jointly sponsored by: 

 Dr Nick Roberts, Chief Clinical Officer, South Devon and Torbay Clinical Commissioning 
Group 

 Mairead McAlinden, Chief Executive of South Devon Healthcare NHS Foundation Trust 

 Mandy Seymour-Hanbury, Chief Executive of Torbay and Southern Devon Health and 
Care NHS Trust 

 
Oversight of the delivery of the application will be through the Joined Up Board and the SRG 
(the Joined Up Board brings together Chief Executives from commissioner, provider, 
voluntary and council sectors to lead strategic planning). 

Q2. What is your local vision for implementing the UEC review?  
 

Please also explain how you have been engaging patients and your local community 
in designing your plans, to demonstrate that they enjoy strong local support. 
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Our SRG urgent care strategy is based on a shared commitment to delivering the vision set 
out in the Keogh Urgent and Emergency Care (UEC) Review (2013) and the Five Year 
Forward View (2014).  We have already consulted on and published our five year strategy 
for transforming urgent and emergency care and implementation has started. However, 
Vanguard status would offer us the opportunity move quickly on implementation, and 
benefit from access to specialist expertise, tools and techniques.  The strategy and 
supporting documents can be accessed here: 
http://www.southdevonandtorbayccg.nhs.uk/about-us/our-plans/Pages/Urgent-Care-

Strategy.aspx 

The intention of the strategy is to make the best use of the resources spent locally on urgent 
and emergency care: deriving greater quality and value for money by avoiding duplication of 
effort and right care, first time. 
 
We are particularly affected by the growing national challenge of a rising elderly population 
and the increase in demand for services related to frailty. Commissioners and providers are 
under financial pressure: by 2019/20 our organisations will need to make annual efficiency 
savings of £25m per annum (6.3% of total costs) in order to meet this challenge.  We require 
significant service redesign if future demands are to be accommodated within the resources 
available to the health and care system. Working together, our ambitious leadership teams 
have demonstrated the courage, co-operation and commitment necessary to take a whole 
system approach to deliver transformation that will produce a sustainable, affordable and 
high quality UEC service now and into the future.  
To understand what drives the reliance on UEC we have undertaken public consultation and 
needs assessment which has informed system redesign and the development of a new care 
model. The model, developed by senior clinical leaders, will deliver: 

 Movement of resources from the Acute Trust to the community; 

 Reduction in GP consultations through enhanced self-care from Local Multi-Agency 
Teams (LMATs) and a move to 7-day services; 

 Reduction in 999 and A&E activity through improved and enhanced 111 services; 

 Reduced 999, A&E and admissions activity through enhanced frailty and assessment 
services; 

 Increased use of third sector and independent services; 

 Personalised care plans to prevent crisis, for those most at risk e.g. the frail, long-
term conditions, mental health, socially isolated; 

 All systems will be accessible to all professionals through mobile technology e.g. 
policies, guidelines, directory of services; 

 Shared information management systems between providers and partners e.g. 
police, schools, council where appropriate; 

 A net £6m saving across the system. 
 
These initiatives are all aligned with our UEC vision that services should wrap around the 
family to create a single system of care and support that maximizes independence and 
minimizes dependence through access to local 7 day community services that are 
responsive, accessible, personalized and effective.  This will reduce reliance on emergency 
services, enabling them to focus on just that.  

Q3.  What have you already achieved?  
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Through collective agreement we have developed the Integrated Care Organisation 
(supported by Monitor and the TDA), merging hospital, community and social care services. 
This is part of a redesign that develops strong alliances between general practices and, 
childrens, mental health, voluntary, police, schools, voluntary and independent care services 
to share information and work together to support the population. The ICO has a strong 
shared vision and the collective drive to deliver it. We have: 

 Strong clinical / professional leadership driving the care model  

 Clinical and public support for the UEC strategy 

 Established a Program Office with capacity and capability to deliver 

 Completed two frailty pilots to inform the new frailty service 

 Changed and adapted the Musculoskeletal pathway 

 Implemented a Medical Admissions Avoidance Outreach team 
 

There are concrete plans for resources and workforce to shift from acute care to high-
quality, value-for-money care provided closer to and in people’s homes, through LMATs.    
LMATs will link with developing urgent care centres.   
 
The UEC strategy describes a set of agreed quality and outcome standards for UEC in South 
Devon and Torbay based on the themes of system design, service delivery, clinical 
governance, workforce, and commissioning arrangements.  Service specific standards exist 
for primary care, A&E and urgent care centres.  We would like to progress these at pace 
with local providers for inclusion in local contracts.  We would be keen to share our work on 
quality and outcome standards and metrics with other sites to aid learning and further 
enhance them. 
 
A move towards 7-day primary care services is a local priority and work is currently 
underway on a Primary Care Strategy, in recognition of the key role played by primary care 
in the delivery of urgent care.  This will support the development of GP federations to 
deliver this, with care provided to a population rather than the registered list and more 
innovative ways of meeting urgent demand for primary care.  

Q4.  Where could you get to by April 2016 and by April 2017?  
 

Please describe the changes, realistically, that could be achieved by then – both in 
your own local system and also what you could do on behalf of the whole wider 
network. 
 
Please can you refer to how you will be taking forward key tasks, e.g. planning, 
designating facilities, developing pathways, achieving new standards, ensuring 
effective patient flow, achieving resilience, addressing workforce needs, 
implementing new payment models and funding flows, building trust with a focus 
on relationships rather than structures. 

Priorities to be achieved by April 2016, if Vanguard application is successful: 

 Rapid development of Urgent Care Centre facilities in at least two centres, 
prioritising areas of higher deprivation to reduce inequalities. 

 Integrated 111 services, with revised service up and running towards the end of 
2016. 

 Primary care records shared with Out of Hours provider.  

 Urgent care services available in community pharmacy. 

 Shared urgent care clinical and quality outcome standards, ready for inclusion in 
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2016-17 contracts. 

 Co-located primary care facilities with A&E/UCC facilities, in at least two locations. 

 Increase in the number of calls to 111. 

 Increase self-care services locally, including NHS Choices, targeting resources where 
999 and A&E activity is highest, in areas of deprivation. 

 Decrease in 999 activity and conveyance to ED. 

 At least two “Big 6” paediatric urgent care pathways implemented so care away from 
hospital becomes the norm for children. 

 Targeted patient and public engagement events in Torquay, an area of significant 
deprivation, to promote self-care and 111 as A&E alternatives. 

 Active strategic network, full CCG and provider involvement. 

 Full implementation of “Discharge to Assess” process to improve patient flow across 
acute, community and social care and the ambulance service. 

 
Priorities to be achieved by April 2017, if Vanguard application is successful: 

 Full complement of urgent care centres available, one of which may be co-located 
with A&E. 

 Primary care records shared with all urgent care providers.  

 Evaluation of urgent care clinical and quality outcome standards following first year 
of operation. 

 Co-located primary care in all A&E/UCC facilities. 

 Wide range of self-care services available, including apps.  

 Decrease in 999 conveyance to A&E of at least 5%. 

 All “Big 6” paediatric urgent care pathways in place and functioning. 
 
We are committed to robust evaluation of the success of the programme, and would 
approach the Academic Health and Science Network (AHSN) if successful to support us in 
this.  

Q5.  What do you want from the structured support programme?   
 
(Aside from potential investment and recognition: i.e. what other specific support 
is sought?) 

 

The CCG and partners value the opportunity to be a Vanguard for urgent and emergency 
care, which we feel will enable us to move at pace on the implementation of our agreed and 
published urgent care strategy.  This will transform the local urgent care system, for a 
sustainable future.   
 
We would particularly value: 
• Expertise to scope local demand and unmet need. 
• Organisation Development expertise to support the design and delivery of a cultural 

change program. 
• Access to specialists in particular areas of development; for example urgent care 

centres and 111.  
• Peer support and development to share and learn from others. 
• Support / enablers to implementing our ambitious IM&T strategy   
 

Please send the completed form to england.newcaremodels@nhs.net  by 15th July 2015 
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ACHIEVING WORLD-CLASS CANCER OUTCOMES: 

A STRATEGY FOR ENGLAND 2015-2020 

The Independent Cancer Taskforce has today (19 July) published a five-year strategy to improve the prevention, 

diagnosis, treatment and care of cancer in England. Established in January 2015 by NHS England on behalf of the 

Care Quality Commission, Health Education England, Monitor, National Institute for Health and Care Excellence, 

Public Health England and the Trust Development Authority, the Taskforce‘s strategy, which consists of 96 

recommendations organised around six strategic priorities, builds on the Statement of Intent, published in March 

2015, to deliver the national ambitions on cancer set in the Five Year Forward View.  Additionally The Chair of 

the Taskforce, Harpal Kumar, has set out the opportunities to transform cancer services in a letter to the Chief 

Executives of the bodies responsible for running the NHS.  

 

CURRENT LANDSCAPE, AMBITIONS AND PRINCIPLE FOR THE 

STRATEGY  

Approximately 280,000 individuals are now diagnosed with cancer in a year, a number which has been growing 

by around 2% per annum, expected to be more than 360,000 in 2030. This is due partly to the ageing and growth 

of the population, a result of the overall success of the healthcare system, and modern lifestyle issues. Cancer is 

currently the biggest cause of death from illness or disease in every age group, 130,000 people still die from 

cancer each year. 

Objectives of the strategy 
The Independent Cancer Taskforce’s ambitions are intended to deliver the following benefits by 2020: 

 An additional 30,000 patients per year surviving cancer for ten years or more by 2020, a third of which 

through earlier diagnosis - closing of the gap in survival rates between England and the best elsewhere; 

 Better integration of health and social care for the whole patient pathways, particularly for transitions 

between providers; 

 Cancer patients feeling better informed, and involved in decisions around their care and a radical 

improvement in experience and quality of life for the majority of patients, including at the end of life; 

 A reduction of the growth in the number of people being diagnosed with cancer; 

 A reduction in the variability of access to optimal diagnosis and treatment and the resulting inequalities in 

outcomes; and 

 Generate significant savings which can be re-invested to cope with increases in demand and to achieve 

further improvements in outcomes. 
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The principles underpinning the strategy 
The Taskforce identified key principles to guide the successful implementation of its recommendations:  care for 

patients should be personalised for their type of cancer and care needs, coproduced with the patient, and 

addresses the need for post treatment care. Individual responsibility and self management are key aspects of 

care plans. To support these principles the strategy requires delivery to be locally developed within national 

standards and accountability for delivery to be held both nationally and locally.  

Research findings will drive future improvements to cancer treatment and the processes developed by providers 

and commissioners will need to be flexible enough to adapt to the latest developments.  

Performance metrics  

The strategy recommends NHS England, working with the other Arms Length Bodies, should develop a cancer 

dashboard of metrics at the CCG and provider level, to be reported and reviewed regularly by Cancer Alliances, 

to provide more rapid feedback on the impact of interventions and performance against ambitions. At a 

minimum the metrics that will compromise the provider dashboard are: 

 Proportion of patients meeting cancer waiting times targets: target of 96% meeting 31 day target and 85% 

meeting 62 day target. 

 Cancer Patient Experience Survey data.  

 Data from clinical audits.  

 Further patient experience and quality of life measures as they are developed, e.g. PROMs. 

 Proportion of cancer patients participating in research. 

 

KEY STRATEGIC PRIORITIES 

Chapters 4 to 8 of the strategy set out six strategic priorities to improve cancer services. They are outlined below 

along side some of the recommendations that will deliver the improvement required.   

 

Reducing the incidences of cancer 
An estimated 4 in 10 cases of cancer could be prevented, largely through modifying aspects of our lifestyles 

which we have the ability to change, others through improving access to drugs and vaccinations that prevent 

cancers. Recommendations 2-9 suggest a number of initiatives to reduce the incidences of cancer, which include: 

 Generating a new tobacco control plan in the next 12 months and alcohol consumption reduction strategy;  

 Development of a national action plan for obesity;  

 Providing lifestyle advice to help prevent occurrence and cancer patients to prevent reoccurrence; 

 Undertaking further research on cancer reoccurrence. 

 

Improving survival rates 
The strategy recommends a number of ways to reduce mortality from cancer.  The most significant way to 

reduce mortality is through a number of methods, namely: increased screening, earlier diagnosis, more effective 

treatment, molecular diagnostics, enhanced treatment service delivery, targets patient groups, early access to 

palliative care and allied health professionals and the use of research. Recommendations 10-53 address a number 

of issues regarding the development of care pathways and need for reconfiguration of clinical services, including: 
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 NHS England should commence a rolling programme of replacements for LINACs as they reach 10-year life, 

as well as technology upgrades to all LINACs in their 5th year; 

 The Royal College of Surgeons of England and Royal College of Surgeons Edinburgh, working with Clinical 

Reference Groups, NCIN, Care Quality Commission and Cancer Research UK, should lead a process to define, 

by mid 2016, key quality metrics for each cancer surgery sub-speciality. Any new data collection should start 

in 2016 and then be incorporated in service specifications; 

 Regular evaluation of emerging evidence to determine whether service configuration for surgery merits 

further centralisation and advise NHS England accordingly; 

 NHs England should encourage providers to streamline Multidisciplinary Team (MDT) processes to 

concentrate specialist’s time on cancer cases that don’t follow well-established clinical pathways, and MDTs 

should conduct a monthly audit of patient deaths within 30 days of treatment to identify lessons about 

safety or treatment; 

 NHS England should encourage the delivery of chemotherapy in community settings; 

 Monitor and NHS England should introduce new sanctions for any provider not fully complying with 

electronic prescribing by March 2016; 

 By mid-2016, NHS England should evaluate implementation of the new NICE referral guidelines through 2-3 

vanguard sites;  

 NHS England should pilot, through new or existing vanguard sites, assessment of holistic needs for cancer 

patients at the point of diagnosis; 

 The NCRI Clinical Studies Groups, working with researchers and research funders, should develop a process 

by which all practice-changing conclusions that emerge from clinical trials conducted in the UK are 

channelled through to NICE and CRGs for incorporation into new clinical guidelines. They should also 

develop an early warning system for ground-breaking trials that are due to report. 

    

Improving experiences of care treatment and support 
Improving the patient experience of cancer care was regarded by the Taskforce as being as important as the 

treatment provided itself. The strategy looked to address this through measuring the patient experience, 

incentivising continuous improvement, addressing the staff experience, improving shared decision making, the 

use of digital communication, workforce communication skills, the use of clinical nurse specialists and cancer 

support groups. Recommendations 54-62 outlined how this could be achieved and included: 

 NHS England should continue to commission Cancer Patient Experience Survey (CPES) annually and embed 

it into accountability mechanisms such as CQC inspections. 

 NHS England, working through Clinical Reference Groups, and in partnership with charities, should develop 

on-line decision and communication aids for patients and carers to use with their clinicians. 

 Giving all consenting patients online access to all test results and other communications by healthcare 

providers. 

 Health Education England should review the training and support currently provided to NHS staff in regards 

to communication with the Royal Medical Colleges. 

 NHS England and the Trust Development Authority should encourage providers to ensure that all patients 

have access to a key worker from diagnosis onwards, to guide them through treatment options and ensure 

they receive appropriate information and support. 
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Improving patient quality of life and end of life support 
The strategy looks to support people with cancer to return to as good a quality of life as possible after active 

treatment has ended, or support them to achieve their personal goals if they will be living with either primary or 

secondary cancer for some time. The strategy looked to achieve this by measuring the quality of life, follow up 

pathways, rehabilitation, managing depression, provision in the community and end of life issues. 

Recommendations 63-75 outlined a number of projects to improve NHS performance in this regard and included:  

 The NHS should address approaches to reducing and managing long-term consequences of treatment. NHS 

England and Public Health England should work with charities, patients and carers to develop a national 

metric on quality of life by 2017; 

 NHS England should ask NIHR and research charities to develop research protocols which would lead to a 

much better understanding of the long-term consequences of different treatment options; 

 NHS England should work with partners to ensure that supporting people with cancer to return to work is a 

key focus; 

 NHS England should consider piloting, through new or existing vanguard sites, the commissioning of 

integrated evidence-based depression care that includes screening and treatment systems; and 

 NHS England should evaluate, through new or existing vanguards, whether the establishment of community 

oncology nurse services and community pharmacy services could cost-effectively assist with management of 

consequences of treatment and treatment adherence. 

 

Improving efficiency and effectiveness of delivery 
The taskforce recommended a number of changes to commissioning, national quality standards, quality 

assessment, workforce issues, data and intelligence, the development of provider partnerships in order to deliver 

the changes they recommended and value for money. Recommendations 76-95 outlined reforms which 

included: 

 All treatment services for rare cancers (fewer than 500 cases per annum) should be commissioned nationally. 

Other cancer treatment services (cancer surgery where national volumes are less than 2,500 per year) should 

be commissioned by a lead commissioner across populations of 4-5 million or more; 

 Diagnostic services to confirm or exclude cancer should be commissioned at CCG level; 

 NHS England should work with Monitor to pilot the commissioning of the entire cancer pathway in at least 

one area; 

 NHS England should set expectations for and establish a new model for integrated Cancer Alliances at sub-

regional level as owners of local metrics and the main vehicles for local service improvement and 

accountability, co-terminus with AHSCs; 

 NHS England should pilot all secondary/tertiary cancer treatment services provided through a ‘lead provider’ 

in 2-3 new or existing vanguard areas. The lead would manage the entire treatment budget; 

 Health Education England should work with NHS England, charities and others to develop a vision for the 

future shape and skills mix of the workforce; and 

 The seven ALBs should establish a properly resourced National Cancer Team (NCT) to oversee 

implementation of this strategy. 

 

Cost 
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The National Audit Office has estimated cancer services cost the NHS approximately £6.7bn per annum in 

2012/13, not including some primary care costs. In addition to this, approximately £0.8 - 1bn is spent in the 

private sector and a further £0.6 - 0.8bn in the voluntary sector. The Five Year Forward View projections indicate 

that this will grow by about 9% a year, implying a cost to the NHS of £13bn by 2020/21. The recommendations 

set out in the report are estimated to cost £400m per annum, of which approximately £300m per annum may 

already be included within the Five Year Forward View baseline projections. The Taskforce estimates that 

implementation of their recommendations should unlock savings that contribute substantially in excess of 

£400m per annum in the medium term, to the projected £22bn funding gap. However, as further costing work is 

required, the Taskforce’s final recommendation 96 is for NHS England and Monitor to develop a health 

economics approach to assess costs and benefits associated with programmes of cancer work.  

 

 

NHS Providers View 
 

Saffron Cordery, director of policy and strategy at NHS Providers, said:  

“This report was commissioned as part of the Five Year Forward View, and we fully support the its key aims which 

are to improve the outcomes for and experiences of cancer patients. 

“A key to its success in terms of implementation will be making sure that it aligns fully with the other 

developments in the Five Year Forward View, which the report references. The report sets out a host of 

recommendations, but also, helpfully recognises the pressures that the NHS is currently facing. Without 

substantial financial investment it will be hard to make the quality improvements suggested.” 
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Making healthcare more human-centred and not system-centred 

The Rt Hon Jeremy Hunt MP  

Delivered on:16 July 2015  

From bureaucratic to patient-centred 

Every health secretary has to deal with a crisis of some sort - and my first was not long 

coming. The Francis Report into the horror of what happened at Mid Staffs shocked me to 

the core: how could a system which claimed to put patients first allow such lapses in care to 

continue for 4 years without anyone putting a stop to it? Even more shocking was the rapid 

realisation that Mid Staffs was not isolated: hospitals up and down the country were making 

the same, tragic mistakes - a terrible, unintended consequence of a targets culture where 

system goals mattered more than the care of individual patients. 

It was, quite simply, a total betrayal of what the NHS stood for - not least a betrayal of the 

staff who worked in those hospitals. None of them joined the NHS to be associated with poor 

care - and yet they found themselves trapped in a huge bureaucracy where too often the 

price of speaking out was to be bullied, harassed and sometimes hounded from their jobs. 

Notwithstanding Mid Staffs, we have much to be proud of in our NHS: the universal access 

that it pioneered; progress on reducing waiting times; improving cancer survival rates, 

dementia and mental health care; strong primary care traditions; R&D; medical education 

and training and our high rating from the Commonwealth Fund. 

We also have an excellent 5 year plan for the NHS developed by Simon Stevens which, as 

we saw from the Budget last week, this government is willing to support financially on the 

back of a strong economy. 

But alongside a plan, we need a vision. That vision encompasses many things: the move 

from a narrow focus on access targets to a broader vision of what high quality care entails; 

the change from disjointed episodic care to holistic integrated care; the move to prevention 

not cure with a much bigger focus on public health and more personal responsibility for our 

well-being. But running through all these things is a fundamental shift in power from a 

bureaucratic system where power sits in the hands - ultimately - of politicians to a 

democratic system where the most powerful person is not the doctor, the manager or even 

the health secretary but the 1 million patients who use the NHS every 36 hours. 

My argument today is simple: if we truly want to change from a bureaucratic to a patient-

centric system, the NHS needs a profound transformation in its culture.  

‘Patient-centric’ is horrible phrase. How about ‘more human’ - the title of Steve Hilton’s 

recent book? Because the truth is that decades of building processes around system targets 

and system objectives, often with the best of intentions, has demoralised staff and patients 

and dehumanised what should be some of the most human organisations we have. 
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Just look at some of the metrics we track. ‘Avoidable deaths’ is one of them. And how many 

are there? Around 800 every single month. That is 800 human beings who have not been 

treated with dignity, care and respect - with catastrophic consequences.  

 

Another metric is ‘never events,’ the clinical mistakes that are so bad they are simply 

classified as things that should never, ever happen. One of them is ‘wrong site surgery.’ But 

how many people know that in our system twice a week on average we operate on the 

wrong part of someone’s body? 

The NHS is by no means unique in this - and arguably it is facing up to these issues better 

than many other systems. But a more human system would not tolerate them at all. As Steve 

says, too often “patients have become outputs, their health outcomes, products; our 

hospitals, factories”.  

Honest diagnosis 

So how do we change this? As with any illness, the first step is an honest diagnosis. 

I call it intelligent transparency - and as we have rolled it out in the last few years there has 

been fairly predictable opposition. Some worried that openness about failures would lead to 

an irreversible cycle of decline. Others said it would damage morale and staff retention. 

When I stood up in the House of Commons two years ago and said care was unsafe not just 

at Mid Staffs but at 11 other Keogh hospitals, political opponents called it ‘running down the 

NHS.’  

In fact the opposite happened. 

Following the Keogh Report and the work of our outstanding Chief Inspector of Hospitals, 21 

Trusts - 15% of the total - have been put into special measures. And did staff drain away 

from them? On the contrary, between them they hired an additional 125 doctors and 871 

nurses.  

