
Torbay and South Devon NHS Foundation Trust
Public Board of Directors

Anna Dart Lecture Theatre, Horizon Centre, Torbay Hospital, TQ2 7AA

07 December 2016 09:00 - 07 December 2016 11:00

Overall Page 1 of 331



AGENDA

# Description Owner Time

1 User Experience Story

2 PART A: Matters for Discussion/Decision

2.1 Apologies for Absence - Mr J Furse
Note

Ch

2.2 Declaration of Interests
Note

Ch

2.3 Minutes of the Board Meeting held on the 2nd November 
2016 and Outstanding Actions

Approve

16.11.02 - Board of Directors Minutes Public.pdf   7

Ch

2.4 Report of the Chairman
Note

Ch

2.5 Report of the Chief Executive
Assurance

Report of the Chief Executive.pdf   27

CE

2.6 Strategic Issues

2.6.1 Wider Devon Sustainability and Transformation Plan 
(STP)

Information/Endorsement

STP.pdf   45

DSI

2.6.2 Wider Devon STP Acute Services Review
Information/Endorsement

Acute Services Review.pdf   99

CE

Overall Page 2 of 331



# Description Owner Time

2.6.3 Into the Future: Reshaping Community-based Health 
Services Public Consultation Update

Information

Community Consultationpdf.pdf   113

DSI

2.6.4 Response to the Proposed Funding Reduction for Public 
Health in the Mayor of Torbay's Draft Efficiency Plan

Decision

RD - Response  to Proposed Funding Reductions fo... 123

MD

2.6.5 Integrated Quality, Performance, Finance and Workforce 
Report - Month 7

Assurance

QPFW Report.pdf   129

DSI/DoF/DW
OD

2.6.6 RTT
Information

RTT.pdf   201

COO

2.6.7 Clinical Validation of Patients with Delayed Outpatient 
Reviews

Assurance

Clinical Validation of Patients with Delayed Outpatien... 209

MD

2.6.8 Governors' Questions
Discuss

Ch

2.7 Any Other Items Requiring Discussion/Decision 
(including periodic items eg annual reports and BAF)

2.7.1 Safety Scorecard
Assurance

Safety Scorecard.pdf   217

MD

2.7.2 Charitable Funds Terms of Refrence
Approve

Charitable Funds Committee - Terms of Reference.pdf 239

DoF

Overall Page 3 of 331



# Description Owner Time

3 PART B: Matters for Approval/Noting Without Discussion

3.1 Reports from Board Committees - Charitable Funds 
Committee, Finance Performance and Investment 
Committee

Assurance

2016.11.29_FPI_Cttee_Report_to_Board.pdf   247

2016.11.24_Char_Funds_Cttee_Report_to_Board.pdf  249

3.2 Reports from Executive Directors

3.2.1 Report of the Chief Nurse
Information/Assurance

Report of the Chief Nurse.pdf   251

CN

3.2.2 Report of the Chief Operating Officer
Information/Assurance

Report of the Chief Operating Officer.pdf   265

COO

3.2.3 Report of the Director of Workforce and Organisational 
Development

Information/Assurance

Report of the Director of Workforce.pdf   285

DWOD

3.2.4 Report of the Director of Estates and Commercial 
Development

Information/Assurance

Report of the Director of Estates.pdf   327

DECD

3.3 Compliance Issues

3.4 Any Other Business Notified in Advance Ch

3.5 Dates of Next Meeting - 9.00 am, Wednesday 1st 
February 2017

Ch

3.6 Exclusion of the Public Ch

Overall Page 4 of 331



INDEX

16.11.02 - Board of Directors Minutes Public.pdf...........................................................................7

Report of the Chief Executive.pdf...................................................................................................27

STP.pdf...........................................................................................................................................45

Acute Services Review.pdf..............................................................................................................99

Community Consultationpdf.pdf......................................................................................................113

RD - Response  to Proposed Funding Reductions for Public Health.pdf.......................................123

QPFW Report.pdf.............................................................................................................................129

RTT.pdf...........................................................................................................................................201

Clinical Validation of Patients with Delayed Outpatient Review.pdf................................................209

Safety Scorecard.pdf......................................................................................................................217

Charitable Funds Committee - Terms of Reference.pdf.................................................................239

2016.11.29_FPI_Cttee_Report_to_Board.pdf................................................................................247

2016.11.24_Char_Funds_Cttee_Report_to_Board.pdf..................................................................249

Report of the Chief Nurse.pdf.........................................................................................................251

Report of the Chief Operating Officer.pdf.......................................................................................265

Report of the Director of Workforce.pdf...........................................................................................285

Report of the Director of Estates.pdf..............................................................................................327

Overall Page 5 of 331



Overall Page 6 of 331



- 1 – 
(Public) 

 
       

 
 
 

MINUTES OF THE TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST  
BOARD OF DIRECTORS MEETING 

HELD IN THE ANNA DART LECTURE THEATRE, HORIZON CENTRE, TORBAY 
HOSPITAL 

 ON WEDNESDAY 2ND NOVEMBER 2016 
 

PUBLIC 
 
Present:  Sir Richard Ibbotson Chairman 
   Mr D Allen  Non-Executive Director 

Mr J Furse  Non-Executive Director 
Mrs J Lyttle  Non-Executive Director 
Mrs J Marshall  Non-Executive Director 
Mr R Sutton  Non-Executive Director 
Mrs S Taylor  Non-Executive Director 
Mr J Welch  Non-Executive Director 
Mrs M McAlinden Chief Executive 
Mr P Cooper  Director of Finance 
Mrs L Darke  Director of Estates and Commercial Development 
Ms L Davenport Chief Operating Officer 
Mrs J Saunders Director of Workforce and Organisational 

Development 
Mrs J Viner  Chief Nurse 
Mrs A Wagner  Director of Strategy and Improvement 

 
In Attendance:  Mrs S Fox  Board Secretary 

Dr N Campbell Consultant Anaesthetist 
   Mr I Currie  Deputy Medical Director 

Mrs J Gratton  Interim Head of Communications 
Ms C Hoyer  Locum Consultant Anaesthetist 

   Mr W Liddell  EMIS Account Manager 
Mr R Scott  Corporate Secretary 

 
Cathy French  Lead Governor Christina Carpenter Governor   
Carol Day   Governor  Craig Davidson Governor  
Lynne Hookings Governor  Barbara Inger  Governor 
Mary Lewis  Governor  Peter Welch  Governor 
 

  ACTION 

 PART A:  Matters for Discussion/Decision 
 

 

152/11/16b Apologies for Absence 
 
Apologies for absence were noted from the Medical Director and Councillor Parrott. 
 

 

153/11/16b Declaration of Interests 
 
Nil. 
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154/11/16b Minutes of the Board Meeting held on the 5th October and Outstanding Actions 
 
The minutes of the meeting held on the 5th October were approved as an accurate 
record of the meeting held apart from one amendment under item 136/10/16 where it 
should read that over 1,500 people had attended consultation meetings, not 15,000. 
 

 
 
 
PA to  
CE 

155/11/16b Report of the Chairman 
 
The Chairman briefed the Board on the following: 
 
 The Board’s workplan for 2017 had been reviewed and it was agreed to stand 
 down the September Board meeting as no statutory reports were due to go to 
 that meeting and as the meeting date was directly after the August Bank 
 Holiday week, it would be a challenge to deliver reports. 
 
 The Non-Executive Directors had a joint meeting with the NEDs from the 
 CCG Governing Body last month and it was felt to have been a very 
 productive meeting with the group discussing system issues and future 
 intent.  A further meeting would be arranged for the New Year to allow for the 
 community hospitals consultation to be discussed before the process 
 concluded. 
 
 Bishop Dame Sarah Mullally recently visited the Trust to consecrate a new 
 altar fontal in the Chapel.  Dame Sarah was an ex-Chief Nurse and was very 
 interested and informed about the ICO.  The Chairman suggested that it 
 would be useful to build a relationship with Dame Sarah. 
 
 Lord Carter visited the Trust last week to meet with the senior team on his 
 forward work programme.  It proved to be a very positive meeting, Lord 
 Carter stated that he saw value in what the Trust was aspiring to achieve and 
 that he would like to visit the Trust again. 
 
 The Chairman and Chief Executive attended the Torbay Pharmaceuticals half 
 yearly staff meeting last week and he reported that it had been a very positive 
 meeting, with staff enthused and motivated for the future.  The recent MHRA 
 inspection had raised some concerns, but in the main was largely 
 constructive and supportive. 
 
 Judith Petts, the new Vice-Chancellor for Plymouth University recently visited 
 the Trust for a tour of community and acute facilities.  Both Plymouth and 
 Exeter Universities were keen to provide more students to the Trust and how 
 this might be realised would become clearer in the near to medium future. 
 
 A meeting was held for the Chairs of the Leagues of Friends to discuss the 
 model of care. 
 
 Finally the Chief Executive of NHS England was visiting Exeter later today 
 and the Chief Executive had been invited to lunch and the Chairman to dinner 
 with him. 
 

 

156/11/16b Report of the Chief Executive 
 
Following on from her written report, the Chief Executive highlighted the following: 
 
 CCGs ratings for mental health and maternal care standards had been 
 recently published and South Devon and Torbay CCG had been rated as 
 ‘performing well’.  The Board wished to place on record their thanks to the 
 staff providing those services. 
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 The Trust’s Trauma and Orthopaedic service had recently been ranked 6th 
 out of 177 Trusts against the 30 day mortality rate for Fractured Neck of 
 Femur.  Congratulations from the Board were made to the team. 
 
 Additional community services consultation meetings had been arranged in 
 Paignton and Ashburton.  It was noted that there had also been a ministerial 
 debate with Devon MPs in respect of the proposals. 
 
 The Trust is part of a Devon collaborative chosen as one of 11 national sites 
 to pilot the Nursing Associate role.  Thanks were passes to the Chief Nurse 
 and Director of Workforce and Organisational Development and their staff for 
 their work on this. 
 
 The Trust had been given an oversight rating of 2 in the shadow 
 segmentation process by NHS Improvement. This identified the Trust as 
 requiring ‘potential support’, but no specific areas for support yet identified.  It 
 was felt this rating was a reflection of the level of confidence in the Trust and 
 its performance. 
 
 For the first time the Trust had scored 4 against the NHS Improvement risk 
 assessment framework. The Trust had been assessed as not having 
 achieved the ED performance target, but was in fact above the locally agreed 
 trajectory. Also for the first time performance in October was above 95%.  
 RTT performance was below the 92% target, and the Board was well-sighted 
 on the reasons for this.  The two week wait cancer target was affected by the 
 issues in Dermatology and the ‘subsequent treatment’ performance had been 
 affected by small numbers of patients cancelling their given dates.  The 
 Director of Finance was in discussion with NHS Improvement about any 
 regulatory response to current performance.  The Director of Finance 
 indicated that his initial approach did not raise an imminent risk of this. 
 
 The Board’s congratulations were given to the League of Friends for reaching 
 their target of raising £1.6m for the new Critical Care Unit and for a very 
 successful Celebration Ball which staff very much enjoyed. 
 
 Mr Welch suggested that it would be useful, given the STP process was a 
 Government-driven initiative, that this be communicated more publically so 
 that local people understood that the changes proposed were not a Trust 
 driven initiative. 
 

157/11/16b Report of the Medical Director 
 
Strategic Context: 
 
Plans are in place for implementation of the new Junior Doctors’ contract over the 
next 12 months.  The first wave of doctors has transferred onto the new contract.  A 
High Court ruling suggests that each Trust can choose whether or not to implement 
the contract.  However funding of Junior Doctor posts depends upon implementation 
so there is in effect no option. 
 
The Trust has appointed a Guardian of Safe Working Hours, Dr Nuala Campbell.  
The new contract requires quarterly reporting to the Trust Board by the Guardian and 
includes a system of fines when infringements of contracted hours occur. 
 
Key Issues/Risks  
 
Concerns remain over implementation of the contract: 
 
 Junior Doctors remain angry over the handling of the industrial dispute.   
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 The new contract is inflexible and may increase Junior doctor disquiet.  This 
 may affect recruitment and retention of staff. 
 
