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Torbay and South Devon NHS

NHS Foundation Trust

MINUTES OF THE COUNCIL OF GOVERNORS MEETING
HELD IN THE ANNA DART LECTURE THEATRE, HORIZON CENTRE,
TORBAY HOSPITAL

9 DECEMBER 2015

Governors
* Richard Ibbotson (Chair)
Cleo Allen * Roy Allison Lesley Archer
*  Terry Bannon * David Brothwood * Christina Carpenter
* Carol Day * Cathy French * Sylvia Gardner-Jones
Diane Gater * Anne Harvey * Rick Hillier
*  Alan Hitchcock * Lynne Hookings * Barbara Inger
*  Wendy Marshfield Gill Montgomery Julien Parrott
*  Mark Procter Sally Rhodes Rosemary Rowe
*  Sylvia Russell (part) *  Simon Slade *  Peter Welch
Helen Wilding *  Simon Wright
Directors

Mairead McAlinden Chief Executive

Paul Cooper Director of Finance, Performance and Information
Lesley Darke Director of Estates and Commercial Development
Liz Davenport Chief Operating Office
Gary Hotine HIS Director
Rob Dyer Medical Director
Martin Ringrose Interim Director of Human Resources
* Jane Viner Director of Professional Practice, Nursing and People’s Experience
David Allen Non-Executive Director
* John Brockwell Non-Executive Director
Les Burnett Non-Executive Director
* James Furse Non-Executive Director
Jacqui Lyttle Non-Executive Director
Sally Taylor Non-Executive Director
* Jon Welch Non-Executive Director
In Attendance: * Richard Scott Company/Corporate Secretary
* Monica Trist Corporate Governance Manager
*  Annie Hall Public Observer

(* denotes member present)
Action
1. Chairman’s Welcome and Apologies

Cleo Allen, Lesley Archer, Diane Gater, Gill Montgomery, Julien Parrott, Sally Rhodes,
Rosemary Rowe, Helen Wilding, Lesley Darke, Liz Davenport, Gary Hotine, David
Allen, Les Burnett, Jacqui Lyttle.
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The Chair felt that the ‘Governors only’ meeting held prior to the CoG had been most
useful and wished to take the opportunity to thank those governors standing down in
February 2016 for their many years of service.

2. Declaration of Interests
Nil.
3. Minutes of the meeting held on 25 September 2015

The minutes were approved as an accurate record of the meeting.

4. Chairman’s report

Richard Ibbotson presented a verbal SWOT analysis regarding the current position of
the Trust.

Strengths
¢ Management team working together well, as demonstrated by the arrangements

put in place to deal with the Junior Doctors’ Industrial Action. Lessons to be
learned from this process.

¢ Preparation for forthcoming CQC inspection progressing well, good engagement
at all levels throughout the Trust.

¢ Recent appointment of Ann Wagner as Director of Strategy.

¢ Linear accelerator building completed on time and within budget.

Weaknesses

U Pressures on A&E, especially over Christmas period.

¢ Funding for CAMHS and Adult Social Care.

U Need for further communications with CCG.

¢ CCU over time and over budget (L Darke advised would have better
understanding of current position by 11 December).

¢ £610k payment to Torbay Council for planning costs in relation to car parking
development.

Opportunities
¢ CEO and Chair attended national NHS Providers meeting. Aim is to get all

providers back into surplus position (currently 80%+ in deficit owing to national
funding issues).

¢ Martin Ringrose appointment as Interim Director of HR and OD extended for
further 6 months.

¢ Board to Board meeting scheduled with CCG for 5 January 2016 — CCG under
pressure from NHSE re funding.

¢ NED recruitment process underway, to replace J Brockwell and L Burnett.

Threats
¢ Commissioners’ (both CCG and Torbay Council) funding pressures may impact
on TSDFT’s ability as a provider to implement change at pace.

5. Care Quality Commission update

Sharon Goldsworthy, the Trust’'s Governance Lead, provided a very useful verbal
briefing on plans for the CQC inspection taking place in February 2016 at all levels
across the Trust. SG advised approx. 100 CQC personnel expected from 2 February
2016 for up to 2 weeks. There had been a very useful meeting between the Executive
Team and the Lead Inspectors to further inform the planning process. The inspection
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team would be based together with the Trust’'s CQC team, in the Horizon Centre, with
smaller teams visiting various locations across the Trust. Patient Listening events
would take place prior to the inspection to provide further information to CQC, to
supplement the data already issued to them covering various areas of the Trust’s
business. There would be daily feedback provided from the CQC during the course of
the inspection.

CQC would issue their draft report in early April and following any comments and
revisions the public report was expected at the end of April. SG welcomed the
involvement of Governors with the process and explained the 5 KLOEs (Key Lines of
Enquiry) — Safe/Effective/Caring/Responsive/Well-Led. SG described the
communications being provided to inform managers, staff and public of the inspection
process, throughout the Trust’s geographical area.

SG responded to questions for the governors and the Chair thanked her for the
comprehensive briefing and for the work being undertaken in preparation for the
inspection by SG and her team.

6. Chief Executive’s report

A question was asked about outstanding action from 25 September 2015 COG
minutes relating to cancelled operations. The CEO advised that she would ensure an | MM/MT
update in relation to this issue would be included with the minutes of this meeting
See updated action below*.

Mairead McAlinden reported on the following areas:

¢ Emergency Department Performance
Ongoing focus on 4 hour target; 40% improvement in delayed discharge
performance for medically fit patients and 2 more patients a day being
discharged before 1100 in the period from October to November. MM
acknowledge the contribution of Nicola Barker in meeting discharge goals for
acute and community hospitals to provide greater resilience to cope with system
pressures, particularly at weekends.

¢ Junior Doctors strike action
BMA has announced industrial action on 1, 8 and 16 December and plans have
been developed to ensure patient safety and minimise the effect on patients.
Urgent care would be prioritised and it may be necessary to cancel planned
operations, which could impact on RTT targets.

¢ Dawlish Community Hospital — Centre of Excellence for Urgent Care

Members were advised that from 4 January 201 Dawlish Hospital would provide
an improved minor injuries service from 0800 to 2000 seven days per week.
This development follows the previous CCG consultation to consider proposals
for Teignmouth and Dawlish to strengthen and secure the future of these two
community hospitals. Dawlish would be the centre for medical inpatient beds
and a base for Devon doctors out-of-hours service, whilst Teignmouth would
become a specialist rehabilitation unit.

¢ National WOW award winners
The Trust was nominated as finalist in 3 categories, and awarded a top prize in
the category “Best use of the WOW awards” recognising that WOW awards
have been embedded across the whole organisation.
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¢ Media
Ongoing focus on communications to demonstrate ongoing progress with
integration, including 6-week Herald Express campaign.

Members were advised of recent Board approval for a 15-month assessment process
to consider providing Children’s Services for Torbay Council.

Paul Cooper then gave a briefing in respect of Finance:

¢ He advised of a slightly worsening deficit position at Month 7; it was proving
difficult to achieve CIP plans against a background of service pressures and
achieving recurrent savings was proving challenging. Process being set up to
combine the CIP plans for the two previous Trusts and CIP performance was
being closely monitored to bring back in line with plans.

¢ Recent letter from Monitor included with the meeting papers, confirming for Q2
their view of the Trust’'s Financial risk rating as “2” and a governance rating of
“Green”.

Martin Ringrose gave an update on HR and OD:

¢ He spoke about ongoing plans to redesign the workforce, without which it would
be difficult to achieve service redesign. Important to maintain staff morale and
motivation to ensure provision of quality service. Top results being reported from
staff surveys.

¢ Turning to OD issues, MR advised important to set appropriate culture for new
organisation, first step would be to confirm Values/Vision/Strapline — the latter
recently confirmed as “Working with you, for you”.

¢ Need to ensure appropriate leadership and development for the ICO, and for
workforce to change to match the needs of the service — various new roles and
need to improve recruitment. Need to design jobs which appeal to staff and
meet the needs of the service and ensure retain skills of existing staff.

¢ He was pleased to confirm there had been no compulsory redundancies as a
result of the acquisition.

Suggestion from a governor that reference is made to the Trust’s excellent reputation
when advertising in NHS Jobs and also to consider adding similar information to
website. The CEO suggested adding video “24 hours in the life of the ICO” to website.

In response to a question from the floor, the Chief Nurse provided a summary of the
current position in relation to the Devon Studio School.

The October Board Performance report was provided for information and the
following points were highlighted:-

¢ A&E standard had not been met in October, and RTT standard for incomplete
pathways not achieved in October and would be assessed as not meeting
standard in Q3 Monitor risk assessment.

¢ Improved performance with regard to discharges — Nicola Barker and other
community colleagues now attend Control Team meetings which has
contributed to improved patent flow across all settings.
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* Update on outstanding action — Cancelled Operations*

A review has taken place by the Chief Operating Officer and Medical Officer into
whether lack of/freplacement equipment was a major factor in the cancellation of
operations. There was no evidence of this, the main factors responsible were
identified as:-

¢
¢

Flooding in the Theatres area caused a particular problem in one month.
Change in presenting need — i.e. Once surgical procedure had started — need
for different procedure identified, and therefore required equipment/medical
devices not always immediately available as a different procedure had been
planned for.

Some minor delays in receiving ordered equipment.

7. Lead Governor’s report

Cathy French highlighted the following points from her Lead Governor’s report:

¢

She thanked all Governors for the support provided leading to the formation of
the 1CO. There was no Council of Governors at TSDHCT, so now need to widen
the role of governor to include community hospitals and community services.

Need for on-going improvements in communications at all levels.

She thanked Governors for their contributions to Constituency reports, provided
as attachments to her Lead Governor’s report. Details of Chairman’s appraisal
process was provided for Governors and she wished to take this opportunity to
wish Governors, Management and staff the compliments of the season. On
behalf of the Governors she thanked the Company Secretary and his team for
their help and support during the year.

8. Secretary’s report

CS apologised for his lengthy report — it had been an exceptionally busy period.

¢

He thanked the publicly-elected governors who would be standing down at 29
February 2016, following the expiry of their terms of office and thanked C Day
and L Hookings who were standing or re-election.

Elections were underway for two new community staff governor seats and the
process to fill remaining governor seats (11 in total) was due to commence on 9
December.

Members were provided with information on Governor priorities as previously
adopted and also governor training, with a course planned for early 2016
following the election of new governors detailed in the report. Need for ongoing
improvements in communications at all levels.

Further information was provided on the role of governors and the 2015-16
improvement plan. Need for ongoing improvements in communications at all
levels.

Details of governor questions and responses to be circulated by the CS once
finalised.

Governors were advised that two NEDs would be standing down in the new
year, at the end of their term of office, and a process was underway to recruit
two new NEDs. A further NED would be available for re-appointment at the end
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10.

11.

12.

13.

14.

15.

of 2015.

* Apologies had been received from the Volunteering in Care Torbay (VICtor)
Project Manager for today’s meeting and it was proposed to invite them to the
April CoG, subject to members” agreement.

Non-Executive Director’s report

S Taylor provided some detail around her professional background also some
observations regarding her perspective on Trust activities as a NED compared with
her professional role as CEO of St Luke’s Hospice, although the two roles were
complementary. She would be retiring from her role as St Luke’s CEO shortly and had
therefore applied for re-election as a NED at TSDFT, and would have more time to
devote to the role.

She felt the need for on-going challenge around services provided by the Trust — why
do we do things the way we do? Need to be aware of private sector provision and to d
develop Public Health preventative approach. The Trust faced challenges present in
society at large in relation to an ageing population, with many people living alone: —
long term conditions, co-morbidities, social isolation. More work needed to prevent
admissions — help people to live better for longer. Need to improve public confidence
in the voluntary sector, work more closely with our patients and service users and
learn from valuable feedback provided by patients and Governors.

Quality and Compliance Committee report

Wendy Marshfield, as Chair of the committee, reported on meeting held on 18
November, providing the notes of the meeting and revised Terms of Reference for the
information of all governors.

Membership development report

Lynne Hookings as Chair, reported on the meeting which had taken place in
November 2015, the notes of which would be circulated once finalised. On-going need
to increase membership across all areas and increased focus now required on
Community sector.

Schedule of meetings and routine agenda items

This was circulated for members to note.

Urgent Motions or Questions

Nil.

Motions or Questions on Notice

Nil.

Details of Next Meeting

20 April 2016, 3pm — 5pm, Anna Dart Lecture Theatre, Horizon Centre

Self-assessment 24 February 2016, 1pm — 5pm, Anna Dart Lecture Theatre, Horizon
Centre

Page 6 of 6

03 - 2015.12.09_DRAFT_CoG_minutes_PUBLIC.pdf

CS

Page 6 of 6



Torbay and South Devon NHS

NHS Foundation Trust

Council of Governors
Wednesday 20 April 2016

Agenda ltem: S

Report Title: Appointment of the Lead Governor
Report By: Company/Corporate Secretary

Open or Closed: Open under the Freedom of Information Act
1. Summary of Report

1.1  This report sets out the Constitutional requirement for a Lead Governor to be
appointed.

2. Background Information

2.1 Under the terms of the Constitution the Trust is required to appoint one of the
publicly-elected governors to be Lead Governor.