Seven of them have already come out of special measures and nearly all have shown 

dramatic signs of improvement. This can be seen in the ‘buddying’ arrangements which they 

adopted with more successful hospitals. George Eliot learned from the IT systems used by 

QE Birmingham, Buckinghamshire Healthcare is implementing the Salford Royal approach 

to safety and Medway is learning from the clinical leadership at Guy’s and Thomas’s. Many 

talk about a dramatic change in culture too - as one nurse at Basildon said to me, ‘if we have 

a worry about patient care, now they listen to us, before they didn’t.’ 

But it isn’t just about hospitals. We have pressed on with intelligent transparency for care 

homes and domiciliary services, where so far nearly 3,000 of 5,000 inspected have been 

classed as good or outstanding. We have done it for GP surgeries, where the data is less 

helpful so the Health Foundation is helping us understand how to get better metrics. We 

have even applied it to the work of individual doctors, where we have become the first 

country in the world to publish consultant surgery outcomes across 12 specialties, following 

the pioneering work done in heart surgery by Bruce Keogh and Ben Bridgewater.  
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And next March we will go further still, becoming the first country in the world to publish 

avoidable deaths by hospital trust and, with the help of the King’s Fund, publish ratings on 

the overall quality of care provided to different patient groups in every local health economy. 

Building on the success of the Friends and Family test, patient experience will be a critical 

element of how these ratings are constructed. 

 

And has this wave of transparency damaged public confidence in the NHS? Quite the 

opposite. Last year it went up by 5 percentage points in England to its second highest ever 

level (compared to Wales, which has resisted transparency, where a survey found public 

satisfaction fell by 3%). The number of people in England who think they are treated with 

dignity and respect increased from 63% in 2010 to 76% last year according to Ipsos Mori. 

Record numbers now say their care is safe and, most encouragingly, the number who think 

the NHS is one of the best systems in the world has increased by 24 percentage points in 

the 7 years following Mid Staffs.  

Nigel Lawson famously described the NHS as a national religion. The problem with religions 

is that when you question the prevailing orthodoxy, you can end up facing the Spanish 

Inquisition. NHS orthodoxy was that criticism should not be made public because it would 

‘damage morale.’ We now see that was wrong. Intelligent transparency is becoming a 

‘Reformation moment’ for the NHS as the public appreciate that a system with the 

confidence to be honest about failings is a system that does something to put them right.  

And that means honesty with the public about their responsibilities too. 

Not just over appropriate use of NHS resources, which is why we are going to put indicative 

pricing on the outside of more expensive medicines; but also the responsibility each one of 

us has for our own health and those of our families. Nearly half of the parents of obese 

children do not even know their child is overweight - even though the subsequent impact in 

terms of mental and physical health is beyond doubt. Intelligent transparency means an 

intelligent conversation with the public about the role we all need to play to make ourselves a 

healthier nation. 

Transparency and devolution 

One thing though has been a big surprise. Most of the positive changes have come not 

because people have been instructed, but because they want to make them happen 

themselves.  

Self-directed improvement is the most powerful force unleashed by intelligent transparency: 

if you help people understand how they are doing against their peers and where they need 

to improve, in most cases that is exactly what they do. A combination of natural 

competitiveness and desire to do the best for patients mean rapid change - without a target 

in sight.  

Transparency over outcomes also makes possible true devolution of power. 

Every health secretary, of whichever party, arrives in office committed to local decision 

making, horrified no doubt at the prospect of Nye Bevan’s ‘bedpan from Tredegar’ 

reverberating around the Palace of Westminster. But then there is a flu epidemic, a care 
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scandal or an A & E nightmare and they discover their inner Stalin as they rush to bang 

heads together. 

But if you have independent, smart measures of performance area by area, hospital by 

hospital, a health secretary can relax a little. You can start to devolve power - safe on the 

basis not just of ‘earned autonomy’ for people delivering good quality care, but also because 

where there are problems, many of them will self-correct. People often say that they need to 

be given permission to be radical so they can do the right thing for patients. To be 

empowered to transform services so that they are future proofed, so that they are fit for the 

21st century. Well that moment has arrived and we want to support you to make those 

changes.  

 

With smart metrics we can also be less prescriptive about models of care, allowing more 

space for local ingenuity and innovation. We need to move further and faster towards 

Valencia-style population-level commissioning with accountable care organisations or 

integrated care provision planned in Greater Manchester with DevoManc. 

And as we do so, we can be officially neutral about whether one part of the country is trying 

a local authority-led solution just as another tries an acute-led model and another a GP-led 

plan. All will be assessed and held accountable through the same sensible, clear metrics, all 

can learn from each other, and with great relief we can consign to the dustbin the idea of 

continually ‘rolling out’ new models from Richmond House as local bottom-up solutions take 

the lead. 

The world’s largest learning organisation 

To power this we need to foster an inquisitive, curious and hungry learning culture. The 

world’s fifth largest organisation needs to become the world’s largest learning organisation. 

That learning will be as much about efficiency as it is about quality, given the tight financial 

constraints we face. And as trusts embark on that journey, they will need all the support they 

can get. So today I can announce that the operating name for the new jointly-led Monitor and 

TDA will be NHS Improvement. I am also delighted to announce that Ed Smith is to be the 

new chair, supported by Ara Darzi as a new non-executive director. Ed will launch a 

recruitment process for the new chief executive immediately, which will be completed by the 

end of September. I would like to take this opportunity to thank Baroness Hanham, David 

Bennett, Peter Carr, David Flory and Bob Alexander for their outstanding service to the NHS 

over many years for which we are incredibly grateful.  

Because safety and quality will be at the heart of the new organisation’s remit, Dr Mike 

Durkin’s safety function will move there with 2 early priorities. Firstly, to work with the Chief 

Nursing Officer to complete the work started by NICE on safe staffing levels. There can be 

no compromise on the issue of safe staffing and we need a methodology that properly 

assesses and publishes what appropriate levels of staffing should be, taking full account of 

the changes that can be made with new technology and modern multidisciplinary work 

practices. This will be independently reviewed by NICE, the Chief Inspector of hospitals, and 

Sir Robert Francis to ensure it meets the high standards of care the NHS aspires to. 
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And, secondly, Dr Durkin will set up a new Independent Patient Safety Investigation Service 

modelled on the Air Accident Investigation Branch used by the airline industry. A ‘no blame’ 

learning culture in that industry has led to dramatic reductions in both fatalities and cost - 

and we now need to do the same in healthcare.  

To further strengthen a culture of continuous improvement, we have to be open to insight 

and expertise from across the globe. I can therefore announce today the start of an 

international buddying programme. Five NHS trusts - Surrey and Sussex Healthcare, Leeds 

Teaching Hospitals, University Hospital Coventry and Warwickshire, Barking Havering and 

Redbridge, and Shrewsbury and Telford - will from this year be partnered with Virginia 

Mason in Seattle, perhaps the safest hospital in the world. But we will not stop there: if we 

want to be the best we must learn from the best - whether Kaiser Permanente in California, 

the Mayo Clinic, Alzira in Spain, Apollo in India or anyone else - and I look forward to 

developing further international partnerships over the months ahead. 

Game-changing innovation is not sustainable without strong leadership, as we know from 

the excellent Rose Report published today. In line with its recommendations, the national 

responsibility for nurturing and developing talented leadership in the NHS - including the 

NHS Leadership Academy - will be brought together and become the responsibility of Health 

Education England. However, as the report makes clear, every single NHS organisation will 

be responsible for nurturing the next generation of leaders. As we said in our manifesto, we 

are considering how best to recognise and reward high performance.  

I am also publishing Professor Sir Bruce Keogh’s progress reviewing the professional codes 

of doctors and nurses. He says that while there have been some improvements, more work 

needs to be done on incentives so that, like the airline industry, the default option is 

openness and not reticence when dealing with errors. At its heart this is about rediscovering 

true professionalism in a clinical context, so I welcome the fact that the Professional 

Standards Authority will be holding a summit on this in September with Bruce, who will 

complete his work in October.  

Taken together I want these changes to create a profound change in culture in the NHS. For 

too long we have assumed that the only way to tackle problems is a combination of money 

and targets. Both have their roles - but both, too, have unintended consequences. Our focus 

should be different: not top-down targets but transparency and peer review; learning and 

self-directed improvement that tap into the basic desire of every doctor, nurse and manager 

to do a better job for their patients; empowered leaders with the permission and the space to 

excel. In short turning our size and openness to our advantage with that bold ambition to be 

the world’s largest learning organisation. 

And this is my offer to the NHS today: more transparency in return for fewer targets. 

Learning and continuous improvement at the heart of a more human system where we 

eliminate any conflict between organisational priorities and what is right for the patient sitting 

in front of you.  

7-day care 

One litmus test of our commitment to this is our approach to 7-day care. 
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This is not about increasing the total number of hours worked every week by any individual 

doctor. Doctors already work extremely hard, and their hours should always be within safe 

limits. But we will reform the consultant contract to remove the opt-out from weekend 

working for newly qualified hospital doctors. No doctors currently in service will be forced to 

move onto the new contracts, although we will end extortionate off-contract payments for 

those who continue to exercise their weekend opt-out. Every weekend swathes of doctors go 

in to the hospital to see their patients, driven by professionalism and goodwill, but in many 

cases with no thanks or recognition. The aim is to acknowledge that professionalism by 

putting their contributions on a formalised footing through a more patient and professionally 

orientated contract. As a result of these changes by the end of the Parliament, I expect the 

majority of hospital doctors to be on 7-day contracts. 

 

Around 6,000 people lose their lives every year because we do not have a proper 7-day 

service in hospitals. You are 15% more likely to die if you are admitted on a Sunday 

compared to being admitted on a Wednesday. No one could possibly say that this was a 

system built around the needs of patients - and yet when I pointed this out to the BMA they 

told me to ‘get real.’ I simply say to the doctors’ union that I can give them 6,000 reasons 

why they, not I, need to ‘get real.’ 

They are not remotely in touch with what their members actually believe. I have yet to meet 

a consultant who would be happy for their own family to be admitted on a weekend or would 

not prefer to get test results back more quickly for their own patients. Hospitals like 

Northumbria that have instituted 7-day working have seen staff morale transformed as a 

result. Timely consultant review when a patient is first admitted, access to key diagnostics, 

consultant-directed interventions, ongoing consultant review in high dependency areas, and 

proper assessment of mental health needs: I will not allow the BMA to be a road block to 

reforms that will save lives. 

There will now be 6 weeks to work with BMA union negotiators before a September decision 

point. But be in no doubt: if we can’t negotiate, we are ready to impose a new contract.  

Patient Power 2.0 

Taken together, these changes are profoundly important for patients. But they are not 

complete because they leave untouched the essential power relationship between doctor 

and patient. However, thanks to technology and science, we now have the possibility to 

remedy this, with a radical permanent shift in power towards patients. 

If intelligent transparency is Patient Power 1.0, this is Patient Power 2.0. We have the 

chance to make NHS patients the most powerful patients in the world - and we should leap 

at the opportunity. 

Within the next 5 years our electronic health records will be available seamlessly in every 

care setting. You will be able to access them, share them, mark preferences, and shape the 

care that you want around them. We will be decoding individual genomes, allowing us to 

target personalised medicines, improve diagnosis and therapy, and reduce waste. New 

medical devices will mean an ambulance arrives to pick us up not after a heart attack but 

before it - as they receive a signal sent from a mobile phone. 
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With 40,000 health apps now on iTunes, these innovations are coming sooner than most 

people realise. The future is here, but it needs to be more evenly distributed. Heart rates and 

blood pressure will no longer be simply a matter for the doctor - patients will know them and 

monitor them too. Data sharing between doctor and patient means power sharing too. 

Intelligent transparency creates intelligent patients with healthier outcomes. Get this right 

and it is no exaggeration to say that the impact will be as profound for humanity in the next 

decade as the internet has been in the last.  

And I want the NHS to get there first. 

 

So last September, we launched myNHS, where patients can see information about the 

quality of services provided by hospitals, GPs, surgeons, and local authorities all in one 

place. So far there have been 244,000 visits to the site with raw data being downloaded over 

5,000 times. 

Last year we also increased the number of GPs offering patients access to their summary 

medical record online from 3% to 97%, alongside the ability to book appointments and order 

prescriptions - 2.5 million patients have activated this service so far.  

But we need to go much further and today I want to highlight 3 areas in particular. 

Firstly, I want to make sure that patients really are in a position to do something about the 

information they now have for the first time. Real patient power is not just about knowledge - 

it is being able to act on that knowledge so that those providing care feel financial, as well as 

operational, consequences. 

So from next year as part of the new electronic booking service, which has replaced Choose 

and Book, all GPs will be asked to tell patients not just which hospitals they can be referred 

to, but the relevant CQC rating and waiting time as well. Because those ratings now include 

patient experience, safety and quality of care, patients will for the first time be able to make a 

truly informed choice about which local service is best for them. Patients also need to be 

able to make a meaningful choice about which GP surgery is most appropriate for their 

needs. Right now that is not always possible because practices get full and there is a lack of 

capacity. We will address this through our New Deal for General Practice which will boost 

GP provision in under-doctored areas, with NHS England giving particular attention to 

making sure that there are alternatives available when a practice has been rated 

‘inadequate.’ 

But patient power is not just about being able to choose the right provider - it is also about 

being able to choose the right service within each provider. 

In 3 areas in particular we still too often tell patients what service is available on a take it or 

leave it basis without allowing them to choose what is most appropriate for their needs. So 

today I can announce that before the end of this year, NHS England will come up with 

concrete proposals to make sure that there is meaningful choice and control over services 

offered in maternity and end of life care and for those with complex long term conditions. 

Finally if we are to embrace the potential for technology to shift power to patients, we need 

patients to be willing and able to harness that technology. Digital inclusion is as vital in 
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healthcare as everywhere else - not least because some of the greatest impacts of new 

technology in health is with the most vulnerable patients. I have therefore asked Martha 

Lane-Fox to develop some practical proposals for the NHS National Information Board 

before the end of the year as to how we can increase take-up of new digital innovations in 

health by those who will benefit from them the most. 

Conclusion 

The Forward View sets our course for 5 years. Over those 5 years patients can look forward 

to a 7-day NHS offering safer and more integrated care than ever before as we start to rise 

to the big challenges of the 21st century: making healthcare more human-centred and not 

system-centred. 

 

But the transition to patient power will dominate healthcare for the next 25 years. We cannot 

resist the democratisation of healthcare any more than we can resist democracy itself. But 

we can choose whether we want the NHS to be the leader of the pack, turning heads across 

the globe, or a laggard always struggling to embrace innovation adopted earlier elsewhere.  

Mid Staffs, curiously, can help us here. It was indeed a terrible shock as we looked in the 

mirror and saw just how far we had drifted from a truly patient-centred system. But if we 

learn the lessons, it could also be a decisive moment of change when we break from the 

past and resolve to become the first truly democratic, patient-centred healthcare system in 

the planet. 

Starting with intelligent transparency, then using it to foster a learning culture to support and 

empower staff, then embracing technology to give patients real control of their own health 

and care - that is the journey that beckons. The world’s largest learning organisation 

supporting the world’s most powerful patients: time to get real to the opportunity and rush to 

embrace it. 
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Foreword  
 

Early in 2014 the Secretary of State for Health, the Rt Hon Jeremy Hunt MP, 

asked me to review what might be done to attract and develop talent from inside 

and outside the health sector into leading positions in the NHS; and to 

recommend how strong leadership in hospital Trusts might help transform the 

way things get done and to report my findings by the end of the calendar year, 

which I duly did. Early in 2015 the Secretary of State requested that I extend this 

report to consider how best to equip Clinical Commissioning Groups to deliver 

the Five Year Forward View, which had been published late 20141. 

 

I started this Review in March 2014.  I have met and listened to a wide range of 

stakeholders at meetings, briefings, visits and roundtables (details of this are 

contained at the end of this report). I have also read a significant amount of 

literature.  I focused my attention on acute and secondary care (both NHS Trusts 

and Foundation Trusts, referred to together in this document as Trusts) as well 

as commissioning: there is no specific coverage here of primary care. There are 

specific recommendations for those in leadership positions within commissioning 

and provider organisations but in reality many of the recommendations are for 

the whole of the NHS. 

 

I would make the following observations: 

                                                        
1 Five Year Forward View, (October 2014), NHS England, www.england.nhs.uk/ourwork/futurenhs/5yfv-ch1/ 
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• First, the NHS consistently delivers great service through a committed and 

passionate workforce of 1.38m staff in England2.  During my Review I 

heard many great stories (only a few not so great).  Mostly I found staff 

motivated and focused, often running on goodwill in a tough environment; 

some places felt more positive than others.  

• Second, I saw and heard for myself the massive change that the NHS is 

embracing post 2012.  This change needs to be allowed to settle down. 

There is genuine concern within the service that further restructuring will 

be imposed upon the system, which would be unhelpful. This is despite 

the current Government making no indication of wishing to do so.  

Through no fault of their own, people are often ill-prepared or ill-equipped 

to implement the changes asked of them. 

• Third, the NHS performs an extraordinary service and is staffed by some 

extraordinary people, but the whole organisation could and should be 

made more effective by the application of some common-sense tactical 

and strategic thinking. 

 

What I discovered and the evidence presented to me, would come as no surprise 

to anyone in any large organisation operating on the same scale. The NHS is not 

alone in facing the challenges highlighted in this Review.   

 

There must be a shared vision; attention must be paid to its people, and those 

people must be helped, guided and assessed in their performance and delivery.  

                                                        
2 NHS Choices, www.nhs.uk/NHSEngland/thenhs/about/Pages/overview.aspx 

Page 31 of 95Report of the Chief Executive (Public).pdf
Overall Page 129 of 224



 5 

The recommendations of this Review are made in the areas of training, 

performance management, bureaucracy and management support.   

 

In making them, I acknowledge that readers may feel review-fatigue; so I have 

kept this as succinct as possible.  I also recognise that the NHS is immensely 

complex, and that one apparently straightforward recommendation will have 

many implications and perhaps unintended consequences; but because we are 

intimidated by complexity and scale there is equally a danger of doing nothing. 

The way to handle complex matters is to simplify them wherever possible. It is a 

risk we should take. 

 

This Review is deliberately practical in its enquiry and recommendations. It builds 

on themes uncovered in the 2013 Mid-Staffordshire NHS Foundation Trust 

Inquiry3 (Francis Report) and on other more recent reviews (Dalton 20144, King’s 

Fund 2014 and 2015)5 and the Five Year Forward View (NHS 2015);   Simply 

put, this Review aims to make people better qualified to manage and to lead.   

 

It is striking that the NHS has a central resource for quality but not for people, 

and these recommendations set out to address the fact that the people of the 

NHS are its main asset.  What emerges is a range of recommendations (listed in 

                                                        
3 Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, Volume 3, Chapter 24- Leadership, page 1545, (6 
February 2013),  www.midstaffspublicinquiry.com/sites/default/files/report/Volume%203.pdf  
4 Dalton Review: options for providers of NHS care (5 December 2014), www.gov.uk/government/publications/dalton-
review-options-for-providers-of-nhs-care 
5 System Leadership: Lessons and learning from AQuA’s Integrated care discovery communities (14 October 2014), The 
Kings Fund, www.kingsfund.org.uk/publications/system-leadership and 
http://www.kingsfund.org.uk/publications/leadership-and-leadership-development-health-care 
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the Executive Summary and in Recommendations), from the promotion of one 

vision of the NHS to an initiative to cut bureaucracy: simple enough ideas, tough 

to implement well on the scale required, and perhaps all the more important 

because of that.  

 

Everyone should know what great leadership looks like; and even though not 

every job will require leadership qualities, some parts of every job will.  We 

should not try to prescribe from any particular discipline.  We should aim to 

develop, recognise and reward appropriately leadership qualities across the 

whole NHS workforce.    Leadership qualities should be celebrated across all 

disciplines and job grades. 

 

We should also recognise that we must work with what we have.  A few simple 

things would make a huge difference: some centralised effort on training; or 

helping middle managers keep their confidence and focus; or knowing that the 

top leaders of tomorrow may be doctors, nurses or administrators. At the start of 

their NHS career, everyone should have adequate training; in mid-career they 

should have adequate support and clear pathways to progression as managers; 

and top leaders should have the appropriate support and experience to enable 

them to make correct decisions.   

 

From my perspective of a manager from the private sector, these 

recommendations are simple remedies that could make the NHS more effective, 
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recognising that it is neither private sector nor centralised.   Clearly, a patient is 

not a customer in the same sense, yet any organisation with the scope and reach 

of the NHS requires strong leadership and management at all levels and in all 

parts of the system.   Everything comes down to its people, both right now and in 

the future: so we must pay attention now if we are to expect results in 10, 15, 20 

years.  People are long-term. 

 

The recommendations apply to the whole NHS, but they will not and cannot find 

universal support or answer all issues.  However, a way needs to be found to 

implement them in what is essentially a federation.  The development of people 

and sharing of best practice should not be left to chance.  There is much good 

practice and good leadership out there.  I urge the means to share it and to join it 

up so that best practice may be spread more rapidly. 

 

The NHS is one of our society’s proudest achievements, but the challenges it 

faces could hardly be more daunting.  The NHS remains a comprehensive 

service, free at the point of delivery, regardless of the ability to pay, and funded 

from general taxation.  However, rising demand and treatment costs; the need for 

improvement in certain kinds of care; and the state of the public finances means 

that “Simply doing things in the same way will no longer be affordable in the 

future.”6  

                                                        
6  Government response to the NHS Future Forum report (20 June 2011), Department of Health, 
www.gov.uk/government/publications/government-response-to-the-nhs-future-forum-report 
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The Five Year Forward View has a clear vision of what the future should look 

like; but not enough focus on leadership and skills that will be needed to 

implement it. I leave you with three questions related to my central themes: 

• Leadership is the key to making changes stick.  How is great leadership 

recognised across the NHS? 

• How do we find and nurture the people that are needed to lead the NHS 

over the next 10 years? 

• How do we help all NHS staff become the best versions of themselves at 

work? 

 

This Review offers some answers to these questions. 

 

 

Lord Rose 

 

June 2015 
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Executive Summary and Recommendations  
 

The NHS has most of the resources it needs to deal effectively with the issues 

identified in this review. The key strengths that the Review found include: the 

commitment of staff at all levels and in all parts of the NHS; the profound 

goodwill of its stakeholders, and the strong support of its funder, the 

Department of Health. 

 

The quality of NHS clinical care, which is highly regarded, is not always 

matched by its ability to identify, assess, and manage its staff consistently. 

Some of the systems and procedures necessary for this do not exist, or where 

they do exist are only partially effective.  

 

The level and pace of change in the NHS remains unsustainably high: this 

places significant, often competing demands on all levels of its leadership and 

management.  The administrative, bureaucratic and regulatory burden is fast 

becoming insupportable. There are three areas of particular concern: 

 

1. Vision: There is a lack of One NHS Vision and of a common ethos. 

2. People: The NHS has committed to a vast range of changes however; 

there is insufficient management and leadership capability to deal 

effectively with the scale of challenges associated with these.  