 The system of fines will impose additional costs on Trusts (estimates of 
 cost to be established). 
 
 The inflexibility of the new contract will increase the risk of unfilled shifts and 
 additional locum cost with financial and clinical risk (assessment in progress). 
 
The Deputy Medical Director outlined the basis of the new Junior Doctor contract and 
rotas.  He said that although Junior Doctors were very angry at the implementation of 
the new contract, relationships at Trust level were very good. 
 
Junior doctors would join the new contract rotas as they commenced at the Trust and 
it would limit the hours they could work and reduce flexibility. This would have an 
impact when they were off sick or away as gaps in the rota would not be able to be 
filled by other junior doctors as it would take their working hours over the maximum 
allowed. Those gaps in the rota would either need to be filled by higher graded 
doctors acting down or locums. 
 
Mr Furse raised the implications of a consultant acting down in terms of effect on 
elective work and this was acknowledged. 
 

158/11/16b Role of Junior Doctors and how training is delivered 
 
Dr Nuala Campbell, the Trust’s Guardian of Safe Hours, gave a briefing on her role 
in respect of the new Junior Doctors’ contract. 
 
 The new contract would be phased in over the course of the next year until 
 August 2017 when all junior doctors would be on the new contract. 
 
 A new monitoring system had been put in place with junior doctors 
 required to log the hours they have worked. It would be very responsive and 
 highlight any exceptions to the contract. 
 
 The Guardian role was a champion for the junior doctors, and needed to be 
 a neutral position and independent of any groups. 
 
 At present only four junior doctors were on the new contract, but a new cohort 
 of junior doctors would be joining in December and would join under new 
 contract.  They were very nervous about being the first group of staff to test 
 the contract in terms of having to, for example, inform a consultant that they 
 had to leave as they had worked their contracted hours. 
 
 If all junior doctors only worked their contracted hours it would have a major 
 effect on the running of the hospital. 
 
 It was not yet known how the junior doctors would respond, but they had 
 been asked to ensure that if they did work over their contracted hours to 
 make sure this was logged as part of the data monitoring requirement. 
 
 Mr Welch stressed the need to ensure that junior doctors did log the hours 
 they worked and this this needed to be mandatory. He also suggested that 
 the Trust was tacitly accepting that the junior doctors would need to work 
 over and above their contracted hours, and asked if the Board was accepting 
 of this. Dr Campbell said that Junior Doctors had been asked to ensure they 
 logged their working hours so that the extent of working outside of contracted 
 hours could be understood. 
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 The Chief Nurse queried what contingency plans were in place if the junior 
 doctors did only work their contracted hours.  Dr Campbell said that she did 
 not think there would be an immediate issue, however the impact would begin 
 to be understood over the next few months and either locums would be 
 required or consultants acting down to cover any gaps, and thereby affecting 
 elective performance. 
 
 Mr Davidson raised the risks of employing locums and Dr Campbell said that 
 locums did not know the organisation and its systems and also, given that 
 many Trusts would have the same problem, there would probably not be 
 enough locums available in any case. At present the Trust used a lot of 
 internal locums, for example a junior doctor from Exeter covering a shift at the 
 Trust, but the new contract would not allow this to continue. 
 
 Mr Allen wished to place on record the Board’s support for the junior doctors, 
 and to acknowledge the difficult position they found themselves in.  He said 
 that he felt the new contract should better reflect how the doctors should work 
 in the best interests of patients. The Chairman endorsed Mr Allen’s 
 comments and he asked that the Executive team to consider what action 
 would need to be taken if it became apparent that the safety of patients was 
 at risk due to junior doctors working to the new contract. 
 
 The Deputy Medical Director suggested that a way forward would be to 
 identify people who could take administrative work from the junior doctors so 
 that they primarily spent time on face to face contact with patients. Dr 
 Campbell felt this would not be beneficial and that this type of skill mix would 
 need to be undertaken by a clinically trained member of staff. 
 
 Mrs Marshall queried the effect of the new contract of junior doctors in terms 
 of coping and resilience and Dr Campbell explained that all trainees had 
 dedicated education supervision where they could raise any concerns. Also 
 the exception reporting would also highlight if a particular junior doctor was 
 regularly working hours above his or her contract. 
 
 Mrs French suggested Dr Campbell meet with Dr Sarah Wollaston MP to 
 brief her on these issues.  It was agreed that as the Chair and Chief 
 Executive were meeting with all the Trust’s local MPs in Westminster later in 
 the month, they would raise it at that meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ch/CE 

 Strategic Issues 
 

 

159/11/16b STP Feedback 
 
The Director of Strategy and Improvement gave an update on STP issues since the 
last meeting: 
 
 STP drafts had been leaked by the press in some parts of the country.  
 Devon  STP had received approval to formally share their report and it would 
 be publicised shortly. 
 
 The Trust’s Chief Executive was the lead for the STP Acute Services Review.  
 Work was being undertaken to understand the scope of the project and 
 capacity required to take it forward.  Briefings for staff on the Acute Services 
 Review would be taking place towards the end of the week. 
 
 There were no further updates in terms of the shared services work, and the 
 need for clear communication to staff was acknowledged. 
 
 As well as this strategic work, the Trust needed to ensure that its local work 
 was not affected and the Trust was working with the CCG and Council on its 
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 placed-based plan whilst taking forward the STP work at the same time. 
 
 The STP document would be brought to the Public Board in December for 
 discussion and endorsement.   
 
 Mr Furse asked if any of the Trust’s plans had been affected by the STP and 
 the Director of Strategy and Improvement said that they had not.  
 
 Mr Welch asked whether the plans to put in place for new community 
 services before any community hospital changes were realised, as 
 communities had been promised that hospitals would not close unless those 
 services were in place. The Chief Operating Officer said that around 95% of 
 appointments to the expanded Intermediate Care Service had been made 
 and that discussions around additional nursing and residential home capacity 
 were taking place. 
  
 The Chairman reminded the Board that devolution could result in changes to 
 the Trust’s commissioners, in that context the Trust might need to justify its 
 strategy and investment plans and could have change imposed on it. 
 
 Mrs Lyttle raised concern at the extent of the demands being placed on the 
 Trust’s Executive Team and asked for assurance that, whilst taking forward 
 the STP strategic issues, the Trust’s performance would not be affected.    
 Mrs Marshall suggested that a plan on a page would be helpful to detail all 
 the timelines, both local and national, and it was agreed this would be 
 provided at the next meeting. 
 
 The Director of Estates and Commercial Development said that as a 
 community the Primary Care and Estates Strategy was ahead of the rest of 
 Devon. She added that the STP was very acute focused and savings in the 
 acute sector could have knock-on effects in intermediate and social care and 
 it was important the Trust did not allow this to happen or affect speed of 
 delivery. The Chief Executive added that the capital requirements to create 
 enhanced primary care/GP accommodation in health and wellbeing hubs 
 were outside of the Trust’s control and in this respect public perception 
 needed to be carefully managed.  Also, there needed to be clarity around the 
 commitment to new services being put in place not new buildings. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DSI 

160/11/16b Into the Future: Reshaping community-based health services – response to the 
public consultation 
 
Strategic Context 
 
South Devon and Torbay Clinical Commissioning Group (CCG) will shortly conclude 
their twelve week public consultation through which they are seeking the views of 
local people in relation to proposals to increase resources to fund the community 
based services that people use most. If approved, this will mean reducing the 
number of community hospital beds and establishing stronger, community based 
health and social care teams able to support people in or close to their homes. 
 
HealthWatch (Devon and Torbay) has been commissioned by the CCG to produce 
an independent report of the consultation for the CCG’s Governing Body. Both 
Torbay Council and Devon County Councils’ respective Overview and Scrutiny 
Committees are overseeing due process. NHS England has applied the tests for 
public consultation including considering the case for change through their Clinical 
Senate review process.  
 
The consultation proposals reflect the national Five Year Forward View policy, which 
has been endorsed by professional groups, the Government and the NHS as the 
way services should be provided in future. 
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The proposals for change, which have been developed with the support and 
involvement of the Trust, and are based on extensive public and stakeholder 
engagement, are an important part of the ICO’s new model of care, with more care 
delivered in or close to people’s homes. This will mean investing in strengthening the 
community-based teams and services that most people use, so there is less reliance 
on bed-based care.   
 
As a key provider for the South Devon and Torbay population and a key partner of 
the CCG it is appropriate that the Board formally responds to the CCG’s consultation 
including reflecting on feedback to date from the consultation meetings held so far.  
 
The final decision on determining the next steps post consultation lies with the 
CCG’s Governing Body who will consider the findings and recommendations of 
HealthWatch and reflect on all of the responses and suggestions that they have 
received. 
 
The Director of Strategy and Improvement informed the Board that the consultation 
process was over half way through, and along with the formal public meetings over 
50 additional community meetings have taken place, all of which were being 
supported by HealthWatch who would provide a report on the responses once the 
consultation period had finished. 
 
Key Issues/Risks 
 
Reconfiguring services is never easy and some difficult choices must be made if the 
Trust is to ensure the sustainability of local health and social care services.  The 
Trust agrees that current NHS and social care provision in the area is unsustainable 
in its current form and given funding constraints. Unless something changes the 
Trust will be unable to respond to rising demand for services from its increasingly 
elderly population, and the number of people in its population with complex long term 
conditions and care needs.  Change is inevitable and maintaining the status quo is 
neither sustainable nor clinically sound. The aim is to implement the key major 
developments before any changes are made to current provision. 
 
The Trust is cognisant of the impact on staff and is ensuring those staff directly 
affected by the proposals are supported and briefed. Change of this magnitude is not 
without risk – the Trust has seen a number of staff move on already despite 
assurances regarding job security. As the Board is aware immediate action has been 
taken to ensure safe staffing levels, including reducing beds temporarily where 
necessary. This is being kept under close review with further contingency plans in 
place if required.  
 
The proposal, if implemented, does impact on NHS premises owned by the Trust. 
Should a decision be made to close and dispose of any of these NHS premises, 
proceeds from any sale will be reinvested in developing community services within 
South Devon and Torbay. 
 
The Board discussed the draft letter to the CCG and it was agreed that the fifth 
paragraph be amended to reflect that the Trust believes that the proposal was the 
right thing to do to deliver fit for purpose services; a paragraph be added to clarify the 
commitment to new services, not buildings; and the final paragraph be amended to 
use the word ‘decision’ only once. 
 

 The Board approved the formal letter of support in respect of the community 
hospitals consultation, once the amendments detailed above were made. 
 

DSI 
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161/11/16b Care Home Quality 
 
Strategic Context 
 
This report seeks to provide the Board with an overview of the measures in place, 
and being developed, to assure quality in the care homes in Torbay and South 
Devon. It also highlights key risks in the context of local and national reports and 
concerns, and proposes service developments to address this key risk area for social 
care 
 
Key Issues/Risks  
 
There are significant challenges in the Care Home Market locally, reflecting the 
national picture as set out in the recent reports from both the Kings Fund ‘Social 
Care for Older People –September 2016’ and comments from the Care Quality 
Commission in its annual statement on social care in England, ‘The State of health 
care and adult social care in England 2015/16’ published in October 2016. 
 
Both reports highlight serious risks to residential and nursing care provision which 
are echoed locally: 
 

  Severe  challenges in recruiting and retaining a quality workforce. 

 Care homes finding it difficult to improve quality when required to do so by 
 the regulator. 
 
The Chief Nurse informed the Board that the report discussed how to co-ordinate all 
the feedback available on the performance of care homes from many different 
professionals and organisations, with the strengthening of the Quality and Assurance 
Team and stronger links with Devon County Council. 
 
A revised performance framework had been established and would be monitored by 
the Safeguarding Group and Quality Improvement Group with oversight by the 
Quality Assurance Committee. 
 
The Chairman thanked the Chief Nurse for the report, in particular for the 
‘performance on a page’ data and asked that the Board’s thanks be passed back to 
the teams who had produced this information.  He also asked that, in his absence, 
the report be highlighted to Councillor Parrott. 
 