2.2  The role of the Lead Governor, as set out in the Constitution, is to:

(&)  Act ex-officio on behalf of the Chair;

(b) Chair part of the Council of Governors (CoG) meeting if the person
presiding at any such meeting has a conflict of interest in relation to the
business being discussed;

(c) Chair the Remuneration sub-committee and be a member of the
Nominations sub-committee.

(d)  To be a member of the Quality and Compliance Committee.

2.3  The Constitution does not detail the process to be followed when appointing
the Lead Governor. Neither does it specify the timescale for the appointment,
however, it is proposed that the appointment is for two years as previously
discussed and agreed with governors in 2014.

2.4 During April 2016, publicly-elected governors were asked to put their name
forward if they wished to be considered for the Lead Governor position. The
position is currently held by Cathy French (publicly-elected governor for
Teignbridge) who took up the Lead Governor role in April 2014.

2.5 Following the closing date, Cathy French was the only publicly-elected
governor to express interest in the role. As Cathy has already held the
position for two years and is due to stand down in February 2018 having
served the full nine years, the proposal below is to recommend Cathy for an
additional 12 months and look to appoint a new Lead Governor in April 2017.

4. Recommendations

4.1  Cathy French is appointed as Lead Governor until April 2017.

5. Decisions Needed to be Taken

5.1  Approve the recommendation outlined above.
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Volunteering in the ICO

Emma Swanton - Project Manager for
Volunteering in Care Torbay (VICTor)




What do you know about
Volunteers across the ICO?

How many volunteers do we have?

What do they do?

Our volunteer services: development
and strategy (safety, roles, engagement)
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Being a radio presenter at Tower Sound
is fantastic. It’s a dream come true. The
Tower Sound crew are like a big family
and Newton Abbot Hospital is
wonderful. I’'m very happy there.

| greatly enjoy it, it
Is a privilege.
(Chaplaincy)
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All staff so nice and so
grateful for what | do for
the patients and the help |
give to the doctors and
nurses. (A+E befriender)

| love this work and feel my
contribution is appreciated by patients
and staff. It’s not just filling in the
forms, it’s also therapeutic
conversation. (Working with Us panel -
who undertake pre-discharge
interviews)




Very satisfying to be able to help
patients to and from hospital - been
doing this for over 25 years. (Car

driver)

Having worked as a nurse all my life, |
miss meeting people each day. This
gives me an opportunity to help
patients with talking and listening. |
also enjoy helping the patients with
dementia,. It takes some of the
pressure off the ward staff. (Mealtime

Companion) |
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Plus
Cancer Support

Kidney Support

Breast Care / Reconstruction Support
Play Assistant
Cardiac Rehab
Ward Buddies
Talking Newspaper
Befrienders Total =

Meeters and Greeters 640 volunteers
IBD Friends

Experts By Experience
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Torbay and South Devon NHS

NHS Foundation Trust
Council of Governors

Wednesday 20 April 2016

Agenda ltem: 7

Report Title: Chief Executive’s Report

Report By: Company Secretary

Open or Closed: Open under the Freedom of Information Act

1. Summary of Report

1.1  Topical areas of interest from the Chief Executive and Executive Team covering issues
arising since the last Council of Governors meeting on 9 December 2015 and Board-to-
Council meeting on 9 March 2016.

1.2 Please note that the next Finance Committee is not due to take place until the 26 April
2016 therefore at the time of writing, this paper highlights the latest Trust position.

1.3 The dashboard as at attachment four shows February’s performance figures; all figures
that were available as at 12 April 2016. If an up-to-date dashboard is available, this will
be presented on the day of the meeting.

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

1.5 On 1 March 2016 the Trust received as at attachment one (the letter towards the end of
the report), its quarter three feedback from Monitor.

2. Decisions Needed to be Taken

2.1 Comment and receive the attached information.

3. Attached to this Report

Attachment one - Chief Executive’s Report as presented at April's Board.

Attachment two - Chief Operating Officer's Report as presented at April's
Board.

Attachment three - Care Quality Commission update as presented at April’s
Board.

Attachment four

Quality, performance and finance exceptions report as
presented at April’'s Board.
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Torbay and South Devon NHS|

NHS Foundation Trust

Report to: Trust Board
Date: 6™ April 2016
Report From: Mairead McAlinden, Chief Executive

Report Title:  Chief Executive’s Business Report

1 ICO Updates

Care Quality Commission: Inspection Report

The draft report from the CQC following their annual inspection which took place in February
is expected any day. Directors will have a short period to review the draft report for factual
accuracy before the report is finalised and published in advance of the formal Quality
Summit which we expect will take place during the first half of May.

As previously reported, on 1 March we received a letter from the CQC formally notifying us
of their concerns about staffing levels and delays to triage and assessment within the
emergency department. We responded to the CQC to assure them we are actively working
on these concerns and, where we can, have taken urgent action to put more staff in place.
We recognise the solution needs to go much further. We need to radically transform our
services in line with our new care model aspirations to provide an alternative for people —
particularly older people with complex care needs and young children — so that they may not
need to come in to our Emergency Department or be admitted to the hospital. In response
the CQC wrote on 10 March confirming they were satisfied with our response and issued a
“requirement notice”, which requires a further updated action plan within 28 days (April 6).
Directors will update the Board when we meet on 6" on the latest position following Urgent
Care Assurance and Improvement Group scrutiny on 5 April.

In the public board pack, Directors will see an update on progress against our current CQC
action plan which addresses the areas for improvement identified by the CQC during their
visit. Whilst a number of improvements have been made to systems and processes, staffing
levels and physical environment, further work is required to provide assurance of sustainable
improvement. Board members will have the opportunity for detailed debate and challenge
through the enhanced governance arrangements now in place for scrutiny of ED
performance and safety.

Cabinet Office: Children’s Community and Mental Health Services (CAMHS)
Deep Dive

Earlier this month the Trust hosted a visit from the Cabinet Office and Department of Health
as part of a deep dive of CAMHS services. The Cabinet Office and the Department of Health
Implementation Unit are jointly leading a review exercise on children and young people’s
mental health and wellbeing on behalf of Ministers. The purpose of their deep dive visits is
to support those responsible for delivering this Government’s top priorities, to rapidly gain
valuable insights on progress while offering robust advice to Ministers on action that reflects
experience on the ground in order to support delivery.

The Board will recall the Government committed additional investment of £1.4 billion during
this parliament to help improve access and outcomes. Building on the assurance process
for Local Transformation Plans, the aim of the deep dive visits is to achieve a better
understanding of:
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NHS Foundation Trust

e how local plans are being delivered;

e how progress is being tracked so that outcomes can be measured; and

e what barriers may remain to delivery and what more might be done at a national
level to support local areas.

Ann Wagner, who has taken over responsibility for the CAMHS Transformation Programme
Board, supported the visit which involved the team manager, senior manager and clinical
lead. The team took the opportunity to share key successes, describe challenges and lobby
for recurring funding to support transformation. The Cabinet Office team will be reporting
back to ministers in the next few weeks.

Monitor Quarter 3 (Q3) Formal Feedback

At the beginning of March we received formal feedback following their analysis of the Trust’s
Q3 performance confirming that, despite some concerns regarding performance against the
A&E 4 hour and Referral to Treatment Time standards, there will be no
investigation/regulatory action at this time. A Financial Sustainability Risk Rating of 2 and a
Governance Rating of GREEN has been confirmed. As this assessment was received before
the CQC raised concerns about patient safety in ED, it is likely that additional assurance will
be needed to maintain this rating. A copy of the letter which sets expectations around
improvement in Quarter 4 (Q4) is attached (Appendix 1).

Finalising year end and agreeing 2016/2017 Annual Plan

As the Board is well aware the NHS is under huge financial pressure with the majority of
Providers straining to deliver stretching quality and access targets in a tightening financial
envelope and CCGs required to impose penalties for non-delivery of core standards.
Despite having a risk share agreement as part of the ICO business plan supported by the
CCG, we find ourselves facing a difficult year end settlement and a remaining gap to close
for 2016/2017. As part of the annual planning round providers and commissioners who are
not in a position to sign 2016/17 contracts are required to indicate whether they intend going
to arbitration or require mediation. The Trust and CCG took the opportunity at a tripartite
meeting with regulators held on 11 March to describe the scale and degree of challenge
facing key partners in the local health and care community and proposed a solution
spanning 18 months which would involve revising the control totals set for the Trust and the
CCG so the delivery of the longer—term system transformation programme is not
compromised. Whilst the regulators are supportive of our longer term plans, the current
business rules for 2016/17 require control totals to be achieved to release sustainability and
transformation funding which means the CCG’s financial assumptions will therefore need to
be recast to achieve this. Further discussions to try to reach a reasonable settlement are
being held with CCG colleagues over the next few days. Paul Cooper will update the Board
on the latest position when we meet on 6 April. The Annual Plan national submission
requirement is 11 April.

Annual Strategic Agreement (ASA) with Torbay Council
The Annual Strategic Agreement with Torbay Council is currently being finalised and will
come to the May Board for approval prior to submission to Torbay Council

Annual Blue Shield Awards

This year’s Blue Shield awards ceremony took place earlier this month to recognise
individuals and groups of staff whose energy, commitment and dedication ensures that high
quality and effective services are delivered to patients, services user and staff. This time
there were seven ‘Gold’, seven ‘Silver’ and 12 ‘Bronze’ award winners as well as two special
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awards across nine categories, including individual, team, partnership, innovation, volunteer
and lifetime achievement.

All our staff and volunteers work incredibly hard and this was a great opportunity to
recognise those who are making a real difference to the people who use our services, and to
their colleagues in the Trust. Hearing their stories and what they achieve every day was
inspirational and truly heart-warming.

Best Practice Awards: Finalist for Rheumatology/Musculoskeletal project

I am delighted to report that an application led by one of our consultant rheumatologists - Dr
Kirsten Mackay - has been selected by the panel as a finalist in the British Society for
Rheumatology 2016 Best Practice Awards in Rheumatology and Musculoskeletal health.

I understand the judging panel was particularly impressed by the multidisciplinary approach
taken to delivering services to people with rheumatic conditions, and the innovation shown in
relation to the rheumatology database and the deployment of biologics co-ordinators.

2 Local Health Economy Update

Local health and Care Economy Sustainability and Transformation Plan (STP)

As the Board is aware the Trust and CCG are now part of a wider Devon STP footprint and
Angela Peddar, CEO of Royal Devon and Exeter FT has been confirmed as the STP (and
NEW Devon Success Regime) CEO lead. The next outline submission for the STP is due on
15 April. The final full submission is due at the end of June. System wide governance
arrangements are currently being finalised. Ann Wagner is coordinating the Trust's
contribution which builds on the ICO’s 5 year business plan. Ann will bring an update to the
May Board for Board consideration.

Stakeholder Engagement Event
Over 50 partner representatives attended the first of a series of stakeholder engagement
events post ICO authorisation. The purpose of this first event was to:

. walk the talk on engagement;

. develop lasting partnerships;

. secure stakeholder support and help;

. build stakeholder trust and confidence in us to deliver; and
. help stakeholders deliver their objectives.

The first part of the programme included a 5 months in “where are we now?” update plus
supportive views from commissioners — local authority and CCGs — regarding our shared
purpose and shared ambition for ICO’s role in supporting the local population.

The second half of the event focussed on stakeholder feedback with 2 key questions:
. What do stakeholders want/need from the ICO?
. What can stakeholders bring to the party?

Ann Wagner, who facilitated the event is reviewing all of the wants and offers so we can
prioritise next steps. In the main partners told us they want us to:

. be ambitious and deliver our plans — go faster, further;
. let them help us - truly embrace partnership including with the local population
. strengthen relationships with and close gap with primary care and voluntary
sector;
3

07 - Chief Executive's Report.pdf Page 4 of 95



Torbay and South Devon NHS|

NHS Foundation Trust

. maximise the benefits of technology to transform health and improve care
pathways; and
. learn, share and evaluate

A full report of the event and next steps will be published next week. Directors are now
planning a follow up event — this time targeted at and in partnership with the voluntary
sector.

End of formal intervention measures for Children’s services in Devon

On the 1 March 2016 Devon County Council received a letter from Minister Edward Timpson
informing them that the Department for Education is ending formal intervention
arrangements for Children’s Services in Devon. The ending of formal intervention measures
is excellent news and a real tribute to their workforce, management and partnership
arrangements.

In his letter Children’s Minister Edward Timpson says the services provided to children,
young people and their families in Devon have improved significantly and Devon County
Council can now be an example to other struggling authorities of how to bring about
improvement.

The ending of formal intervention measures is a clear signal that the County Council is
succeeding in moving forward and improving service to children, young people and families
in Devon. Given our aspirations for children’s services to be part of the ICO as a key element
of our new care model, the Board will welcome this development and will want continued
assurance that improvements are embedded and sustained across the service and to
ensure consistency across the county.