3. Performance: There is a need for proper overall direction of careers in 

management across the medical, administrative and nursing cadres. 
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Many of these problems are chronic and have been unaddressed over an 

extended period and by different Governments.  Clearly, some of these 

recommendations are of a strategic nature; others tactical and operational.  

Several are interrelated and overlapping, as one would expect them to be in a 

complex organisation.   

 

 

Recommendations: 
 

There are two pre-conditions that must be met before any of these 

recommendations can be effected:  These are simple and profound: 

 

R1: Form a single service-wide communication strategy within the NHS to 

cascade and broadcast good (and sometimes less good) news and information 

as well as best practice to NHS staff, Trusts and Clinical Commissioning Groups. 

and 

 

R2: Create a short NHS handbook/ passport/ map summarising in short and/ 

or visual form the NHS core values, to be published, broadcast and 

implemented throughout the NHS. 

 

Training: 
 
R3: Charge Health Education England (HEE)  to coordinate the content, 

progress and quality of all NHS training including responsibility for the 
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coordination and measurement of all management training in the NHS. At the 

core of this is a 90-day action cycle.  HEE must promote cross-functional 

training in all disciplines and at all levels, coordinating the teaching of 

management basics such as appraisal, motivation, negotiation and leadership  

 

R4: Move sponsorship of the NHS Leadership Academy from NHS England 

into HEE 

 

R5: Include accredited/ nominated training establishments as part of a diverse 

training effort. 

 

R6: Review, refresh and extend (x10) the NHS graduate scheme; establish 

career pathways, a greater variety of placements and a guaranteed job after 

three years’ training (quality and assessment permitting). 

 

R7: Refresh middle management by training and a more porous approach 

both from within the NHS and externally (recruitment from, and secondment 

to, other sectors). 

 

R8: Require senior managers to attend accredited courses for a qualification 

to show that consistent levels of experience and training have been reached 

across the NHS. On completion of this course they will enter a senior 

management talent pool open to all Trusts.  
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Performance Management 
 

R9: Set, teach and embed core management competencies and associated 

expected behaviours at each management level. 

 

R10: Establish a mechanism for providing on-going career support for all 

those in a management role allowing individuals to increasingly take charge 

and identify their own development needs. 

 

R11: Establish and embed an NHS system of simple, rational appraisal (a 

balanced scorecard for individuals) supported by a regular course in giving 

and receiving appraisals as part of the core provision of the single training 

body.  At a senior level, these appraisals should be standardised across the 

NHS. 

 

 

Bureaucracy 
 

R12: Review the data demands of regulators and oversight bodies; these can 

then be rationalised and harmonised in order to produce consistent, clear and 

simple reporting that does not distract staff from patient care.  

 

R13: Merge the oversight bodies, the Trust Development Agency (TDA) and 

Monitor. 
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R14: Spend time, on a regular basis, at all levels of the NHS to review the 

need for each data returns being requested and to feed any findings to the 

Executive and Non-Executive Teams to review.  

 

R15: Establish and maintain a clearer system of simple rational appraisal 

(balanced scorecard for the organisation).  

 

R16: Health and Social Care Information Centre (HSCIC) should develop an 

easily accessible Burden Impact Assessment template and protocol. 

 

 

 

Management Support 
 

R17: Create NHS wide comment boards. Website and supporting technology 

to be designed and implemented to share best practice.  

 

R18: Set minimum term, centrally held, contracts for some very senior 

managers subject to assessment and appraisal. 

 

R19: Formally review Non-Executive Director (NED)  and CCG lay member 

activity (including, competence and remuneration); and establish a system of 

volunteer NEDs from other sectors.  
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Background to the Review  
 

The NHS has recently undergone one of the largest and most radical changes 

in its 66-year history in the form of the 2012 Health and Social Care Act (“the 

2012 Act”)7 and (two years earlier) Liberating the NHS8.  The 2006 Act as 

amended by the 2012 Act is the legislation in force at the time of this Review.   

 

This wave of change was designed in part to remove day-to-day management 

of the NHS from the centre of Government. GPs would commission services 

and the National Commissioning Board (now NHS England)   would be given 

a mandate from Government that sets out the strategic direction in the form of 

objectives it must achieve; this would limit micromanagement of the NHS by 

the Department of Health and distance management of the NHS from 

Government.   

 

The 2012 Act changed the landscape of the NHS fundamentally.  Previously 

the Secretary of State for Health oversaw the NHS through 10 Strategic 

Health Authorities (SHAs) that in turn oversaw 151 Primary Care Trusts 

(PCTs). These PCTs commissioned services from hospitals, GPs and all 

others providing front-line NHS care. The 2012 Act increased the level of 

oversight by replacing SHAs and PCTs with a number of new bodies including 

NHS England which includes four regional commissioning offices, a number 

of Commissioning Support Units and 27 NHS England Area Teams which 

oversee Clinical Commissioning Groups (CCGs). Money flows from NHS 

                                                        
7 Health and Social Care Act (2012), www.legislation.gov.uk/ukpga/2012/7/contents/enacted 
8Equity and Excellence: Liberating the NHS, (12 July 2010), 
www.gov.uk/government/uploads/system/uploads/attachment_data/file/213823/dh_117794.pdf 
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England directly to the CCGs which then purchase care in hospitals, Mental 

Health and Community Services. Specialist services and primary care 

services are commissioned directly by NHS England, though this too is 

changing. Local Authorities can also commission some public health services.   

New levels of accountability were also created. Devolution of accountability 

away from the centre of government will take time to work.  

 

Clinical Commissioning Groups (CCGs) are autonomous statutory bodies 

accountable to their members through a governing body. They work closely 

with other organisations such as local Health and Wellbeing Boards and NHS 

England. While CCGs are independent, there are a number of duties that they 

must fulfil which are set out in the [NHS Act 2006, as amended by the] Health 

and Social Care Act 2012.  In late November 2014 some restructuring of NHS 

England took place with the 24 area teams outside London being replaced by 

12 sub regions9. 

 

 

Background to the General Themes: 
 

This is a time of extraordinary and rapid change, and this above all else 

shapes the evidence gathered here.  A clear picture emerges of an 

organisation with many strengths and opportunities both to control the present 

and to plan for the future. But the picture also includes significant 

                                                        
9 www.england.nhs.uk/2014/11/28/director-appointments/ 
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shortcomings in the management of staff, and of a lack of local strategic 

oversight indicative of broader issues in the NHS. 

 

This ought to be a time for great transformation without structural 

reorganisation: the NHS is facing both urgent and important issues. There is 

an urgent need for more efficiency savings, increased pressure on services 

from an aging population with multiple needs, and there are the unintended 

consequences of medical progress such as people living longer with multiple 

conditions.  There are both risks and opportunities. 

 

In funding, for example, the NHS has been rated by the US Commonwealth 

Fund as the most efficient health care system in the developed world: the 

NHS scores highest on quality, access and efficiency; it spends the second-

lowest amount on healthcare among the 11 nations surveyed (£2,008 per 

head).10  Yet the NHS is now being asked to make further massive savings of 

the order of those that Sir David Nicholson set out for 2011-201511. There is 

estimated to be a potential deficit of £30bn by 2020-2021.12 This is placing 

NHS staff under greater pressure.  

 

The Five Year Forward View13 is welcome and commonsense.  It focuses on 

three things: managing demand, improving efficiency and additional funding.   

This thinking has helped to shape the context in which this Review made its 

                                                        
10 Mirror, Mirror on the wall, 2014 update: How the US health system compares internationally (16 June 2014), The 
Commonwealth Fund, www.commonwealthfund.org/publications/fund-reports/2014/jun/mirror-mirror 
11 www.stockport.nhs.uk/websitedocs/2010_11_25_Item_6.PDF page 2: Department of Health Business plan 2011-2015, (8 
November 2010) 
12  The NHS belongs to the people: A call to action, (July 2013), NHS England, www.england.nhs.uk/wp-
content/uploads/2013/07/nhs_belongs.pdf 
13 Five Year Forward View, (October 2014), NHS England, www.england.nhs.uk/ourwork/futurenhs/5yfv-ch1/ 
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findings. The Five Year Forward View brings a long overdue emphasis on 

prevention and a continuing and renewed commitment to patients being given 

more control of their own care.  As many have pointed out, it is an “adapt or 

die” message.   

 

The Five Year Forward View14 recognises that there is a funding gap, a need 

to join up primary care, social care and acute care and show a practical route 

to making things more efficient.  The vision set out will likely cost an extra 

£8bn, on top of the £22bn efficiency savings the NHS may be able to make on 

its own, to implement: 

 

“If the NHS achieves all the efficiencies identified in the plan – an 

extremely tall order in itself – leaders say that an extra £1.5bn a year 

above inflation will be needed, or around £8bn in total, to eradicate a 

£30bn deficit”15.  

 

The Five Year Forward View sets out the need to move away from the short-term 

answers into longer term more radical solutions.  However, it does not dwell on 

the most important resource alongside money: people.   

 

The story is the same in the 2012 Act.  This put clinicians at the centre of 

commissioning, freed up providers, continued to empower patients, and brought 

the NHS, public health and adult social care together for the first time in Health 

                                                        
14 Five Year Forward View, (October 2014), NHS England, www.england.nhs.uk/ourwork/futurenhs/5yfv-ch1/ 
15 British Medical Journal (1 Nov 2014) 
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and Wellbeing Boards.  The 2012 legislation created a number new structures, 

including CCGs, and enhanced roles for the Care Quality Commission; and 

removed others, including SHAs.  The 2012 Act presaged radical change, and it 

is still too early to say if or how those changes will be successful.   Yet wherever 

structures change, people need to be equipped to run them.  Equally, the Five 

Year Forward View says little of the challenges for NHS staff from either the 

provider or commissioning side. A report from The King’s Fund (December 2014) 

makes clear where some of these challenges currently sit:  

 

Talent management is key.  The responsibility for developing future 

leaders needs to be taken seriously… It is important that a culture of 

development and support should pervade – one that allows senior 

leaders the time and space to try new things… one where they are free 

from the weight of scrutiny and blame that dominates today.16   

 

It lists the well-established need to fill gaps in leadership training, to establish 

an NHS leadership strategy and development plan, and to remove the 

disincentives to innovate and take risks.  The King’s Fund report touches on 

many things noted in this Review: structural uncertainty, the regulatory 

burden, career development, talent management, and CEO tenure, all issues 

which have shaped the recommendations here. 

 

 

                                                        
16Leadership Vacancies in the NHS: What can be done about them? (2014), Ayesha Janjua, The Kings Fund,  
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Findings & Interpretations  
 

There are seven General Themes that emerged; the Review grouped the 

general themes under the following headings: 

 

1. NHS vision & ethos (one vision of the NHS) 

2. Leading constant change (one vision of the NHS, its People) 

3. Training (one vision of the NHS, its People) 

4. The management environment (its People) 

5. Performance management (its Performance) 

6. Bureaucracy (its Performance) 

7. Trusts (its Performance) 

 

 

 

1 NHS Vision & Ethos 
 
There is a huge opportunity here.  The NHS has a great story to tell; but there 

is no focused vision given to the NHS workforce as a whole. The full-time 

workforce (1.38m) has grown by 160,000 since 200017.  There is an 

opportunity and need to instill an NHS-wide vision along the lines of “shared 

values – locally delivered”. 

 

                                                        
17 Health and Social Care Information Centre, Annual Workforce Census, (2013), 
www.hscic.gov.uk/catalogue/PUB13724/nhs-staf-2003-2013-over-rep.pdf  
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There have been many initiatives announced by successive Governments, 

most recently the Five Year Forward View (2014)18 and the Dalton Review 

(2014).  It is the aim of this Review to complement their work and to set out 

the necessary skills needed across the whole NHS workforce in order to make 

their visions a reality.  

 

An agreed, shared, vision would give the NHS a united ethos and a consistent 

approach to getting things done.  This would have a direct impact on what 

good leadership looks like, and on how it is recognised and felt.  The NHS 

needs to focus all the more intently on a single ethos and vision to counteract 

its increasingly devolved structure.  This is because the NHS is essentially a 

federation made up of individual organisations.  Each varies by size and 

geography; and each has an identity shaped by practice and culture. However 

though there may be different organisations in the system, the leadership 

skills needed throughout are the same.  

 

Unfortunately at no point has the time been taken to consider the skills and 

talent needed to drive the NHS system forward together.   

 

The NHS, as a whole, lacks a clear, consistent, view of what ‘good’ or ‘best’ 

leadership look like.  In 2013, Sir Robert Francis QC set out in his public 

inquiry report some of the criteria for what good leadership in healthcare might 

be, including visibility, listening, understanding, cross-boundary thinking, 

challenging, probity, openness and courage.  Principal among these is “the 

                                                        
18 Five Year Forward View, (October 2014), NHS England, www.england.nhs.uk/ourwork/futurenhs/5yfv-ch1/ 

Page 47 of 95Report of the Chief Executive (Public).pdf
Overall Page 145 of 224



 21 

ability to create and communicate vision and strategy.”19  This is a set of 

values that need to be broadcast more effectively within the NHS. 

 

The lack of leadership based on values throughout the NHS has led to some 

of the most negative comments given to the Review, including; there is a 

culture of fear; it’s all too difficult; there is an obsession with targets and it is 

impossible to operate in the current climate of suspicion and change. Or What 

is its plan? What is its vision? 

 

A lack of good, clear, leadership in some areas is concerning. Some see the 

NHS, both internally and externally, as full of people making excuses for poor 

care, passing the buck and shrugging off responsibility. Some people remain 

afraid to raise concerns fearing that either nothing will happen or that if 

something does there will be a negative consequence to it. There is a lack of 

basic training for leaders and managers on how to listen to people and an 

increased feeling of unconscious pressure being brought to bear to achieve 

targets at the expense of staff who are willing to raise issues. Greater 

emphasis is needed now on the skills and development needed to support 

change and to assist in the delivery of the vision set out in the Five Year 

Forward View.  

 

However, it is not just the lack of leadership that is creating problems. While 

individual hospitals and Trusts can usually (and rightly) articulate their own 

vision, for the NHS this seems to be lacking.  When people were asked: what 

                                                        
19 Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, Volume 3, Chapter 24- Leadership, page 1545, (6 
February 2013),www.midstaffspublicinquiry.com/sites/default/files/report/Volume%203.pdf  

Page 48 of 95Report of the Chief Executive (Public).pdf
Overall Page 146 of 224



 22 

does a good NHS look like, what would success be? shockingly there was no 

single answer.  Despite what was set out in the Report of the Mid 

Staffordshire NHS Foundation Trust Public Inquiry, many had no answer at 

all.  

 

Innovative care models depend on people to run them, on porters, 

receptionists, nurses, consultants, specialists, technicians, therapists, GPs, 

service commissioners and many others. These care models will never 

become a consistent and well-understood reality across the UK unless there 

is a single NHS vision effectively communicated and understood by all NHS 

staff. 

 

This review also found that there was no consistant clear picture for CCGs of 

what ‘good’ commissioning performance looks like. CCGs are new bodies, 

understandably trying to find their feet; but without such a vision their leaders 

will find it difficult to secure services of a high standard and, over time, to 

recruit and retain high quality individuals.  

 

 

2 Leading Constant Change  
 
The Five Year Forward View rightly says: “we detect no appetite for a wholesale 

structural reorganisation.20”  This puts it too mildly: there is widespread change 

fatigue and an irritation that new changes are not given sufficient time to bed in.   

 
                                                        
20 Five Year Forward View, (October 2014), NHS England, www.england.nhs.uk/ourwork/futurenhs/5yfv-ch1/ 
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A lack of stability is felt across the NHS, with a deep-rooted concern over the 

many and varied messages sent from the centre of Government.  For a number 

of years there have been a range of initiatives and changes of emphasis: Patient 

safety and quality of care (Lord Darzi’s High Quality Care for All21); Financial 

performance (derived from the Foundation Trusts reforms); and Performance 

efficiency (in light of current financial constraints). In other areas of the system 

we have seen shifts of emphasis between Local Authority commissioning, 

centralized commissioning through PCTs and more recently clinical 

commissioning, with a strong emphasis on a lead role for GPs. 

 

None of these changes have been supported by the deliberate development 

of the skills needed to deliver them.  That needs to be put right, with a     

greater focus on the whole NHS workforce and on developing the talent and 

skills of its future leaders: they need to be better prepared for the daily 

challenges of leading a Trust, a team, a ward, a clinical or specialist group or 

a CCG [over the long term]. 

 

This has implications for leadership (which provides the motivation and 

inspiration) and management (which provides the implementation).  As the 

Dalton Review (2014) points out, “leadership is key to change” 22.  Strong and 

capable leadership is key to driving transformational change and often involves 

taking bold decisions.  More support is needed for leaders to develop large-scale 

                                                        
21High Quality Care for all: NHS Next Stage Review Final Report, (June 2008), Department of Health 
22 Dalton Review: options for providers of NHS care (5 December 2014), Theme 5,  
www.gov.uk/government/publications/dalton-review-options-for-providers-of-nhs-care 
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change management, strategic and commercial skills and the ability to lead in a 

networked or group structure are becoming more important.   

 

This is important throughout the NHS, and especially for the relatively new CCG 

Chairs and leaders, so they can fully implement the vision set out in the Five 

Year Forward View. The current level of support given to CCG Chairs and other 

senior individuals such as Accountable Officers and Chief Clinical Officers is 

woefully inadequate. There is no ‘step up’ for these individuals: either they have 

the necessary leadership skills or they don’t.  A systematic way to identify and 

develop this group is needed. Some CCGs do well planning for the future but 

instances of this are the exception rather than the rule.  

 

Centrally and throughout the NHS there is concern that more structural 

change means a greater risk to services being delivered below standard. 

More generally, some argue that the time to take risks was when the NHS had 

money, and not now.  However, this Review argues that the greater risk now 

lies in doing nothing. 

 

It is widely accepted that the NHS requires transformation in places: most 

large scale organisations do.  To make changes stick, more stable 

management is required. There will always be those that accept change in 

any organisation, and those who do not. The former are invariably in the 

minority.  Leaders must ensure that the organisation understands the 
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necessity to change, and must find ways to bring their staff along with them. 

However, to do this, time and head-room are essential.  

 

There are signs of growing frustration amongst those in CCG leadership roles 

at their inability to ‘make a difference’: some commented that with the 

publication of the Five Year Forward View they are looking to move from 

commissioning to provider roles. This frustration needs addressing.  The 

models of care set out in the Five Year Forward View require strong 

leadership throughout the system to implement the vision and change 

needed. 

 

3 Training  
 
NHS management careers depend too much on chance. Training and 

development are often sporadic.   There is limited investment in systematic 

leadership training for staff and as a consequence capability suffers which is 

ultimately poor for the patient. 

 

There are several training institutions responsible for training NHS staff,23 and 

no mandatory requirement to use them.   A significant number of Trusts 

therefore develop their own training programmes with the help of external 

consultants. Many of these are of a high calibre but this plurality of provision 

results in a lack of consistency in the level of training and development 

received; both depend on the organisation, the area in which it is located and 

                                                        
23 For instance the NHS Leadership Academy, Health Education England, the NHS Staff College 
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the individual ward or part of the hospital itself.  This Review has found that all 

forms of initial training tend to lack a consistent, cross-disciplinary approach.    

 

The NHS recruits high calibre graduate trainees, but the numbers are far too 

low (approx. 100 per year). Although these trainees receive excellent initial 

training, they are not subsequently managed, monitored and developed. 

While they are successfully retained, their potential could be better optimized. 

Some examples of how this could be achieved could be to develop specific 

roles for those recently graduated, or for there to be greater encouragement 

for secondments to a variety of NHS posts such as in a commissioning 

organisation or role. There does not appear to be the level of communication 

required between those who may have a need for a first year graduate, the 

graduates themselves and the NHS leadership academy. A number of 

organisations commented that they would welcome a first year graduate, 

particularly in the commissioning sector, but were unable to secure one. 

 

Clinical students are not taught either early enough or in sufficient detail 

during their training about how the NHS works.  Many reported that it took 

them a considerable amount of time to ascertain how the NHS worked as a 

whole.  Neither is there a clear career development structure for clinicians 

wanting to take on management or leadership positions. The role of Clinical 

Director is a key role in a successful Trust and development for those 

clinicians who wish to take on this challenge must be supported and 

encouraged. While not all will wish to take on management responsibility, 

there is still a need for all to be able to show leadership skills. 
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The key leadership relationships within a Trust are between the Chief 

Executive, the Clinical Director and Chief Nurse, and between the Chief 

Executive and the Chair. A crucial relationship also exists between the 

Executive and the Non-Executive Team.  There is a need for each group to 

undergo cross functional training (that is, training not specific to one area or 

organisation within the NHS) together to build their capability and resilience as 

well as their combined ability to lead.  

 

The CCG Chair is the lynchpin of the system. Relationships between CCG 

Chairs in a geographical area, and between Chairs and their provider 

organisations, are key relationships. Cross-functional training for local Chairs, 

their top teams and local providers will build better communication between 

them.  

 

The level of service integration envisaged in the Five Year Forward View 

highlights an opportunity to take joint training one step further.  The creation of 

training programmes, open to all across the health and care sector would 

have a significant impact on leadership, in particular on the promotion of good 

practice and of positive collaboration throughout the system. 

 

The NHS Leadership Academy (NHSLA) provides extensive training for large 

numbers of provider staff at all levels, but does not enjoy the following or 
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status necessary to make it the key provider for people development in the 

NHS.  If it is to enjoy that status it needs to be bulked up and given the 

appropriate credibility and status to deliver. This might best be done under the 

aegis of another organisation such as Health Education England (HEE): at 

present the NHSLA is too light for heavy work and too heavy for light work.   

The NHS Staff College delivers similar leadership training to a diverse group 

of people including executive and ward teams. It too does not currently have 

the status or scale necessary for it to become the key provider for people 

development in the NHS.  

 

Together the NHS Leadership Academy and the NHS Staff College working 

with other key leadership organisations (the NHS Staff College in particular 

already works with the British Military) should be able to develop and accredit 

a number of tailored courses, offered in a variety of lengths to suit the needs 

of the individual (such as a number of courses the NHS Leadership Academy 

currently provides) and/or organisation.  All must be of a recognised and 

uniform standard.  

 

Training across the NHS should be more mobile, flexible and agile. A variety 

of locations are needed with oversight from a single organisation. Training 

could be provided from other public facilities (eg military, education) already 

known to provide high quality leadership training.  

 

Senior management development needs to be better served – both for the 

development of those from within the NHS and those recruited externally. Just 
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as graduate trainees need to be taught about how the NHS works early in 

their career, so too should those coming in at a more senior level so that they 

become effective quickly. 

 

Whilst there should be more, and more consistent, promotion from within, 

there often appear to be barriers to recruiting externally. Reasons given to the 

Review were that the NHS is too complicated, the pay too low, or the media 

perception too negative.  The current “fast track” scheme appears an 

expensive – and as yet unproven - way to develop/attract future top talent in 

sufficient numbers. 