Mr Sutton reflected that understanding the position in the local market was vital; but 
that the fundamental issues of pricing and capacity needed to be addressed. The 
Chief Nurse agreed and said that work had already commenced to consider how the 
market needed to be managed in the future, how it should be commissioned to better 
meet current needs. 
 
Mrs Taylor raised the issue of private patients in nursing/care homes seen to be 
subsidising commissioned places, this was acknowledged and the Chief Nurse said 
that part of the market management work would be to more transparently address 
this issue. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CN 

162/11/16b Integrated Quality, Performance and Finance Report – Month 6 
 
Strategic Context 
 
This month’s Integrated Quality, Performance and Finance Report, comprising high 
level summary performance dashboard, narrative with exception reports, detailed 
data book and financial schedules provides an assessment of the Trust’s position for 
September (month 6) 2016/17 for the following: 
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 key quality metrics; 
 regulator compliance framework national performance standards and 
 financial risk ratings; 
 local contractual framework requirements; 
 community and social care framework requirements; 
 change framework indicators; and 
 workforce framework indicators 
 
Areas of under delivery or at risk of not delivering are identified and associated 
action plans are reported. The report also identifies areas where performance has 
improved.   
 
Performance of each Service Delivery Unit (SDU) is regularly reviewed by Executive 
Directors on a monthly basis through the Quality and Performance Review meetings 
and this enables the corporate team to receive assurance, prioritise areas for 
improvement, consider support required and oversee action plan delivery. 
 
Key Issues / Risks 
  
1. Quality Framework:  

19 indicators in total of which 3 were RAG rated RED for September (4 in August) as 
follows: 
 
 VTE risk assessment on admission (Acute) – 92.0% (last month 91.8%) 
 against 95% standard. 
 Dementia Find – 31.6% (target 90% - 29.2% last month) 
 Follow ups past to be seen date – 6,533 improvement of 386 from last month 
 
The fractured neck of femur standard; 36 hours to surgery improved to green at 94% 
(standard 90%) This is the first time this has been green this year. 
 
Of the remaining 16 indicators, 14 were rated GREEN, and two AMBER. 
 
2. NHS I Compliance Framework: 

12 performance indicators in total including the quarterly governance rating of which 
5 indicators are RAG rated RED for September (4 in August): 
 
 Urgent care (ED/MIU combined) 4 hour wait – 92.6% (92.9% last month) 
 against national standard 95% - note Trust is overachieving against the SRG 
 agreed STF trajectory of 92.0% for September. The standard for the Q2  
 NHS I assessment is forecast as being met. 
 
 RTT incomplete pathways – 89.3% (90.5% last month) against the standard 
 of 92%. The standard for the Q2 NHS I assessment will not be met unless a 
 dispensation for Neurology is secured.  
 
 Cancer two week wait from urgent referral – 69.2% (88.7% last month) 
 against the standard of 93%. The standard for the Q2 NHS I assessment will 
 not be met. 
 
 Cancer 31 day subsequent surgery – 93.2% (last month 91.2%) against the 
 standard of 94%. The standard for the Q2 NHS I assessment will not be met. 
 
 Standard moving to breaching compliance this month:  Cancer 31 day to first 
 treatment – 93.6% (96.7% last month) against the standard of 96%. The 
 standard for the Q2 NHS I assessment has been met. 
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In summary the impact of the individual indicators above is that the Trust has not 
achieved the NHSI Compliance Framework quarterly targets for: 
  

1. Accident and Emergency 
2. Referral to Treatment 
3. Cancer 2 week wait 
4. Cancer subsequent surgery. 

The Trust continues to be risk assessed against the Risk Assessment Framework 
and a score of 4 triggers potential governance concerns.  The nature of any 
regulatory action is not clear but can take a range of forms.   The Trust had already 
triggered a governance concern for breaching consecutive quarters on the 4 hour 
standard.  This will be the first time the Trust has scored 4 in any single quarter. 
 
Of the remaining 7 indicators, 6 were rated GREEN and as stated above the NHS I 
aggregate compliance framework rating is assessed as RED.   
 
3. Financial Performance Summary   

 
Key financial headlines for month 6 to draw to the Board’s attention are as follows: 

 
 EBITDA: for the period to 30th September 2016 EBITDA is £3.98m. This is 
 showing an adverse position against the PBR plan by £0.36m. Should the 
 plan be agreed based on the Risk Share arrangement this would result in an 
 EBITDA position favourable position of £1.56m.  
 
 Income and Expenditure: The year to date income and expenditure position is 
 £3.71m deficit which is £0.04m adverse against the PBR plan, and £1.87m 
 favourable against the RSA plan. The Trust has a £0.91m surplus in month 
 after STF income and risk share income has been applied. 
 
 CIP Programme: CIP delivery has marginally improved from the previous 
 month with £4.72m delivered to date, which remains ahead of plan. Although 
 the Trust is seeing some improvement the level of savings planned increases 
 significantly from Quarter 2 onwards. It therefore remains imperative that we 
 secure increased traction in the programme. Plans have been developed in 
 support of the vast majority of schemes, quality assessed where appropriate 
 and progress reported at scheme level to the Finance, Performance, and 
 Investment Committee 
 
 Risk Rating: The Trust has delivered a Financial Sustainability Risk Rating of 
 2, which is on plan. 
 
 Cash position: Cash balance at month 6 is £14.3m which is lower than PBR 
 plan by £2.52m, and RSA plan £3.47m mainly due to debtors. 
 
 Capital: Capital expenditure is £4.2m behind PBR plan at month 6. 
 
 Agency Spend: At month 6, the YTD position of agency spend is at 5%, 2% 
 over the NHSI target cap target of 3%.The projected full year spend for 
 Agency in FY 2016/17 is £9.7m which will give the Trust a metric of ‘3’ on 
 Agency use under the ‘Use of Resource’ risk rating. 
 
4. Contractual Framework: 

15 indicators in total of which 9 are RAG rated RED in September (7 in August) as 
follows: 
 
Three additional indicators reported as non-compliant for September: 
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 Diagnostic tests – 1.7% > 6 weeks (0.7% last month) against the standard of 
 1.0%  
 
 Clinic letter timeliness – 72.7% (last month 81.8%) against the standard of 
 80% within 4 working days. 
 
 Trolley waits in ED > 12 hours. 2 trolley waits > 12 hours are recorded in 
 September. 

 
Indicators non-compliant in August and remaining non-compliant in September: 
 
 RTT waits over 52 weeks – 10 (8 last month) against 0 standard. 
 
 On the day cancellations for elective operations – 1.0% (1.0% last month) 
 against <0.8% standard. 
 
 Ambulance handovers > 30 minutes against trajectory - 24 delays against 
 trajectory of 20 (last month 36). 
 
 A&E patients (ED only) – 88.6% (88.7% last month) against 95% target Note:  
 The locally agreed SRG trajectory for MIU / ED = 92% (September) was 
 achieved. 
 
 Care plan summaries % completed within 24 hrs discharge weekdays 57.0% 
 (54.8% last month) against 77% target. 
 
 Care plan summaries % completed within 24 hrs discharge weekend 22.8% 
 (24.0% last month) against 60% target. 
 
Of the remaining 6 indicators, 4 were rated GREEN and two AMBER 
 
5. Community and Social Care Framework: 

11 indicators in total of which 2 RAG rated RED as follows:   
 
 CAMHS % of patients waiting for treatment within 18 weeks – 78.9% (78.4% 
 last month) (target >92%). 
 
 Additional RED in September: Number of care home placements against 
 trajectory – 635 against trajectory of 626 permanent placements. 

Delayed discharges in community hospitals improved to green in September. 
Of the remaining 9 indicators, 6 were rated GREEN, 1 amber and the remaining 2 no 
RAG rating.  
 
6. Change Framework 

There are 3 indicators in total – no RAG ratings available pending agreement on 
tolerances 

 
7. Workforce Framework 

5  indicators in total of which 1 RAG rated RED as follows: 
 
The data for sickness absence at the end of August 2016 indicates a rolling 12 
month figure of 4.25%.  This rate continues to be above the Trust target which was 
3.90% at the end of August.  Long term sickness makes up 66.4% of total sickness 
absence.   
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An updated action plan to reduce sickness is being drafted that includes: 
 
 Bite size training sessions over the coming months for managers  
 Asking Senior Managers the top 3 things to support them in reducing their 
 sickness absence rates in their areas of responsibility 
 Fostering a robust performance management culture that monitors progress 
 to improve sickness absence management 
 
Of the remaining 3 indicators, 1 rated AMBER and 2 GREEN  
 
The following was highlighted from the report: 
 
 As detailed above, the Trust was reporting four targets not met against the 
 NHSI framework. All of these issues had been highlighted to the Board in 
 previous months and were well understood. An in-depth report on RTT was 
 included in the papers for this item. 
 
 The Chief Executive raised the issue of patients requiring follow ups not 
 being seen by their due date and the work being taken to ensure they were 
 not exposed to risk. She added that she was aware that the Quality 
 Assurance Committee was monitoring this risk. 
 
 The Trust’s performance did, however, ensure that it would receive the STF 
 funding for Quarter 2. 
 
 Financial performance was on plan, however the challenge would increase 
 over Quarters 3 and 4, especially as the CIP target increased. 
 
 A significant reduction in agency spend had been realised over the last two 
 months, which was masked by the cumulative reporting – in year impact was 
 detailed in the report. The Trust's performance in this respect was better than 
 any other in the South West. 
 
 The Chief Nurse reported that work continued to improve Dementia Find 
 performance, which was currently at 43% and steadily improving.  A full 
 report would be included in her report to the December meeting. 
 
 Mrs Lyttle asked if patients on all waiting lists (active and pending) were 
 being reviewed for clinical risk if they were overdue and the Chief Operating 
 Officer confirmed that they were.  Mrs Lyttle then queried the effect of  
 ceasing outsourcing orthopaedic work to Mount Stuart of and the Chief 
 Operating Officer explained that it was hip and knee work and had affected 
 RTT performance by around 0.5%. She added that it was part of the overall 
 hip and knee pathways changed and a reduction in the overall conversation 
 to treatment rate. 
 
In terms of workforce reporting, the Director of Workforce and Organisational 
Development reported the following: 
 
 The target to ensure staff received statutory training had been met; staff 
 turnover had reduced; and appraisal performance had been held from the 
 September position. 
 
 The biggest challenge at present was the management of sickness absence 
 which had increased between August and September.  It was noted that 64% 
 of sickness was long term, with stress and musculoskeletal injuries as the 
 main two reasons for long term absences. Work had taken place around the 
 Trust’s Health and Wellbeing Strategy; support to staff in terms of physical 
 activity and fast tracking physiotherapy support.  Training was also being 
 provided in conjunction with the Trade Union to managers to ensure a co-
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 ordinated approach to sickness management across the organisation.   There 
 wold be a cost implication to providing this additional support. 
 
 Mr Welch stressed his view that appraisal performance should be at 100% as 
 it was one of the basic roles of leadership.  The Director of Workforce and 
 Organisational Development acknowledged that, and said this was being 
 addressed with managers.  Mrs Marshall noted that that those staff on long 
 term sick would not have received appraisals and so would affect 
 performance and also that work was being undertaken to ensure that 
 appraisal system was easy to use and provided a quality outcome. 
 
 Mrs Lyttle raised items in the CIP programme with the heading ‘HQ 
 Synergies’ which were either highlighted as red or grey with a figure of over 
 £1m attached to them. The Director of Finance explained that they related to 
 the ICO transaction and were grey if they had been delivered, or red if they 
 related to building leases that would not be given up until next year. 
 

163/11/16b Cost Recovery Proposal – Additional Unpaid Leave 
 
Strategic Context 
 
The Board has required additional CIP schemes to be brought forward under a 
contingency plan for under-delivery of the Trust’s challenging CIP target for 16/17 
and it was proposed to offer staff the opportunity to take additional unpaid annual 
leave of up to one week in the current financial year 2016/17 to provide a means of 
reducing expenditure on pay. 
 