3 Chief Executive Leadership Visibility

Internal External

e Child Health Directorate Meeting e CE, RD&E

e Meet Child Diabetes and Child e Children’s Improvement Board
Community Service e Regional Director of Operations,

o Staff Side Virgin Healthcare

o Breakfast Seminar to Celebrate LoF Monthly Meeting
National Apprentice Week SRG

e Infection Prevention and Control LGA Action Planning Workshop
Team Meeting CSTG

Blue Shields Awards
Dartmouth Caring

Stakeholder Event

Chair, NHS Providers

Regional Director South, NHSE CE, Taunton and Somerset NHS FT
Part of Panel for Director of People Strategic  Director of People,
Services Interviews, Torbay Council Business Strategy and Support, DCC
e Health and Wellbeing Board CE, Rowcroft

o Kevin Foster, MP
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4 National Developments and Publications

There has been another plethora of publications and guidance over the past month as the
system works to close down 2015/16, finalise plans and agreements for 2016/17 and work
together on the longer term sustainability and transformation plans.

Details of the main national developments and publications since the March Board meeting
have been circulated to the Board each week through the new weekly Board developments
update briefing which was introduced at the beginning of March.

The Executive Team continues to review the implications of those national developments
which particularly affect the ICO and the local health and care system, and will brief the
Board and relevant Committees as appropriate. Specific updates to draw to the attention of
the Board this month include:

End of Life Care: National Audit

The End of Life Care Audit: Dying in Hospital was published on 31 March 2016. This is a
national clinical audit commissioned by the Healthcare Quality Improvement Partnership
(HQIP) and run by the Royal College of Physicians. It is designed to ensure that the priorities
for care of the dying person outlined in the document One Chance to Get it Right are
monitored at a national level. Service commissioners and providers are expected to use the
data to improve services.

The Board will be interested to note that we performed above the national benchmark for the
following indicators:

Indicator National | TSDFT
Documented evidence within the last episode of care that the 83% 95%
patient would probably die in the coming hours/days
Documented evidence that the above was discussed with a 79% 93%
nominated person important to the patient
Documented evidence that the patient was given an opportunity 84% 98%
to have concerns listened to
Documented evidence that the needs of the person important to 56% 80%
the patient were asked about
Documented evidence in the last 24 hours of life of a holistic 66% 96%
assessment of patient’s needs for an individual plan of care
Lay member of Trust board with responsibility for end of life care? 49% Yes
Seeking bereaved relatives/friends views in the last 2 years? 80% Yes

The Board will also note the Trust did not meet the indicators for:

e Providing specific training in end of life communications skills for medics, nursing
staff and Allied Health Professionals. Since the audit was carried out, we have
undertaken research with Rowcroft Hospice to determine what education is required
and more importantly how it should be delivered;

e Access to specialist face to face palliative care advice 9-5 seven days a week. We
have access to palliative care face to face Monday to Friday and via telephone on
Saturday and Sunday; and

e Having end of life care facilitators. We have a Palliative care lead nurse and link
nurses, but not a role defined as a ‘facilitator’. We are currently reviewing staff team
and functions as part of our end of life strategy.
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At our recent CQC visit, informal feedback indicated a concern about the lack of an EoL
strategy. This will form part of the EoL Action Plan being led by the Chief Nurse which will be
scrutinised by the Quality Assurance Committee before being brought to the Board.

Lord Carter Productivity and Efficiency Programme: NHS Estates and Facilities
Management Efficiency Project

Following the publication of Lord Carter’s report in February, the Department of Health is
now progressing implementation of the recommendations. The estates and facilities
functions at NHS trusts are expected to achieve £1 billion efficiency savings as part of the
overall programme. This will, in the first instance, require some significant estates and
facilities operational management savings by April 2017. In addition, strategic plans to help
support savings in other areas such as space utilisation and energy will need to be put in
place and to be successfully delivered by 2020. NHS trusts in the acute sector now need to
set out how they will implement the recommendation for estates and facilities management
along with the level of savings which are expected to be achieved.

The next step will be to initially agree the savings opportunity figures with all acute trusts for
the short term operational management of the NHS. This is expected to be completed by the
end of April 2016. Work will then commence to support the long term milestones with regard
to delivery of the space utilisation targets and other service reconfiguration plans and
strategies. Paul Cooper is co-ordinating the overall ‘Carter’ Plan for the Trust and will work
with Lesley Darke to incorporate this important estates and facilities element which will form
a key strand of our CIP programme for 2016/17.

NHS Improvement — letter to Provider CEOs regarding A&E pressure

On 10 March Jim Mackay, CEO from NHS Improvement wrote to all provider CEOs following

the publication of the January A&E figures. These confirmed that the pressure on the system

continues, with very high levels of attendance and admissions. Headlines included:

e A&E performance in January 2016 was 88.7% compared to 91.0% in December 2015
and 91.2% in January 2015;

e 175,000 more A&E attendances were seen in the month compared to January 2015, an
increase of over 10%;

e There were 484,568 emergency admissions in January 2016 an increase of 4.6% from
January 2015;

e In January 2016 1,690,633 patients were seen within the 4-hour target, 112,000 more
than in January 2015;

e There were 158 over 12-hour trolley waits compared to 650 in January 2015 (or 475 YTD
compared to 1010 in same period last year; and

o flu cases have risen since the new year - this has had a significant impact on the NHS.

Jim Mackay wanted to acknowledge that teams have been under immense strain and have
done a great job to keep the service running in such difficult circumstances and make sure
patients get the care that they need at this time of intense pressure. Whilst recognising there
is always room for improvement. | am sure the Board will want to join me in thanking our
front line teams and all support staff for their efforts for the local population.
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Mrs Mairead McAlinden Making the health sector
Chlef Executive work for patients
Torbay and South Devon NHS Foundation Trust Wellington House

; 133-155 Waterloo Road
Ig\:\?:‘g:riodsgpeltal London SE1 8UG
Torquay T: 020 3747 0000
Devon E: enquiries@monitor.gov.uk

W: www.gov.uk/ monitor

TQ2 7AA

Dear Mairead
Q3 2015/16 monitoring of NHS foundation trusts

Our analysis of your Q3 submissions is now complete. Based on this work, the trust’s
current ratings are:

e Financial sustainability risk rating: 2
e (Governance rating: Green

These ratings will be published on Monitor’s website later in March.

The trust has been allocated a financial sustainability risk rating of 2 and has failed to meet
the A&E Clinical Quality — Total Time in A&E under 4 hours target for the last 8 quarters
which has triggered consideration for further regulatory action. The trust also failed to meet
the Referral to treatment time, 18 weeks in aggregate, incomplete pathways target at Q3.

Monitor uses the measures of financial robustness and efficiency underlying the financial
sustainability risk rating as indicators to assess the level of financial risk and the above
targets (amongst others) as indicators to assess the quality of governance at foundation
trusts. A failure by a foundation trust to achieve a financial sustainability risk rating of 3 or
above and the targets applicable to it could indicate that the trust is providing health care
services in breach of its licence. Accordingly, in such circumstances, Monitor could consider
whether to take any regulatory action under the Health and Social Care Act 2012, taking
into account, as appropriate, its published guidance on the licence and enforcement action
including its Enforcement Guidance® and the Risk Assessment Framework?.

We expect the trust to address the issues leading to the financial sustainability risk rating
and the target failures and achieve financial sustainability and sustainable compliance with
the targets promptly.

! www.monitor-nhsft.gov.uk/node/2622
2 www.monitor.gov.uk/raf
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Monitor has decided not to open an investigation to assess whether the trust could be in
breach of its licence at this stage. The trust’s governance rating has been reflected as
‘Green’. Should any other relevant circumstances arise, Monitor will consider what, if any,
further regulatory action may be appropriate.

A report on the aggregate performance of all NHS providers (Foundation and NHS trusts)
from Q3 2015/16 will be available in due course on our website (in the News, events and
publications section), which | hope you will find of interest.

For your information, we will be issuing a press release in due course setting out a
summary of the report’s key findings.

If you have any queries relating to the above, please contact me by telephone on 020 3747
0192 or by email (Justin.Collings@Monitor.gov.uk ).

Yours sincerely

Justin Collings
Senior Regional Manager

cc:  Sir Richard Ibbotson, Chair
Mr Paul Cooper, Finance Director
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REPORT SUMMARY SHEET
Meeting Date: 6 April 2016
Title: Chief Operating Officers Report
Lead Director: Liz Davenport
Corporate Safe care/best care
Objective:
Purpose: Information

Summary of Key Issues for Trust Board

Strateqgic Context:

To report sets out progress against key delivery objectives of the Trust including implementation
of the planned care model changes and compliance with delivery against the Urgent Care
Improvement plan.

Key Issues/Risks

e Clinical capacity to support delivery of plans
e Environmental challenges
e Vanguard funding reduction

Recommendations:

To note the content of the report

Summary of ED Challenge/Discussion:

The Care model changes have been discussed at the Executive Team and agreement reached
on priorities for 2016/17.These discussions have been in the context of the Trust financial plan
and contract discussions

Weekly review of delivery against the Urgent Care Improvement plan are held and issues
escalated for Executive attention this has included workforce and estates issues.

The Clinical services review proposals have ben discussed and used to inform discussions with
partners on potential options for future service configuration.

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

The Care model changes will be subject to public consultation

Equality and Diversity Implications:
None

PUBLIC
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Report to: Trust Board
Date: 6™ April 2016
Report From: Chief Operating Officer

Report Title:  Report of Chief Operating Officer

1 Purpose

To provide the Board of Directors with an update against key operational issues
2 Provenance

The report is informed by the following:
e Minutes and action log from the Care Model Operational Group
e Terms of reference and minutes and action log from the Urgent Care
Improvement and Assurance Group
e Minutes and action log from the Clinical Services Review Group
e Minutes of the Executive Team

3 Care Model Delivery

The Care model operational group meets on a monthly basis and is chaired by the
Chief Operating Officer. An agreement on the funding envelope to support
development of the care model has been agreed by the Executive Team enabling
progress to be made in 2016/17 in a number of care model areas. A programme of
work has commenced to review the planning assumptions in the original business
case including the anticipated benefits to be realised from the care model
investments and service changes.

Community services delivery model including Local Multi Agency Teams

A revised service delivery model was approved by the Community Services
Transformation Group chaired by the CCG at its meeting in March 2016. Subject to
CCG Governing Body approval the intention is to commence a period of public
consultation on the proposed changes from May 2016. The changes already
approved for the Coastal locality are progressing but with some delay in
implementation of the rehabilitation service while further discussions are completed
on the service specification for this service with the CCG.

Wellbeing coordinators

These posts have been developed in partnership with our voluntary sector partners
and will have an important role in supporting the wellbeing agenda and care of
people with multi- long-term conditions. The posts will be advertised in April with
people taking up posts from May 2016.
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Extension of the MSK pathways

The changes the to the MSK pathways for hips and knees were implemented from
October 2015 with a resulting change to the numbers of people being referred to
outpatients clinics for review by the orthopaedic team. Although it is early in the
development of the project these findings are consistent with the experience of other
services that have implemented this service model. It is has therefore been agreed
with the orthopaedic team that the programme will be extended to include pathways
foot and ankle and spinal.

Discharge to assess and intermediate care development

The implementation of discharge to assess model and an increase in intermediate
care capacity will support our ambition to support care closer to home. The
discharge to assess model has been developed to support the needs of frail elderly
patients supported by the frailty team that work in the Emergency department and
the, now extended, Acute Medical Unit. It is our intention to extend this programme
of work to other care groups and have engaged expertise to support delivery of the
plan. Detailed plans have also been approved to extend development of intermediate
care to the Moor to sea locality.

Respiratory pathways

A proactive model of supporting people with respiratory conditions to remain well
reducing outpatient attendances and hospital admissions has been developed with
recruitment to the clinical posts underway.

Multi long term conditions clinics
The plans to introduce in clinics in 2 localities in May are on track for delivery.

Other areas
Other areas of work in support of the care model delivery plan include:
e 'Discharge to assess' - work is underway with external support to design a
wider model
e Estates plan
e IM&T
e Workforce development including introduction of the strengths based
approach.
e Personal planning through use of direct payments and personal health
budgets
e Review of community pharmacy services
e Review of operational delivery structures

4 Urgent care Improvement plan (4 hours)

A plan to address on-going challenge in meeting the 4-hour standard was approved
by the Systems Resilience Group in February. The plan focused on a number of
areas where it was believed that we could make a significant impact on the
experience of people using our services and with it the required improvement in
delivery of the performance standard. The plan was aimed at securing compliance
with the standard by end of October 2016.
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The plan has subsequently been developed to take account of initial feedback from
the CQC.

The areas of work include:

e Implementation of revised clinical process for triage and first medical
review in line with ALAMAC recommendations
Review of bed base including increased AMU capacity
Review of care pathways into and out of bed based care
Introduction of the SAFER a care standards to improve flow in the hospital
Review of discharge processes including discharge to assess
Implementation of Urgent Care centres through the National Vanguard
programme
e Monitoring of patient safety and quality standards including sepsis

monitoring and staffing levels

In addition to the above discussions on the future environmental changes required to
support an improved emergency department have commenced.