 

The NHS needs to be more porous, encouraging managers to join from other 

sectors, or leave to rejoin the NHS later; yet its main effort should be in 

developing its own.  Retaining and developing existing staff will always be 

more cost effective than filling from outside.  The Review found no systematic 

approach to developing managers and leaders (as there is for instance in the 

Department of Health or Civil Service more broadly)24. 

 

There is a lack of permeability or interchange of managers between providers 

and commissioners, yet the Five Year Forward View advocates greater 

integration.  Moreover, CCG staff with a wider demographic view of health 

rather than an organisational one would be advantageous. Equally, a Trust 

employee moving to a commissioning organisation would provide the 

commissioner with a better understanding of the services it procures.  

                                                        
24 Civil Service high Potential Stream; A talent strategy for the Civil Service 2013/14 – 2016/17, 
https://civilservicelearning.civilservice.gov.uk/sites/default/files/corporate_talent_strategy_v0f.pdf 
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 Much more can be done to encourage those working in CCGs to take part in 

courses offered by the NHSLA and the NHS Staff College.  This provision 

needs to be supplemented by a new training programme for the specific 

needs of those working in commissioning.  

 

 

4 The Management Environment 
 
There is a widespread and deep-rooted perception that management is “the 

dark side”.  Doctors and nurses can be seen and often position themselves in 

opposition to management. This is unhelpful. 

 

Management itself is often far too tactical in its behaviour; there is not enough 

strategic thinking.  Great commercial organisations tend to spend more time 

thinking about the future.25  The short-termism of NHS management thinking 

derives from two things: the need for constant regulatory data, and the fear of 

not being able to change fast enough. 

 

The management structures are various and complex.  What became clear is 

that no one model fits all circumstances.26  In a plural management environment, 

two things tend to happen: first, those leaders who are best able to read the rules 

and interpret the system will prosper (and this may be entirely serendipitous).  

                                                        
25 Tapping the strategic potential of boards, (2014), Bhagat, Hirt & Kehoe, McKinsey and Company 
www.mckinsey.com/insights/strategy/tapping_the_strategic_potential_of_boards  
26 For example: service-level chain; multi-site trust; federation, joint venture; franchise; multi-service chain; integrated 
care organisation. 
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Second, in an uncertain environment, the quality of outcome depends all the 

more heavily on the quality of the people. 

 

For example, many of the best leaders are successful despite the system; or 

they had found a way to work it to achieve what they needed.  They knew 

there was no single or mandated way to get things done.  For the better 

leaders, this presents an opportunity to solve or work around a problem; but 

for weaker and/or newer leaders in less well-resourced areas, this presents a 

real problem and erodes morale.  

 

Risk taking within acceptable clinical and commercial parameters is not 

encouraged, recognised or rewarded.  An avoidance of failure is often noticed 

more than drive for innovative success.   

 

At executive level, Chief Executives in particular need a strong team around 

them for support. Once a solid executive team is formed in a Trust it will often 

move with them; this practice should be encouraged where appropriate and 

viable. 

 

Discussions during the Review highlighted the churn of Trust Chief Executives 

and the unsettling effect this has on Trusts. 7% of all CEO positions were 

reported as unfilled27; and the average tenure was 700 days.  There is little 

clarity on the accuracy of tenure; but these statistics paint a picture of frequent 

arrivals and departures of senior leadership, of unsettled leadership teams 

                                                        
27 Leadership vacancies in the NHS (December 2014), The Kings Fund. The report states that 7% of all trusts were without 
a substantive CEO which increased to 17% for trusts in special measures 
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and of initiative fatigue as yet another Chief Executive brings in yet another 

fresh approach. 

 

Trusts in special measures or which are poorly performing often have an 

experienced and well respected Chief Executive brought in to turn around the 

Trust. However, the reality is that the centre of government does not always 

give enough time for a new, experienced leader to analyze what is happening, 

to identify any issues and subsequently to bring in a new team to stabilise any 

problems found before being overrun with numerous, often unnecessary and, 

on occasion, heavy handed inspections. These inspections often come with 

the expectation of immediate improvement and when, unsurprisingly, an 

immediate, service-wide improvement has not been delivered, leaders and 

their teams are placed at fault.   To identify, analyze, rectify and implement all 

take time; they are not a linear process, especially as poor practice comes to 

light. Changing embedded culture and increasing staff morale through mutual 

understanding and respect takes time to deliver. Whilst there are reasons 

behind the increasing number of inspections, balance is still lacking. Further 

work needs to be conducted on reflecting the need for the Care Quality 

Commission (CQC) in particular to continue to respond to concerns raised to 

them whilst recognising the time a new CEO may need to identify problems 

and issues and to begin turning round a failing Trust. 

 

By treating leaders in this position impatiently, the NHS is missing a pool of 

experienced leaders who could be unwilling to put themselves and their 

careers under scrutiny without the assurance that they will receive the time 
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and space to consider and effect any necessary transformation.    The 

addition of leadership as part of the CQC inspection under its “well-led” 

domain, while welcome has added additional pressure/scrutiny on staff.  

 

In essence, since the beginnings of the professionalisation of general 

management in the 1980s as a result of the Griffiths Report28, authority was 

given to the administrators whilst delivery remained with clinicians.  An 

atmosphere of mutual distrust persists between clinicians and managers. It is 

particularly noticeable in Trusts which are not performing well rather than 

those that are; the latter tend to be a more cohesive team. There is no 

unifying ethos across all disciplines. Little has been done to rectify this.  There 

is not enough management by walking about and listening. The NHS remains 

stubbornly tribal.   

 

A number of CCG Chairs reported difficulties in balancing their role as Chair 

and their responsibilities as practicing GPs. More should be done to support 

these clinical leaders. Continuing in practice should be welcomed as it 

strengthens the authority and credibility of the individual. Without the 

necessary support and headroom a similar problem emerges where Chairs 

are managing rather than leading their CCG.  

 

There remains tension between CCGs and provider organisations.  In part this 

is due to the fragmented nature of commissioning (a single hospital for 

example will have multiple commissioners of the same service). More should 

                                                        
28 The Griffiths Report, (October 1983), http://www.sochealth.co.uk/resources/national-health-service/griffiths-report-
october-1983/ 
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be done to encourage greater collaboration and integration of working 

between CCGs and providers. A good example of this is in East London 

where a strategic programme brings together providers of acute and mental 

health care with the local authorities, the three local CCGs, NHS England and 

the TDA. The publication of the Five Year Forward View creates an 

opportunity to rethink management structures and back office services. Co-

location of different area management teams would be one way to achieve 

this, although for reasons of geography or historic credibility it may not be 

possible for all.  

 

5 Performance Management 
 

There is little differentiation between the good, the bad and the ugly.  All Trust 

Chief Executives are paid similarly, although those in Foundation Trusts are 

likely to be paid more than those in NHS Trusts (executive salary tends to 

increase in larger NHS organisations).   The NHS is unable to clearly state 

and identify in specific areas what they do well and what they could do even 

better; and this it seems makes the job of leaders even harder. For CCGs the 

differentiation is even harder to see.     

 

In terms of remuneration CCG Chairs were able to negotiate their own 

salaries. Without the means to understand what areas are doing well and not 

so well there is no way to help share best practice, to drive up performance, 

or to understand if a salary is appropriate for an individual in a specific area. 
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The Review heard that a CCG scorecard is currently under development and 

this is to be welcomed.   

 

Performance management of individuals is haphazard and weak. It is too 

often a form-filling exercise; staff are not held to account, praised and 

developed in equal measure.   Done well, this is a good way to improve 

organisational performance or quality. There is work ongoing but it does not 

go far enough and is not embedded throughout the NHS. The 2013 NHS staff 

survey results stated that 84% of staff had received an appraisal while only 

38% said that their appraisal had been well structured. This resonates with 

what this Review heard.  

   

Performance management means thinking about how best to train, equip and 

assign the right people to the right roles; it should help managers and others 

plan their own careers and acquire the necessary professional skills.  

However, throughout the NHS the phrase ‘performance management’ when 

applied to individuals  is synonymous with something negative; when it should 

mean a communication process that occurs throughout the year between 

manager and employee to support both the employee’s and the organisation’s 

objectives, it can equally be considered as a regular conversation on an 

individual’s career development.  

 

As a whole the performance management culture within the NHS is lacking: 

objective setting, reviewing, and clear lines of responsibility and accountability 

are absent. Agenda for Change should have addressed this but more work is 
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still required to embed this within local management structures.  Moreover, 

due to the infancy of a thorough performance management system in the 

NHS there appears to be a lack of a transparent 360 degree feedback 

system.  

 

There is suspicion throughout the NHS, quite understandably, that as 

performance management is not consistently applied, it becomes a case of 

why to me and not to them?   How often individual managers, units, wards 

request feedback for their staff from patients is unclear.  

 

Closely related to performance management is talent management.   There is 

no central talent pool or NHS-wide structured talent management scheme in 

place. This is the case for general management, for clinicians and for both 

Trusts and CCGs. The creation of a talent pool on a national scale has been 

attempted by the NHS on a number of occasions; clearly one size cannot fit 

all NHS organisations; but there must be a rational attempt to improve what 

there is now. While there is currently greater emphasis being placed on 

developing and ‘spotting’ talent in Trusts this report has less concern in this 

area than in the commissioning sector where there is not such a large pool of 

individuals to draw upon. There is no lack of talent here, rather there is no 

longer a joined up approach to both talent and succession planning. 

Encouraging greater flow of individuals between provider and commissioner 

organisations would utilise this untapped talent.  
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Talent cannot be managed without a single competency framework for all 

NHS staff. There isn’t one.  This absence, combined with the lack of a 

systematic appraisal, makes development and deployment of key talent 

almost impossible. Consistent use of competency frameworks and appraisals 

help set standards.  Throughout the NHS there appears to be a marked lack 

of holding people to account for their performance.  The NHS is still seen to 

routinely move staff upwards or sideways, not out, even when they’re not 

performing. This must stop.  

 

Clinicians contributing to this Review felt they were treated differently from 

general managers in that they find themselves under greater and more 

stringent scrutiny.  Moving a poorly performing manager essentially rewards 

incompetence or semi-competence; although it is extremely difficult to 

sanction or remove a clinician, the stakes are high for that individual (he or 

she can be struck off the medical register). There is a need here to level the 

playing field. 

 

At Board level, performance management is also vital. The quality of Non-

Executive Directors (NEDs) on Trust boards appears highly variable as do lay 

members of CCGs. NHS Trust NEDs receive comparatively poor pay and are 

required to commit significant time to the role particularly in comparison to 

those working in a Foundation Trust. For NHS Trusts the current rate for 

NEDs is £6,157 and for Chairs between £18,621 and £23,600 depending on 

turnover. These rates can be increased by the Secretary of State for Health 

on an exceptional basis. Foundation Trusts are able to set their own levels of 
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remuneration necessary to successfully fill their posts.  This means that 

though many NEDs are of a high calibre and are dedicated to their role, the 

NHS is mostly limiting itself to those with time to devote to the task; these 

people are often retired and sometimes lack currency in day-to-day 

management. This is particularly pronounced in NHS Trusts and CCGs, 

where there is a real need to make these roles more attractive. 

 

There is a lack of clarity about the value NEDs bring. The key question is: are 

they holding Trusts to account? Many seem diligent; but how can their 

expertise be better shared across the system? How can it be amplified?   

NEDs need to see beyond their own institutions.  This is difficult given the 

commitment to an individual institution and the fragmented structure of the 

NHS. The story is similar for lay members in CCGs. 

 

The lack of performance management and talent management has three 

severe consequences for the NHS. 

 

 

• First, management cannot improve without the means to do so.  Yet 

there appears to be an embedded reluctance in asking for help; 

support is viewed as a weakness.  There are instances of bullying in 

this area.  There are few role models (particularly in medical 

management) and not enough shared leadership practices (for 

example, some of the best leaders leave around 30% of their time 

Page 65 of 95Report of the Chief Executive (Public).pdf
Overall Page 163 of 224



 39 

unscheduled so that they can walk around, listen and know and 

understand what they are driving). 

 

• Second, there is a chronic shortage of good leaders in the NHS.  

Leadership can be taught and learned. Bringing into the NHS people at 

higher levels is not the whole answer. Rather the NHS needs greater 

diversity by bringing people into leadership at all levels. 

 
• Third, management standards are not recognised or applied across the 

organisation.  For example, there are obvious inconsistencies in simple 

practices, systems and communication across wards and hospitals. For 

instance, there is a wide difference in the quality of notice, patient and 

ward communication boards, patient documentation, IT systems and 

nurse staff uniform colours. 

 

Performance management should relate to an organisation’s values.  But for 

the NHS, there are many competing values: the NHS is stuck in a circle of 

finance - quality - safety - efficiency as operational priorities. All should be 

classed as an NHS priority equally.  Performance must be managed 

throughout by means of a more balanced scorecard.  

 

 

 

6 Bureaucracy 
 

In 2013 The regulation and oversight of NHS Trusts and NHS Foundation 
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Trusts promised:   

 

“In [the] future, this division of roles will be simpler and clearer: the 

Care Quality Commission will focus on assessing and reporting on 

quality and Monitor and the NHS Trust Development Authority will be 

responsible for using their enforcement power to address quality 

problems29”. 

 

However, the NHS is drowning in bureaucracy.  This is evident at all levels.  

There are two reasons for this:  first, the NHS is too vertically structured; and 

second there are too many regulatory organisations making too many 

reporting requests.   

 

The number of oversight bodies has grown as the NHS has become more 

fragmented and more distant from Government.  Each of the bodies 

responsible for monitoring and compliance (eg CQC / Monitor / TDA) has its 

own mandate; each issues its own demands for data as well as requests 

directly from CCGs. This has spawned an industry of data collecting. 

Requests for data are often made regardless of whether the data has been 

collected in a different format elsewhere and irrespective of the impact on 

daily business. Regulators appear to be in overdrive and whilst some of this is 

understandable there needs to be a renewed focus on the sharing of 

information between regulators and for their perspective to change to consider 

outcomes rather than inputs. 
                                                        
29 The regulation and oversight of NHS Trusts and NHS Foundation Trusts (May 2013), 
www.gov.uk/government/uploads/system/uploads/attachment_data/file/200446/regulation-
oversight-NHS-trusts.pdf 
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Requests to Trusts from CCGs are often the product of a central (DH/NHS 

England) demand. Requests made in this manner put needless strain on all 

areas of the system from Trusts, CCGs and indeed NHS England area teams.  

 

It is a commonly held belief that there are one too many oversight bodies and 

the findings of this Review support that view.  This was also the view of the 

Francis Report and the thrust of one of its recommendations.  Since then 

CQC, Monitor and NHS TDA have built closer working relationships, but there 

is still some way to go30.  

 

Monitor’s role as a health service oversight body is to ensure NHS Foundation 

Trusts are well-led and that essential services are provided should a 

Foundation Trust get into difficulties, it also has a wider remit as the sector 

regulator. The NHS Trust Development Authority provides a similar role to 

NHS Trusts, overseeing their performance and governance, as well as 

progress toward NHS Foundation Trust status. These two bodies operating as 

a single oversight body would significantly clarify the NHS regulatory and 

accountability structure.  

  

The Review notes that the influence of targets, regulators and inspectors is 

seen as ubiquitous and wearing. Bureaucratic reporting has made both 

individual Trusts’ and the NHS’ views short-term.  And if short-termism also 

                                                        
30 Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry,  (6 February 2013), 
www.midstaffspublicinquiry.com/sites/default/files/report/Volume%203.pdf Recommendation 19 – There should be a 
single regulator dealing with both corporate governance, financial competence, viability and compliance with patient 
safety and quality standards for all trusts 
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means the lack of a long view, it is an unintended consequence of the lack of 

a strategic intermediary; the disappearance of the Strategic Health Authorities 

means there is no one to lead any region in a collaborative reconfiguration 

over the longer term.  

 

Although it has been suggested that CCGs should undertake this important 

role, it would be unreasonable to expect that most of these relatively new 

organisations have capacity or authority to do so – at least for now. This 

means that a significant gap in regional leadership remains; many continue to 

mourn the loss of SHAs. 

 

Too much is being done by numbers.  Within the NHS, everyone is managing 

upwards by means of complying with data requests; for good leadership to 

flourish, they should be delegating downwards.  People need to be and to feel 

trusted beyond compliance. 

 

7 Balkanization of Trusts & Silo Working 
 
There are currently 211 CCGs, 158 Acute Trusts, 10 Ambulance Trusts, 51 

Mental Health Trusts and 31 Health and Care Trusts as part of the NHS 

federation as well as a myriad of other providers of care.  The landscape of 

this federation has become fragmented in terms of both the numbers and 

activities of Trusts; within many Trusts silo working is endemic.  This means 

that any activity within a Trust is horizontally separated from the same activity 

in other Trusts and vertically separated from other activities in its home Trust.  
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The same is true for CCGs, where there is a need for greater local and 

regional collaboration. Yet collaboration is more difficult in an environment 

that has been designed to create competition. Better communication between 

Trusts and CCGs would help reduce fragmentation of the landscape.  There 

are too many “city-states” and not enough cooperation between them. 

 

The current Trust system is inimical to collaboration; it is not a proper open 

market as Trusts cannot share with each other commercial information such 

as price with their suppliers. While their suppliers have a complete picture of 

the commercial territory.  All recent reforms have been about devolving the 

system. Now there is no one system leader; so all are vying for territory.  The 

loss of the Strategic Health Authorities, for example, means there is no 

mandate for system leadership, and no eye on what is happening across the 

system.   

 

The Review heard that the system is creaking and that competition is causing 

harm, even that there has been too much competition.  It is notably absent 

from the Five Year Forward View. Foundation Trusts have been a good 

development, but left to their own devices and without a framework for 

competition and cooperation, they are part of a system that is dangerously 

centrifugal. There is a need for a new balance between competition and 

cooperation to be considered for the good of the patient and for good practice 

to be more widely shared.  

 

There are two classes of Trust.  The rich have got richer and the poor poorer.  
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Big has become beautiful and bigger Trusts are becoming richer and 

therefore more successful with few exceptions. There is no predisposition to 

close that gap. 

 

Given that Trusts tend to work in isolation from each other, Chief Executives 

reported the difficulty in being given the room to make decisions that benefit 

their regional health economy but are against the Foundation Trusts’ (in 

particular) best interest.  In some cases, the best decision in local health 

terms has exposed the Foundation Trust to scrutiny from                                                       

Monitor.   

 

Trusts are resolutely separatist, silo organisations; often they think tactically 

rather than strategically.  They are therefore not keen to lend out staff, and 

consequently both the individual and the organisation feel unable to grow (this 

is a particular problem at middle management level).  Chief Executives 

expressed concern over the challenge of taking on the more difficult Trusts: 

they saw them as isolated outposts with no central protection. 

 

There are a number of notable collaborations31 within the commissioning 

landscape in particular in and around London. The NHS must consider these, 

and other, areas of best practice and look to share and disseminate lessons 

learnt. There is no place in the vision outlined by the Five Year Forward View 

for individualistic, separatist Trusts and CCGs.  

                                                        
31 For instance http://www.swlccgs.nhs.uk/ and  
 http://integration.healthiernorthwestlondon.nhs.uk/,  
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In summary 
 

First, change in the NHS is constant, at times radical, unwelcome and 

uncertain.  Second, over time the NHS has become more devolved, more 

market-like, more local, more distant from the Department of Health, and 

hence more fragmented.  Third, patients have a greater voice, as do 

regulators like the CQC and Monitor; each with their own priorities and 

demands. 

 

These three clear observations place huge demands on NHS staff, on 

doctors, nurses and administrators alike.  None are fully trained or equipped 

for the extra uncertainty brought about by constant change, the extra 

complexity brought about by the proliferation of NHS Foundation Trusts, the 

introduction of CCGs and the increased demands for data and performance 

metrics brought about by a regulated approach. 

 

This has produced a critical leadership tipping point in the NHS.  This point 

has coincided with a set of internal and external challenges.  The answer is 

not more management but better leadership; not more attention to resources 

but more focus on how to handle change and uncertainty.  The NHS is 

operating with unprecedented levels of demand, and with limited funding, and 

its people are under pressure not previously felt. There is an undeniable and 

urgent need for all NHS leaders to be more visible and to be seen as 

embodying the culture and values of the NHS.  A value-based leadership 

culture is noticeably absent.  
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There is a feeling of too many undoable jobs; of over-stretching targets given 

the available resources; of no time or space (“bandwidth”) to think; of limited 

available mentoring and support; and of the intense scrutiny (top-down 

command and control, even comments of bullying) that is stopping staff (all 

types: nurses, general managers, doctors, specialists) wanting to take on 

extra responsibility and leadership roles.  

 

Managing and leading in the NHS is now harder than ever; the capacity for 

managers to think through strategic changes and embed them is limited. 

There is constant fire-fighting in a data-hungry environment closely governed 

by targets set and monitored by regulators and inspectors. This has led to a 

high degree of bureaucracy and upward management which is time-

consuming and often distracts leaders from focusing on patients.  

 

The complexity and requirement for continuous reporting has caused 

distraction from delivering the big picture. There is a preoccupation with 

targets.  Data collection in acute Trusts is not always appropriately managed, 

and there is little Board oversight. Furthermore the NHS has moved from a 

space of too much ‘underlap’ pre-Francis where one regulator assumes 

another is dealing with the data, to a place where there is too much overlap 

and duplication. 

 

Unfortunately this is compounded by the three prominent staff groups “the 

triumvirate” of disciplines (Nurses, Doctors and General Managers) who often 
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do not understand each other’s priorities. Despite the importance of clinical 

leadership a gulf remains between clinicians and managers; it can be hard to 

get clinicians to sit around a table and be accountable for the organisation as 

a whole. 

 

Imagine an organisation where everyone understands and values the role of 

others, however seemingly small; where the main effort is clear; where local 

variations can apply without bureaucratic censure; where people trust each 

other and seek to be trusted; where delegation, training and personal and 

professional growth are seen as aspects of the same thing.  This is what an 

organisation with effective leadership looks like.  It is an organisation 

equipped both for long-term planning and also for the immediate uncertainties 

and complexities required of any group of people (especially a large one) that 

seeks to provide the full range of health care to a large and changing 

population. 

 

A lack of cohesive leadership will produce an organisation where relations 

between staff and patients are merely transactional, doggedly contractual, 

obsessed with data and lacking in innovation and inspiration. 

 

There is no less capability or capacity in the NHS than in the private sector; 

this Review addresses the question of how to harness them so people can 

give their best. The NHS has all that is needed to be an extraordinary 

organisation in which values produce the leadership qualities and behaviours 

necessary for it to thrive in the future. 
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Recommendations 
 

The Review’s findings shaped its seven main themes.  These strategic elements 

are common to any organisation that seeks to achieve anything remarkable; 

there must be a shared vision; attention must be paid to people, and those 

people must be helped, guided and assessed in their performance.  These 

themes flow through everything that is recommended here, and have a bearing 

on the success of all the recommendations.  Most importantly, two conditions (R1 

and R2) are a necessary prelude to all the recommendations.  These are simple 

yet profound, and they set the scene for success. 