Key Issues/Risks  
 
If the scheme is offered to all staff, those working in front line roles are most likely to 
have applications refused as the payment for backfill would negate the objective of 
this scheme   
 
A mandated approach would require a variation to existing contracts of employment 
or termination of contracts and re-engagement on new terms and condition of 
employment and could possibly lead to adverse employee relations issues.   
 
The Board raised the following in terms of the proposal: 
 
 A need to ensure that the authorisation process was robust. 
 
 The effect on team members who chose not to take leave and had to cover 
 the work of those that did take the leave. 
 
 It could be viewed as discriminatory as certain staff groups would not be able 
 to take the leave due to their roles and also those that could afford to take the 
 leave and those that could not. 
 
 It was suggested the initiative could reduce staff sickness rates. 
 
 Other initiatives could be considered to help those staff who were not able to 
 take advantage of the scheme, for example annualised hours, 9 day 
 fortnights etc. 
 

 

 The Board approved the proposal on a pilot basis, in the context of the Trust’s 
current financial position.  Thought to also be given to flexible working 
initiatives such as annualised hours and 9 day fortnights. 
 

 
DWOD 
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164/11/16b Governors’ Questions 
 
Mr Davidson queried how social care was managed in the Trust and the Chief 
Operating Officer explained that the Trust received a budget from Torbay Council to 
directly manage adult social care, whereas it did not have a funding stream from 
Devon Council but did host the management of the service, and so had influence 
over decision-making to ensure it was aligned with Torbay. The issue operationally 
was to be able to purchase care in a timely manner and this was why the market 
development strategy was so important. It was noted that in Torbay, with the Risk 
Share Agreement, any overspend on Adult Social Care was shared with the CCG 
and Council. 
 
Mrs French asked how the Trust could reassure the public that the closure of 
Paignton Hospital was meaningful whilst implementing the new model of care and 
that it was not being done to save money. The Chief Executive stated that the 
current system would not cope without change, and the additional investment in 
intermediate care was intended to reduce hospital admissions and to allow 
discharges to be made more quickly.  This was needed whatever the outcome of the 
consultation process.  She understood the desire of the public to see some upfront 
investment made in services to build confidence that alternatives were in place if the 
hospital was closed.  Mr Allen added that normally when significant transformational 
changes took place, to ensure a smooth path, upfront investment would be made in 
the new service before the old one ceased, however this did not normally happen in 
the NHS.  The Chairman said that he had discussed this with Lord Carter and his 
view was that if he wanted the Trust to succeed as a pathfinder, then the Trust 
needed support in setting up the new model. 
 
Mrs French queried the impact of the longer opening hours of MIUs at Totnes and 
Newton Abbot on ED attendances at the DGH.  The Chief Operating Officer said that 
there had been around 10% movement in activity from the DGH and that she hoped 
this would increase once the Trust was in a position to extend x-ray service to 7 
days. Mrs French felt this should be highlighted in the public arena and it was 
suggested it could form part of the weekly column the Herald Express.  She also 
suggested that Governors would be willing to visit MIU waiting rooms to undertake 
some fact finding. 
 
Mrs Lyttle asked if the 111 service was aware of the changes in opening hours and 
the Chief Operating Officer confirmed that it was. She added that the service had 
transferred from South West Ambulance to Devon Doctors, with a clear transfer 
programme in place and this was going better than planned.  She said that there 
would be a local presence at Newton Abbot MIU from next month, and it was noted 
that the service worked across the whole out of hours system not just 111. 
 
Mrs Hookings wished to formally place on record the concern raised by Paignton 
residents at the potential loss of the local MIU and that they had stated they would 
travel to Torbay for care not Brixham or Newton Abbot, so the impact of any closure 
would directly affect Torbay Hospital.  The Chief Executive said that as part of the 
response to these concerns, the Trust could explore with Paignton and Brixham GPs 
an alternative urgent care offer.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Comms 

165/11/16b Any Other Items Requiring Discussion/Decision (including periodic items eg 
annual reports and BAF) 
 
Nil. 
 

 

 PART B: Matters for Approval/Noting without Discussion 
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166/11/16b Reports from Board Committees 
 
Finance, Performance and Investment Meeting held on the 25th October 2016 
 
Key issues to highlight to the Board: 
 
1. The year to date results at end August 2016 (Month 6) show:  

 
i) actual Income at £202.7m, a favourable variance to PBR Plan of £5.2m; 
ii) actual EBITDA at £3.9m, an adverse variance to Plan of £0.4m; 
iii) an overall Deficit of £3.7m, an adverse variance to Plan of £0.04m; and 
iv) actual Cash at £14.3m, an adverse variance to Plan of £2.5m. 

 
2. The Trust has not achieved the NHSI Compliance Framework quarterly 

targets for A&E, RTT, Cancer 2 week wait and Cancer subsequent surgery. 
 
3. The forecast results for the full year show:  

 
i) forecast Income at £395.6m, a favourable variance to PBR Plan of £2.4m; 
ii) forecast EBITDA at £8.8m, an adverse variance to Plan of £10.3m; 
iii) forecast Deficit of £8.6m compared to a Plan surplus of £1.7m; 
iv) forecast Cash at £11.8m, an adverse variance to Plan of £6.7m. 

 
4. STF funding of £1.5m has been accessed for Quarter 2. 
 
5. Year to date CIP (Month 6) delivery is £4.7m, a favourable variance to Plan of 

£2.3m. The full year forecast CIP delivery has now improved to £10.4m which 
is an adverse variance to Plan of £3.5m. 

 
6. Year to date (Month 6) Capital expenditure is £8.5m which is £4.2m below 

Plan, the full year forecast Capital expenditure is £21.9m against a Plan of 
£36.9m. In order to maintain our risk rating, it will be necessary to 
substantially reduce the planned level of capital expenditure.  

 
Key Decisions/Recommendations Made: 
 

1. The STP return which had been prepared and submitted in conjunction 
with our CCG was discussed and reviewed. 

 
2. The Adverse Change to Forecast Protocol – Board Assurance 

Statement that has been submitted was reviewed and discussed. 
 

3. Ongoing deep dives into CIP are planned for future meetings. 
 
Quality Assurance Committee held on the 24th October 2016 
 
Key issue(s) to highlight to the Board: 
 
1.  Domiciliary Care 

 
Concerns continue about the standard of service provided by Mears’ actions 
underway and how the position is being closely addressed and monitored. 
 
2.  Care Homes 
 
There are approaching 100 care homes in Torbay with around 1500 residents. At 
any one time a small number of homes are a cause of concern. Small care homes, 
often owner managed, can be particularly vulnerable as the owners age themselves 
and more pressure is exerted on local authority budgets. The Trust is developing a 
more resilient and consistent system of monitoring care homes and identifying early 
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warnings of quality challenges or market exit. 
 
3.  Community Nursing 
 
Lorraine Webber provided QAC with a report and briefing on community nursing 
activity, including the recording by community nurses of all their activity during a “live 
working week”. 25% of visits are to care homes for example. The service is doing 
more with less through increased efficiency and better deployment of skills. Further 
analysis is required to ensure the right skills mix and competency framework, but the 
service is impressive. QAC thanked Lorraine and through her the teams for all their 
hard work. 
 
4.  Deprivation of Liberty 

 
On reference from the Board, QAC received a report on Deprivation of Liberty (DoLs) 
assessments which were time consuming, required assessors with statutory 
qualifications and, quite rightly, a rigorous legal process. While there was a lack of 
capacity nationally to carry out the assessments, QAC was assured by the low 
numbers of urgent cases having delayed assessment and the innovative approach of 
the Trust to the issue. 
 
5.  Staff recruitment and retention 

 
The challenges of recruiting and retaining skilled staff in certain specialties was 
becoming a recurring theme in the risk register. When combined with succession 
planning this whole area is of the highest priority. Judy Saunders set out plans to 
address the shortfalls as part of a refresh of the People strategy. 
 
6.  Board Assurance Framework 

 
The Committee felt there was too much information to review the risks in detail; 
some risks may need reworking in the light of changing circumstances. QAC agreed 
that, in future, executives should identify risks of particular concern in the light of 
increasing impact and/or probability. Where they cannot be reviewed elsewhere e.g. 
at QIG, QAC would carry out a “deep dive”. 
 
The Board noted the reports from the Finance and Quality Assurance Committees. 
 

 Reports from Executive Directors 
 

 

167/11/16b Report of the Chief Nurse 
 
Strategic Context 
 
Significant streams of work continue under the Nursing Workforce Programme to 
ensure safety, quality and experience are delivered whilst driving forward efficiency.  
 
The key focus over the past 6 months has been to ensure the programme is aligned 
to the Trust’s Corporate Objectives, Nursing Quality Board Chief Nursing Officer right 
staff in the right place at the right time, CQC and Lord Carter driving forward 
productivity and efficiency whilst maintaining safety and quality. 
 
The key focus areas have been: 
 
 To further review safer staffing levels 
 Recruitment, career & workforce plans 
 Effective roster management 
 Reduction in agency usage and spend 
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The report details the streams of work above along with key messages from each 
section. 
 
Key Issues/Risks  
 
 Recruitment challenge 
 Increasing patient acuity and dependency: 
 Retirement of experienced workforce over the following 5 years 
 Delivering more for less 
 External drivers of change at pace 
 
The Chief Nurse’s report was noted. 
 

168/11/16b Assurance from the CCG and NHS England Annual EPRR Assessment 
 
Strategic Context 
 

This report provides assurance to the Board on compliance with legislation, 
standards and regulatory requirements, and to provide information on the assessed 
level of risk and management of same for Board consideration and updated the Trust 
Board on the EPRR assurance process for the year ending 2016. 
 
Following the formal assessment process that was held with the CCG and NHS 

England on the 4th October 2016, the Trust Board is required to formally receive 

and sign off the ICO Trust assessment against its responsibilities as a Category 1 
responder under the Civil Contingencies Act (2004) and the accompanying 
improvement plan. 
 

 

 The Board noted the report in respect of the EPRR assessment and formally 
acknowledged the status of EPRR performance and preparedness and 
endorsed the signing of the assurance letter for NHS England. 
 

 

169/11/16b Key Issues and Assurance from the Capital Infrastructure and Environment 
Group 
 
Strategic Context 
 

This report provides assurance to the Board on compliance with legislation, 
standards and regulatory requirements, and to provide information on the 
assessed level of risk and management of same for Board consideration. 
 
Key Issues/Risks 
 
 Critical Estate Failure: The fire hydrant ring main has developed a 
 significant leak due to corroded pipework, such that the main has had to 
 be closed off. Investigations confirm that 33 meters of pipework require 
 urgent replacement in order to get the hydrant main up and running.   The 
 consequence of this is that in the event of a significant fire in the core of 
 the Hospital there may be insufficient available water to enable the fire 
 service to fight the fire. 
 
 This risk has been placed on the Trust risk register as a 5 consequence 
 and 2 likely hood (10 score risk). The Trust has put in place a revised 
 evacuation plan for affected areas and the Fire service have undertaken 
 mitigating actions siting a water bowser in Torquay and sourcing longer 
 hoses to enable them to link with the more distant hydrants in the area of 
 Lowes Bridge and Cadewell Lane. Work has been instructed, it is likely to 
 cost c£30,000 and take up to three weeks to complete. 
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 The Director of Estates and Commercial Development wished the Board to 
 be aware that without additional investment in planned maintenance, there 
 would be more failures such as this one. 

 
 PLACE assessment: The Trust has performed well in the 2016 PLACE 
 assessment with five of the eight indicators above the national average, 
 mainly cleaning and catering. The Trust scored below in the three 
 indicators directly related to the care environment i.e. privacy dignity and 
 well-being, dementia and disability. In six of seven indicators scores are 
 reduced from 2015. This is an accepted risk of Board direction/decisions on 
 capital expenditure limits and that scarce capital monies being directed at the 
 highest priorities, risks and statutory compliance. 