Delivery of the plan is being driven through the Urgent Care improvement and
Assurance Group with onward reporting to the Executive Team and the Quality
Improvement Group and the Quality Assurance Committee. Weekly performance
meetings are also held with the CCG.

Each element of the work programme has a named Executive, clinical and
operational lead who are accountable for delivery of the plan against agreed
timescales. The transformation team and performance team have identified capacity
to support the work programme. Each area of work has an identified set of key
performance indicators that will be used to evidence that the action taken has had
the required impact. A number of these indicators will be incorporated into future
reporting to the Board of Directors.

The Board will want to cross reference this update with current performance against
national standards set out in the Performance Report and the report of the Director
of Nursing on the CQC action plan progress to address patient safety issues. .

Risks to delivery
e Clinical capacity to meet changing expectations and to respond to new
ways of working
e Vanguard funding yet to be confirmed
e Environmental constraints

5 Clinical services review group

A group has been established, jointly chaired by the CCG and the Trust, to take a
consistent approach to making changes to way clinical services are provided for our
community. The drivers for change being external advice and information about the
pattern of service use and relative efficiency of these services for example the map
of healthcare variation and Right care. Information is also received from Regional
Clinical Networks.
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The group has now established a methodology and has identified clinical leads. The
work is focusing on areas where we have existing challenges to delivery and where
we believe there is an opportunity to work differently to improve consistency of
services and reduce costs. There will be an opportunity to make links with the

Success Regime in the NEW Devon area where this has been identified as creating
opportunities for our local community as part of the approach to the Wider Devon
Sustainability and Transformation Plan (STP).

Recommendation

To note the contents of the report

Liz Davenport
Chief Operating Officer
31 March 2016
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Meeting Date: 6th April 2016

Title: CQC Update

Lead Director: Chief Nurse & Medical Director
Corporate Best Experience / Safest Care
Objective:

Purpose: Assurance

Summary of Key Issues for Trust Board

Strategic Context:

The Care Quality Commission (CQC) completed their inspection of services over a three week period
beginning February 2" During the time of the visit the Emergency Department (ED) experienced
significant demand that resulted in delays and overcrowding that led to the Trust declaring an internal
significant incident in order to mobilise further resources to meet the demands. Whilst acknowledging the
increased demand and stress on the service, the CQC raised significant concerns about the care and
safety of patients in the department and signalled to Executives that a further communication should be
expected. The CQC formally notified the Trust of their concerns on March 1%,

The challenges of meeting the four hour Emergency target have been reported to the Board over the last
year with the associated risk to quality and safe care highlighted on Trust risk registers. Failure to meet the
four hour standard is a consequence of the pattern of attendances and acuity of patients, of the efficiency
of assessing and treating patients within the ED and of how patients move or ‘flow’ through the whole
Trust including wards, community hospitals, care home and onward to home. Whilst failure to achieve the
four hour target reflects the efficiency and effectiveness of the whole system, the Emergency Department
is the area where the pressure is most acutely evident. As new patients arrive, if not efficiently assessed,
treated and flowed out, the department becomes over crowded, waits to be seen increase, patient
experience is poor and quality is compromised. This challenging situation is compounded by an ED
environment that was not built to meet the current level of demand.

Over the last year a number of actions have been taken to improve care in the department and reduce and
mitigate risks to safety and performance. The Trust has opened a Clinical Decision Unit, a Medical
Admissions Unit and a Paediatric Admissions Unit to improve flow. Medical and Nursing staffing has been
reviewed and, despite challenges of recruitment, staffing numbers have been increased. The Trust has
invested in electronic systems to improve ‘real time’ information about patient status and care and flow. A
comprehensive improvement plan was in place prior to the CQC inspection but it is clear from the CQC
concerns that additional actions to reduce the risk to the safety of patients in ED and additional actions
have been added to the improvement plan to address their specific concerns, and where possible
timelines for existing actions have been brought forward.

The delivery of the action plan will be monitored through a governance and reporting process agreed with
the CQC, the Clinical Commissioning Group (CCG) and National Health Service England (NHSE), and
through enhanced internal monitoring including a more detailed report to the Board. The paper below
provides an account of actions that have been taken to improve the care and safety of patients in the
Emergency Department.

Key Issues/Risks:

The CQC raised a number of concerns under three headings:
e Time to initial triage and initial assessment

e Monitoring and action regarding early warning scores and sepsis
o Staffing within the resuscitation area and the paediatric area.

A response was provided to the CQC immediately to address these areas of concern. This included a

1
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review of the emergency admission process, enhanced monitoring and reporting of the early warning
score and sepsis and additional staffing.

Recommendations:

To consider the Executive actions to address CQC concerns and whether the Board requires further
information/assurance or additional action to be taken.

Summary of ED Challenge/Discussion:

The draft CQC report expected in early April will provide a comprehensive review of the services of the
newly formed Integrated Care Organisation (ICO). The report will describe examples of good practice but
it will also highlight the concerns already noted with regard to the Emergency Department and other
services and activities that require improvement. At the time of the inspection, the ICO was four months
old and still in the initial stages of bringing together services, teams and cultures. We anticipate a detailed
report setting out clearly where we are doing well and where there are opportunities to improve. We will
be receiving the report at just the right time to inform our priorities over the coming year. The report will
provide an opportunity for the Trust to develop actions to address any concerns raised and to be fully
ready for the Quality Summit planned in May.

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

Governor observer on the Quality Improvement Group
CQC and NHSE oversight of the ED improvement plan

Equality and Diversity Implications:

None
Public
CQC Update
1.0 | Time to initial Triage, initial assessment and timely access to be seen by an ED Doctor

1.1

At the time of the inspection the Emergency Department (ED) and the wider health and social care
system was experiencing significant demand that resulted in delays and an overcrowded department.
The CQC noted delays in the initial assessment of patient vital signs and long waits to be seen by a
Doctor. The Emergency Department team endeavour to ensure that patients are seen and assessed
(triaged) by a clinician, usually an experienced nurse, within 15 minutes of arrival to the department
and that patients are seen by a Doctor within 60 minutes of arrival. This standard was not being met
at the time of the inspection with delays in initial assessment communicated in the CQC feedback.
Since the inspection, the ED team have redesigned the triage pathway for self-presenting patients
and for patients arriving by ambulance which has resulted in an improvement in compliance with the
standard of ‘15 minutes to initial assessment’.

Reports from the last week of March showed that between 60% and 80% of initial assessments were
completed within the 15 minutes standard, the majority of the remaining assessments were completed
within 30 minutes and a small number over 60 minutes. However, work is underway to improve the
electronic data collection as it may not accurately reflect the time of assessment. The ED team have
reviewed how information is put into the Symphony System and it has emerged that the system was
recording the time the information was put into the computer, not the time the actual initial
assessment was completed. This IT and performance team are working to ensure future reports
reflect the time the initial assessment was completed.

The medical team have also made some changes in their rota to attempt a better alignment of
numbers of medical staff to respond to patterns of patient arrival - particularly the increased numbers
and acuity of patients arriving into the late evening — to improve compliance against the standard of
’60 minutes to medical review’. The Medical Director has met with the ED clinical team and Clinical
Director on a number of occasions to discuss the challenges of implementing a new rota with the
current Consultant establishment of 8 substantive and 1 locum consultant. Evidence would suggest
that 10 consultants is the minimum required to achieve this in full, however rota changes are being
discussed to improve the current alignment and utilisation of consultant staff across the evening and
weekend. The issues with ‘real time’ information recording is also relevant to measuring current

2
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compliance with the 1 hour standard and the Trust IT team are working with the ED team to improve
data accuracy.

2.0

Delays in assessing and responding to patient risk, the monitoring of and acting upon early
warning scores

2.1

The CQC noted instances where vital signs were not completed in a timely way or in some instances
were omitted. The initial patient assessment should include completion of the first set of vital signs
within 15 minutes followed by regular monitoring of those at risk of deterioration. The ED, in line with
practice across the Trust, uses a national system called the Early Warning Score (EWS) to identify
those at risk of deterioration, if the EWS is assessed as greater than 5 the patient is considered to be
at risk and the frequency of observations is increased. The CQC were concerned about how the
EWS was recorded and acted on during their observations. In addition the CQC were concerned that
in some cases, delays in initial assessment led to delays in the completion of vital signs and
administration of antibiotics within the ‘golden hour’ to those at risk of severe sepsis.

The ED team introduced the electronic Symphony System for documenting all vital signs and other
information about patients. This system has brought a number of benefits including the ability to
display the EWS of every patient in ED and the clinical team believe this has improved safety. The
CQC inspection has highlighted how the overcrowding in ED led to inefficiency and increased risk of
patients not being seen quickly and vital signs being omitted. The benefit of the new system to
capture ‘real time’ information on the monitoring of patients was not being fully realised. Since the
inspection, a number of changes have been made to improve compliance with vital signs recording.

¢ Daily audit of vital signs compliance has been undertaken.

e The Symphony IT system has been updated to provide staff with triggers and flags to ensure
vital signs are completed.

o Staff have received update training on use of the system.

e The system now allows real time audit of vital signs to monitor compliance with the 15 minute
and 60 minute vital signs standard.

e The system is being redesigned to allow real time monitoring of vital signs and antibiotic
administration to monitor compliance with the sepsis ‘golden hour’ standard.

These measures are providing the evidence to show improved compliance but there is further work to
do to ensure the data is accurately reflecting the time the observations were completed rather than
the time the data was put on the computer.

3.0

Suitable and sufficient staffing of the ED resuscitation area and the paediatric area

3.1

The CQC had specific concerns about staffing in the resuscitation and paediatric areas. It was
indicated that the number of staff available during the shift did not allow sufficient flexibility to respond
to surges of activity in the resuscitation area or increased numbers of children in the paediatric area.
Operational decisions about nursing staff deployment are made by the Matron or Senior Sister in
charge. It requires a degree of flexibility as activity in the resuscitation area fluctuates. Ensuring the
right staffing levels in this area is essential as this is where the sickest patients are cared for. With
immediate effect the numbers of staff in the area was increased and this has been maintained.

Whilst the department has a paediatric trained nurse on duty all day and into the evening, the CQC
concluded that the volume of attendances merited a second nurse in the paediatric area. This
recommendation was acted on immediately.

A full ED nursing establishment review was planned for early 2016 following the anticipated
publication of the National Institute for Health and Care Excellence (NICE) ED staffing guidance. This
has not been published however and in response to the CQC concerns a review using the Baseline
Emergency Staffing Tool (BEST) has been completed. Whilst full analysis of the data is yet to be
completed, early analysis suggests that total numbers of nursing staff may be adequate but that shift
patterns may need to be reviewed to better align capacity with predictable activity surges in the
evening and night.

In addition to the nurse establishment review led by the Chief Nurse, as referenced under 1.1, the

3
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Medical Director is leading a review of medical staff and similarly considering the current rota for
better deployment of capacity with predictable surges in demand.

4.0

Governance

41

Currently the Emergency Department risks to quality and safe care are reflected in the Trust risk
registers:

The Medical Service Delivery Unit (SDU) risk register has three ED risk areas:

1. Demand exceeding capacity and the associated poor patient experience and potential for adverse

clinical outcomes.
2. The risk to 60 minute medical review and associated risk to care.
3. The risk of overcrowding with associated poor patient flow and potential for compromised care.

These are discussed at the monthly SDU meeting where improvement plans are developed, managed
and monitored. Risk are also flagged at the monthly COO led Senior Business Management Team
Meetings and the quarterly SDU quality and performance meetings. Risks are escalated to the Quality
Improvement Group, the newly formed Quality Assurance Committee, and consideration is given to
whether such risks require to be escalated to the Corporate Risk Register.

The Quality Improvement Group risk register has two ED risks:
1. Overcrowding and the associated quality and safety risks.

2. Compliance with the adult and paediatric sepsis bundle is also listed.

These are discussed at the monthly QIG meeting and associated actions monitored. The ED team
attended in December 2015 to discuss challenges and actions being taken to mitigate quality risks.
The initial CQC findings and the Trust response were discussed at the March 2016 Quality Assurance
Committee. The committee reviewed the quality of the information provided by the new Symphony
System and recent amendments to provide weekly reports on compliance with initial assessment,
monitoring of vitals signs and sepsis golden hour. The use of the BEST tool to review nurse staffing
and the medical staffing review was also discussed.

The current Board performance dashboard provides monthly information on performance and
includes:
¢ Ambulance handover delays

o A&E patients seen in 4 hours
e Trolley waits in A&E of more than 12 hours

The CQC findings highlight the need to review this performance dashboard to include specific quality
and safety indicators such as:
% triage within 15 minutes

% medical review within 60 minutes
Vital signs and sepsis compliance
Monthly complaints and incidents

Work is in progress to amend the Trust Board performance dashboard to include the
standards above and other markers of quality.

The Corporate Risk Register (CRR) identifies the general risk of demand exceeding capacity and
associated quality and safety risks. These are reviewed and discussed bi-monthly and SDU
managers are held to account for delivery of improvements. Given the CQC concerns and the level of
scrutiny on ED safety and performance, the Executives have agreed that this now merits a separate
risk on the Corporate Risk Register, and this risk assessment and escalation to CRR will be actioned
by the Chief Nurse and COO.