 

1. First, the NHS needs a collective vision.  A federation as large and plural 

as the NHS cannot afford to be disjointed.  It must think collectively and act 

locally.  The NHS is full of very good people, but it must do more to communicate 

and share good practice, celebrate success and foster a united ethos.  There 

should be a concentrated effort to create a communications strategy in order to 

do this. Focusing on the positives within the NHS will bring up and drive out the 

negatives (it tends to be counter-productive to focus too much on negative 

behaviour).  A collective effort depends on a collective understanding.   

R1: Form a single service-wide communication strategy within the NHS to 

cascade and broadcast good (and sometimes less good) news and 

information as well as best practice to NHS staff, Trusts and CCGs. 
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2. The second prerequisite condition is cultural.  The NHS needs to 

create a values-based culture.  A large and complex organisation can be 

made more effective if all of its people behave in ways that are ethically 

consistent, and in ways that show they share the same values and base what 

they do on those values.  There is already the ground work for this: the NHS 

Constitution includes a Staff Handbook, and Trusts communicate the NHS 

values contained within it in a variety of ways.  But there needs to be a 

consistency in approach.  Values must be easily and quickly understood 

across the NHS.  Great leadership must be understood and fostered in staff at 

every level; the three military services are good examples of how this can be 

achieved across an organisation.  A new and more visual format will promote 

this. 

R2: Create a short NHS handbook/ passport/ map summarising in short 

and/ or visual form the NHS core values to be published, broadcast and 

implemented throughout the NHS. 

 

The Review’s further recommendations fall into four practical areas.  Training 

(R3-R8), Performance Management (R9-R11), Bureaucracy (R12-R16), and 

Management Support (R17-R19).   In practical terms, the Review recommends 

what can and must be done.  These areas are inter-related: the first two focus on 

providing what is not yet there, and the last two on removing barriers to great 

performance and effective, satisfying work.  

Every one of these recommendations is aimed at supporting staff and patients of 

the NHS.  They are practical, realistic and sometimes pragmatic: in a word, 
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commonsense.  They have to work for all concerned, and are designed to make 

people’s jobs easier, to release potential, and to optimize performance.  

 

There is some overlap between them but this is only in terms of impact; 

something to be expected in a complex organisation such as the NHS.   Some of 

these recommendations are strategic, others are tactical and operational.  There 

is no recommendation to do nothing: in fact, the risks of inaction (although this 

can be a proper decision in some circumstances) are considerable.  The Review 

urges that 2015 must not be yet another year when these much needed changes 

are left undone. 

 

Training (R3–R8) 
 
3. The NHS needs a central body to coordinate its training effort and 

resources.  The NHS is a federal organisation.  The performance of its 

management depends on its capacity and ability to set and maintain 

standards in management, to set and support the right kinds of behaviour, 

and to share across the organisation those things that it does best.  

Performance management of individuals must link to core competencies, 

values and objectives with time set aside to discuss and central oversight of 

this. Support and training needs to be given at all levels to do this.  There are 

a number of places that these universal competencies could be taken from 

including the CQC ‘well led’ competencies or the NHS Leadership Academy’s 

Clinical Leadership Competency Framework.  Other organisations that 

achieve this do so by concerted training overseen by a centre that can 
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coordinate what things are taught, why they are taught, and where and how 

they are taught.  Without such a body and the clarity it must be charged with 

bringing, the NHS is at extreme risk of wasting management effort and 

resources. In order to make training consistent, replicable and responsive 

across the organisation, such a body would be responsible for a consistent 

training regime across clinical, administrative and nursing / ancillary 

disciplines.   Moreover, such a training body should be set up to be alert and 

sensitive to changing needs, and should have at its core a 90-day cycle of 

training requirement set by a body of more junior or middle-ranking staff: their 

body informs the core what their staff training needs are, and in 90 days the 

core reports back; in a further 90 days, the training must be in place. 

R3: Charge HEE to coordinate the content, progress and quality of all 

NHS training including responsibility for the coordination and 

measurement of all management training in the NHS. At the core of this 

is a 90-day action cycle.  HEE must promote cross-functional training in 

all disciplines and at all levels, coordinating the teaching of 

management basics such as appraisal, motivation, negotiation and 

leadership.  

 

4 People must be equipped for the changes the NHS has asked them to 

make.  There has been enormous change in the NHS in the last two years.  

This has come at a time when catalytic change has been the only constant.  

Yet little has been done to equip people either personally or professionally to 

manage change and to make themselves properly able to do what is asked of 

them.    The NHS must help its people manage their performance by moving 
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towards a single competency framework – with one locus (not necessarily a 

central establishment) of delivery. There needs to be a single training hub to 

co-ordinate all aspects of training for all individuals across the NHS.  There 

are valuable examples across the military (much could be learned from the 

Joint Services Command & Staff College, for example).   Training must take 

the form of competencies across all disciplines: leadership, project 

management, finance, negotiation, motivation, and HR etc.  To work, it must 

be consistent.  There must therefore be a single body responsible for the 

coordination of all training levels, including management training in the NHS. 

R4: Move sponsorship of the NHS Leadership Academy from NHS 

England into HEE. 

 

5.  It is important to maintain quality, pluralism and innovation in training 

courses, These should be available in various locations across the country.  

Training courses should have status, appeal and impact for those staff taking 

them; they should also be substantial enough to allow people time to reflect 

on what they have learned, and to form cohorts with their peers. For the NHS 

these courses should be diverse, accredited, and flexible.   This form of 

collective and action learning is invaluable in developing both individual and 

organisational competence.  

 

There should be greater diversity of training programmes, some directed at 

specific organisational needs, such as those working in the acute sector or in 

the commissioning sector. Others should be directed at increasing 

collaboration across the sectors bringing together leaders from a variety of 
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sectors such as local government, Public Health, acute, commissioning and 

primary care. 

R5: Include accredited/ nominated training establishments as part of a 

diverse training effort. 

 

 

6. The graduate scheme is woefully small and under-powered. The 

scheme needs to be reviewed, refreshed and extended tenfold with larger 

numbers of individuals joining each year.  To produce managers who see the 

bigger picture across the NHS, a wider range of postings should be 

undertaken (NHS acute, mental health, ALBs, CCGs) with an assessment 

necessary at the end of the tenure to ensure consistency of standards; this 

approach might better support a flexible and innovative programme of 

graduate recruitment. 

R6: Review, refresh and extend (x10) the NHS graduate scheme; 

establish career pathways, a greater variety of placements and a 

guaranteed job after three years’ training (quality and assessment 

permitting). 

 

7. As managers progress, they must be supported by being exposed to 

the learning they need in order to do their job; this learning must of course be 

current, but equally it should be maintained, such that there is little “skill fade” 

or stagnation.  Exposure to other forms of management and leadership, in 

other sectors, would be of great benefit. 
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R7: Refresh middle management by training and a more porous 

approach both from within the NHS and externally (recruitment from, 

and secondment to, other sectors). 

 

8. As management is identified and nurtured from within the NHS, and 

encouraged from outside the NHS, standards must be maintained and 

benchmarked against internal and external data.  This is not a call for new 

measurement or burdensome reporting, but an answer to the need for 

consistency in performance across all Trusts.  One way of achieving this is by 

an accredited qualification.  This has two benefits: external talent can 

measure itself by qualifying for entry into the NHS management cadre; 

internal talent can, by registering for and passing this checkpoint, begin to 

form a talent pool on which the entire organisation can draw.  

R8: Require senior managers to attend accredited courses for a 

qualification to show consistent levels of experience and training have 

been reached across the NHS. On completion of this course they enter a 

senior management talent pool open to all Trusts.  

 

 

Performance Management (R9-R11) 
 

9. It is crucial for the future of the NHS that it creates and supports a 

cadre of capable, trained and current managers from all disciplines and 

increases its level of cultural diversity to better reflect its staff.  In order that its 

training effort can be rational and effective, the NHS must identify and 
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broadcast core management skills and competencies across the organisation 

and expectations for delivery at clearly structured management levels. The 

NHS must begin cross-disciplinary (doctor, nurse and administrative) 

leadership and management training earlier in individuals careers.  

R9: Set, teach and embed core management competencies and 

associated expected behaviours at each management level. 

 

10. As a consequence of a more highly trained and self-aware 

management cadre in the NHS, with recognised and developed 

competencies, there will be a need for some form of through-career support to 

guide individuals as they progress. Individuals should be encouraged to 

increase their personal accountability for their training needs.   Existing talent 

must therefore be identified and nurtured: More resource should be applied to 

the development of all management careers in the NHS. Training gates / 

experience points should be established as part of career progression.  A 

widespread HR programme of talent-spotting, mentoring, networking and 

inside/outside secondment should be established.  

R10:  Establish a mechanism for providing on-going career support for 

all those in a management role allowing individuals to increasingly take 

charge and identify their own developmental needs. 

 

11. In step with a more rational training programme, better career handling, 

and recognised leadership and management competencies, the ways in 

which people give and receive praise or encouragement or advice need to be 

codified and made more uniform.  The Review noted that there is little 
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consistency in how appraisals are conducted, and this must be addressed 

urgently; this is in part to support the one vision of the NHS (inculcating NHS 

values into the training and appraisal environment), and in part so that 

everyone can reasonably expect the same from their appraisal, process 

wherever they work32. The best leaders give feedback that is both 

constructive and thought- provoking. Both positive and negative feedback 

should be descriptive – given with openness, transparency and candour. This 

should be built into any new framework. 

R11: Establish and embed an NHS system of simple, rational appraisal 

(a balanced scorecard for individuals) supported by a regular course in 

giving and receiving appraisals as part of the core provision of the 

single training body.  At a senior level, these appraisals should be 

standardised across the NHS. 

 

 

Bureaucracy (R12-R16) 
 

12. There is an unnecessary burden of bureaucracy: the NHS is justified in 

its complaints that there are too many organisations asking for similar returns 

of data for compliance and monitoring purposes. Reviews have looked into 

this before (the latest by HSCIC) but they need to go further.  There is a need 

to move from a system where information is pushed to the centre to a system 

where information is pulled from the centre. 

                                                        
32 NHS Staff Management and Health Service Quality , Michael West and Jeremy Dawson 
www.gov.uk/government/uploads/system/uploads/attachment_data/file/215454/dh_129658.pdf , Shows that a good 
appraisal correlates to lower levels of patient mortality and increases staff engagement 
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R12: Review the data demands of regulators and oversight bodies; 

these can then be rationalised and harmonised in order to produce 

consistent, clear and simple reporting that does not distract staff from 

patient care.  

 

13. Clarity is needed within the NHS’s accountability and regulatory 

structure: bringing together the two current oversight bodies the NHS TDA 

and Monitor would significantly contribute to this. While any further structural 

reform needs to be fully justified, the publication of the Five Year Forward 

View provides a stimulus to consider the future oversight model for the NHS. 

Furthermore, a review of the TDA is now due, as when originally established it 

was agreed that there would be a review into its continued existence within 

three years33. In the past there may have been good reasons for viewing 

Foundation Trusts and NHS Trusts differently. However, given that both sets 

of organisations now display a wide range of performance, it makes sense if 

support is provided by a single body which has the necessary breadth of 

experience, staff and contacts. 

R13: Merge oversight bodies, the NHS Trust Development Authority and 

Monitor. 

 

14. There is an urgent need to improve the management environment by 

cutting bureaucracy.  As part of an initiative to make the NHS less 

bureaucratic, and to clean out its attic, the whole organisation needs to 

undertake an effectiveness review to simplify, standardise and share best 

                                                        
33 http://www.legislation.gov.uk/uksi/2012/901/memorandum/contents 
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practice.  Further, there is a need for a ‘good housekeeping’ review of 

necessary / unnecessary data returns to be taken periodically and an 

effectiveness review to take place to simplify, standardise and share best 

practice in data management.  Committee work and administrative burden 

must be lessened. Non-Executive Directors in Acute Trusts would be well 

placed to consider the level of reporting requested and to communicate 

concerns around feasibility of requests to the organisation concerned. They 

could also be instrumental in considering the level of data needed to 

discharge their duty in holding the Trust to account. 

R14: Spend time on a regular basis at all levels of the NHS to review the 

need for each data return being requested and to feed any findings to 

the Executive and Non-Executive Teams to review. 

 

15. The NHS must know how to recognise the good, the bad and the ugly: 

this can be achieved by annual appraisals and merit awards, all matched 

against a single vision and ethos.  The NHS requires a consistent balanced 

scorecard in which each critical area is given equal prominence. Through 

enhanced performance management at all levels and in all disciplines, the 

NHS should be able to identify both the good and poor performers and be 

able to seek new ways of working together to accomplish strategic goals.  

R15: Establish and maintain a clearer system of simple rational 

appraisal (balanced scorecard for the organisation).  

 

16.  This Review has commented on the specific level of data burden felt by 

Trusts from data requests from CCGs. Many of these requests are driven 
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directly by NHS England and the Department of Health (DH). A greater level 

of independence and power should be given to CCGs by means of an  

accountable SRO (at either Director of Commissioning, Chief Information 

Officer or Caldicott Guardian level) for ensuring that data requests are not 

creating additional burden on the system and are necessary and 

proportionate. It would be their responsibility to ensure that for each data 

request a Burden Impact Assessment had been produced by the initial 

requestor (NHS England or DH) and to share it on demand from a Trust 

Board when discharging their duty to review all requests.   

R16: Health and Social Care Information Centre (HSCIC) to develop an 

easily accessible Burden Impact Assessment template and protocol. 

 

 

 

Management Support (R17-R19) 
 

17. The NHS must simplify, standardise, and share best practice.  The 

NHS can and must make use of its diversity and scale by sharing experience 

and best practice.  People must be able to talk between Trusts, organisations 

and across distance. This will break down barriers between organisations, 

inform managers, doctors and nurses, and above all benefit patients by 

bringing the collected wisdom of the organisation to bear on their treatment.  

This will make the spread of best practice more consistent, more urgent, and 

more speedy. Individual NHS organisational identities should not shirk sharing 
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between one another, and between sites; nor should they be a barrier to 

asking for help. 

R17: Create NHS wide comment boards. Websites and supporting 

technology to be designed and implemented to share best practice.  

 

18. Some senior managers and senior leaders will be attracted to turning 

around poor Trusts.  The NHS needs a team of turnaround specialists ready 

to apply their expertise to failing Trusts – an elite cadre of known and trusted 

individuals implicitly trusted by the regulators, and paid centrally.  In order to 

do so, they need time to assess the situation, assemble their team, and 

execute their strategy.  In order to give good leaders the headroom and 

protection needed to take on the more challenging Trusts the TDA and 

Monitor should consider creating a shared resource of individuals willing to be 

on two year fixed term contracts able to work in an agile manner, deployed to 

a variety of Trusts. 

R18: Set minimum term centrally held contracts for some very senior 

managers subject to assessment and appraisal. 

 

19. Trust boards, their Non-Executive Directors and CCG lay members 

must be better trained.  Research by McKinsey & Co across 770 companies 

in commercial and not-for-profit sectors showed that better performing boards 

spent over twice the amount of time than poorly performing boards when it 

came to talent management, performance management and strategy34.Trust 

Executive and Non-Executive Teams require a training programme to allow 

                                                        
34McKinsey Quarterly (2014, Number 2), McKinsey and Company, 
www.mckinsey.com/~/media/mckinsey/dotcom/insights/sustainability/mckinsey%20quarterly%202014%20number
%202%20issue%20overview/mckinsey%20quarterly_2014_number%202.ashx.Page 14 
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them to develop as a cohesive group of leaders. Consideration must be given 

to increasing the base level of remuneration as standard across NHS Trusts 

in order to increase the number of potential candidates. This is the same for 

CCG lay members. The time commitment of Non-Executive Directors and lay 

members can be extensive, and there is a need to review the expectations of 

a NED, or the way in which they are brought into the organisation. For 

instance a single NED job could be shared between two people, shorter terms 

of employment could be examined or a system of volunteer NEDs from other 

parts of the health service or other sectors could be considered. There is a 

role for Boards in Leadership Development and this should be fully explored. 

A talent pool of potential NEDs and lay members should be considered for the 

future.    

R19: Formally review NED and CCG lay member activity (including, 

competence and remuneration) in line with the CQC Well Led initiative; 

and establish a system of volunteer NEDs from other sectors.  
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The questions asked of me by the Rt Hon Jeremy Hunt MP 

 

• What more could be done to attract top talent from within and outside 

the health sector into leading positions in NHS hospital Trusts, and; 

• How strong leadership in hospital Trusts can be used as a force for 

good to transform organisational culture 

 

were by necessity wide ranging and focused on acute Trusts.   However 

during the course of my review I found that leadership challenges in the NHS 

are not confined to these areas alone. I therefore welcomed the request to 

consider the whole system, following the publication of the NHS’s Five Year 

Forward View.  

 

I hope that my recommendations can be taken as a blueprint going forward 

for the NHS as a whole, whatever part of the system. 

 

Over the course of the Review, I have had the opportunity of visiting many 

health care organisations across the length and breadth of the country, 

including Foundation Trusts, NHS Trusts, Mental Health Trusts and CCGs. 

 

In each location I met with many enthusiastic, dedicated and passionate 

people, administrative, medical and nursing staff at all levels. These people 

work incredibly hard and through difficult times, yet were prepared to find the 

time to meet with me and openly share their thoughts and views on leadership 

across the NHS.  They have helped shape this review and their contributions 

have been invaluable. 
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I have met with a number of health sector experts, too many to name here but 

I would like to thank them all, including those from the Kings Fund and the 

Nuffield Trust, for giving their considered opinions. 

 

I would like to thank the Care Quality Commission, Monitor, Health Education 

England, NHS Leadership Academy, Trust Development Agency, NHS 

England, NHS Confederation and the Foundation Trust Network. 

 

I must also acknowledge Sir David Dalton (Salford Hospital), Sir Robert 

Francis QC and those individuals from the Shelford group. The wealth of 

experience and understanding that they shared with me has been 

instrumental in delivering this review and they each have provided me a 

valuable insight into the intricacies of the NHS. 

 

Andrew St George (Aberwyswyth University and Cass Business School) has 

been my source of broader knowledge and information on leadership 

challenges and has been key in bringing together this report; my thanks go to 

him.  

 

Lastly thanks must be given to officials at the Department of Health who have 

been a great source of support, guidance and knowledge to me during this 

process, to David Thorpe and especially Joanna Edwards who was a tireless 

source of help and coordinated the many moving parts of this report. 

 

 

Thank you to each and every individual from the organisations below and their 

patients who gave their time so generously to speak to me individually and in 

roundtables. Your insights were invaluable.  

Airedale NHS Foundation Trust  
Hampshire NHS Foundation Trust, Basingstoke Hospital 
King’s College Hospital NHS Foundation Trust 
Medway NHS Foundation Trust   
Sherwood Forest NHS Foundation Trust 
Buckingham NHS Trust, Amersham Hospital 
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Birmingham Children’s Hospital NHS Foundation Trust 
Calderdale and Huddersfield NHS Trust  
North Cumbria Hospital visit 
Hertfordshire Partnership University NHS Foundation Trust 
Camden CCG 
Waltham Forest CCG 
 
Dr Charles Alessi (NHSCC) 
David Behan (CEO, Care Quality Commission) 
David Bennett (CEO Monitor) 
Ian Cummings (CEO, HEE) 
Sir David Dalton (Chief Executive Salford Hospital, author of the Dalton 
Report) 
Giles Denham (DH Director, Leadership) 
Dr Michael Dixon (Chairman NHS Alliance) 
Nigel Edwards (Chief Executive, Nuffield Trust) 
David Flory (CEO, TDA) 
Sir Robert Francis QC (Author of the Report of the Mid Staffordshire NHS 
Foundation Trust Public Inquiry) 
Sir Malcom Grant (Chairman, NHS England) 
Dame Barbara Hakin (COO & Deputy CEO, NHS England) 
Professor Aidan Halligan (NHS Staff College) 
Professor Chris Ham (CEO, Kings Fund) 
Chris Hopson (CEO, FTN)  
Professor Sir Bruce Keogh (Medical Director, NHS England) 
Sir Alan Langlands (Vice-Chancellor University of Leeds) 
Clare Marx (President, Royal College of Surgeons) 
Dr Keith McNeil (CEO, Cambridge University Hospitals) 
Dame Gill Morgan (Chair, NHS Providers)  
Sir Robert Naylor (CEO, University College London Hospitals NHS 
Foundation Trust) 
Sir David Nicholson 
Una O’Brien CB (DH Permanent Secretary) 
Professor Sir Mike Richards (Chief Inspector of Hospitals, CQC) 
Ed Smith (Deputy Chairman, NHS England) 
Dr Julia Smith (NHS England) 
Jan Sobieraj (Managing Director, NHS Leadership Academy) 
Simon Stevens (CEO NHS England) 
Rob Webster (CEO, NHS Confederation) 
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REPORT SUMMARY SHEET PUBLIC 

Meeting Date: 
 

5 August 2015 

Title: 
 

Finance and Performance Report Month 3 2015/16 

Lead Director: 
 

Paul Cooper - DFPI and Liz Davenport – Chief operating Officer 

Corporate 
Objective: 
 

Safest care; No delays; Best experience; Promoting health; Delivering improved 
value. To ensure the Trust meets its financial duties and performance metrics. 

Purpose: 
 

Assurance 

Summary of Key Issues for Trust Board 
1)Financial Performance against the COSRR for Monitor, including exceptions to plan. A full report is 
provided to the Finance Committee. 
 
2)The purpose of this report is to brief members of the committee on the exceptions to the delivery of the 
key standards and performance assessments. Performance against key standards are summarised in 
the performance dashboard. The full performance report is presented to the Finance Committee. 
 
 
Key Issues/Risks and Recommendations: 
 
The Performance Report highlights the following:  
1.0  Quality Indicators 

 There are no CQC regulatory actions in place.  
 CQC intelligent monitoring remains at 3. 
 Reported VTE assessment on admission is not meeting expected levels 

 
2.0  Monitor compliance  

 The A+E standard has not been met in June and Q1 
 The RTT standard has not been met in June and Q1 
 All cancer targets have been achieved in Q1 

 
3.0  CQUIN schemes  

 Q1 assessment – Dementia CQUIN is noted as not being achieved in Q1 
 

4.0  Performance and Quality Requirement – Contract indicators  
 No new risks identified 

 
5.0  Financial Performance and Quality Requirement Local indicators 

No new risks identified 
 
 

6.0 Month 3 financial position  (assuming a local terms and conditions contract)  
 
 Continuity of Service Risk Rating of 2 in line with the Annual Plan 

 
 delivery of the Annual Plan income and expenditure position for the for the year to date  with an 

over delivery of £0.2m after providing a £512K discount on the National Tariff to Southern Devon 
and Torbay CCG. 

 within this the Trust has managed  operational pressures: 
o increased staff costs associated with escalation and RTT delivery 
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o slow recurrent CIP delivery, non-recurrent cost reduction/ deferment is significantly in 
excess of plan. 

 capital plan behind annual plan  
 
 
Summary of ED Challenge/Discussion: 
 
 
Performance Actions   
 
Ophthalmology Vanguard Theatre Now fully operational although locum  staff availability remains a risk 
 
A&E New IT system went live in July  with the trust flagging an expected dip in performance whilst 
clinical staff become used to the system,   Resources have been deployed 24/7 to support staff in the 
live environment. 
 