 
 National ERIC data: Most of the Trust’s services benchmark well in 
 comparison with peer groups. With the exception of cost of cleaning, cost of 
 non-emergency transport and cost to eradicate backlog which are all 
 amongst the very highest nationally, and will require further Board   
 decisions   on   cost   improvement   priorities/risk   to   meet   Lord   Carter   
 savings requirements. Decisions to amend cleaning schedules while 
 balancing risks to infection control have already been made.  Reductions in 
 Estate management and EFM operational costs have been made since the 
 ERIC reporting period.  The amount of the Trust backlog maintenance 
 remains significantly high and of concern. Analysis of the Trust investment in 
 the estate since 2012/13 shows the investment in improving existing 
 buildings and new build has remained fairly constant at c£8m pa. The 
 amount invested in backlog maintenance has reduced from c£10m (includes 
 additional investment) in 2012/13 to c£1m in 2015/16. 
  
 The risk related to the possibility of critical failure of the infrastructure of the 
 estate due to lack of available capital is known to the Trust Board and is on 
 the corporate risk register. 
 
The Board noted the above report. 

 
170/11/16b Compliance Issues 

 
Nil. 
 

 

171/11/16b Any Other Business Notified in Advance 
 
Nil. 
 

 

172/11/16b Date of Next Meeting – 9.00 am, Wednesday 7th December 2016. 
 

 

 
 
 
 

Exclusion of the Public 
 

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

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

PUBLIC 
 

No Issue Lead Progress since last meeting Matter 
Arising 
From 

1. Minutes of the last meeting – minutes to be amended as outlined above. 
 

CE PA Completed 02/11/16 

2. Role of Junior Doctors and How Training is Delivered  
 
EDs to consider what action would need to be taken if it became apparent 
that the safety of patients was at risk due to junior doctors working to the 
new contract. 
 
 
Chairman/Chief Executive to raise issue with Dr Sarah Wollaston MP 
when they meet with her later in the month. 
 

 
 
MD 
 
 
 
 
Ch/CE 

Completed - MD closely monitoring effects of 
new contract as stepwise implementation 
proceeds (first significant group transfer 1 
December).  Unless there is a need for more 
urgent action there will be a report of Guardian 
of Safe Working at February Board. 
 
Meeting cancelled due to Autum Statement – 
covered in briefing to MPs. 

02/11/16 

3. STP Feedback – timeline ‘plan on a page’ to be provided detailing local 
and Devon-wide workstreams and timelines. 
 

DSI In preparation – will be completed for 20 Dec 
Board to reflect Operational Plan as well as 
SD&T Placed Based developments and STP 
programmes. 
 

02/11/16 

4. Community Hospitals Consultation – response letter to be amended 
and submitted. 
 

DSI Completed by 23 Nov deadline. Copy in 
Public Board papers for information. 

02/11/16 

5. Care Home Quality – thanks be passed back to team for producing the 
information in the report and the report to be highlighted to Councillor 
Parrott. 
 

CN Completed 02/11/16 

6. Additional Unpaid Leave - consideration to be given to offering staff 
flexible initiatives such as annualised hours and 9 day fortnights. 
 

DWOD Completed - The Trust has a Flexible 
Working Policy which was revised in May 
2016.  The policy  sets out the process within 
which staff can request to work flexibly and 
takes account of the provisions of the 

02/11/16 
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Employment Act 1996 (as amended):    It 
covers the following provision: 
 

 Part Time hours 

 Job Sharing 

 Term Time working 

 Flexi-time 

 Compressed Hours 

 Annualised hours 

 Temporary reduced hours 
 

7. Governors’ Questions – extended MIU operating hours to be highlighted 
in the Herald Express and offer of Governors to gain patients' views in 
MIUs to be taken forward. 
 

Comms Completed 02/11/16 
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Report to:  Trust Board  

Date:  7 December 2016  

Report From:  Mairead McAlinden, Chief Executive  

Report Title:  Chief Executive’s Business Report  

 
1 ICO Key Issues and Developments Update 
 
In this report the ICO updates are structured under our four corporate objectives so 
that the Board can align developments, contributions and risks to the organisation’s  
key priorities. 
 
Safe Quality Care and Best Experience 
 
Sam Morrish: Parliamentary Select Committee 
The death of Sam Morrish from sepsis in 2010 was the focus of a parliamentary 
select committee inquiry last month. Sam Morris died at Torbay Hospital. Mr Morrish 
and Parliamentary Health Ombudsman who completed the two reports into the case, 
Dame Julie Mellor, were among those giving evidence. Mr Morrish said that 
implementing the learning following his son’s death was too slow. Dame Mellor said 
after the hearing: “Sadly the experience of the Morrish family is not unique. We see 
too many local NHS investigations into avoidable deaths that are not fit for purpose. 
We have recommended that people at the top of the NHS consider how they can 
create an environment in which leaders and staff in every NHS organisation feel 
confident and have the competence to find out why something went wrong and to 
learn from it."  
 
The Trust has implemented all agreed actions and has a robust process for 
monitoring  compliance with sepsis best practice which is overseen by the Chief 
Nurse.   
 
Reconfiguration of community services  
The 12 week public consultation closed on 23 November. Since launching the 
consultation, the CCG, supported by the Trust, has organised some 23 formal public 
meetings and attended more than 50 community group meetings.  The consultation 
has been promoted through traditional and social media, primary care, community  
organisations and groups, health and social care providers, both Healthwatch Torbay 
and Devon as well as via almost 2,000 posters, direct mail and regular briefings. 
Within the Board pack is an update paper from the Director of Strategy and 
Improvement – this includes a copy of the Board’s formal response to the 
consultation which was amended to reflect Director’s contributions following 
consideration at the October Board.  
 
On 1 December I accompanied Dr Sarah Wollaston MP and Kevin Foster MP with 
partners from local General Practice and community representatives on a “walk 
through” of potential sites for a health and Wellbeing Hub in Paignton.  
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New Linac Radiotherapy equipment for Devon and Torbay 
NHS England has announced that Torbay and South Devon NHS Foundation Trust 
and Royal Devon and Exeter NHS Foundation Trust have been designated as the 
first hospitals eligible to receive funding for new, state of the art, linear accelerators 
(LINACs) over the coming year, under the recently announced £130m NHS England 
investment to upgrade radiotherapy equipment. Recent advances in radiotherapy 
have helped target radiation doses at cancer cells more precisely. As a result, they 
enable better outcomes, with improved quality of life for patients and reduced NHS 
costs in the long term, through patients experiencing fewer side effects. The first 
LINAC for this Trust is already in operation and the second will be operational in 
Spring 2017. 
 
Improved Wellbeing through Partnership 
 
Voluntary Transport Services 
Availability of transport is a key issue for local people – this has come through as a 
consistent theme through the community consultation.  There are a range of ways 
that this needs to be addressed,  however an immediate issue is the availability of 
volunteer drivers.  The Trust has commissioned (contract value £4.5k) the Council 
for Voluntary Service (CVS) in South Devon to develop a recruitment campaign to 
attract more volunteer drivers to work with the local voluntary  and community 
groups.   
 
The recruitment campaign will include local media and video loops which can be run 
in the waiting areas of local GP practices.  These materials will be suitable for use 
across Torbay and South Devon and will be in a style which does not have a shelf 
life so that the campaign can be re-run either across the Trust footprint or in local 
areas where there are specific issues. 
 
I recently attended a ‘hackathon’ style workshop which was facilitated on behalf of 
the Trust by the South West Academic Health Science Network and Innovation Unit.  
The event focussed on the issues related to transport across South Devon and 
Torbay and was attend by 45 people drawn mainly from voluntary organisations who 
provide volunteer driver services and also including colleagues from our own PTS 
services and both Torbay and Devon County Council.  The objective of the event 
was to ensure that solutions to current issues are generated on the basis of the 
views and perspectives of people using transport services with the full involvement of 
colleagues from the voluntary sector who coordinate and support volunteer drivers. 
 
The AHSN are in the process of writing up the outcomes and will be working with us 
on implementation of the key priorities from the event.   
 
Care Quality Commission rates Mears as “Inadequate” 
On 9 November Healthwatch Torbay and the CQC published their  respective 
reports into the domiciliary care provided by Mears. The reports are very critical and 
as a result the CQC rated the care as ‘inadequate’ and placed Mears locally in 
special measures. The full CQC report is available here 

 
The Trust, Torbay Council, South Devon and Torbay CCG entered a strategic 
partnership with Mears in April 2015 to improve the provision of domiciliary care. 
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Initially it was successful in tackling backlogs in care but since May this year there 
has been a significant drop in performance. We are working with and supporting  
Mears on quickly delivering their improvement plan so that local people consistently 
get a good service. We had already recognised many of the issues that are included 
in the reports and some improvements have already been made. Carers are now 
attending 95% of visits within 30 minutes of the agreed time and when they are not 
able to, the client is informed immediately. All appointments that are time critical, 
such as vital medicines, are being done on time. Sustainable further improvement is 
still needed and Mears have voluntarily agreed to suspend taking on any new care 
packages to be delivered directly by their staff whilst they work on improvement 
actions for a period of up to four weeks. Mears are working closely with their sub-
contractors to ensure new care packages are picked up in the meantime. 
 
The Chief Operating Officer is providing Executive oversight for the delivery of the 
improvement plan and has deployed a team of Trust staff to support Mears.  
  
CQC to inspect Devon Partnership Trust (DPT) services 
The CQC is conducting a re-inspection of Devon Partnership NHS Trust’s services in 
the week commencing Monday 5 December and during this visit, the inspectors will 
be attending our services as follows;  
 
On Thursday 8th December 2016, the CQC inspection teams are planning to visit: 

 Haytor Ward, Torbay Hospital 
 Beech Unit, Torbay Hospital 
 Devon Memory Service, Torbay Hospital 
 Torbay Crisis Resolution Home Treatment Team, Torbay Hospital 
 

We are not currently anticipating inspectors visiting the main hospital building.  
 
 
Valuing our Workforce Paid and Unpaid 
 
Staff Heroes 
The first Staff Heroes awards, which has replaced the WOW awards, takes place on 
13 December. These internal awards enable patients and service users to nominate 
staff and their teams in recognition of excellence in care provision.  These Awards 
are to recognise the efforts of our staff, who are providing excellent services across 
the Trust. Nominations are open all the year round and the Heroes Awards are 
recognised with a certification and presentation at a celebration event hosted by the 
Chairman and attended by myself and the Executive Team.  
 
Excellence in Education and Development Recognised 
Staff from the ICO’s Education and Development department have been in the 
spotlight this month for their strong partnership with South Devon College and 
Plymouth University: 

 At the Association of Colleges National Conference, Maria Woodger (Head of 
Section in Health from South Devon College) and Jane Goodman (Lead for 
ICO Non-Medical Workforce Development) were asked to speak to a break 
out audience about the unique working partnership they have developed to 
support an increase of local people into work and then into the nursing and 
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AHP professions. The session evaluated extremely well with Jane and Maria 
referred to as “inspirational”. It was evident throughout the presentation that 
the tripartite working relationship with the Faculty of Health and Human 
Sciences (Plymouth University) South Devon College and the Trust, was 
making a huge quality assurance platform for now and for the future.  

 As a result the team has been approached by health and education providers 
in Basingstoke to support them in developing a similar tripartite approach. 

 A related meeting with Dr Sarah Wollaston MP focussed on progression 
routes via the College then into the FdSc in Healthcare for our Assistant 
Practitioners and then on to Nursing. 

 
Well Led 
 
Staff win NHS regional leadership awards  
We are delighted that three of our staff were announced as finalists in the regional  
NHS Leadership Awards, with two of those going on to be declared the overall 
winners of the category. Jane Wilkinson (Named Nurse for Safeguarding Children at 
TSDFT) and Steve Smith (Consultant Haematologist at TSDFT) fought off stiff 
competition to be announced joint winners of the ‘inspirational leader’ category. The 
award recognises an individual or team who inspire others to achieve great things. 
They place quality at the heart of everything they do; they are innovative and value 
their partners while actively mentoring the next generation of NHS leaders. In 
additional to Jane and Steve’s win, Emma Baker (Community Nurse Manager, 
Moorland Community Nursing Team at TSDFT) was also announced as a finalist in 
the ‘living the values’ award. This award recognises those who demonstrate an 
outstanding commitment to the NHS and health and social care values in their daily 
role. 
 