In addition to these internal governance arrangements, there is a system wide governance framework
led by the CCG that has the System Resilience Group, the Urgent Care Board and monthly
performance meetings where the Trust and CCG discuss performance.

4
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The CQC concerns have highlighted a need to strengthen internal and external oversight of the
quality risks associated with the Emergency Department performance. The Trust and CCG have
agreed a revised governance framework with weekly Executive led performance meetings where
progress on the urgent actions taken in response to the CQC concerns are monitored.

Delivery of the ED plan is being driven through the Urgent Care improvement and Assurance Group
with onward reporting to the Executive Team, the Quality Improvement Group and the Quality
Assurance Committee. Weekly performance meetings are also held with the CCG. This weekly
review meeting will assess progress and compliance levels, including agreeing Executive action if
needed to remove blocks to progress, and this assessment will form the basis of reports to the Trust
Quality Improvement Group, to the Quality Assurance Committee and to the Board.

5

07 - Chief Executive's Report.pdf Page 19 of 95



CareQuality
Commission

Report on actions you plan to take

Please see the covering letter for the date by which you must send your report to us and
where to send it. Failure to send a report may lead to enforcement action.

Account number RA9

Our reference SPL1-220799933

Location ID RA9

Trust name Torbay and South Devon NHS Foundation Trust
Regulated Regulation

activity(ies)

Treatment of Regulation 12 (2) (a)(b) Health and Social Care Act 2008 (Regulated
disease, disorder or | Activities) Regulations 2014

injury

Diagnostics and Safe care and treatment

screening

How the regulation was not being met:

e Patients will or may be exposed to the risk of harm because you
were failing to ensure that all patients receive adequate care
and treatment. This was due to inadequate ongoing assessment
and response to patient’s presenting conditions. The completion
of Early Warning Scores to identify any deterioration in patient’s
condition must be undertaken at the timed intervals indicated.
We looked at 10 sets of patients’ notes where early warning
scores had been completed. For five of those patients the
scores would indicate an increased level of observation was
required which was not consistently completed.

e We saw delays to initial assessment / clinical observation in
excess of 15 minutes which placed patients at risk of delays in
receiving the care and treatment they needed. Data provided by
the trust showed that for December 2015, January 2016 and
February 2016, the assessment within 15 minutes was not met
in majors on initial arrival and less than 50% of patients had a
clinical assessment within 15 minutes. The remaining patients
waited much longer periods.

e Delays were seen in the time for patients to see a doctor from
arrival at the emergency department. The national target is a
median wait of below 60 minutes. From July 2015 onwards the
trust reported nearly double this waiting time. We saw numerous
long delays to see a doctor, with some exceeding three hours.

20150317 800838 v1 00 Report of actions template
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Please describe clearly the action you are going to take to meet the regulation and

what you intend to achieve

Actions to ensure that patients receive safe
care and treatment

Outcomes that demonstrate patients
receive safe care and treatment

Ensure risks to the health and safety of
patients when identified are actioned

Completion of Early Warning Scores (EWS):
to identify any deterioration in patient’s
condition undertaken at the following timed
intervals, initial assessment /clinical
observations:

» Triage category 1-3 - all patients to
have vital signs completed within 15
minutes of arrival to ED

» Triage category 4-5 — vital signs to be
completed within 15 minutes of initial
arrival for those assessed at triage as
requiring vital signs

Repeat EWS consistently undertaken:

» Daily audit of electronic patient record to
monitor the consistent achievement of
the standard for repeat vital signs for
those with an EWS of 5 or above.

Improve reliability of sepsis screening:
ensure plans in place to monitor sepsis
pathways are completed, including
» Staff in ED will receive refresher training
for sepsis recording, reporting and
application of bundle
» Develop daily automated reporting from
the Symphony system to replace the
manual audit
» Review of sepsis reports and
subsequent management to validate
process and robustness
» Sepsis management identified in the
CQUIN / Quality Account in 2015/16.
This work to continue in 2016/17.

Improve timeliness to be seen by a doctor

from time of arrival:

Patients to see a doctor/clinical decision

maker within 60 minutes of arrival at ED

Free up more senior ED doctor time to

enable the introduction of the RAA process.

» Introduce timely monitoring of ED, CDU

& AMU activity and patient flow —
including ALAMAC overcrowding score —
to make information available across all

e Improved compliance with the EWS
monitoring standard and prompt
escalation

e Patients receive timely care and
treatment

e Patients are prioritised according to need

e Improved reliability of sepsis screening &
antibiotic administration in ED

e Accessible & visible monitoring from ward
to board level enabling pro-active patient
flow management, 7 days a week

e Facilitate immediate escalation of
variance to the ED lead clinician and
control room team as detailed in SoP,
should performance vary
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bed based care

» Daily audit of performance/compliance to
be undertaken via Symphony data.

» Dalily report submitted to the control
room team

Note: a copy of our detailed rapid action plan is attached which sets out key actions with
timelines and KPIs; governance and accountability arrangements; latest progress update and
evidence of assurance.

Who is responsible for the action? | The Chief Nurse is overall Executive lead with an
identified NED providing additional assurance to the
Board.

Individual actions have identified Executive Director,
Clinical, Management and Action leads.

How are you going to ensure that the improvements have been made and are

sustainable? What measures are going to put in place to check this?

With regard to operational delivery, the Trust ensures that the improvements have been
made and are sustainable as follows:

» [Escalation process put in place triggered by Alamac crowding tool (every 2 hours) in line with
ED escalation SoP

» Observation escalation process: variance reported by ED co-ordinator to control room and
actioned by the ED Clinical Director management team.

» Audit of performance/compliance undertaken via Symphony electronic patient record (SEPR)
data on a daily basis and a daily report submitted to the control room team.

» Doctor review within 60 minutes discussed at control meetings 3 times a day - escalated to on
call manager.

» Daily audit of new initial clinical assessment system (observations undertaken at SWAST
handover) and added to the SoP for escalation to demonstrate reliability. This information to
be added to ED dashboard monthly and added to the Quality Improvement Group
performance dashboard.

» This process and the data generated will be quality assured by the Quality Assurance
Committee and reported on Trust Board performance dashboard.

Assurance on action plan delivery is organised as follows:

Weekly Urgent Care Improvement and Assurance Group (UCI&AG):

* reviews progress on actions and seeks assurance on delivery

* Chaired by Chief Operating Officer (or other Executive Director as substitute)

* CCG representatives in attendance to observe, support and take assurance

» Group currently refining assurance reporting mechanisms — Trust has set up a single point of
contact to record and respond to all information requests and record feedback

Executive Assurance:

* An Executive Director review takes place every Wednesday to receive the update from the
UCI&AG in order to seek assurance, enable escalation of issues to be discussed and unblocked
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and to agree key messages for Board and partner weekly brief
* Chaired by CEO (or other Executive as substitute)
Board Assurance:

» Executive Directors prepare an additional weekly briefing report for the Board to provide
assurance of delivery. This is also shared with the CCG and Governors.

* A NED (Jacqui Lyttle) has been identified to provide additional board scrutiny, oversight and
support

CCG Assurance:
+ The CCG takes an active role in observing delivery to obtain assurance.

+ The CCG’s Governing Body met with the Trust CEO and key directors in March and has
arranged a follow up session in June to review progress.

* CCG Execs meet with Trust reps (usually Chief Operating Officer) on a weekly basis to review
latest performance. Most recent verbal feedback confirms they are assured we have a plan in
place and governance arrangements to oversee delivery. They remain “not assured” regarding
performance delivery pending further sustained improvements.

+ The CCG has a weekly teleconference with the NHS E regional team where they feedback
updates from the UCI&AG.

Who is responsible? The Chief Nurse is overall Executive lead with an
identified NED providing additional assurance to the
Board.

What resources (if any) are needed to implement the change(s) and are these

resources available?

The Trust has provided/is providing additional resource to enable these actions to be
delivered. This includes:

» Investment in additional clinical staffing

» 7 day on site Exec on call leadership

» IT systems and equipment to enable real time data entry
» Estate reconfiguration to enable AMU development

» Dedicated project and change management

Date actions will be completed: The actions set out above were taken with
immediate effect. It is anticipated that the
actions will be reviewed and refined to
achieve consistent compliance in April.

How will people who use the service(s) be affected by you not meeting this regulation
until this date?

The Trust is committed to ensuring that all patients receive safe care and treatment. Delivery
of the action plan has begun and the improvements we have already made are having some
impact to reduce the effect of not meeting this regulation on people using the service.

Regulated Regulation

activity(ies)

Treatment of Regulation 18(1)Health and Social Care Act 2008 (Regulated
disease, disorder or | Activities) Regulations 2014

injury

Diagnostics and Staffing
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screening

How the regulation was not being met:

e Attimes, there were not enough reqistered nurses in the
resuscitation room and the children’s emergency department.
We observed on each day of inspection that the four bedded
resus room had only one registered nurse allocated for between
two and four patients with high dependency needs. When extra
staff was needed they were pulled from other areas of the
emergency department, so leaving those areas short of
registered nurses.

e There was a reqistered nurse on each shift in paediatric area but
no resilience in the department for when that nurse had to leave
the department to transfer patients. The one registered nurse on
duty would leave the paediatric area unstaffed when escorting a
patient to the ward.

Please describe clearly the action you are going to take to meet the regulation and

what you intend to achieve

Actions to ensure consistent safe staffing Outcomes that demonstrate safe staffing

levels, 7 days a week levels achieved

Ensure there are sufficient numbers of e Patients in the resuscitation room,
suitably trained, competent and skilled staff children’s ED and general ED
deployed to meet the needs of all patients in department are safely cared for at all
the ED and specifically in the resuscitation times

room and children’s emergency department:

» Additional HCA post to be allocated to
move between the resuscitation area
and paediatric area area.

» 2 additional nurse posts to be added to
current establishment for resus, pending
review of workforce plan.

» Ensure nursing staffing levels for
Children's and Young People's Services
adhered to including cover within ED.

» Protect band 7 nurse co-ordinator as
supernumerary role 09:30 - 22:00.

» Baseline Emergency Staffing Tool audit
completed, awaiting analysis of data.

» Support from orthopaedics and radiology
to take over the daily reviews of X-rays —
this will release 2.5 sessions per week;

» Exploring opportunities to release 7
clinical sessions released through Acute
Physicians and General medical take
consultants taking over patients on EAU
ward round and releasing ED doctor's
need to attend daily board round.

» Appoint locum consultant whilst recruit
substantive vacant post to bring ED
consultants numbers from 9 (8 + 1
locum) to 10 (8 + 2 locums).

¢ Increased staffing levels are maintained
across the whole ED without leaving
other areas short of registered nurses
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» Addition of a GP Sat and Sun and Bank
Holidays to support flow through the
department, particularly for minor
ailments.

» Review of shift patterns underway to
ensure they reflect attendance patterns
of patients later into the evening.

Provide evidence of the sustainability of
these increased levels and how monitoring
of sufficient staffing is being maintained.
Ensure other areas of the emergency
department maintain safe staffing levels.
» Dalily staffing audit of staffing levels
provided to CCG and reported to Quality
Improvement Group and Trust Board.

Note: the detailed rapid action plan is available. This sets out key actions with timelines and
KPls; governance and accountability arrangements; latest progress update and evidence of
assurance.

Who is responsible for the action? | The Chief Nurse is overall Executive lead with an
identified NED providing additional assurance to the
Board.

Individual actions have identified Executive Director,
Clinical, Management and Action leads.

How are you going to ensure that the improvements have been made and are

sustainable? What measures are going to put in place to check this?

The Trust ensures that the improvements have been made and are sustainable as follows:
» Weekly report to CCG of compliance with increased staffing levels in ED.

» Monthly safe staffing report and six monthly deep dive safer staffing report will both include
this area in future

» In the absence of the NICE guidance, we are currently undertaking an establishment review
using the BEST tool

Assurance and governance arrangements as described earlier

The Chief Nurse is overall Executive lead with an
identified NED providing additional assurance to the
Board.

What resources (if any) are needed to implement the change(s) and are these
resources available?

Who is responsible?

The additional staff were put in place with immediate effect as demonstrated in the daily ED
nurse staffing report to CCG. The substantive establishment will be reviewed once the BEST
analysis is complete.

Date actions will be completed: The actions relating to staffing were
implemented with immediate effect using
temporary staff known to the department.
The move to substantive increased
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establishment will be determined by
recruitment. Interviews are being held in
April.

How will people who use the service(s) be affected by you not meeting this regulation

until this date?

Our action plan includes a number of steps to ensure safe staffing 7 days a week. Many of
the actions have been completed and are reducing the effect of not meeting this regulation
on people using the service.