Financial result actions  

 Income performance has recovered in Month such that the Trust is now providing a discount if we 
have a local terms and conditions contract. 

  Executive Directors have Identified additional project management resource to improve CIP 
delivery by operational and finance teams continue to review the non- recurrent benefits seen to 
date and to consider moving to CIP 

 Investment timings being reviewed with operational teams 
 Operational teams reviewing penalty position to formulate actions to mitigate for  
 CQUIN scheme position being taken to Senior Business Management Team with proposed 

actions to mitigate any down side. 
 
Internal/External Engagement including Public, Patient and Governor Involvement: 
Finance Committee Members: 
NEDS. 
Governor Representative 
Chairman Observer 
Finance Performance and information Teams as required 
Director of FPI 
Director of Operations 
Director of IT 
 
The Performance standards are shared across the executive team with exceptions to key targets and 
monitor indicators highlighted on a weekly basis. A copy of the performance report is shared with the 
board of governors. 
 
Divisional Teams weekly and monthly. 
Directorate and Divisional Boards 
 
Equality and Diversity Implications: 
 
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 3 – June 2015 
 

Introduction and Summary 
This report sets out the exceptions to the Trust’s Performance Targets and Income and Expenditure 
position for the period ended 30th June 2015. 

1. Quality indicators - Safety, Quality, Experience: 
 

1.1 Quality indicators incorporated into the performance dashboard. 
 
These indicators give the board assurance on the quality and safety of care given to patients. 
The quality section of the performance report identifies any new performance variances and 
performance highlights, approved and presented by the Director of Professional Practice, Nursing 
and People’s Experience.  

1.2 Performance Highlights 
1.2.1 CQC regulation compliance assessment 
 
 There are no CQC regulatory concerns being reported. The CQC intelligent monitoring score 

remains at 3. 
 
1.3 Performance variances 
1.3.1 Stroke pathway time spent on a dedicated stroke ward 
 

 The number of patients discharged in June having been admitted with acute stroke spending 
90% or more of their hospital stay on the stroke ward did not achieve the standard of 80%. The 
June performance is 67%.  
 
In June however, the policy to maintain ring fenced beds on the Stroke ward was escalated. Staff 
feedback is that access to the stroke ward for identified patients has improved greatly. However, 
the performance for June does not fully reflect this as many of the patients discharged were in 
fact admitted in May. July performance is expected to show a greater improvement. 
 
The June breach analysis confirms that for the 22 patients not achieving 90% of their stay on the 
stroke ward 50% of these were admitted at a weekend. In Addition, 50% of the breaches did 
spend 70% to 90% of their stay on the stroke ward, so being close to target. It is clear that 
patients initially admitted to one of the EAU’s, particularly at a weekend and out of hours with a 
relatively short stay in hospital, are most likely to not achieve the 90% standard for time spent on 
the stroke ward. 
 

1.3.2 VTE assessment on admission  
Reported compliance for VTE assessment on admission remains below the national standard of 
95% with 91% reported in June. An audit of notes has commenced and this is confirming that in 
most cases the appropriate clinical review for VTE risk has been completed, however this has not 
been collected in the discharge data collection tool. The audit is being extended and retrospective 
data entry completed. The forecast is that this will result in compliance for the National quarterly 
submission due at the end of July. The penalties position will be updated accordingly. 
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2.0 Monitor Compliance  
 The Monitor Annual Plan for 2015_16 declared risks against the following target indicators. 

 A+E 4 hour performance – plan to be compliant from the end of Q1 
 RTT admitted performance – plan to be compliant from the end of Q2.  

 
June update for Q1 Monitor compliance. 
The change in national policy for monitoring RTT performance recently announced is now 
reflected in the Monitor Risk Assessment framework. The standards for ‘admitted’ and ‘non 
admitted’ pathways treated in month have been dropped leaving the single standard for the 
percentage of ‘incomplete’ pathways at month end. This is the only RTT standard included in the 
Monitor compliance scoring.  
 
The Q1 declaration to Monitor is showing non-compliance against two standards: 

1. 4 hour standard for time spent in A+E with 91.6% achieved against the target of 95%.  
2. RTT incomplete pathways with 91.5% against the standard of 92%.  

 
The Q1 Governance declaration score is 2. 

2.1 Performance Variances 
 
2.1.1 Clostridium Difficile (C. difficile) (Further detail is found in the report from the Director of Nursing, 

Professional Practice & Peoples Experience) 
 

The “Monitor Compliance Framework” reports against the number of C.difficile cases, following 
root cause analysis (RCA) that can be attributed to a ‘lapse in clinic care’. 
 
The Target set for 2015_16 is 18 cases of C.difficile with a lapse in care. 
 
In June, there were four confirmed C.difficile cases. Three of these cases are assessed as being 
due to a ‘lapse in care’. 
 
A further 2 cases have been reported in July (up to the 18th July), giving a cumulative position of 
13 cases with 5 due to a lapse in care. 
 

2.1.2 Cancer Performance Indicators 
Against the Monitor Q1 declaration all cancer standards have been achieved. 
 

 
 
2.1.3 Four hour standard for time spent in Accident and Emergency (A+E). 

The four hour standard of 95% has not been achieved in Q1 with 91.6% being reported. In June 
91.2% achieved. 
 
Towards the end of June, there has been improved patient flow with a number of days being on 
Green or Amber escalation. Performance over these days was greatly improved with 100% being 
achieved on one day following the Perfect Week initiative. This is in contrast to the early part of 
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14day 2ww ref 94.6% 94.0% 94.3% 93.0% 2396 137 94.3%

14day Br Symp 98.8% 95.5% 94.0% 93.0% 290 12 95.9%

31day 1st trt 98.7% 98.7% 97.4% 96.0% 506 9 98.2%

31day sub drug 100.0% 100.0% 100.0% 98.0% 147 0 100.0%

31day sub Rads 96.1% 95.7% 98.5% 94.0% 164 5 97.0%

31day sub Surg 96.3% 93.3% 94.7% 94.0% 95 5 94.7%

31day sub Other 100.0% 100.0% 100.0%  ‐ 55 0 100.0%

62day 2ww ref 95.5% 90.3% 84.1% 85.0% 249 26 89.6%

62day Screening 100.0% 100.0% 95.7% 90.0% 32 0.5 98.4%

April 2015 May 2015 June 2015 1st Quarter Total
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June where the Trust was in Red escalation and faced challenges to maintain patients flow for 
new admissions. The trial of the cross community ‘Perfect Week’ initiative commenced on the 
17th June, the focus on early discharge and decision making resulting in improved patient flow. 
Learning from this initiative is being used to inform further review of the 4 hour action plans. 
 
The Emergency Care Intensive Support team (ECIST) have continued to validate our plans and 
provide feedback on areas of further resilience and focus within the hospital.  
 
Biweekly meetings are being held with commissioners, community provider and social care to 
review progress against the community wide emergency care action plans. 

The New A+E system has gone live on the 21st July. This will provide greater visibility of 
individual pathways of care and allow real time escalation within the department of delays as they 
are building. This is expected to have a positive impact on performance however there has been 
a period of settling in whilst staff get used to this new approach and use of the electronic v the old 
paper based notes and performance has been adversely affected. Senior management oversight 
is actively managing risks and challenges through this transition period.  Unfortunately this 
change process has also coincided with unplanned reduction in senior clinical capacity in the 
Emergency Department, which has also affected performance.  Additional system support is 
being provided to ensure clinical staff can be helped through this transition. 
 

2.1.4 Referral to Treatment (RTT) Targets  
 

Incomplete RTT Pathways 
The Incomplete RTT standard is not achieved in Q1 with all three months not meeting the 92 % 
standard. In June 91.45% achieved with the Q1 position confirmed as 91.5%. 
 
Additional capacity has been undertaken in Quarter 1 in Plastic Surgery (outsourcing) and 
Ophthalmology (outsourcing and mobile theatre). This additional activity is delivering the 
improvement trajectory to deliver aggregate compliant RTT performance from the end of Q2 
against all standards.  
 
Ophthalmology 
The mobile theatre has been commissioned with the first lists commenced on 16th June. To the 
17th July, 200 cases, at an average of 40 per week, have been treated through the Vanguard unit 
and a further 56 cases outsourced. 
 
There have been a number of staffing challenges to cover all of the available lists, with the 
maximum capacity of 60 cases per week in the mobile theatre not being achieved at this stage. 
Arrangements for further resilience in clinical cover are being worked on by the operational team. 
There also remains a cohort of ‘consultant to do’ cases and those requiring General Anaesthetic 
that present a greater scheduling challenge.  
 
Once the backlog of long waiting patients (> 18 weeks) is cleared at the end of Q2, there remains 
a requirement to maintain a higher level of activity than can be delivered in-house, due to 
increased demand. The medium term plan is set out in the Ophthalmology Business Case as 
approved by the Board, which is to achieve this with additional nursing recruitment to improve 
theatre list throughput as well increase theatre efficiency through estate works and additional 
theatre capacity. Outsourcing will continue to be used in the short term to support the additional 
activity required to maintain the RTT position once the Vanguard theatre backlog reduction 
initiative has completed. 
 
The Ophthalmology ‘Action learning set’ has now met several times and progress is being seen 
on CCG plans to manage demand for both cataract and general eye conditions. This work is 
focusing on exploring efficient pathways of care and utilising community setting where at all 
possible. 
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Plastic Surgery - Outsourcing of patients has continued to help manage the backlog position for 
plastic surgery. The backlog has reduced from 104 in April to 48 at the end of June and is on 
track to achieve the agreed trajectory. 
 
General Surgery – Additional activity has been delivered in Q1 and to 17th July with 9 Saturday 
lists providing 43 cases. Further additional lists are scheduled in Q2, however uptake is lower as 
annual leave is being taken. 
 
The forecast is that the backlog will remain above target and the incomplete performance for 
General Surgery will remain below standard for the remainder for the year. A more resilient 
longer term plan has been submitted as part of the Division’s business planning priorities and 
seeks to invest in additional staffing to support extended day operating in main theatres as well 
as additional consultant cover for the emergency and elective services. These plans are under 
review as part of the wider business planning process for 15-16. 

A Surgery ‘Action Learning Set’ has been established with GPs and commissioners. This will 
support a wider review of demand management and the challenges being faced to increase 
capacity to meet demand and the RTT standards.  

 
2.1.5 RTT Performance summary – June 2015  

 
 Admitted pathways - The overall percentage of admitted patients with first definitive 

treatment commenced within the 18 weeks is 71.6% against the target standard of 90%.  
 

 Non-admitted pathways - The overall percentage of non-admitted patients with first 
definitive treatment commenced within the 18 weeks is 95.1% against the target standard 
of 95%.  
 

 Incomplete pathways - The percentage of incomplete RTT pathways under 18 weeks is 
91.4% (or 103 incomplete pathways above target) against the standard of 92%. At the 
29th July the Trust is compliant at 92.2%. 
 

3.         Commissioning for Quality and Innovation (CQUIN)  
3.1      2015_16 CQUIN  
 The only scheme being reported as off track in the Q1 reports is the dementia CQUIN ‘find’ 

element. This is in relation to the % of patients admitted to hospital over 75 years old being 
reported as having the dementia initial ‘find’ assessment completed. The target is 95%  and latest 
performance information shows 52.2%. The actions, by the Dementia group, are to increase 
compliance to ensure all eligible patients are assessed and to resolve the electronic recording of 
this to allow accurate reporting. The system upgrade is expected in September 2015. 

 
4.  Performance and Quality Requirement – Contract indicators  
 These performance indicators reflect the key performance measures that are included in the 

provider contract. This is a mixture of nationally prescribed indicators (only those not already 
covered in the Monitor section) and locally agreed quality indicators that have been included in 
the contract schedules. 

 
 Performance Highlights 
4.1.1 Single Sex Accommodation 
 

After validation for justified clinical circumstances, there are no breaches of the single sex 
accommodation standard in June. 
 

4.2 Performance Variances   
4.2.1  Contract penalties 
 

 The contact penalties accumulated to the end of June are summarised overleaf: 
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Note - The VTE position will be updated to reflect the Audit and resubmission of data due at the 
end of July. 
 

4.2.3 Referral to Treatment (RTT) at National Treatment Function.  
Several specialties have not met the RTT standard in June and the agreed trajectory for backlog 
reduction plan. 
 

4.2.4 Backlog reduction plan  
The overall position against the backlog reduction plan agreed with commissioners is 
summarised below. The position to the end of June is showing an improvement in the number of 
admitted pathways over 18 weeks aided by the additional activity for ophthalmology and plastic 
surgery. There is an increase however, in the non-admitted and incomplete pathways over 18 
weeks. These positions have been escalated and are being reviewed weekly with the operational 
teams.  
 
Admitted pathways – Behind Plan (859 patients), with 866 patients reported as over 18 weeks 
(last month report 932).  
 
Non admitted pathways – Behind plan of plan (385), with 507 patients reported as over 18 weeks 
(last month report 406).  
 
Incomplete pathways – Behind plan (1239), with 1386 patients reported as over 18 weeks (last 
month report 1297) 
 
The longest wait is one patient at 45 weeks.  (The weekly banding from 31 weeks all have single 
figure waiting numbers with 9 of the weekly bands being less than 5). 
 

4.2.5 RTT activity against plan  
The RTT activity against plan to the end of June can be seen in the chart overleaf. The RTT 
activity has been above plan for the last 3 months. 
 

 
 
4.2.6  Diagnostic Waits Over 6 Weeks  

In June, there were a total of 41 patients waiting over 6 weeks against the monitored diagnostic 
tests. This represents 1.2%(6 patients with a theoretical penalty of £2K) of the total number of 
patients waiting for diagnostic tests above the National tolerance of 1% or 35 patients.  

Contract Penalty forecast M3

Indicator April May June Cumulative
RTT incomplete  £                        105,000 93,000£                         135,000£                       333,000£        
A+E 4 hour  £                            8,600 40,600£                         28,200£                         77,400£          
Ambulance 
handover   £                            4,000 8,000£                           5,600£                           17,600£          
VTE assessment  £                          70,200 53,000£                         50,000£                         173,200£        
Diagnostic Tests
> 6 weeks  £                          29,000 30,000£                         2,000£                           61,000£          
Total  £                        216,800  £                      224,600  £                      220,800 662,200£        
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4.2.7 Cancelled operations  
During June, 36 patients were cancelled by the hospital on the day or after admission. This 
number of cancellations represents 1.0% (target maximum threshold 0.8% or 29 cancellations) of 
total elective admissions in the period. The trust missed the target by 7 patients in the month.  
The table below sets out the reasons for cancellation. 
 
 
 
 
 

 
 
 
 
 
 
Cancelled operations by hospital on day or after admission 

 
 
4.2.7  Cancellations by hospital “on the day of admission” and not readmitted within 28 days. 
 

In June, four patients requiring readmission did not meet the 28 day standard for returning for 
their surgery. The contract payment for this admission will fall as a penalty. 
 

6. Performance and Quality Requirement  - Local indicators  
 These are indicators that are included in the Trust Performance and Quality data and are a 

measurement of local system performance. 
 
6.2    Performance Variances 
6.2.1 No new exceptions are being reported in June.  
 
7. Attached to this report 
 

Appendix 1 – Performance dashboard Month 3 – The performance dashboard shows the 
Trust position for a rolling 12 month period to the end of June 2015 against key Quality and 
Performance targets. The dashboard summarises the cumulative year to date position against 
the same period the previous year.  
 

8  Finance Section - Monitor Risk Rating and Other KPI Measures  
 
8.1 This report sets out the Trust’s Income and Expenditure position for the period ended 30th June 

2015. This has been produced under a local terms and conditions contract basis for Southern 
Devon and Torbay CCG and national terms and conditions for other commissioners. This contract 
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Operations cancelled by hospital on the 
day of admission ‐ per month

cancelled
operations

Reason for cancellation Number 
Emergencies / priority patient / trauma 12 
Staffing 10 
Insufficient Theatre time 9 
Admin 3 
No ICU / HDU bed 2 
Total 36 
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position benefits Southern Devon and Torbay CCG by £512K compared to the full national terms 
and conditions tariff position. 

 
8.2 The Trust has, for the first quarter of the 2015/16 financial year, delivered a £2.3m deficit against a 

planned deficit of £2.5m, £0.2m better than the annual plan.  The EBITDA (Earnings before 
interest, tax, depreciation and amortisation) is £728k surplus, against a planned surplus of £840k.  

 
8.3 The table below shows the Trust summary of EBITDA and Total Performance against plan:  
 

 
 

9.0  Monitor Risk and Other KPI Measures  
 

9.1 KPI’s are are consistent with those used in 2014/15 
 

DESCRIPTIO

KPI’s 
AINST PLAN   THRESHOLD 

YTD 
PLAN

YTD 
ACTU

AL 

RED/ 
GREE

N 
See 

Appendix 

See 
Sectio

n 
Cha
nge 

MONITOR 
FINANCIAL 

RISK RATING 

Risk 
Rating 

per 
Plan or 
above 

- 2 2 
GREE

N 
App. A Sect 1 

 

EBITDA VS 
PLAN 

Varianc
e to 
Plan 

> 10.0% 
adverse 
variance 

(841) (728) RED App. A Sect 1 
 

CONTRACT 
INCOME 

PERFORMAN
CE AGAINST 

PLAN  
(Excl 

Penalties) 

Varianc
e to 
Plan 

> -0.1% 
adverse 
variance 

(51,30
7) 

(51,41
3) 

GREE
N 

App. D Sect 3 
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COST 
IMPROVEME

NT PLANS 
YTD IN YEAR  

  1,478 308 RED App. E Sect 6 

 

CORPORATE 
FINANCE 

MEASURES 

> 2 
Red 

   
GREE

N 
App. H/I/J/K Sect 8 

 

 
9.2 The overall COSRR of the Trust is a 2 as at 30 June 2015, in line with Plan. Within this: 
 

COSRR Plan Actual Variance 
Liquidity 2 3 +1 
Debt Service 1 1 - 
Overall COSRR 2 2 - 
 
Per the proposed new risk rating (currently under consultation), the overall risk rating of the 
Trust would be a 2 at 30 June 2015, which would be in line with Plan.  Within this: 
 
Proposed new risk rating (under 
consultation) 

Plan Actual Variance 

Liquidity 2 3 +1 
Debt Service 1 1 - 
I&E Margin 1 1 - 
I&E Margin variance 4 4 - 
Capital Expenditure variance 4 2 -2 
Overall rating 2 2 - 
 

The proposed new risk rating is subject to a cap.  Where any of the individual ratings (other than 
the Capital Expenditure variance) are a ‘1’, the overall rating is capped at no higher than a ‘2’.  
This cap would currently apply to the Trust. 

 
10.0 SoCI (Statement of Comprehensive Income) Summary 
 
10.1  Income and Expenditure Statement for June 2015 can be seen at Appendix A.  This statement 

summarises the Trust’s income and expenditure (I&E) into Monitor categorisations. 
 

 The Trust is £158k better than plan at Month 3.  
  

Within this position the Trust has managed the following operational pressures: 
 

 Clinical income moving from under performances in month 2 against plan, to an over 
performance in month 3; a £613k swing in the month.  This income position is £512K lower 
than a full National Tariff terms and conditions contract with Southern Devon and Torbay CCG 
would deliver for the Trust. 
 

 Escalation and nursing pay cost is in excess of what was planned for the first three months. 
 

 Bank, locum and agency costs also reflect the opening of the temporary eye theatre with the 
associated agency/ locum staffing costs. 
 

 Delivery of recurrent CIP is behind plan, delivery of non-recurrent spend slippage is 
significantly above plan. 
 

 Non-pay reflects underspending on clinical supplies and services, pass through drugs, bloods 
& devices and outsourcing underspend which will now start to be offset by the ophthalmology 
theatre. 
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 Category 

 
 

Plan 
YTD 
£’000 

 
 

Actual 
YTD 
£’000 

 
 
 

Variance 
YTD 
£’000 

Contract Income (50,432) (50,746)       (314) 
Other Income (9,878) (10,247) (369) 
Pay  Substantive   38,062   37,743 (319) 
 Bank, Locum & 

Agency 
    1,236      2,498       1,262 

Drugs, Bloods & Devices    7,081     6,611 (470) 
Clinical Supplies    5,674     5,223 (452) 
Other Operating Expenses    7,416     8,190       774 
EBITDA       (841)       (728) 113 
Non-Operating Expenses     3,325     3,054 (271) 
Total     2,484     2,326 (158) 

 
10.2 Non Pay Expenditure for Month is set out in the table below: 

 
Division Plan 

 YTD 
£’000 

Actual  
YTD 
£’000 

Variance 
YTD 
£’000 

    
Medical Services 6,798 6,301 (497) 
Surgical Services 4,406 4,213 (193) 
Women’s, Children’s 
& Diagnostics 

1,982 1,988              6 

Estates Facilities 
Management 

2,009 2,020 11 

Support & Reserves 3,736 4,177 441 
Torbay 
Pharmaceutical (TP) 

1,201 1,269 68 

Internal Audit 40 55 15 
Total 20,172 20,023 (149) 

 
The divisional variances reflect the non-pay controls in place.  
 
Support and reserves variance is above planned levels due to; increase in litigation costs relating 
to employment tribunal and unachieved non pay slippage.   
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10.3 Total Pay Expenditure (including Agency) for Month 3 is set out in the table below. 
 

Division Plan 
 YTD 
£’000 

Actual 
 YTD 
£’000 

Variance 
YTD 
£’000 

    
Medical Services 9,340 10,189 849 
Surgical Services 10,429 10,678 249 
Women’s, Children’s 
& Diagnostics 

8,790 8,872 82 

Estates Facilities 
Management 

2,332 2,398 66 

Support & Reserves 6,940 6,645 (295) 
Torbay 
Pharmaceutical (TP) 

969 1,008 39 

Internal Audit 498 451 (47) 
Total 39,298 40,241 943 

 
The pay pressure reflects the operational challenges of the urgent and emergency system, along with 
unachievement of recurrent CIP. 

 
The underspend on support and reserves reflects the controls in place on administrative posts. 
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10.4 Temporary Staffing 
 
 The following table analyses medical staff agency spend by Division; 

 
Division Plan 

YTD 
£’000 

Actual  
YTD 
£’000 

Variance 
YTD 
£’000 

    
Medical Services 157 335 178 
Surgical Services 44 182 138 
Women’s, Children’s & 
Diagnostics. 