Children & Young People’s Services In Devon 
Virgin Care currently provides the Integrated Children’s Service across Devon 
(excluding Plymouth and Torbay but including the South Devon area). This contract 
is due to end in March 2018, therefore Torbay & South Devon CCG, NEW Devon 
CCG, Devon County Council and Plymouth City Council are working together to plan 
for the next contract.  For Torbay and South Devon NHS Foundation Trust the 
services covered include the Child and Adolescent Mental Health Services, 
Children’s Learning Disability Services, children with additional needs, Torbay ‘s 
Autistic Spectrum Disorder Assessment Service and the South Devon and Torbay 
Child Development Centre. 
 
As a first step, we attended an event held on 17 November for current providers and 
other interested parties who deliver children’s services across Devon. The aim was 
to understand the service commissioners’ current thinking about the scope of a new 
contract, what services it might cover and how they could be tendered for in the 
future.  
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2 Local Health Economy Update 
 
Wider Devon Sustainability and Transformation Plan (STP) 
The latest draft of the Wider Devon STP was published on 4 November – one of the 
first draft plans in the country to be published in its complete form by the NHS. Local 
stakeholders were briefed and received a letter from Angela Pedder, Chief Executive 
of the Wider Devon STP. A copy of the full submission is included in the Board pack 
with a cover paper from the Director of Strategy and Improvement setting out the 
background, strategic context and risks and issues. All Boards within the STP are 
being asked to endorse this high level strategic framework.  
 
STP - Acute Services Review 
The STP includes a Wider Devon review of acute services.  I am the lead Chief 
Executive for this programme, working alongside the clinical lead, Dr Phil Hughes, 
Chair of the STP Clinical Cabinet and Medical Director for Plymouth Hospitals NHS 
Trust.    

The scope, approach and initial priorities for this review are set out in a document, 
Services not Structures, which the Board is being asked to endorse in today’s 
meeting. It sets out a clinically led programme of work focused on achieving:  

 equality of access to services 
 improved outcomes and quality of care  
 better staff experience 
 better value. 

The first services to be reviewed are stroke, maternity, paediatrics & neonatology, 
and urgent and emergency services.   

We have confirmed the clinical leads for each of the three major phase one reviews: 
 

 Stroke: Dr George Thompson (Northern Devon) 
 Maternity and paediatrics: Dr Rob Dyer (Torbay and South Devon) 
 Urgent and emergency care: Dr Adrian Harris (RD&E) 

 
These leads are establishing their own review teams and we are putting in place a 
programme of reviews which enables expert staff from across wider Devon along 
with representative patient groups to co-design the service review.  
 
The Board is asked to endorse the principles and criteria for the Acute 
Services Review.  
 
Torbay Council budget proposals 
The Mayor’s draft proposals for service change, income generation and efficiencies 
in 2017/18 were published on 4 November by Torbay Council. The council has to 
make £21.5 million pounds worth of savings by 2020 – that’s on top of the £62 
million already made in the last six years. In total, the cumulative impact of 
reductions over nine years from 2011/12 to 2019/20 to achieve a balanced budget 
will be over £400m. In order to meet the financial challenges the council will, through 
its Transformation Programme, develop new ways of working and do things 
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differently. A six week consultation will conclude on 16 December. The consultation, 
which includes proposals to significantly reduce funding for public health services, 
are available here. This Trust is will be making a formal response to the proposals.  

A draft response prepared by the Medical Director is included on the agenda 
for Board approval.  

Estates and Technology Transformation Fund (ETTF) 
South Devon and Torbay CCG has been successful in bids for ETTF funding. The 
Pembroke hub, Dartmouth wellbeing centre, Teignmouth integrated care scheme, 
remote access to clinical IT and the CCG-wide telephony scheme will all go ahead. 
Further details of the proposals, including timescales and the percentage of funding 
that has been allocated are expected soon.  
 
Delegated Commissioning 
Following the recent LMC ballot where the membership voted in favour of SDT CCG 
applying to NHS England to take delegated commissioning responsibility for general 
practice from April 2017, the CCG’s Governing Body agreed this month to submit the 
application. The final decision to accept responsibility will be subject to the 
Governing Body’s approval in March 2017. Further guidance about delegated 
commissioning can be found on the NHSE website. 
 
People moves and appointments 

 Suzanne Tracey has been announced as chief executive of Royal Devon and 
Exeter Foundation Trust with immediate effect. Suzanne has been Chief 
Financial Officer, Deputy Chief Executive and Acting Chief Executive. On 
behalf of the Board we have conveyed our congratulations to Suzanne.  

 Dr Rosie Benneyworth, managing director of the South West Academic 
Health Network (SW AHSN), has announced that she will be standing down to 
return to healthcare delivery, with closer links to direct patient care. Director of 
Integrated Care at the SW AHSN, Louise Witts, has been confirmed as 
Interim Chief Executive Officer effective from 1 January 2017. She will remain 
in this role until a new CEO is appointed on a permanent basis later in 2017. 

 Rebecca Harriott, Chief Operating Officer, of NEW Devon CCG is taking up a 
12-month secondment to the South West Academic Health Science Network, 
starting on 1 December 2016. Janet Fitzgerald, who is currently CCG 
Corporate Affairs Director, will be taking on the role for at least the next 12 
months. 

 South Devon and Torbay CCG and NEW Devon CCG are recruiting two new 
joint directors – Director of Strategy and Director of Corporate Affairs. The 
interviews will be held on the 13 and 15 December respectively.  A member of 
the Executive team will form part of the focus groups. 
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3 Chief Executive Leadership Visibility 

 

Internal 
 Joint Consultative Negotiating Committee 
 Cromie Ward 

 Freedom to Speak Up Equality leads  
 Staff Side 
External 
 STP CEO Meeting 

 Strategic Director People, Business Strategy & Support, Devon County Council 
 Simon Stevens, Chief Executive, NHS England 
 STP Collaborative Board 
 System Delivery Board 
 Chair, Brixham League of Friends 
 Programme Delivery Executive Group 
 Executive Leadership Group 
 Patient Transport Hackathon 
 Director of Children’s Services, Torbay Council 
 NHS Providers Annual Conference 
 Anaesthetic Annual Conference 
 Acute Services Review  

Public Meetings 
 PPG Consultation Meeting 
 Ashburton Consultation Meeting 

 
Additional meetings on request 

 Dartmouth Town Council Meeting 
 Dr Sarah Wollaston MP 
 Brixham Redesign Group 
 Teignmouth GP Premises Meeting 

 

4 National Developments and Publications  
 
Details of the main national developments and publications since the November 
Board meeting have been circulated to the Board each week through the weekly 
developments update briefing.  

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 Committee including undertaking “Could it 
happen here?” reviews where appropriate.   

Specific developments of interest from the past month to highlight for the Board 
include:  
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Government  
 
Autumn Statement  
Despite significant lobbying of the Treasury by think tanks, provider representatives, 
MPs and others for additional investment in social care and general practice, there 
were no announcements specific to the Department of Health or its budget or the 
budgets of any of the arms length bodies in the Chancellor’s Autumn Statement. A 
copy of NHS Providers On the Day Briefing is attached (Appendix 1).  
 
Workforce changes 
At this month’s NHS Providers Annual Conference the health secretary Jeremony 
Hunt announced a number of workforce-related measures that are focused on 
flexible working, career progression, leadership and doctors in training.   

  
 Performance 

 Hospitals could lose £2m if sepsis rates continue- Professor Sir Bruce 
Keogh, national medical director of NHS England, has announced that 
hospitals could lose up to £2m of NHS funding if they do not hit targets to 
reduce cases of sepsis. 0.25% of each hospital trust's turnover would be 
withheld each year unless they made progress. A pilot of the scheme last year 
has already seen huge improvements in A&E departments, with the number 
undergoing quick checks for sepsis rising from 52% to 78% within the space 
of a year. Now it will be extended, with more targets to be introduced in April, 
including education for GPs and hospital doctors. 

 NHS trusts record £648m deficit in first half of year The Q2 financial 
performance figures from NHS Improvement which shows providers are on 
track to record a year-to-date deficit of £648m in the first half of the year. 
against the £580m planned deficit.  

 NHS England sets out steps to improve mental healthcare for pregnant 
women and new mums and help those attending A&E in crisis; NHS 
ENGLAND has set out plans to provide more support for pregnant women 
and new mums suffering mental illness as well as to improve care for the 
many people with mental health problems attending A&E in crisis.  NHS 
England will also reveal a new recommended standard that says anyone who 
walks through the front door of A&E or is on a hospital ward in a mental health 
crisis should be seen by a specialist mental health professional within an hour 
of being referred, and within four hours they should have been properly 
assessed in a skilled and compassionate way, with the correct next steps for 
their care planned in partnership with them.   

Think tank reports 
 
NHS Providers: The state of the NHS provider sector. The purpose of this new 
report is to provide a valuable view of how the provider sector is performing, 
identifying the challenges providers are facing and the successes they should be 
celebrating.  

NAO: Two-thirds of trusts in deficit 
The National Audit Office has suggested the financial problems of the NHS are now 
“endemic” and have worsened so significantly in the past year that the situation is no 
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longer sustainable. The auditors also say that two-thirds of health trusts in England 
are now in deficit, while their total debt has almost trebled since 2015 to £2.45bn.  
 
The King’s Fund report on STPs  
Think tank the King’s Fund has written a report – ‘Sustainability and Transformation 
plans in the NHS - How are they being developed in practice?’ In the report they say 
it is important to recognise the context in which the plans are being developed. The 
pressures facing local services are significant and growing, and the timescales 
available to develop the plans have been extremely tight. The original purpose of 
STPs was to support local areas to improve care quality and efficiency of services, 
develop new models of care, and prioritise prevention and public health. The 
emphasis from national NHS bodies has shifted over time to focus more heavily on 
how STPs can bring the NHS into financial balance (quickly). 

 
They also mention that the work that has been put into the STPs is immense and 
that there has not been time so far to have meaningful engagement with staff and 
the public. They also say that the next phase will have to focus on implementation 
and they make a number of recommendations in their report. The report can be 
downloaded here 
 
BMA: Junior doctors vote to end strikes 
Junior doctors have voted to abandon strikes and return to talks over Government-
imposed contracts, it has been claimed. A series of week-long walkouts were 
suspended in September following growing disquiet over the possible impact on 
patients.  

 
 

  
5 Media Update 

 
Media references to the Trust include: 
 

 The local service one of the best cancer services in the country, according to 
ratings published by NHS England 

 Torbay Hospital health care assistant tells others of the importance of the flu 
jab following her critical illness – covered nationally and being used by NHS 
England 

 Wide local coverage of the inadequate rating of the domiciliary provider Mears 
 Inquiry held into NHS investigations following avoidable death of Newton 

Abbot toddler – Sam Morrish 
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Total managed expenditure  for 2016/17 
-2021 (£bn) 

 
797.0 

39.8%  

814.5 

39.1%  

823.7 

38.0%  

855.6 

38.0%  
886.4  

 

16/17 17/18 18/19 19/20 20/21 21/22 

778.8  797.0  814.5  823.7  855.6  886.4 
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Wider Devon Sustainability and Transformation Plan (STP) 

Lead Director: 
 

Ann Wagner  
Director of Strategy and Improvement  

Corporate Objective: 
 

All 

Corporate Risk/ 
Theme 

All 

Purpose: 
 

Information and Endorsement  

Summary of Key Issues for Trust Board 
Strategic Context: 
All Provider and Commissioner Boards/Governing Bodies  and Local Authority Health Overview 
and Scrutiny Boards within the Wider Devon STP footprint have been asked to consider and 
endorse the attached high level framework which was submitted to NHS England at the end of 
October and published on 4 November.  
 