Completed by: Jane Viner
(please print name(s) in full)

Position(s): Chief Nurse

Urgent Care Improvement and Assurance Group
(UCI&AG)

Approved by Trust Executive
Trust Board

Date:
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1. Summary & Key Issues

1.1 Service and Quality Standards

Quality indicators
- The latest Intelligent monitoring report (May 2015) maintains an overall score of 3 with 9 risks identified.
- Time to theatre for fracture neck of femur admissions remains a challenge. An exception reported is provided in this report.
- Capturing VTE assessment on admission and Dementia screening information remains a challenge. Improvements are linked to the introduction of clinical support IT systems.
- The number of follow up appointments passed their 'to see by date' reduced in February, however this remains a challenge a priority for teams to improve.

Monitor Compliance Framework

submitted showing achievement of the 92 % minimum standard by November 2016.

- Cancer standards. One cancer standards is not achieved in February, with two indicators forecast at high risk of failing against the Q4 monitor performance declaration.

Contractual Framework
- The number of patients waiting longer than 6 weeks for a diagnostic test achieved the maximum 1% standard in February.
- The timeliness of care planning summaries remains a challenge with 59% meeting the 24 hour standard during weekdays and 22% at weekends during February.

Community and Social Care framework
- The percentage of safeguarding strategy meetings within 7 days is identified in the report as performance has deteriorated.

1.2 Financial Performance
This report monitors against the revised Annual Plan agreed and submitted to Monitor on 18th December 2015 following the acquisition of Torbay and Southern Devon
Health and Care NHS Trust. This was prepared on the basis of actuals for the first eight months with forecasted spend to the end of the financial year.
The revised plan has increased the deficit position by £1.5M after risk share contributions from Commissioners. South Devon and Torbay CCG have an affordability gap
with the original planned contractual values. The risk share contribution will increase the CCG funding requirement from an already challenged position. The Trust
has developed additional recovery measures to try and improve this position.
At EBITDA level, performance for the ten months ending 29th February 2016 is £4.23m which is £1.77m behind a plan of £6.0m.
The year to date I&E deficit of £9.5m is behind the revised plan by £1.2m. The capital to revenue transfer of £2.5m is to be released in month 12.
The Trust has a £1.8m deficit in month excluding the gain from the transfer by absorption, but after risk share income has been applied.
CIP delivery remains a significant challenge and is the focus of all budget holders.
The Trust has delivered a Financial Sustainability Risk Rating of 2, which is on plan.
Cash balances are lower than plan by over £1.7m due to working capital movement offset by lower than planned Capital expenditure.
The year end forecast for capital expenditure now totals £18.6m which is lower than the revised plan of £19.4m

Agency Registered Nursing spend to date is running at 8.6% in month, 7.3% year to date, against a cap of 4%.

- The 4 hour standard was not met in February. There are continuing discussion with the CCG regarding the remedial action plan. A revised Plan has been submitted showing a recovery trajectory to achieve the standard from October 2016.
- The RTT incomplete pathways standard was not met in February. More patients are waiting longer than 18 weeks compared to the standard of 8% of all those waiting. A second trajectory and Remedial Action Plan (RAP) has been
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FRAMEWORK
Indicators split by buisness unit {P) = Provisional

Trustwide / Acute indicators

Safest Care
No Delays
Experience
Improved
Apr-15
May-15

Jun-15
Jul-15

Aug-15
Sep-15
Oct-15

Amber | Green

QUALITY FRAMEWORK

<15 boc U Between| <20
<15 bac U Between| <20

40 33 32 49 35 30
<100% |[ 91% AL 100% JIEVENIECA 93% | 99% | 9% | 90% | 82% |
1978
€QC Compliance intelligent monitoring score / banding [ 4 T 4 1T 3 1 3 [ 3 3 3 [ 3 ] 3 3

(P) - Dementia - Find - monthly report >90% STl 41%  49%  41%  52%  55%  75%  71%  74%  74%  66%  64%  53%
(P) - Dementia - Assess & Investigate - Monthly report >90% STAl| 8%  48%  81%  61%  66%  73%  80%  62%  57%  64%  66%  56%

(P) - Dementia Refer - Monthly report >90% >=00% |[ 96% | 100% | 100% | 100% | 100% | 100% | 100% 100% 100%
Clinic letters timeliness - % specialties within 4 working days >80% [ 91% | 82% | s6% |NREZN 26% R R e
Follow ups past to be seen date i | 3115 3204 3577 3745 4020 4570 4873 4731 4542 5090 5291 4933 ||

MONITOR COMPLIANCE FRAMEWORK

Referral to treatment waiting times — admitted - (Acute)

585]
245

Medication errors - (Acute)
Medication errors - (Community)

HSMR - hospital standardised mortality rate <100%

<100 <100

Infection Control - Bed Closures - (Acute)

Fracture Neck Of Femur Best Practice

Safety Thermometer - % Harm Free - (Acute) v v >=95% 98% 99% 97% 100% 98% 98% 97% 95% 98% 95% 97% 97%
Safety Thermometer - % Harm Free - (Community) v v >95% >=95% 89% 88% 88% 88% 87% 88% 90% 87% 86% 90% 88% 88%
Avoidable Pressure Ulcers - Category 3 + 4 - (Acute) v v Nil <1 0 1 0 0 1 2 2 [ o |
Avoidable Pressure Ulcers - Category 3 + 4 - (Community) 1 month arrears v v Nil <1 0 0 0 0 0 0 0 0 0 tbc
Reported Incidents - Major + Catastrophic - (Acute) v v Nil b=yl Between| <5 2 0 0 0 2 1 0 1 0 0 10
Reported Incidents - Major + Catastrophic - (Community) v v Nil b=yl Between| <5 0 1 1 0 1 1 1 0 0 0 5
Never Events - (Acute) v v Nil <1 0 0 0 0 0 0 0 0 2
Never Events - (Community) v v Nil <1 0 0 0 0 0 0 0 0 0 0 0 0
Written Complaints - Number Received - (Acute) VvV <30 <30 26 23 22 18 18 22 22 24 18 23 24 240
Complaints - Number Received - (Community) - includes written and telephone v v v <30 >=30 <30 14 11 17 18 8 11 14 18 14 17 18 93
(P) - VTE - Risk assessment on admission - (Acute) v v v >95% LE738 Between| 95.0%
(P) - VTE - Risk assessment on admission - (Community) v v v >95% LE738 Between| | 95.8%

v v

v v

v v

v v

v v

v v

(P) - Stroke patients spending 90% of time on a stroke ward - 72hr cohort from Nov-|

Al 7%  82% 6%  72%  74%  77%  81%  80%  75%  73%  74%  74%
95% >=95% |[ 96% 95% | 95% | 95% 94%  93%  93%  93%  94%
92% >=92% |[92% I 92% | 92% 91%  91%  91%  91%  91%
il < 0 1 1 1 1 0 1 0 0 0
93% | [IECEAN Between| >93.5% |[ 96.4% | 94.8% | 94.0% | 95.2% | 93.0% | 94.7% | 97.6% | 98.1% | 97.3% | 97.7% | 98.7% | 96.8% |[ 96.2%
93% | [IEEAN Between[ >93.5% | [ 96.8% | 98.8% | 94.4% | 94.7% | 100.0% | 97.4% | 100.0%] 98.1% | 93.6% | 97.8% | 95.8% | 98.0% |[ 97.1%
96% | 37 Between[ >96.5% | [ 98.0% | 98.7% | 98.7% | 98.4% | 100.0% | 98.7% | 98.3% | 96.6% | 98.7% | 98.8% INTAN 98.7% |[ 98.2%
98% | [IET:730 Between[ >98.5% | [ 98.3% | 100.0% [ 100.0% [ 100.0% | 100.0% | 100.0% | 100.0% | 100.0% [ 100.0% | 100.0% 100.0% | [ 100.0%
94% | Y Between[ >94.5% | [ 98.4% | 94.1% | 95.7% | 98.5% 96.6% | 97.7% | 96.4% | 100.0% X 96.6% |[ 95.9%
94% | Y Between[ >94.5% | [ 97.1% | 96.4% [EXTAN 94.6% PRI 95.2% | 97.4% | 96.8% 96.0% 94.4%
85% >85.5% | [ 85.2% | 96.0% | 92.5% ISl 93.0% | 90.3% | 87.8% | 86.5% | 88.2% | 88.7% | 91.1% | 90.4% |[ 89.7%
>90.5% | [ 91.7% 93.3% | 100.0% | 90.9% | 100.0% | 90.5% | 100.0% | 93.3% | 100.0%

TS| 88%  94%  90%  91%  82%  80%  90%  91% _ 88%  85%  82%  82%

Referral to treatment waiting times — non-admitted - (Acute)

Referral to treatment - % Incomplete pathways - (Acute)

Number of Clostridium Difficile cases - Lapse of care - (Acute)

(P) - Cancer - Two week wait from referral to date 1st seen

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

(P) - Cancer - 31-day wait from decision to treat to first treatment

(P) - Cancer - 31-day wait for second or subsequent treatment - Drug

(P) - Cancer - 31-day wait for second or subsequent treatment - Radiotherapy

(P) - Cancer - 31-day wait for second or subsequent treatment - Surgery

(P) - Cancer - 62-day wait for first treatment - from 2ww referral

(P) - Cancer - 62-day wait for first treatment - screening
A&E - patients seen within 4 hours (ICO combined A&E figs from Oct 2015)

SHESTSESESE SN S S

AN BN B R B B BYBY RS

Diagnostic tests longer than the 6 week standard - (Acute) vV <1% 1.0% 4.5% 2.5% 1.2% 1.1% 2.6% 2.7% 4% 1.1% 2.8%
Mixed sex accomodation breaches of standard - (Acute) v |V <1 <1 [ o] o J o oT o o B W o [ o [ o [ o ] II'
Care Planning Summaries % completed within 24 hours of discharge - Weekday v v ]|V >77% 56% 57% 56% 60% 61% 62% 62% 62% 62% 55% 58% 59%
Care Planning Summaries % completed within 24 hours of discharge - Weekend v v ]|V >60% 41% 34% 27% 33% 37% 28% 24% 27% 30% 24% 35% 22%
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FRAMEWORK

[Number of Emergency Admissions - (Acute) | Emergency Admissions - (Acute) v [ T8 |
Average Length of Stay - Emergency Admissions - (Acute) v | v v TBC
Hospital Stays > 30 Days - (Acute) v | v v TBC
LMAT Populatlon Coverage v L_TBC |

Indicators split by buisness unit iei g B § D ﬁ
_____ D_ _V_ uisness unit (P) = Provisional E rg: g g . u‘-“,_’ Ll‘n E 2‘ - 2‘ QI 2‘ 2. 2‘ :i :g E
Trustwide / Acute indicators :n‘i S u% E‘ ,—; Green g E_ g 5 :5‘ ::(f §- g é g E § E

On the day cancellations for elective operations v v <0.8% 1.31% 1.02% ROVl 0.84% 0.84% 0.98% 0.96% 1.37% 1.29% 1.40%

Cancelled patients not treated within 28 days of cancellation v v <4 2 4 2 4 [ 2 [ o J o 2 T 3 T 2 ]

Ambulance handover delays > 30 minutes V]V~ <50 3 | 23 | 27 | 18 | 68 87 86 103 75 113 239

Ambulance handover delays > 60 minutes v iv|v <5 4 0 0 0

A&E - patients seen within 4 hours DGH only VIV~ | s8% 94%  90%  91%  82%  80%  90% 88%  83%  80% 75%  74%
A&E - patients seen within 4 hours community MIU vIv]v~ >=95% || 100% [ 100% | 100% | 100% [ 100% [ 100% | 100% | 100% [100% |
Trolley waits in A+E > 12 hours from decision to admit v v <1 0 0 0 0 0 0 0 0 27
Number of Clostridium Difficile cases - (Acute) <3 3 4 4 3 3 1 2 [ 1 ] o | 24
Number of Clostridium Difficile cases - (Community) <1 0 0 1 1 A o [ o [ o Il 5
Number of Clostridium Difficile cases - Lapse of care - (Community) <1 0 o [ o B o [ o [ o o [ o [ o |

COMMUNITY & SOCIAL CARE FRAMEWORK

Number of Delayed Discharges v <185 <185 400 508 401 320 403 317 211 467 327 325 415

Timeliness of Adult Social Care Assessment v 75% <75% 70% | 71% | 71% | 71% | 70% | 70% | 70% | 71% | 67% | 69% | 69%

Clients receiving Self Directed Care v 70% >70% 89% | 92% | 92% | 93% | 93% | 93% | 93% | 93% | 93% | 92% | 93%

Carers Assessments Completed year to date v >40% - 7% 11% 19% 18% 24% 27% 32% 36% 38% 41% 43%

Number of Permanent Care Home Placements v <630_| [ 649 | 652 652 646 645 639 645 630 | 636 637 640 0
Children with a Child Protection Plan v ec_| 160 157 156 161 190 199 216 216 212 the the

4 Week Smoking Quitters v >s0_| [ 126 231 303

% OCU in Effective Drug Treatment v >0.3 | [ 7% 6% 6%

% Safeguarding Strategy Meetings within 7 Days v >20% | [ 73%  57%  45%  38%  38%  46%  44%  44%  41%  42%  39%
Bed Occupancy I 91% | 91% | 91% 92% 1
[CAMHS - % of referrals seen within 18 weeks | . | 75% | 75% | 75% | 75% | 78% LG s8% | |

CHANGE FRAMEWORK

[[2597 [ 2729 | 2546 | 2631 | 2732 | 2580 | 2694 | 2776 | 2760 | 2708 | 2609 | 2739 |[ 29504 |
3.72 3.32 3.43 3.52 3.24 3.25 3.20 3.22 3.41 3.53 3.53 3.35
27 24 23 33 27 21 28 17 18 21 21 28 261

CORPORATE MANAGEMENT FRAMEWORK

6.76%

4.07%

3% 6.82% 7.01%
3.98% | 3.99% thc

80.00% W07 E X7 86.00% | 85.00%

[Staff Vacancy Rate - (Trustwide) | Vacancy Rate - (Trustwide) [<a% | Between| <4% 6.58%
Staff sickness / Absence - (Trustwide) 1 month arrears <4% Between| <4% 4.26% | 4.28% | 4.19% | 4.16% | 4.15% | 4.12%
Appraisal Completeness - (Trustwide) >90% Between| >90% 84.00% | 84.00% | 86.00% | 86.00% | 86.00% | 84.00%
Mandatory Training Compliance - (Trustwide) >85% Between| >85% 87.00% | 87.00% | 87.00% | 88.00% | 88.00% | 87.00% | 89.00%

89.00% | 90.00% | 90.00% | 89.00%
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3. Service & Quality Standards



3.0

3.0

3.1

3.2

33

3.4

3.5

Summary of Performance dashboard "highlights and Performance variances"

Overview of Performance as identified in the Performance Dashboard

Quality Framework indicators

CQC regulation compliance assessment

There are no CQC regulatory concerns being reported. The latest Intelligent monitoring report (May 2015) maintains an overall score of 3 with 9 risks identified.