0 68 68 

Non Clinical Divisions 243 3 (240) 
Total  444 588 144 

 
The main agency medical pressures are in Dermatology, General Surgery and  
Orthopaedics.  
 

11.0 Other Income 
 

Income arising from contracts with commissioners is detailed below in Section 3. 
 

The table below describes a level of non contract other income of £304k in excess of plan: 
 

 Plan 
 YTD 

Actual YTD Variance 
YTD 

 £’000 £’000 £’000 
Education & Research (2,242) (2,231)             11 
Site Services (453) (512) (59) 
Non-patient services to other 
bodies 

(2,515) (2,576) (61) 

Miscellaneous other income (4,345) (4,540) (195) 

Total Other Income  (9,555) (9,859) (304) 
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Miscellaneous income includes above planned levels of pharmacy sales, staff bus pass recharges 
(offset by additional expenditure) and grants from NHS bodies within Therapies and Education 
(Clinical Excellence Awards, Apprenticeships & NVQ Training). 

 
12.0 Contract Income Reporting and Analysis by Commissioner 
 
12.1 Healthcare Contract Income shows a favourable contract variance of £122k. This represents a 

significant movement of £544k from the £422k negative variance reported last month. The Contract 
with Southern Devon and Torbay CCG reflects an expected local contract arrangement which 
gives the main commissioner a £512k benefit. 

 
12.2    A more detailed analysis of contract variances by Commissioner & category is set out in the table 

below.   
 
Commissioner Electives 

£,000

Non‐

Electives 

£'000

Day Cases 

£'000

Outpatients 

£'000

A&E 

£'000

PTP 

£'000

Other 

Adjustments 

£'000

Total 

Variance 

£'000

SD&T CCG 0 0 0 0 0 0 0 0

New Devon CCG (11) (26) 6 51 (4) (6) (40)

SWSCG 109 90 (112) 214 0 379 301

NCA 19 (131) (1) (2) 5 (2) (162)

DCIOS (5) (16) 13 (104) 0 0 (127)

Torbay Council 0 0 0 0 0 0 0

Devon County Council 0 0 0 0 0 0 0

TDH 0 (3) 1 0 2 0 0

Prisoner Health 3 (21) 2 2 1 0 (12)

Wessex AT ‐ CDF 16 16

Sub Total 116 (106) (90) 161 4 387 0 (24)

Timing difference (98)

Total Healthcare Income 116 (106) (90) 161 4 387 0 (122)

 ()= more income than plan 
 
The value above includes a reduction for penalties of £668k over the first three months.  This is made up 
as follows: -  

 
Measure Penalty 

£’000 
RTT – Surgery 318 
RTT – Medicine 4 
RTT – WCD 0 
RTT – General 6 
Diagnostics 43 
Cancer Targets 2 
Cancelled Ops 24 
Four Hour Target 78 
Ambulance Handover Times 19 
VTE Risk Assessments 173 
TOTAL 668 

 
This position has seen the reverse of the adverse position seen last month. 
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13.0  Cost Improvement Programme (CIP) 
 
13.1 The Trust’s Annual CIP Target for 2015/16 is £8.9m for the stand alone acute trust. 
 
13.2 Cash Delivery & Delivery Assurance 
  

The Trust has delivered non-recurrent cost reduction against the Monitor Plan in the first quarter of 
the year, which is covering the recurrent target and operational pressures.   
 
The recurrent schemes delivery for the first quarter is set out below but excludes the Non 
Recurrent (NR) slippage delivered in the position to date. 

 
 

2015/16 Delivery 

 
Current Yr 
Month 3  

 
Current Yr Months 

1 to 12 
Recurrent   

FYE 

CYE  
Year-end 
Forecast 

 

£m £m £m £m 

Target 1.48  8.93  8.93 
8.93 

 
Delivered         -0.38 -1.22 -0.60  

Forecast Delivery    -3.90 

Shortfall £1.10 £7.71  £8.33 5.03 

 
The CIP Programme was discussed at length at the Executive Group meeting, held on 7th July 
2015.  
 
In reviewing the CIP scheme RAG rated delivery assessment, the following actions were agreed:  
 
• Action plan will be produced to secure delivery on Green rated schemes, identify what actions 

are needed to turn Amber schemes to Green and revisit Red rated schemes (potential to re-
invigorate to ensure they can deliver for next financial yr)  

 
In addition the following controls and processes are to be introduced: 
 
• Review and promote 16/17 schemes  
• Expedite current programme by adding resources (e.g. Pathway Improvements, Clinical 

Procurement)   
• Enhanced controls on spending – active restrictions  
• Vacancy Controls – internal fill wherever possible 
•Review the NR slippage delivered to date to classify as recurrent CIP wherever possible. 

 
14.0 Forecast Position to 31 March 2016  
  
14.1 The Trust is planning to achieve a deficit of £4.9m in the year as a stand-alone organisation, with 

an EBITDA surplus of £8,040k.   
 
14.2 At Month 3 the Trust is on plan but has operational pressures that are being covered by slippage 

that will need to continue or be converted to CIP to deliver the annual plan position. 
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15.0  Corporate Finance 
 
15.1 As measured against the revised Plan submitted to Monitor, six out of eight corporate service 

Indicators are risk rated as green.  The only indicators risk rated as red are capital expenditure 
(year to date) and cash availability. 

 
16.0 Capital summary: 

 
 

 
 

 
 

 
The Trust submitted its 2015-16 Annual Plan to Monitor during May 2015.  The Annual Plan 
incorporated a total Capital Expenditure Plan for the Integrated Care Organisation totalling £29.1m. 
Of this £29.1m, £25.0m relates to Capital Expenditure planned on South Devon Healthcare NHS 
FT sponsored projects.  Appendix H to this report contains a detailed analysis of the South Devon 
Healthcare sponsored schemes.  The planned expenditure for Torbay and Southern Devon’s 
sponsored capital programme will be added to the Appendix H upon integration. 

 
As at 30th June 2015 there is a variance between planned capital expenditure and actual 
expenditure incurred totalling £0.9m (21.5%).  This variance is outside of the 15% tolerance that 
has traditionally been used by Monitor as a trigger point for the submission of a revised capital 
expenditure plan. However, Monitor have during July 2015 issued guidance that implies that the 
forecast full year outturn on capital expenditure is now of more interest in comparison with in year 
performance.  Therefore a resubmission of the capital expenditure plan should not be necessary.   
The most significant underspend components relate to the new Critical Care Unit build, where 
there has been a slight delay in works commencing and on the PMU Expansion program, where 
equipment has been ordered but not yet delivered to site. Finance will be reviewing the forecast 
outturn for all capital expenditure schemes however at this moment in time the forecast outturn is 
not likely to materially change and therefore the reported forecast position is in line with the initial 
Plan submitted to Monitor. 

 
As in previous year’s the Trust’s capital programme is funded from two sources of finance.  One 
being from internally generated cash through revenue activities and the other being from external 
sources of finance.  Internally generated sources of finance are reliant upon the Trust delivering its 
planned Continuous Improvement Programme (CIP).   
 
CIP progress will be closely monitored during the course of the year.  If the delivery of CIP is 
slower than planned, this will have an adverse impact on either the Trust’s liquid resources (i.e. 
principally cash) and consequently the Trust’s planned Continuity of Service Risk Rating for 
liquidity or alternatively may necessitate a reduced capital expenditure program in order to 
maintain the planned liquid resource position.   

 
A number of the planned capital expenditure schemes for 2015-16 are also reliant upon external 
finance.  External finance has already been secured to support the following schemes in 2015/16 
from the Independent Trust Financing Facility (ITFF). 
 

 
 Planned 2015/16 Spend 

£’000 
Critical Care Unit and new Hospital Front Entrance 6,700 
Radiotherapy;  New Bunker and replacement 
Linear Accelerator 

4,914 

On – site Car Parking Facilities 1,780 
Sub-total 13,394 

 

YTD Capital Plan 
(revised) 

£’000 

Spend to Date 
 

£’000 

Variance 
 

£’000 
4,380 3,439 941 

Page 16 of 21Finance and Performance Report (Public).pdf
Overall Page 209 of 224



Public 

The following schemes are also reliant upon external finance which has yet to be secured.  
Finance will work closely with scheme leads to develop business cases for these projects to 
ensure that these are prepared as soon as possible and submitted to the ITFF for funding 
consideration. 

 
 Value of 

expenditure 
reliant upon 

external finance 
£’000 

Phase 1 : Electronic Document Management 
System – part of the IM&T Strategy 

925 

Phase 1 : Emergency Department - 
Reconfiguration 

215 

Phase 1 : Mortuary Works and Fracture Clinic  200 
Sub-total 1,340 

 
 

Within the Annual Plan, design fees have been budgeted to enable the enhancement of the on-site 
Ophthalmology Surgical facilities.  However the cost of the construction works themselves have not 
been incorporated into the planned spend.  Once the requirements of the service have been 
finalised and the design of the facility has been fully costed, the Trust will have one or two choices 
to fund the development.  Namely the use of a circa £1.7m contingency fund incorporated into the 
capital expenditure program or securing further additional external finance from the ITFF.  The 
potential to secure additional finance to support the Trust’s capital program will be kept under close 
review and further discussions will take place with the ITFF. 
 
It should also be noted that the Trust’s ICO financial plan relies upon other sources of external 
finance in order to maintain its liquidity position, this principally being the receipt of £13.8m working 
capital loan funding from the ITFF, £2m of PDC funding, £0.5m of revenue from Torbay Council, 
£6.2m of revenue support from NHS England / CCG and repayment of the long term social care 
debt on Torbay and Southern Devon Health and Care Statement of Financial Position totalling 
circa £2m from Torbay Council. 

 
17.0 Cash and Balance Sheet Summary 
 

Cash balances are £1,790k lower than the revised Plan.  This is due to the following reasons: 
 

  Cash impact 
£’000 

 Planned cash position 10,144
i) I&E position above/(below) revised Plan 158
ii) Less capex elements within I&E variance (depreciation, 

donated asset income, impairment) 
(229)

iii) Receipt of PDC higher/(lower) than Plan 0
iv) Capital expenditure (above)/below Plan 941
v) Non-current Debtors (above)/below Plan (330)
vi) Stock (above)/below Plan (5)
vii) Current Debtors (above)/below Plan (1,891)
viii) Current Creditors (excl loan) above/(below) Plan (15)
ix) FTFF loan above/(below) Plan (650)
x) Non-current provisions above/(below) Plan (35)
xi) Other working capital variances 267
 Actual cash position 8,354

 
The reduction in cash is principally due to the late receipt of the June £1,995k block payment from 
NHS England, which was received at the beginning of July.  As a result, the cash position was 
lower and current debtors were higher than planned. 
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QUALITY

Safety Thermometer - % Harm Free > 95% 98% 97% 98% 98% 98% 99% 99% 98% 98% 99% 97% 100% <95% >=95%

Safety Thermometer - Falls 6 4 2 1 0 2 2 3 5 1 7 1 6 9 >=4 Between <3

Safety Thermometer - VTE 1 2 1 4 1 2 2 1 1 1 1 0 1 2 >=1 <1

Safety Thermometer - Catheters and UTI 0 0 1 0 0 0 0 1 0 0 2 0 1 2 >=1 <1

Pressure Ulcers - Category 2 1 5 3 4 5 0 1 3 3 1 1 0 11 2 >=3 <3

Pressure Ulcers - Category 3 0 0 0 0 0 0 0 0 1 0 0 0 0 0 >=1 <1

Pressure Ulcers - Category 4 0 0 0 0 0 1 1 0 0 0 0 0 3 0 >=1 <1

Infection Control - MRSA cases 0 0 0 0 0 0 0 0 0 0 0 0 0 0 >=1 <1

Infection Control - Bed Closures 18 30 12 0 252 124 141 156 104 358 955 288 198 1601 >=170 Between <100

Infection Control - Hand Hygiene 96.0% 99.0% 98.0% 95.2% 96.0% 92.1% 98.4% 98.3% 100.0% 92.5% n/a 77.2% <95% >=95%

Transfers Between 22:00 and 06:00 19.9% 22.6% 19.8% 20.8% 17.3% 18.3% 16.8% 17.4% 16.0% 19.7% 23.5% 20.6% 22.2% 21.2% >=20% <20%

Discharges Between 22:00 and 06:00 3.7% 3.6% 3.9% 3.5% 4.2% 3.2% 3.7% 3.8% 3.7% 4.3% 4.9% 4.3% 3.7% 4.5% >=4% <4%

Reported Incidents - Total 557 533 529 598 624 526 544 820 512 481 601 325 1683 1407 >=550 <550

Reported Incidents - Moderate 26 25 42 29 31 28 18 28 32 34 40 10 115 84 >=150 Between <100

Reported Incidents - Major 2 1 0 3 1 4 2 1 1 4 3 3 5 10 >=20 Between <5

Reported Incidents - Catastrophic 0 0 0 0 0 0 0 2 1 0 0 0 0 0 >=1 <1

Never Events 0 0 0 0 0 0 1 0 1 0 0 0 0 0 >=1 <1

Early Warning Trigger Tool - Trust Average 5.63 5.65 5.27 4.97 5.19 5.54 4.28 4.38 4.41 5.09 6.13 4.60 >=5 <5

Written Complaints - Number Received 45 17 27 33 24 22 23 28 38 29 27 21 66 77 >=30 <30

Written Complaints - Number Outstanding (>6 week at month end) 9 7 12 8 11 11 5 6 7 7 3 7 25 17 >=6 <6

CQC Compliance G G G G G G G G G G G G G G

Fracture Neck Of Femur (Best Practice) 52% 71% 54% 78% 81% 67% 72% 63% 60% 70% 74% 51% 61% 65% <90% >=90%

Stroke patients spending 90% of time on a stroke ward 57% 66% 64% 80% 67% 44% 62% 60% 60% 71% 54% 67% 68% 65% <80% >=80%

VTE - Risk assessment on admission 92% 92% 92% 90% 91% 90% 82% 89% 90% 90% 91% 91% 91% 91% <90% >90%

Choose and Book - % of slot unavailability 20.0% 34.7% 21.8% 19.6% 18.6% 16.4% 9.4% 14.7% 20.7% 24.1% 30.1% 36.4% 18.1% 28.4% >=10% <10%

Clinic letters timeliness 95% 100% 86% 95% 95% 73% 68% 95% 91% 82% 86% 73% 89% 80% <95% >=95%

Medication errors 55 30 40 30 38 22 32 310 34 39 196 27 40 262 >=20 Between <15

Mortality - HSMR (Dr Foster) - Benchmark = Data Year 92.67 110.45 99.07 119.81 97.63 102.74 107.62 91.3 90.56 105.8 106.1 83.8 >=100 Between <85

MONITOR - compliance framework indicators

Number of Clostridium Difficile cases - Lapse of care 0 0 0 0 0 0 1 1 0 1 1 3 2 5 >=1 <1

Cancer - Two week wait from referral to date 1st seen 93% 95.0% 91.6% 96.4% 98.2% 98.1% 97.9% 96.8% 97.2% 96.4% 94.6% 93.7% 94.7% 95.9% 94.3% <93% Between >93.5%

Cancer - Two week wait from referral to date 1st seen - symptomatic breast patients 93% 92.2% 76.9% 95.5% 99.0% 100.0% 98.3% 93.9% 98.9% 96.8% 98.8% 95.5% 90.6% 96.8% 95.4% <93% Between >93.5%

Cancer - 31-day wait from decision to treat to first treatment 96% 98.3% 96.7% 99.4% 98.2% 97.3% 97.6% 96.5% 100.0% 98.0% 98.7% 98.7% 97.9% 98.9% 98.4% <96% Between >96.5%

Cancer - 31-day wait for second or subsequent treatment - Drug 98% 100.0% 97.8% 98.5% 100.0% 100.0% 100.0% 100.0% 100.0% 98.3% 100.0% 100.0% 100.0% 100.0% 100.0% <98% Between >98.5%

Cancer - 31-day wait for second or subsequent treatment - Radiotherapy 94% 100.0% 95.9% 98.3% 100.0% 98.8% 98.4% 98.3% 100.0% 98.4% 95.9% 95.7% 98.5% 95.8% 96.9% <94% Between >94.5%

Cancer - 31-day wait for second or subsequent treatment - Surgery 94% 91.2% 93.3% 100.0% 100.0% 96.4% 100.0% 100.0% 100.0% 97.1% 96.0% 93.3% 94.6% 96.0% 94.6% <94% Between >94.5%

Cancer - 62-day wait for first treatment - from 2ww referral 85% 87.8% 88.1% 87.4% 87.2% 95.6% 91.0% 87.2% 86.4% 85.2% 95.9% 90.3% 84.0% 91.8% 89.6% <85% Between >85.5%

Cancer - 62-day wait for first treatment - from consultant screening service referral 90% 88.9% 92.3% 100.0% 100.0% 90.0% 100.0% 72.7% 71.4% 91.7% 100.0% 100.0% 95.7% 100.0% 98.4% <90% Between >90.5%

Referral to treatment waiting times – admitted 90% 92.1% 84.0% 77.0% 88.4% 74.5% 77.5% 76.7% 75.0% 76.3% 82.4% 76.5% 71.6% 81.2% 76.7% <90% >=90%

Referral to treatment waiting times – non-admitted 95% 95.9% 95.5% 95.4% 95.6% 95.0% 95.6% 95.1% 94.7% 95.8% 95.0% 95.2% 95.1% 95.6% 95.1% <95% >=95%

Referral to treatment - % Incomplete pathways 92% 94.5% 94.0% 93.9% 93.3% 92.7% 92.3% 92.0% 92.1% 92.1% 91.3% 91.7% 91.4% 94.8% 91.5% <92% >=92%

A&E - patients seen within 4 hours 95% 82.0% 90.6% 93.9% 95.4% 90.4% 83.2% 86.9% 81.0% 88.2% 93.9% 89.9% 91.2% 83.9% 91.6% <95% >=95%

SDHFT Performance Report - June 2015

Appendix 1 - Performance report
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SDHFT Performance Report - June 2015

Appendix 1 - Performance report

Compliance with requirements for people with a learning disability G G G G G G G G G G G G G G

Performance and quality requirements contract indicators

Diagnostic tests longer than the 6 week standard 17 16 33 17 36 116 123 41 42 186 102 41 79 329 >=30 <30

Diagnostic tests longer than the 6 week standard 0.5% 0.5% 1.0% 0.5% 1.2% 3.2% 3.2% 1.0% 1.0% 4.5% 2.5% 1.2% 0.8% 2.8% >=1% <1%

Mixed sex accomodation breaches of standard (reported on UNIFY) 0 0 0 0 2 1 0 1 0 0 0 0 0 0 >=1 <1

On the day cancellations for elective operations (hospital initiated) 1.4% 0.9% 0.8% 0.9% 1.0% 1.5% 1.5% 1.5% 1.6% 0.7% 1.3% 1.0% 1.2% 1.0% >=0.8% <0.8%

Cancelled patients not treated within 28 days of cancellation 3 3 2 0 3 5 7 1 2 4 2 4 5 10 >=4 <4

RTT - percentage of treatment functions achieving 90% RTT (Admitted) 76.9% 66.7% 46.7% 73.3% 60.0% 57.1% 56.3% 50.0% 56.3% 56.3% 58.8% 50.0% 57.8% 55.1% <80% Between >=85%

RTT - percentage of treatment functions achieving 95% RTT (Non-admitted) 76.5% 64.7% 70.6% 64.7% 52.9% 58.8% 56.3% 52.9% 70.6% 58.8% 58.8% 64.7% 70.6% 60.8% <80% Between >=85%

RTT - percentage of treatment functions achieving 92% RTT (Incomplete) 94.1% 88.2% 76.5% 76.5% 82.4% 76.5% 70.6% 76.5% 82.4% 76.5% 72.2% 72.2% 96.1% 73.6% <80% Between >=85%

RTT incomplete pathways > 52 weeks 0 0 0 0 0 0 0 0 0 0 0 0 0 0 >=1 <1

Ambulance handover delays > 30 minutes 106 40 24 27 34 56 55 72 34 23 27 18 223 68 >=75 Between <50

Ambulance handover delays > 60 minutes 4 2 1 0 0 1 0 6 4 0 0 0 14 0 >=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 >=1 <1

Care Planning Summaries % completed within 24 hours of discharge - Weekday 64.6% 71.5% 66.5% 65.5% 62.9% 57.3% 59.8% 45.1% 55.8% 57.1% 55.6% 60.0% 72.2% 57.6% <77% >=77%

Care Planning Summaries % completed within 24 hours of discharge - Weekend 38.4% 37.4% 40.7% 41.7% 47.1% 38.8% 40.3% 30.6% 41.0% 34.2% 27.3% 32.8% 50.4% 31.3% <60% >=60%

Data book local indicators not included elsewhere

A&E - Total visit time (95th percentile) 06:13 05:13 04:37 04:00 05:24 06:31 05:55 07:14 05:48 04:35 05:26 04:59 >04:00 <=04:00

A&E - Percentage of patients with a visit time of less than or equal to 4 hours 82.0% 90.6% 93.9% 95.4% 90.4% 83.2% 86.9% 81.0% 88.2% 93.9% 89.9% 91.2% 83.9% 91.6% <95% >=95%

A&E - Unplanned reattendance rate 4.5% 4.9% 5.1% 5.0% 5.0% 5.3% 5.2% 5.5% 5.8% 6.3% 5.7% 5.1% 4.7% 5.7% >=5% <5%

A&E - Percentage of patients who leave without being seen 5.9% 3.4% 2.6% 2.4% 2.2% 2.9% 1.9% 3.2% 3.0% 2.5% 2.3% 3.1% 4.0% 2.6% >=5% <5%
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Statement of Comprehensive Income for the Period: 201500 ‐ 201503 APPENDIX B 

Annual 
Plan: 

201500 - 
201512

Current Month 
Expenditure: 

201503

Year to Date 
Expenditure: 

201500 - 
201503

Annual Plan: 
201500 - 
201503

Variance To 
Plan: 201500 - 

201503

TRUST TOTAL TRUST TOTAL TRUST TOTAL TRUST TOTAL TRUST TOTAL

£'000 £'000 £'000 £' £'

Memorandum lines
Total Revenue (245,088) (20,891) (61,013) (60,331) (682) 
Total Expenses 249,668 21,780 63,332 62,863 470

Comprehensive (Surplus)/Deficit Net of Impairment 4,392 893 2,326 2,484 (158) 

Comprehensive (Surplus)/Deficit 4,892 893 2,326 2,484 (158) 
Total Operating Revenue for EBITDA (245,003) (20,883) (60,993) (60,310) (683) 
Total Operating Expenses for EBITDA 236,932 20,777 60,265 59,470 796
EBITDA (8,071) (107) (728) (841) 112
EBITDA Margin Metric (YTD) 3.29% 0.51% 1.19% 1.39% -16.46%