The STP is a strategic framework that has been developed by NHS organisations in Devon 
working in partnership with Devon County Council, Plymouth City Council and Torbay 
Council. The STP is the local plan to achieve the NHS ‘Five Year Forward View’ published in 
October 2014 and to address the challenges faced locally.   
 
The STP is designed to provide the overarching strategic framework within which detailed 
proposals for how services across Devon will develop between now and 2020/21. The purpose is 
that people residing in wider Devon will experience safe, sustainable and integrated local support. 
A key theme throughout the STP is an increased focus on preventing ill health and promoting 
people’s independence through the provision of more joined up services in or closer to 
people’s homes. At the same time the STP is focused on closing the financial gap that exists, 
recognising that doing nothing is not an option and transformational change is essential to 
address the significant challenges faced by the local system. Analysis demonstrates unless we 
take action now, wider Devon faces a financial gap of £557 million by 2021.  
 
The STP is built around an aspiration to achieve, by 2021, a fully aligned sense of place, linking 
the benefits of health, education, housing and employment to economic and social wellbeing for 
communities through joint working of statutory partners and the voluntary and charitable sectors. 
In this context the partner organisations involved in the STP are united in a single ambition and 
shared purpose to create a clinically, socially and financially sustainable health and care 
system that will improve the health, wellbeing and care of the populations served.  
 
The key focus of the STP will be on activities that will make the biggest difference to population 
health and financial recovery. Seven priorities have been identified – prevention and early 
intervention; care model integration; primary care; mental health and learning disabilities; acute 
hospital and specialised services; productivity and children and young people. These are 
supported and underpinned by an 8th work enabler work stream that includes workforce, estates, 
digital, communications and engagement and organisational development. 
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Key Issues/Risks  
For the Trust the key issues/risks include:  

 being part of a wider planning footprint may slow down the pace of locally agreed change 
plans 

 although not yet finalised, a single financial control total for Devon may penalise impact on 
SD&T funding for the local population  

These risks have to be balanced against the opportunities and benefits offered by being part of 
the STP especially in relation to creating sustainable and viable services, more resilient workforce 
and more efficient and productive support services.  
 
It is important to note that the STP is designed to build on and expedite progress with current 
plans as well as introducing new areas of focus 
 
Recommendations: 
The Trust Board is asked to  
• endorse the Wider Devon STP framework  
• support Directors, clinical leads and operational teams to engage effectively  
• request further regular feedback on progress   
Summary of ED Challenge/Discussion: 
 
The Trust Chief Executive and Executive Directors have contributed to the STP framework and 
are supporting the next steps in terms of developing detailed work stream plans. The priority 
areas include areas that the ICO has already been progressing – eg community services 
transformation and sustaining vulnerable services – which were already key programmes within 
the original ICO business plan which predates the STP.   
 
Key issues considered include capacity of Directors and teams to participate in all of the work 
programmes and governance structures which are overlaid on our growing place–based planning 
requirements as well as organisational level delivery focus. The STP leadership team are 
reviewing governance and programme management arrangements so that they are appropriate 
given the scale of challenge and competing demands on organisation leadership teams. 
 
Internal/External Engagement including Public, Patient and Governor Involvement: 
In providing a framework for a programme of transformation it is essential that there is ongoing 
dialogue with patients, volunteers, carers, clinicians and other staff, public, local voluntary and 
community sector, local authorities and political representatives and an engagement plan is being 
developed for the whole STP, with targeted involvement and consultation on specific aspects of 
the STP where applicable.   
 
Within the Trust staff and governors have been briefed and ongoing communications are planned 
throughout the period of the STP.  Across the STP area, a communications and engagement plan 
will support the STP and the work streams to ensure communities, staff and other key 
stakeholders are involved. 
 
Asking all Boards to endorse this strategic framework is a key step in the engagement.  
 
Within the South Devon and Torbay Health and Care system, Torbay Council’s Overview and 
Scrutiny Board considered the STP submission and agreed to endorse it at a meeting held on 30 
November.   The STP is also a standing item as part of the STP update on the Joint Executive 
and System Change Board agendas.   
Equality and Diversity Implications: 
 
For each work stream, where there is a significant change proposed, the STP team will engage 
widely with service users, clinicians, staff, unions, representative groups and the public. Where 
formal consultation is required, this will be planned and undertaken to meet all the statutory 
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requirements relating to NHS service changes. 

The NHS in Devon understands its need to meet all relevant statutory obligations when 
undertaking a change programme and nothing in this report should be taken to commit 
the NHS to a particular decision without proper consideration of those obligations. 

 

 

PUBLIC 
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 0 Sustainability & Transformation Plan (STP) 
Wider Devon  
 
4th November 2016 

 
Name of footprint and number: Wider Devon (37) 

Region: South 
Nominated lead of the footprint: Angela Pedder,  

Lead Chief Executive 
 

Contact details 
angela.pedder@nhs.net 

l.nicholas@nhs.net 

Organisations within Devon’s STP footprint 
 
Northern, Eastern and Western Devon Clinical Commissioning Group (CCG), South Devon and Torbay CCG, Plymouth Hospitals NHS 
Trust, Royal Devon and Exeter NHS Trust, Northern Devon Healthcare NHS Trust, Torbay and South Devon NHS Trust, South West 
Ambulance Service Trust, Devon Partnership NHS Trust, NHS England, Circa 160 GP practices, Virgin Care, Devon County Council, 
Plymouth City Council, Torbay Council, Livewell Southwest CIC, Devon Doctors, Healthwatch (Devon, Plymouth and Torbay) and Care UK. 
 
The NHS in Devon understands its need to meet all relevant statutory obligations when undertaking a change programme and nothing in 
this report should be taken to commit the NHS to a particular decision without proper consideration of those obligations. Page 4 of 53STP.pdf
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 1 Content 

Introduction and context  

Triple Aim 

Governance 

Priorities 

Enablers 

 
• Plan on a page 
• Introduction & context 
• Case for change 
• Vision 

 
 
 

• Triple aim (summary) 
• Our priorities (summary) 
• Critical decisions 

 
 

• Programme approach 
• Governance arrangements 

• Prevention  & early intervention 
• Integrated care model 
• Primary care 
• Mental health & learning disabilities 

• Workforce 
• Communications & engagement 
• Estate 
• Information management and technology (IM&T) 

Introduction 

• Population health & wellbeing gap 
• Experience of care gap 
• Cost effectiveness gap 

• Acute hospital & specialist 
services 

• Productivity 
• Children & young people 
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 2 

Phase 3 Promote prevention and early intervention:  Fully Implement the integrated care model 
• Build equitable mental health and emotional well being capacity 
• Mobilise new model of fully integrated health and social care, primary car and local community 

support in all localities and reduce bed stock 
• Realign use of resources to achieve population and service equity 
• Workforce redesign and capacity building to support care model delivery and to promote economic 

growth and resilience 
• Commence specialist and acute reconfigurations implementation  

Partners across the wider Devon health and care community are united in a single ambition and shared purpose to create a clinically, 
socially and financially sustainable health and care system that will improve the health, wellbeing and care of the populations we serve. 

2016/17 

2020/21 

2017/18 

2018/19 

2019/20 

Phase 1 of clinical and financial recovery plan to reduce overspending 2016/17. Engage, design and 
consult on a new model of integrated care to ensure an equal spread of services across Devon and 
reduce reliance on bed-based care. Deliver early win initiatives to progress 1st phase financial recovery. 

Phase 2 to start planning and implementing the longer term clinically and financially sustainable 
models of care 
Engage, design and consult on reconfigured new models of care for mental health, acute and specialist 
services to secure clinically sustainable services, reduce duplication and variation and improve user 
experience. 

Over five years we will 

achieve clinical and financial 

performance and outcomes 

improvement by….. 

Capture the benefits of Reduced variations in care and provision, reduced health inequalities, 
enabling people to access services that achieve better outcomes. Also enable the care providers to 
better manage demand for their services – right care, right place 

Clinical and financial sustainability secured  
Improvements in health/patient experience outcomes demonstrated 

Key priorities 
Prevention  

& early 
intervention 

Integrated 
models of care 

Primary care Mental health 
Children & 

young people 

Acute hospital 
& specialist 

services 
Productivity 

Our commitment 

Plan on a page   Introduction 
Triple aim 
challenge : 

• Improve population health & wellbeing 
• Experience of  care 
• Cost effectiveness per head of population 
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3 
Welcome to the Wider Devon Sustainability & Transformation Plan 
(STP)                                                                                         October 2016 

Introduction 

Aspiration 

The STP sets out our commitment to transforming care 
to deliver the best possible health outcomes for our local 
population; shifting our model of care so that more 
people are cared for in out of hospital settings - through 
prevention, more proactive care, and new models of care 
delivery – and reducing reliance on secondary care. We 
will take a place-based approach which links health, 
education, housing and employment to economic and 
social wellbeing for our communities through joint 
working of statutory partners and the voluntary and 
charitable sectors. 
 
 

This Plan describes how people residing in wider Devon 
will experience safe, sustainable, integrated, local 
support by 2021. It shows how we will deliver a major 
programme of transformational change and 
improvement across wider Devon starting from 2016/17. 
This change will be enabled by engaging our 
communities, investment in technology, changes in 
workforce and ensuring that where estate is required, it 
is fit for purpose. 
 
 

The challenges we face are significant. Whilst we may all 
agree on the goal of achieving clinically and financially 
sustainable care services, there will be many views on 
how we get there.                                    
                                                                                                                                                
 
 
 
 

We will be encouraging the community to work with us 
to jointly understand the challenge and develop 
solutions together.  
 
 
The STP is a strategic plan that covers the whole of wider 
Devon, including its three local authorities and two 
clinical commissioning group areas. This plan necessarily 
focusses on a limited number of key transformational 
priorities which will deliver improvements to care 
services over the next 2-4 years in response to the 
significant financial and clinical sustainability challenges 
identified in the case for change.  
 

We have identified seven high priority areas: Prevention; 
integrated care model; primary care; mental health; 
acute hospital and specialist services, children & young 
people and productivity. This STP does not replace the 
many other service plans already in development or 
delivery within the health and care system, but overtime 
will ensure all Plans align. 
 
These ambitious plans will respond to the growing 
physical and mental health needs of people in their 
communities to ensure a future integrated network of 
support that is safe, sustainable and affordable and that 
enables people to live their lives well and independently.  
 
 

Challenges 

Scope 

Framework 

Growing needs 
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4 Context 

Wider Devon has a resident population of around 1,160,000 within 
the 3 local authority areas of Devon County Council, Plymouth City 
Council and Torbay Council. Just over half of the populating live in 
urban communities, and the remainder in rural communities.   
 
The NEW Devon CCG area has been part of a Success Regime since 
2015 and, with South Devon & Torbay, both CCGs have come 
together to form a single strategic planning footprint with the local 
authorities in order to address together a common set of 
significant financial and service challenges around health and care. 
 
 
This Plan is a work in progress that has been prioritised to provide 
a framework for focus on activities that will make the biggest 
initial difference to our population’s health outcomes and financial 
recovery. There is a strong set of system governance arrangements 
in place that are enabling the 10 statutory organisations in Devon 
to work collaboratively to ensure the changes we make will benefit 
our patients and the health and social care system as a whole, not 
just individual organisations. At the heart of our Plan is a new 
model of integrated care that will reduce reliance on bed-based 
care and enable people to live healthy independent lives for 
longer, closer to where they live. 
 
 

Context Wider Devon STP footprint 

Approach 

Whilst we will have one Plan for wider Devon, our approach will 
also ensure that local plans setting out how we deliver the 
common goals can be adapted to reflect local needs and existing 
services. We will be involving communities and our staff in doing 
this. 