The main CQC inspection was carried out between Tuesday 2nd and Friday 5th February. A full team consisting of 70 inspectors visited most parts of the trust covering acute and
community services. The Draft report is expected between the 1st - 14th April with full publication of the final report approximately 13th May.

Fractured neck of femur time to theatre

There has been steady improvement in the % of patients achieving a time to theatre of less than 36 hours having presented with a fractured neck of femur. Performance has
improved in February to 80% of patients to theatre within 36 hours (target 90%).

Stroke time spent on a stroke unit part of SSNAP domain 2 — stroke unit key indicator compliance

In the latest Stroke audit data for period September to December 2015 the Trust has moved up in the performance banding for Domain 2 SSNAP assessment, and is now placed in
band D. 70% of trusts score higher than this and 13% of trusts score below this level of assessed performance. Against the two key indicators performance has improved. The
percentage of patients admitted to the stroke unit within 4 hours of arrival remains the greatest challenge with 43% achieving this standard in the Q3. This represents an increase
from 36.7% reported in Q2, the National Median is 60%.

For the time spent on a stroke unit performance is being maintained with 82% of patients spending 90% of their overall stay on the stroke unit. The standard is 80%.

Completion of Dementia find assessment on admission to hospital

The standard of completing a dementia assessment for all patients admitted to hospital over 75 years old is not being achieved. In February 53% of eligible patients were assessed,
the standard is 90%. A nurse led approach is being trialled in surgical wards, this will be evaluated with potential to roll out to other areas.

Follow up appointments passed their to be seen by date

The number of follow up outpatients waiting 6 or more weeks beyond their 'see by date' continues to be high. The overall number reduced in February by 353 to 4938.
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Mar-15 Apr-15 May-15 Jun-15

4.0 Monitor Compliance Framework

4.1 The Monitor Annual Plan for 2015/16

1. A+E 4 hour performance

4.2 February 2016 update against declared risks

4.2.1 4 hour standard for time spent in A&E

4 hour standard.

F-ups past TBS date 6 weeks +

Jul-15 Aug-15 Sep-15 Oct-15 MNov-15 Dec-15 Jan-16 Feb-16

6 weeks 4

The numbers of patients in each specialty are routinely monitored at the RTT meetings. Service Delivery Units are asked to provide assurance that clinical priority patients are being
reviewed and seen if not discharged. The teams are seeking to increase capacity to see these patients and work with primary care and the CCG to agree alternative clinical pathways.
Clinical teams also ensuring appropriate timelines for review are followed and where possible patients discharged back to primary care.

The Monitor Annual Plan for 2015/16 declared risks against the following target indicators.

2. RTT admitted performance — from October 2015 the only RTT standard to be used in the risk assessment is the incomplete RTT standard. This standard is the percentage of
patients waiting less than 18 weeks to be treated —the target is 92%

The standard of 95% was not achieved in February and therefore remains at variance to the declared Monitor plan. The ICO performance which combines the Torbay Hospital (type 1
dept.) and the community MIU activity is 82%. Torbay Hospital performance on its own is 74% against the target of 95%. The community minor injury units achieved 100% against the
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Summary of A+E performance for February

Arrival /Week 1CO 4 Hour 1CO 4 Hour ED ED 4 Hour ED 4 Hour MIU MIU 4 Hour | MIU 4 Hour
Commencing/Mont | Attendances Breaches Breach 26 Attendances Breaches Breach 26 Attendances Breaches Breach 26

h Commencing Date (Target 95%2%6) (Target 95%%6) (Target

O01-Feb-2016 8,083 1,459 81.95%0 5,692 1,459 74.368%0 2,391 (0] 100.00%%6

Ihe 4 nour action plan has been agreed and Is being led by the Chiet Uperating Utticer. Following initial teedback from the LUL a range of other actions have been incorporated Into
this plan to provide comprehensive assurance on actions to improve performance and give assurance on patient safety.

The action plan is attached as an appendix to this report

4.2.2 RTTincomplete pathways

The standard of 92% has not been achieved in February. The table below shows the reported performance level of 91% and includes analysis of all specialties not achieving the
standard.

FEBRUARY 2016 Incomplete 92% Table - National Specialty

Cardiology 107 747 24 63 941 90.75
Pain Management 171 258 37 19 485 88.45
Trauma & Orthopaedics 655 887 142 89 1773 86.97
Anaesthetics 24 4 28 85.71
Colorectal Surgery 67 271 26 42 406 83.25
Ophthalmology 538 1351 409 19 2317 81.53
Upper Gastrointestinal Surgery 97 229 131 15 472 69.07
Clinical Neuro-Physiology 26 12 38 68.42
Grand Total 3090 11476 894 484 15944 ®il 26

The Trust has submitted a revised remedial action plan in relation to the under performance against the delivery of the incomplete RTT standard. The plan shows a trajectory of non-
compliance beyond the 31st March 2016, with compliance being achieved in July 2016. This revised trajectory has been submitted to the CCG and will be submitted as part of the
Monitor Annual plan for 16/17. The CCG is seeking to deliver the trajectory one month earlier by the end of June. They are considering alternative providers to deliver the capacity
required.

The Submitted trajectory in the latest remedial Action Plan is based on a number of specialities gaining approval for significant financial investment to enable backlogs to be reduced
to a compliant and sustainable level.

Progress against the RTT agreed trajectories is being monitored closely. This performance report includes exception reports against the 3 areas with greatest variance to plan for
incomplete pathways backlog numbers. The overall the trajectory remains on track to be delivered.

All plans are reviewed at the biweekly RTT and diagnostics assurance meeting chaired by the chief operating officer (COO) and the CCG commissioning lead in attendance.
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4.2.3 Clostridium Difficile (c-diff)

The 2015/16 Monitor target for c-diff was not to exceed 18 lapses in care.

In February, one new cases of c-diff is reported, not identified as a lapse in care. The cumulative total to end of February, for the acute site is 24 cases with 10 lapse in care and for
community bed based care no new cases of C-diff reported in February, with the cumulative total remaining at 5 cases and one identified as lapse in care. For a combined ICO position
this would represent 29 cases in total with 11 identified as a lapse in care.

The c-diff objectives for 16/17 have just been released. This gives a combined target for the ICO of 18 cases. This will determine the thresholds for contract monitoring and Monitor
compliance in 16/17 risk assessment and represents the number of c-diff cases assessed as a 'lapse in care'.

4.2.4 Cancer standards

One Cancer standard is not met in February, 31 days to subsequent surgery.

The forecast for Q4 shows non delivery of both the 'subsequent Radiotherapy' and 'subsequent surgery' standards. In addition the 31 day 1st treatment standard is high risk for the
quarter as a result of the number of breaches in January and those predicted in March.

Capacity in Dermatology, Colo-rectal and Urology remain high risk. Lack of theatre capacity in March due to loss of elective activity is preventing escalation and timely treatment for
colo-rectal, urology and breast patients.

Radiotherapy subsequent treatment times are improving however the number of breaches in January (8) already puts the quarter position at risk with an average maximum tolerance
of 10 patients per quarter to achieve the Q4 position.

Across a number of pathways the impact of annual leave being taken over the Easter holiday period is a risk. These risks have been escalated by the operational teams to ensure
continuity of service and waiting times maintained. The loss of outpatient clinics due to junior doctor strikes and cancellation of elective clinics/theatre lists to support the current
pressures within the organisation to recover the 4 hour target is also causing delays. Every effort is being made to avoid this impacting on cancer pathways.

There is continued validation of the CWT projections and performance, capacity of the coordinators to track patient pathways remains a high concern. This is due to the high volume
of work within the current establishment and increase number of patients with suspected and confirmed cancers being tracked on a cancer pathway and the significant increase in
the number of patients discussed at the weekly MDT meetings.

Table of performance in Q4 - the Q4 position remains un-validated and includes activity recorded up to 18th March

January 2016 February 2016 4th Quarter Total
5 g B g B = g B
= [==) = (==} = [==]
l4day 2ww ref 93.0% 706 14 98.0% 854 27 96.8% 93.0% 1560 41 97.4%
l4day Br Symp 93.0% o7 a4 95.9% o7 2 97.9% 93.0% 194 6 96.9%
3l1day 1st trt 96.0% 167 10 94.0% 150 2 98.7% 96.0% 448 16 96.4%
31day sub drug 98.0% 59 o 100.0%% a47 o 100.0% 98.0% 138 o] 100.0%%
31day sub Rads 94.0% 66 8 87.9%2% 57 2 96.5%% 94.0% 176 11 93.8%
31day sub Surg 94.0% 40 2 95.0% 42 4 90.5% 94.0% 108 8 92.6%
31day sub Other - 18 o 100.0% 20 o 100.0% - a7 o] 100.0%
62day 2ww ref 85.0% 82 8.5 89.6% 80 8 90.0% 85.0% 250 27.5 89.0%
62day Screening 90.0% 15 1 93.3% 7 o 100.0% 90.0% 31.5 i 96.8%
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5.0 Contract Framework

The contract for 2016/17 is in the process of being agreed, NHS Improvement set a deadline of the 23rd March for parties to agree heads of terms setting out the volumes and
finance. In the absence of confirming agreed Heads of Terms NHS Improvement and NHS England will operate on the basis that mediation is required, this is likely to affect many
providers and commissioner's including ourselves.

The volume of activity required to deliver expected demand has been assessed along with clinical teams capacity to deliver this level of activity within funded resources. This has
resulted in a number of areas having work to do to close the gap between demand and their available capacity.

This year NHS England is providing significant funding through the sustainability and transformation fund. This is dependent on the successful agreement of a health community
sustainability and transformation plan. The plan must include agreed recovery trajectories to support areas of underperformance and delivery of an agreed financial control total.
The Trust has submitted improvement trajectories for the 4 hour standard and for the referral to treatment standard. STP funding is dependent on delivery of the agreed trajectories.
To avoid the potential double jeopardy of penalties for non delivery of standards and loss of STP funding, the NHS contract has been changed to exclude the application of penalties in
2016/17.

The South Regional Tripartite has issued a statement and follow-up addendum setting out what the improvement trajectories must deliver. This sets the minimum requirements that
are required to avoid the STF being lost. Locally this has provided an opportunity to review the trajectory we agreed with commissioners. The minimum acceptable trajectory is set
out below compared to the recovery plan that was submitted as part of an earlier draft. NHS Improvement requires the baseline period to be Q2 in 2015/16, at this point we were
not an ICO. The performance during this period has therefore been assessed using the A&E performance only and is below the trigger point of 89% which allows for a more gradual
improvement than was set out in our draft improvement trajectory. Post integration the performance includes the impact of the MIU’s which adds around 2% to the underlying
performance as we deliver 100% of patients seen within 4 hours in MIU’s.

The proposal is that locally we monitor to the improvement trajectory agreed through the System Resilience Group, whilst submitting the minimum requirement required by NHS
Improvement as part of our final plan submission, against which the achievement of the STF will be assessed.