Operating (Surplus)/Deficit 1,580 614 1,493 1,610 (117) 

PMU Comprehensive (Surplus)/Deficit (6,874) (652) (1,622) (1,651) 29
Subsidiary Comprehensive (Surplus)/Deficit 184 5 34 46 (12) 

Trust Comprehensive (Surplus)/Deficit Net of Impairment, PMU and Subsidiary 11,081 1,540 3,915 4,089 (174) 
NHS Clinical Revenue

NHS Acute Activity Income
Elective inpatients

Tariff revenue (15,812) (1,170) (3,433) (3,782) 349
Non-Tariff revenue (522) (26) (60) (141) 81

Elective activity revenue, Total (16,334) (1,196) (3,493) (3,923) 430
Elective day case patients (Same day)

Tariff revenue (20,650) (1,741) (4,777) (4,910) 133
Non-Tariff revenue (657) (106) (281) (170) (111) 

Elective Day Case activity revenue, Total (21,306) (1,847) (5,058) (5,080) 22
Non-Elective patients

Tariff revenue (55,243) (4,847) (14,385) (13,655) (730) 
Non-Tariff revenue (888) (190) (395) (235) (161) 

Non-Elective activity revenue, Total (56,131) (5,038) (14,780) (13,890) (890) 
Outpatients

Tariff revenue (32,897) (2,730) (7,609) (8,014) 405
Non-Tariff revenue (8,888) (775) (2,161) (2,232) 71

Outpatients activity revenue, Total (41,785) (3,505) (9,771) (10,246) 475
A&E

Tariff revenue (9,047) (768) (2,182) (2,361) 178
A&E activity revenue, Total (9,047) (768) (2,182) (2,361) 178
Other NHS activity

Direct access & Op, all services (4,783) (412) (1,139) (1,159) 20
Unbundled chemotherapy delivery (1,324) (120) (346) (332) (14) 
Unbundled external beam radiotherapy (2,750) (244) (596) (734) 138
Maternity Pathway tariff (5,206) (379) (1,201) (1,302) 101

Tariff revenue, Total (14,064) (1,155) (3,282) (3,527) 245
CQUIN revenue (4,727) (383) (1,171) (1,182) 11
Critical care (outside tariff) Adult, Neonate, Paediatric (6,175) (440) (1,513) (1,550) 37
High cost drugs revenue from commissioners (excluding pass through 0
Pass through Drugs (16,082) (1,278) (3,686) (4,021) 334
Pass through Non Drugs (2,834) (167) (577) (708) 132
Other drugs revenue (all types all bands including Chemotherapy (5,031) (409) (1,217) (1,244) 27
Other non-tariff revenue (14,305) (1,207) (4,683) (3,576) (1,107) 

Non-Tariff revenue, Total (49,153) (3,884) (12,847) (12,281) (566) 
Other NHS activity revenue, Total (49,153) (3,884) (12,847) (12,281) (566) 
Total NHS Tariff income (147,713) (12,410) (35,670) (36,249) 580
Total NHS Non-Tariff income (60,108) (4,981) (15,744) (15,058) (686) 

NHS Acute Activity Income, Total (207,821) (17,391) (51,413) (51,307) (106) 
Other tariff revenue (penalties) 3,500 48 668 875 (207) 
NHS Clinical Revenue, Total (204,321) (17,343) (50,746) (50,432) (313) 
Non Mandatory/Non protected revenue

Private patient revenue (504) (74) (193) (126) (67) 
Other Non Mandatory/Non protected clinical revenue (786) (68) (196) (197) 1

Non Mandatory/Non protected revenue, Total (1,291) (142) (389) (323) (66) 
Other Operating Revenue

Research and development revenue (1,737) (138) (392) (434) 42
Education and training revenue (7,231) (590) (1,839) (1,808) (31) 

(8,968) (728) (2,231) (2,242) 11
Parking revenue (687) (66) (190) (172) (18) 
Catering revenue (573) (57) (179) (143) (36) 
Accommodation revenue (554) (41) (143) (138) (4) 
Revenue from non-patient services to other bodies (10,060) (864) (2,576) (2,515) (61) 
Misc. other operating revenue (18,551) (1,643) (4,540) (4,345) (195) 

Other Operating revenue, Total (30,424) (2,670) (7,628) (7,313) (315) 
Operating Revenue, IFRS, Total (245,003) (20,883) (60,993) (60,310) (683) 
Operating Expenses

Raw Materials and Consumables Used
Drugs (excluding pass through) 9,346 915 2,362 2,353 9
Clinical supplies (excluding pass through 21,400 1,785 5,223 5,674 (452) 
Non-clinical supplies 1,749 254 627 515 112

Raw Materials and Consumables Used, Total 32,495 2,954 8,211 8,542 (331) 
Employee Expenses

Employee expenses, permanent staff (Note 1) 154,684 13,012 38,825 38,667 158
Employee expenses, agency & contract staff (Note 1) 1,637 542 1,416 631 785

Employee Expenses, Total 156,322 13,555 40,241 39,298 943
Consultancy expense 103 21 55 26 29
Purchase of healthcare services from other NHS bodies 4,671 384 1,143 1,168 (25) 
Purchase of healthcare services from non-NHS bodies 1,369 30 97 531 (434) 
Clinical negligence 4,446 349 1,047 1,112 (65) 
Pass through Drugs and Non Drugs 18,794 1,441 4,249 4,728 (479) 
Premises 11,494 1,344 3,410 2,395 1,015
Misc. other Operating expenses 7,238 699 1,813 1,670 143

Operating Expenses within EBITDA, Total 236,932 20,777 60,265 59,470 796
EBITDA (8,071) (107) (728) (841) 112
Donations & Grants received of PPE & intangible assets (see comment (200) 0 0 (50) 50

Donations & Grants received of PPE & intangible assets (see comment) (200) 0 0 (50) 50
Depreciation and Amortisation

Depreciation and Amortisation - purchased/constructed assets 8,822 676 2,083 2,394 (310) 
Depreciation and Amortisation - donated/granted assets 529 46 138 107 31

Depreciation and Amortisation, Total 9,351 721 2,221 2,500 (279) 
Impairment (Losses) / Reversals net - purchased/constructed assets 500 0 0 0 0

Impairment (Losses) / Reversals net (on non-PFI assets) 500 0 0 0 0
Operating Expenses excluded from EBITDA, Total 9,651 721 2,221 2,450 (229) 
Operating Expenses IFRS, Total 246,583 21,498 62,486 61,920 566
(Surplus) Deficit from Operations 1,580 614 1,493 1,610 (117) 
Non-Operating income

Finance Income [for non-financial activities]
Interest Income (85) (8) (19) (21) 2

Finance Income [for non-financial activities], Total (85) (8) (19) (21) 2
Non-Operating income, Total (85) (8) (19) (21) 2
Non-Operating expenses

Finance Costs [for non-financial activities]
Interest Expense

Interest Expense on Non-commercial borrowings 1,175 99 294 294 (0) 
Interest Expense, Total 1,175 99 294 294 (0) 
PDC dividend expense 2,210 183 552 599 (46) 

Finance Costs [for non-financial activities], Total 3,385 282 846 892 (46) 
Non-Operating expenses, Total 3,385 282 846 892 (46) 
(Surplus) Deficit before Tax 4,880 889 2,319 2,481 (162) 

Income Tax (expense)/ refund 13 4 7 3 4
(Surplus) Deficit After Tax 4,892 893 2,326 2,484 (158) 

Profit/(loss) from discontinued Operations, Net of Tax
(Surplus) Deficit After Tax from Continuing Operations 4,892 893 2,326 2,484 (158) 
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Cost Improvement Programmes (YEAR TO DATE EFFECT)
Pay Expense savings CIP recurrent 5,028 60
Pay Expense savings CIP non-recurrent 102
Pay Expense savings CIP, TOTAL 5,028 162

Drugs expense savings CIP recurrent 114 0
Drugs expense savings CIP non-recurrent 0
Drugs expense savings CIP, TOTAL 114 0

Clinical Supplies expense savings CIP recurren 1,015 16
Clinical Supplies expense savings CIP non-recurren 34
Clinical Supplies expense savings CIP, TOTAL 1,015 49

Non-clinical Supplies expense savings CIP recurren 713 0
Non-clinical Supplies expense savings CIP non-recurren 5
Non-clinical Supplies expense savings CIP, TOTAL 713 5

Misc. Other Operating Expenses CIP recurren 2,058 6
Misc. Other Operating Expenses CIP non-recurren 158
Misc. Other Operating Expenses CIP, TOTAL 2,058 164

Other non operating expense savings CIP, recurren 0 0
Other non operating expense savings CIP non-recurren 0
Other expense savings CIP, TOTAL 0 0

Cost Improvement Programmes (YEAR TO DATE EFFECT), Total 8,929 380

Cost Improvement Programmes (FULL YEAR EFFECT)
Pay Expense savings CIP recurrent 5,028 371
Pay Expense savings CIP non-recurrent 102
Pay Expense savings CIP, TOTAL 5,028 473

Drugs expense savings CIP recurrent 114 0
Drugs expense savings CIP non-recurrent 0
Drugs expense savings CIP, TOTAL 114 0

Clinical Supplies expense savings CIP recurren 1,015 72
Clinical Supplies expense savings CIP non-recurren 34
Clinical Supplies expense savings CIP, TOTAL 1,015 105

Non-clinical Supplies expense savings CIP recurren 713 0
Non-clinical Supplies expense savings CIP non-recurrent 5
Non-clinical Supplies expense savings CIP, TOTAL 713 5

Misc. Other Operating Expenses CIP recurren 2,058 25
Misc. Other Operating Expenses CIP non-recurren 608
Misc. Other Operating Expenses CIP, TOTAL 2,058 633

Other non operating expense savings CIP, recurren 0 0
Other non operating expense savings CIP non-recurren 0
Other expense savings CIP, TOTAL 0 0

Cost Improvement Programmes (FULL YEAR EFFECT), Total 8,929 1,216
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REPORT SUMMARY SHEET 
 

Meeting  Date: 
 

5 August 2015 

Title: 
 

Charitable Funds Committee – Terms of Reference and appointment of 
Committee Chair 

Lead Director: 
 

Director of Finance, Performance and Information 

Corporate 
Objective: 
 

Leadership 

Purpose: 
 

Decision  

Summary of Key Issues for Trust Board 

Strategic Context: 
 
The Trust is the Corporate Trustee of the Charitable Fund and is responsible for ensuring that the 
Charitable Fund is appropriately governed.  This responsibility is exercised primarily through the 
Charitable Funds Committee. 
 
 

Key Issues/Risks: 
 
It is proposed to change the membership of the Committee, so that Executive and Non-Executive 
resource can be better targeted relative to risk.  This would be done by removing the Trust 
Chairman and Chief Executive from the Committee and adding the Medical Director.  The overall 
number of members of the Committee would reduce from 5 to 4.   
 
A new Committee Chair would also need to be appointed. 
 
Recommendations: 
 
1. That the Board approve the revised Terms of Reference of the Charitable Funds 

Committee (as detailed in attachment one), to take effect immediately. 
 

2. That the Board approve the appointment of Jacqueline Lyttle as Committee Chair. 
 

3. That the Board approve the revised Terms of Reference of the Charitable Funds 
Committee (as detailed in attachment two), to take effect on Integration. 

 

Summary of ED Challenge/Discussion: 
 
None identified. 
 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
No changes to Governor involvement proposed. 
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Equality and Diversity Implications: 
 
None identified. 
 

 
PUBLIC 
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Board of Directors 

Report Title: Charitable Funds Committee – Terms of Reference and appointment of 
Committee Chair 

5 August 2015 
 

1. Background Information 
 

1.1 South Devon Healthcare Charitable Fund (registered charity 1052232) holds charitable 
monies donated to the Foundation Trust. 

 

1.2 The Foundation Trust is the Corporate Trustee of the Charitable Fund and is responsible 
for ensuring that the Charitable Fund acts in compliance with general law, charity law and 
the regulatory framework established by the Charity Commission and the Department of 
Health. 
 

1.3 The Trust has a finite resource of Executive and Non-Executive Board members and must 
allocate this resource relative to risk. 
 

1.4 The Charitable Funds Committee considered the proposed changes to the Terms of 
Reference at their meeting on 25 June 2015 and recommended these changes to the 
Board. 

 
 

 
2. Changes to Terms of Reference (to take effect immediately) 
 

A marked-up version of the Terms of Reference (to take effect immediately) is attached to 
this report as attachment one.  The following proposed changes have been made: 
 

2.1 Membership (Terms of Reference section 4).  It is proposed that the Trust Chairman and 
Chief Executive no longer be members of the Committee, so that their time can be 
focussed on higher risk areas of the organisation.  The number of Non-Executives would 
reduce from 3 to 2, which is felt to be a sufficient number.   
 
The Medical Director would become a member of the Committee in place of the Chief 
Executive, bringing a useful understanding of the benefit to patients of proposed charitable 
expenditure.  The Director of Finance, Performance and Information would remain a 
member.  The overall membership would therefore reduce from 5 to 4. 

 
2.2 Other changes.  As a result of the above changes, minor changes would be required to the 

definition of the procedure for urgent authorisation of investment decisions (section 3) and 
the definition of a quorum (section 5a). 
 

 

3. Appointment of new Committee Chair (to take effect immediately) 
 

3.1 Should the recommended changes to the Terms of Reference be approved, the Trust 
Chairman will no longer chair the Committee and a new Committee Chair will need to be 
appointed from one of the two Non-Executive members of the Committee. 
 

3.2 At the Committee’s meeting on 25 June 2015, Jacqueline Lyttle offered to take on this role. 
  
 
4. Changes to Terms of Reference (to take effect on Integration) 
 

A marked-up version of the Terms of Reference (to take effect on Integration) is attached 
to this report as attachment two.  The following proposed changes have been made: 
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4.1 Membership.  As per attachment one, described above. 
 
4.2 References to Torbay & Southern Devon Health & Care NHS Trust.  Such references 

would be removed from Terms of Reference sections 1, 2.21 and 4. 
 

4.3 References to South Devon Healthcare NHS Foundation Trust.  All such references would 
be updated to reflect the organisation’s new legal name. 
 

 

5. Recommendations 
 
5.1 That the Board approve the revised Terms of Reference of the Charitable Funds 

Committee (as detailed in attachment one), to take effect immediately. 
 

5.2 Subject to the above approval, that the Board approve the appointment of Jacqueline 
Lyttle as Committee Chair. 
 

5.3 That the Board approve the revised Terms of Reference of the Charitable Funds 
Committee (as detailed in attachment two), to take effect on Integration. 
 

 

Patrick Vincent 
Finance Manager 
June 2015 
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Attachment one – revised Terms of Reference with immediate effect (once approved) 
 

SOUTH DEVON HEALTHCARE 

 

ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

 

1. INTRODUCTION 

  

This committee is responsible for controlling the management and administration of charitable funds for the 

following organisations:- 

  

 South Devon Healthcare NHS Foundation Trust 

 Torbay and Southern Devon Health & Care NHS Trust 

  

 
2. TERMS OF REFERENCE 

 

2.1 To govern, manage and regulate the finances, accounts, investments, assets, business and all affairs 

whatsoever of the charity. 

 

2.2 To establish and regularly review for the investment managers the following: - 

 

  * Investment powers; 

  * Investment strategy;  

  * Policy constraints; 

  * Delegated authority and monitor compliance. 

 

2.3 To ensure that systems are in place to provide appropriate and effective financial controls and 

procedures in order that the funds are operated correctly, that money is used for the appropriate purpose 

and that funds are not overspent. 

 

2.4 To regularly review the investment objectives of the fund and advise the funds’ investment advisors. 

 

2.5  To receive interim report and advise regarding market condition and performance from the investment 

advisors. 

 

2.6. To receive, consider and approve annual expenditure plans submitted by fund managers. 

 

2.7 To consider and approve major expenditure proposals arising during the year i.e. proposals having a 

value in excess of £50,000 for any one item or scheme to be financed either from funds held within a 

charitable fund or as a rechargeable item. 

 

2.8 To receive reports every half year in November and May/June on the actual expenditure incurred 

compared with plans. 

 

2.9 To receive reports quarterly on the performance of the funds’ investments. 

 

2.10 To encourage the use of funds for the benefit of patient welfare. 
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SOUTH DEVON HEALTHCARE 

 

ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

--------------------------------------------------------------------------------------------------------------- 

 

2.11 To determine and approve financial strategy and to monitor performance against agreed objectives. 

 

2.12 To consider and approve the annual accounts and report. 

 

2.13 To review changes in legislation and approve plans for their implementation. 

 

2.14 To appoint investment advisors and review every three years. 

 

2.15 To oversee and monitor the performance of the advisors. 

 

2.16 Before taking decisions regarding community funds, the Committee will consult       with the relevant 

organisation. 

 

 

 

3. DELEGATED POWERS 

 

Further to sections 2.6 and 2.7 above, approval for individual purchases should be obtained from:- 

 

Up to £5,000  Fund Holder 

£5,000 to £20,000 Director of Finance 

£20,000 to £50,000 Chief Executive 

Over £50,000   Charitable Funds Committee 

 

In cases where urgent decision is required relating to the investment portfolio, the Committee have 

delegated the power to authorise such changes to any two of the following three members of the 

Committee:- 

 

 i) Trust and Committee Chairman 

 ii) Director of Finance 

 iii) One non-executive member of the Board and Committee (other than Committee Chair) 

 

4. MEMBERSHIP 

 

Committee Chair Non-Executive Director Chairman - South Devon Healthcare NHS 

Foundation Trust 

Additional 

membership 

1 2 Non-Executive Directors – South Devon Healthcare NHS 

Foundation Trust 

 Director of Finance - South Devon Healthcare NHS Foundation Trust 

 Medical Director Chief Executive - South Devon Healthcare NHS 

Foundation Trust 

 

  

Page 6 of 10Charitable Funds - Terms of Reference.pdf
Overall Page 220 of 224



 
SOUTH DEVON HEALTHCARE 

 

ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

 

In Attendance Senior Finance Manager Corporate Services - South Devon 

Healthcare NHS Foundation Trust 

 Governor Observer 

 Torbay  & Southern Devon Health and Care NHS Trust 

representative 

 Investment Manager representative (if invited by the Committee) 

 

 

5. MEETINGS 

 

a) QUORUM 

 

A quorum will be two Non-Executive Directors from South Devon Healthcare NHS Foundation Trust, 

including the Committee Chairman, and one Executive Director of South Devon Healthcare NHS 

Foundation Trust.  In the absence of the Committee Chairman, one of the Non-Executives should be 

elected to Act as Chair in order for the Committee to remain quorate. 

 

b) FREQUENCY 

  

The committee will meet at least twice a year, usually May/June and November. Other meetings may be 

called as and when required. 

 

 

Revised 5 August 2015 November 2014 
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Attachment two – revised Terms of Reference on Integration (once approved) 
 

SOUTH DEVON HEALTHCARE 

 

ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

 

1. INTRODUCTION 

  

This committee is responsible for controlling the management and administration of charitable funds for the 

following organisations:- 

  

 South Devon Healthcare NHS Foundation Trust 

 Torbay and Southern Devon Health & Care NHS Trust 

  

 
2. TERMS OF REFERENCE 

 

2.1 To govern, manage and regulate the finances, accounts, investments, assets, business and all affairs 

whatsoever of the charity. 

 

2.2 To establish and regularly review for the investment managers the following: - 

 

  * Investment powers; 

  * Investment strategy;  

  * Policy constraints; 

  * Delegated authority and monitor compliance. 

 

2.3 To ensure that systems are in place to provide appropriate and effective financial controls and 

procedures in order that the funds are operated correctly, that money is used for the appropriate purpose 

and that funds are not overspent. 

 

2.4 To regularly review the investment objectives of the fund and advise the funds’ investment advisors. 

 

2.5  To receive interim report and advise regarding market condition and performance from the investment 

advisors. 

 

2.6. To receive, consider and approve annual expenditure plans submitted by fund managers. 

 

2.7 To consider and approve major expenditure proposals arising during the year i.e. proposals having a 

value in excess of £50,000 for any one item or scheme to be financed either from funds held within a 

charitable fund or as a rechargeable item. 

 

2.8 To receive reports every half year in November and May/June on the actual expenditure incurred 

compared with plans. 

 

2.9 To receive reports quarterly on the performance of the funds’ investments. 

 

2.10 To encourage the use of funds for the benefit of patient welfare. 
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SOUTH DEVON HEALTHCARE 

 

ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

--------------------------------------------------------------------------------------------------------------- 

 

2.11 To determine and approve financial strategy and to monitor performance against agreed objectives. 

 

2.17 To consider and approve the annual accounts and report. 

 

2.18 To review changes in legislation and approve plans for their implementation. 

 

2.19 To appoint investment advisors and review every three years. 

 

2.20 To oversee and monitor the performance of the advisors. 

 

2.21 Before taking decisions regarding community funds, the Committee will consult       with the relevant 

organisation. 

 

 

 

3. DELEGATED POWERS 

 

Further to sections 2.6 and 2.7 above, approval for individual purchases should be obtained from:- 

 

Up to £5,000  Fund Holder 

£5,000 to £20,000 Director of Finance 

£20,000 to £50,000 Chief Executive 

Over £50,000   Charitable Funds Committee 

 

In cases where urgent decision is required relating to the investment portfolio, the Committee have 

delegated the power to authorise such changes to any two of the following three members of the 

Committee:- 

 

 i) Trust and Committee Chairman 

 ii) Director of Finance 

 iii) One non-executive member of the Board and Committee (other than Committee Chair) 

 

4. MEMBERSHIP 

 

Committee Chair Non-Executive Director Chairman - South Devon Healthcare NHS 

Foundation Trust 

Additional 

membership 

1 2 Non-Executive Directors – South Devon Healthcare NHS 

Foundation Trust 

 Director of Finance - South Devon Healthcare NHS Foundation Trust 

 Medical Director Chief Executive - South Devon Healthcare NHS 

Foundation Trust 
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SOUTH DEVON HEALTHCARE 

 

ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

 

In Attendance Senior Finance Manager Corporate Services - South Devon 

Healthcare NHS Foundation Trust 

 Governor Observer 

 Torbay  & Southern Devon Health and Care NHS Trust 

representative 

 Investment Manager representative (if invited by the Committee) 

 

 

5. MEETINGS 

 

c) QUORUM 

 

A quorum will be two Non-Executive Directors from South Devon Healthcare NHS Foundation Trust, 

including the Committee Chairman, and one Executive Director of South Devon Healthcare NHS 

Foundation Trust.  In the absence of the Committee Chairman, one of the Non-Executives should be 

elected to Act as Chair in order for the Committee to remain quorate. 

 

d) FREQUENCY 

  

The committee will meet at least twice a year, usually May/June and November. Other meetings may be 

called as and when required. 

 

 

Revised 5 August 2015 November 2014 
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