With respect to the finance agreement, the local arrangement for continuation of the risk share agreement is being developed but this remains a challenge with the pressure on
overall financial positions of both commissioner and the Trust. The Trust and CCG are also concluding the final agreeemnt on the RTT, Diagnostic and 4 Hour trajectories.
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5.1

5.2

5.3

5.4

5.5

6.0

7.0

Contract performance notices received - The Table below confirms the formal contract performance notices received

TSDFT Contract Notices Issued

Contract Performance Notice TSDFT CPNO1 (A&E) 09-Oct-15
Exception Report TSDFT ERO1 01-Dec-15
Exception Report TSDFT ERO2 11-Jan-16
Contract Performance Notice TSDFT CPNO2 (RTT) 09-Dec-15
Failure to Agree RAP - notice to Boards (FTAO1) 19-Jan-16
RAP not agreed 05-Feb-16
Contract Performance Notice TSDFT CPNO3 (Diagnostics) 25-Jan-16
Contract Performance Notice TSDFT CPN04 (Amb Handovers) 25-Jan-16
Contract Performance Notice TSDFT CPNO5 (Trolley Waits) 25-Jan-16

Commissioning for Quality and Innovation (CQUIN)

The CQUIN assessment for Q3 has been submitted to commissioners. The Specialist CQUIN schemes have all been signed off. There are no further risks being identified to the Board.

Diagnostic tests waiting over 6 weeks

The performance standard against the 6 week standard was achieved in February. There remain capacity pressures particularly in CT, MRI and ultrasound . Recruitment to vacant
radiologist posts and maternity cover remains the current challenge in radiology. Immediate plans include outsourcing for scan reporting to release radiologist time, along with
mobile CT capacity and sonographer sessions.

12 hour Trolley wait in A+E

In February, ten patients waited over 12 hours in the emergency department from decision to admit to actual admission to a ward bed. The long waiting times for admission to a
ward bed were all managed as part of the wider system escalation and in the best interests of overall patient safety. The remedial action plan for the 4 hour standard covers the
actions needed to prevent these long waits for admission and is being monitored as part of the overall plan. All 12 hour trolley waits have been validated prior to reporting and

shared with commissioners for exception reporting.

Cancelled operations

In February, the number of elective operations cancelled on the day of admission exceeded the national standard of 0.8% with 1.4% (40 patients) of patients cancelled on the day of
surgery. Emergency pressure on beds has been severe throughout this period and has also impacted on the number of patients cancelled on the day who are readmitted for surgery
within 28 days of the original cancellation. Nine patients previously cancelled on the day of surgery were not readmitted within 28 days in February.

Community and Social Care Framework

The Community Quality and performance dashboards have been reviewed. The Adult safeguarding standard has been escalated as a priority risk, with an exception template included
in this report.

Attached to this report

Appendix 1 - Performance M11 databook
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3.1 Board Performance Dashboard - Exception Reports

Performance Standard Summary Exception Report
Exception reports for the 3 areas showing greatest variance to plan at the end of February. The areas are Trauma
RTT incomplete standard 92% and Orthopaedics; colorectal surgery and Respiratory medicine.
Performance remains below 95%. The exception report sets out the key actions and governance arrangements. The
4 hour A+E target agreed action plan is included as an appendix to this report.
Cancer Exception report against the delivery of cancer standards in Q4
the 36 hour to surgery standard has not been achieved this year. The exception report sets out the planned actions
Fractured Neck of Femur to improve performance.
The exception report identifies the key metrics, issues and actions to the current reported performance identified in
Safeguarding Adults the performance dashboard for % of patients receiving safeguarding strategy meeting within 7 days.

3.2 Escalated Matters — Finance, Performance and Investment Committee

Performance Standard Summary Exception Report

3.3 Escalated Matters — Quality Assurance Committee

Performance Standard Summary Exception Report

An MRSA bacteraemia was reported to the Board in July 2015. We have had a further 2 MRSA bacteraemia in
MRSA bacteraemia February 2016. Investigations are underway but initial review suggests the two recent incidents are not related.

07 - Chief Executive's Report.pdf Page 38 of 95



Monthly performance summary

Mar-15
Patients with a fractured neck of femur
Patients achieving best practice tariff
Performance
Target

100%

Apr-15

Key Performance Indicator Exception Report

May-15

Torbay and South Devon NHS

NHS Foundation Trust

Fractured Neck of Femur time to theatre |

M11 - exception template

Data Analysis

Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 - Dec-15 Jan-16

76% 79%

90%
80%

70%

60%
50%
40%
30%
20%
10%

0%

Mar-15 Apr-15

May-15 Jun-15

Jul-15

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16

Performance = = -Target

Mar-15
To surgery within 36 hours
To surgery outside 36 hours
Performance
Target

Apr-15

May-15

90%

Jun-15 Jul-15 Aug-15 Sep-15 Dec-15 Jan-16 Feb-16

67% 88%
90% 90% 90% 90%

Mar-15 Apr-15 May-15 Jun-15

Jul-15

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16

Performance = = -Target

Commentary

The standard is to achieve 90% of patients admitted with a fractured neck of femur going to theatre for
surgery within 36 hours.

This standard has consistently not been met however there has been some improvement over recent
months.

The challenge remains in having sufficient theatre capacity routinely available to be able to manage the
fluctuations in the number of patients presenting for urgent trauma operations.

A scheme has been worked up to extend the available scheduled trauma sessions available by extending
lists by 2 hours per day. This will require additional funding to support the cover needed however this

has been agreed as part of the surgical units business plan for 16_17.

The timeline for implementation is to be confirmed and this will then determine the trajectory for
improved performance against this standard. The work is being led by the Surgical Units Business

manager
Improvement Plan

Confirm the final details of the business case to deliver extended

1 lists 5 days a week

2 ) )
Complete the necessary changes to job plans for associated staff

3 Recruitment to ensure sufficient cover across theatre and

anaesthetic teams

The delivery of the extended theatre lists will be led by the Surgical Unit Business manager and report to
the Theatre improvement board and the Executive Quality and performance review meeting
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Subsequent surgery treatments

Key Performance Indicator Exception Report

Data Analysis

- 31 day from

Torbay and South Devon NHS

NHS Foundation Trust

Cancer Waiting Time Targets

| M11 - exception template

to treat to

- Surgery

Apr-15
28

May-15
32

Jun-15
37

Jul-15 Aug-15

28 21

Sep-15
38

Oct-15
31

Nov-15
39

Dec-15
25

Jan-16 Feb-16
41 40

Subsequent surgery breaches 1 2 2 2 1 1 1 3 1 2 4
Performance 97.1% 96.4% 94.6% 95.2% 97.4% 96.8% 96.0% 95.1%
Target 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0%

99.0%

97.0% |

95.0% |- - H -

93.0% 4 i " T - [~~~ ~ ~ B | .~

91.0% — — — —

89.0% — — —

87.0% — — —

85.0%

Mar-15 Apr-15 May-15 Jun-15 Jul-1s Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16
Performance = = = Target
- 31 day from to treat to =

Commentary

The Q4 predicted performance risks are

1. 31 day subsequent surgery - 92.7 (target 94%) - Fail

2. 31 day subsequent Radiotherapy - 93.8 (target 94%) - Fail
3. 31 day first treatment - 96.6% (target96%) - High Risk

The Trust reported high number of breaches in January following patient choice to defer
outpatient treatments until after Christmas. This put the quarter 4 performance at high risk.

Subsequent surgery targets for February and March have not been achieved (actual
performance will be confirmed May 2016 following full validation).

The challenges are largely due to the lack of MDT resources to track the patients in a timely

May 15 Junis __ulls Aug1s Decis Janis __Febic way. This results in the data used to project performance and manage breaches is not up to

Subsequent radiotherapy treatments 46 a7 59 a3 56 42 66 58
StPEETveG el ey (R < 2 2 2 2 ® 3 2 date and patients booked outside of cancer target dates are not escalated to prevent
Performance 98.4% 94.1% 95.7% 98.5% 100.0% EENSA 96.6% 97.7% 96.4% 100.0% 87.9% 96.6%
Target 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% avoidable breachES.

99.0%

97.0%

95.0% -

93.0% + - -

91.0% - — = = -

89.0% m m — — -

87.0% m m — — -

85:0% Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 1 Continue to Support team Working overtime to

Pertormance = = =Target reduce back log in tracking Chris Bell March/April 2016
st - 31 day from to treat to
2
May-15 Jun-15 Jul-15 Aug-15 Dec-15 Jan-16 Feb-16 H 1 H

1st treatments 200 159 15 185 169 19 172 176 156 163 163 157 Fu”y Valldate a“ CWT performance Chrls Be” Contlnuous
31 day 1st treatment breaches 4 2 2 3 o 2 3 6 2 2 9 2 H H H H
Performance 98.0% 98.7% 98.7% 98.4% 100.0% 98.7% 98.3% 96.6% 98.7% 98.8% 94.5% 98.7% 3 ECF to increase current eStabIIShment Wlthln Emma
Target 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% CWT team by 2 X Wte tO ensure a” Cancer SiteS Wheatfi” 01/03/2016

99.0% 4 Work with Cancer site specific teams to reduce Emma From November

srow g | mee B re— - delays in reviewing all pathways Wheatfill 2015

95.0% i i — — - = -

93.0% — — — — — — —

91.0% - — - — = - -

89.0% m = m H H H |-

87.0% |- = = = = = = L Daily validation of CWT performance. New report available every day to manage site

850% T ris Apr-15 May-15 P s Avg15 sep15 oct15 Now.1s Decs 16 reb16 specific performance. Feedback through Risk & Assurance meeting potential risks to the

Performance = = = Target Trust's achievements against the CWT.
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Torbay and South Devon NHS

NHS Foundation Trust

Key Performance Indicator Exception Report RTT incomplete standard | M11 - exception template

Data Analysis Commentary

Monthly performance summary 1) Backlog increased 6 consecutive months

TEO 9226 Trajectory

oa 2) High level of cancellations is creating ‘churn’ in the waiting lists increasing number of > 18 week patients listed for
o2 surgery. 46 cancellation in January and February.
88
26 - -
=a Trajectory Cancellation Reasons
) Actual
pi Other’ is mainly due to stike and will be seperated next data run

e

JuHS
AugLs
Sep-Ld
015
Now-L§
Dec-L5
lan-16
Feb-L6
Mar-16
Apr-16
May-16
Jun-L6
JuH#
Aug-16
Sep-L6
Oct-16
Nov-16
Dec-16
lan-17
Febr17
Mar-1T

‘Unfit’ biggest element is UTi’s picked up by out reach team, we are updating the policy through High Efficiency list project

(HELP) project.
Cancellation Reasons - Jan Cancellations not backfilled
Lists lost — some overlap in data but also shows effect of having one consultant post uncovered until Feb 22 and half term
Feb 16 12 leave.
10
8 Cancellations not Backfilled
6 Cancellations not backfilled for Jan/Feb total 74 well in excess of what we would normally expect
4 -
= Total 2 1 : | Countof Reasonlistnot
- : : : : H H H 0 - :
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5 S Ta e £ NN 8NN NANA . SurgeonUnavailable ; 6
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 Strikes 2
o N | N ——— 2
‘Audt ¢ 1
Trajectory of backog reduction to 31st March (blank) : .
T& O Total Backlog Against Plan . GrandTotal = 18
200
250
200
150 Total B/L
100 Actual
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Improvement Plan

1 Continue to outsource to MSH - looking at approx 20 cases per month - TBC as part of

budget setting / alternative in house delivery linked to Trauma business case. Neal Foster
2

Pick up additional in-house sessions where ever possible Neal Foster
3 Single Point of Access roll out to Il GP practices (From April16) - potential to reduce

referrals Neal Foster

Review at fortnightly RTT & Diagnostic Risk and Assurance meeting
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Torbay and South Devon NHS

NHS Foundation Trust

Key Performance Indicator Exception Report

RTT incomplete standard |

M11 - exception template

Data Analysis

Monthly performance summary

Colorectal 92% Trajectory

95

90

85
% N~ /——0(

—Trajectory

Commentary

Colorectal have suffered from a loss of theatre time for routine patients due to a lack of beds in the Trust
both on the ward and in ITU. This has been compounded by a loss of activity due to the junior Dr strikes.

The priority has been to maintain treatment of patients on urgent and cancer pathways.

The team are planning to pick up extra lists on Saturdays however, due to the bed pressures in the Trust,
these are only Day cases.

It is forecast that this position against the RTT standard may not recover in the short term due to
continued bed pressures, and the impact of scheduled leave and Dr strike action.

75 e Actual
70 T T T T T T T T T T T T T T T T T T T T !
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Trajectory of backlog reduction to 31st March Improvement Plan
Colorectal Total Backlog Against Plan
1
180 Continue to book longest waiting patients where possible. DW On-going
160
180 <7 T\ 2 ) ) .
120 \ Continue to run Saturday lists DW On-going
100 \\ 3
80 Maintain the timeliness of treatment of urgent and cancer patients DW On-goin
€0 T~ ——Total B/L & P gomng
40 \\/‘ e Actual
20
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Review at fortnightly RTT & Diagnostic Risk and Assurance meeting
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https://www.google.com/url?url=https://www.score.org/workshops/how-develop-business-plan-six-easy-steps&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwiWgs7E1LLLAhWnYZoKHRAnCkkQwW4IFjAA&usg=AFQjCNFO0Qm1B-D5Z7NeFbu3WIi1j-eZTQ























































































































































































http://www.torbayandsouthdevon.nhs.uk/about-us/nhs-foundation-trust/council-of-governors/meet-your-governors/
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