Context and Approach 

We will undertake a process of wide stakeholder engagement 
on the content of the STP and involve citizens and patients in 
its ongoing development. For this to be meaningful, it will be 
done both at the level of this overarching plan, and 
separately for the key areas of strategic change that we are 
proposing. Page 8 of 53STP.pdf
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 5 

Services in Devon must change in order to become clinically and financially sustainable, and the key reasons for this 
are highlighted in the case for change published in February 2016: 

• People are living longer and will require more support from the health and care system. In excess of 280,000 local 
people (23% of the population), including 13,000 children, are living with one or more long term conditions 

• We need to respond better to the high levels of need and complexity in some parts of the population 

• Some services such as stroke, paediatrics and maternity are not clinically or financially sustainable in the long 
term without changes to the way they are delivered across Wider Devon 

• There is a difference of 15 years in life expectancy across wider Devon and differences in health outcomes – or 
‘health inequalities’ – between some areas, particularly Plymouth 

• Spending per person on health and social care differs markedly between the locality areas and is 10% less in the 
most deprived areas 

• Mental health services are not as accessible and as available as they need to be which drives people to access 
other forms of care which doesn’t always meet their needs. People with a mental health condition have poorer 
health outcomes than other groups 

• There is an over reliance on bed-based care - every day over 600 people in Wider Devon are medically fit to leave 
hospital inpatient care but can not for a variety of reasons 

• The care home sector is struggling to meet increasing demand and complexity of need 

• Almost a quarter of local GPs plan to leave the NHS in 5 years and there are significant pressures on primary care 
services. Some other care services are particularly fragile due to high levels of consultant, nursing, social work or 
therapy vacancies 

• Local health and social care services are under severe financial pressure, and health & social care services are 
likely to be £557million in deficit in 2020/21 if nothing changes 

Case for Change Context 
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We will operate as an aligned health and care system, to be a major force and trustworthy partners for the continual 
improvement of health and care for people living in Devon, Plymouth and Torbay. We will address the NHS Five Year 
Forward View three key aims to improve population health & wellbeing, experience of care and cost effectiveness 
per head of population. 

Mission  
We will focus everything we do 
on improving: 

Strategic Objectives 
We will deliver:  
 

Values 
We will act, behave and be held 
to account for: 
 

• Our population’s 
health & wellbeing 

• The experience of Care 
• The cost effectiveness 

per head of population 
 

These mission statements 
underpin the NHS’ Five 
Year Forward View and 
are referred to as the 
‘triple aims’. 

• Putting the patient/person first 
• Operating without boundaries 
• Working with speed and agility 
• Strong teamwork 
• Embracing innovation 
• Relentless focus on population 

benefit and user experience  

• Excellence in service delivery 
• Improved health and well being 

for populations and 
communities 

• Integrated care for people 
• Improved care for people 
• Empowered users who are 

experts in managing their care 
needs 

Deliver better and more equal outcomes for more people and do it sustainably in a more joined up way harnessing 
the value of partners coming together to tackle problems as a collective. We will do this as efficiently as we can, 
within the financial resources available to us. 

Aim and Statement of Purpose 

The Challenge for Wider Devon 

Our shared vision Context 
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• I will take responsibility to stay well and independent as long as possible in my community 

•  I can plan my own care with people who work together to understand me and my family 

•  The team supporting me allow me control and bring services together for outcomes important to me 

•  I can get help at an early stage to avoid a crisis at a later time 

•  I tell my story once and I always know who is coordinating my care 

•  I have the information and help I need to use it, to make decisions about my care and support 

•  I know what resources are available for my care and support, and I can determine how they are used 

•  I receive high quality services that meet my needs, fit around my circumstances and keep me safe 

•  I experience joined up and seamless care – across organisational and team boundaries 

•  I can expect my services to be based on the best available evidence to achieve the best outcomes for me 

From where we are To where we want to be 

From patients… 

From care settings… 

From organisations… 

From what’s the matter with you… 

From illness management… 

…to people 

…to places and communities 

…to networks of care and support 

…to what matters to you 

…to wellness support 

Public engagement in developing our shared vision 

 Our plans are designed to deliver on a series of “I” statements developed by local people: 

Context 
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• Improve overall health by  increasing focus on preventing or avoiding ill-health and proactively 
responding when required 

• Improve outcomes for people with mental health problems 

• Improve outcomes for people with two or more long term conditions 

• Address challenges of deprivation and funding inequality across wider Devon  

Improve population 
health & wellbeing 

Experience of care 

Cost effectiveness per 
head of population 

• Reduce reliance on bed-based care and the associated harm to patients of long lengths of stay in 
hospital through investment in community, primary care and  other supporting care services  

• introduce an innovative, fully integrated model of care that enables people to stay well and 
independent within their communities 

• Deliver consistently safe and high quality acute care by introducing clinically sustainable service 
configurations 

• Develop a well-trained, motivated and caring workforce that is empowered to deliver joined-up care 
and support to the communities they serve, including support to voluntary carers. 

• Develop a culture of safety and continuous service improvement 

• Reduce over-reliance on use of hospital beds to release around £90m 

• Invest in community, primary and social care services to support implementation of the integrated 
care model and improvements in care 

• Improve effectiveness of spend and productivity in all service areas to release around £300m 
(consisting of 2% annual provider efficiency and other additional efficiency gains) 

• Ensure progress towards equitable funding for the most deprived communities 

• Effective care market management and efficiency of spend 

 

 

Our aspirations against the Five Year Forward View three key aims Triple Aim 
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Triple Aim 

• Action to tackle the top five 
causes of death in under 75s 

• Make sure all plans and 
priorities have a focus on 
preventing ill health 

• Tackle place-based socio 
economic health determinants 

• Build community 
resourcefulness 

• Develop workforce skills in 
prevention 

• Ensure clinical sustainability of 
services across wider Devon 

• Review high priority services: 
• Stroke services review 
• Urgent and Emergency 

Care review 
• Maternity /Paediatrics/ 

Neonatal service review 
• Review small & vulnerable 

specialties 
 
 
 
 

• Improve the cost-effectiveness 
of the care delivered per head 
of population 

• Implement Carter’s 
recommendations in ‘Reducing 
Variations’ report 

• Rationalise the ‘back-office’ 
services 

• Procurement efficiencies in 
clinical supplies and drugs 

• Review spending on continuing 
health care (CHC) 

 
 
 

• Promoting health through 
integration 

• Empower communities to take 
active roles in their health and 
wellbeing 

• Locality-based care model 
design and implementation 

• Shift resources to community 
from hospital 

• Health & Social care 
integration 

• Ensure our services meet local 
needs 

• Maximise the effectiveness of 
mental health spending to 
achieve better outcomes 

• Improve mental illness 
prevention in primary care 

• Improve provision for people 
with severe, long term mental 
illness  and those who also 
have physical health problems 

 
 
 
 

 

• Developing integrated 
GP/primary care 

• Delivering the GP forward 
view 

• Supporting general practice 
development to be fit for the 
future 

• Work towards delegated 
commissioning 
 
 
 

Integrated care model 
Mental health & learning 

disabilities 

Acute hospital & specialist 
services 

Productivity 

Prevention & early 
intervention 

 primary care 

Devon’s objectives for the Five Year Forward View (5YFV) focus on achieving financial and clinical sustainability and addressing key health 
and financial inequalities by 2021.  The initial proposals below will be further developed and extended over time to make sure they achieve 
our key objectives 

• Ensure seamless support and 
access 

• Ensure high quality, effective 
and rapid response of services 

• Enhance effective 
collaboration between adult 
and childrens’ services  
 

Children & young people 

• Workforce Stability, Workforce 
Redesign, Workforce 
Development  

• Estates Strategy 
• Information: Digital Road Map 
• Communications & 

engagement  
• Organisational Development: 

Towards accountable care 
systems  

• IM&T – improving clinical 
decision making 
 
 

Enablers 

1 2 3 4 

5 6 7 

STP priorities and headline solutions Triple Aim 
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• Ensure that plans reflect the 

needs of local communities 
 
• Engage fully with our 

stakeholders on future 
direction of travel and 
proposed changes to services 
particularly where this 
impacts on the number of 
beds available, community 
hospital closures, and 
changes to specific acute 
services. 
 

• Formulate our change 
proposals and agree the 
future configuration of 
commissioning and provision 
functions to best support 
delivery. 

 
• Ensure that implementation 

plans rapidly take shape to 
ensure we are ready for 
delivery in 2017/18 
 

 

During the next phase of 
planning we will:  

 
 
 

Financial recovery and meeting of future predicted increases in demand is 
predicated on implementing an integrated care model that is significantly less 
reliant on bed-based care. The changes we are proposing will result in a 
significant reduction in the number of acute and community beds needed 
across wider Devon by 2021 where up to 600 people are being cared for 
inappropriately at present. As we change the model of care these beds will no 
longer be required and this then releases resource to invest in improved care 
and achieve clinical and financial sustainability. 
 
To facilitate implementation of the care model and release funding to invest in 
more ambulatory care provision in community and home based settings the 
CCGs are currently publicly consulting: 
• NEW Devon CCG is engaging on proposals for the overall strategic 

direction of travel and provision changes and on the components of new 
models of care. Public consultation on specific proposals to close a number 
of community hospital beds in the eastern locality commenced on 7 
October 2016. 

• In South Devon & Torbay implementation of the care model as set out in 
the Integrated Care organisation (ICO) business case is pushing ahead with 
consultation on community services transformation including proposals for 
closure of four community hospitals. This started in September 2016. 

 
Proposals are in development for some changes to the acute care model 
across Devon’s STP footprint to improve care and outcomes. There are a 
number of specialties that need to change to address future clinical 
sustainability issues, including: stroke, emergency services including A&E, 
paediatrics, maternity, neonatology and some smaller specialties. These may 
also require public consultation and preparations for undertaking the review 
will begin in October 2016. 
 
We anticipate that we can make further progress over the five year period 
with developing the new care model and this may lead to further changes to 
how and where care is delivered. We are committed to fully engaging (and 
consulting as required) staff and communities on these proposals. 

Critical decisions that deliver the plan Triple Aim 
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11 Triple Aim 

The Public Health and Joint strategic needs assessment (JSNA)* key considerations underpinning the plan 

An ageing and 
growing population 

Giving every child 
the best start in life 

and ensuring 
children are ready 

for school 

Balancing access to 
services in both 
urban and rural 

localities 

Complex patterns of 
deprivation linked to 

earlier onset of 
health problems in 

more deprived areas 
(10-15 life year life 

expectancy gap) 

Housing issues (low 
incomes / high 

costs/ poor quality 
in private rental 

sector) 

Shifting to a 
prevention and 

early intervention 
focus 

Poor mental health 
and wellbeing, 

contributed to by 
social isolation and 

loneliness 

Ensuring services 
are resourced to 

meet the needs of 
people particularly 

those with long-
term conditions, 
multi-morbidity, 

mental health and 
frailty  

Poor health 
outcomes caused by 

modifiable 
behaviours 

Unpaid care and the 
impact of caring on 
carers’ health and 

wellbeing 

* The Joint strategic needs assessment (JSNA) is an annual analysis of population health needs and demography undertaken by each local authority. 

It informs our understanding of the health of the population, disease and condition prevalence and causes of death. This helps us to plan health and 
care services for the future. 

Health and wellbeing challenges we must address 

There is a real opportunity to make significant improvements in the physical and mental health, wellbeing and care for the 
population and communities. This Plan is a work in progress and provides a planning framework that will evolve as we 
collate the evidence base and develop proposals for future improvements to the way we deliver care. We plan to share 
our learning to benefit communities beyond wider Devon.  
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Health and wellbeing opportunities are based on our understanding 
of targeted population segments across the wider Devon  

This segmentation is based on forecast spend and population in a do nothing scenario. Opportunities have been identified based on the care segments to address the health and 
wellbeing gaps and public health and JSNA priorities 

Triple Aim 

Health and Care Segmentation Devon 20/21 

JR – integrated NEW & South 

Sources: ONS subnational projections CCG level, Data returns from NEW Devon CCG, SDT CCG, RD&E, PHT, T&SD, NDH, Devon CC, Ply mouth council, Torbay council, QOF 13/14, 
Carnall Farrar analysis 

Population, 
Thousands 

Total spend, 
£m 

Spend per 
head 
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The case for change summary shows that care in Devon is generally high quality but is inconsistent and with variable outcomes. The 
principles and design features in this Plan will drive improvement in an integrated manner, delivering benefits of standardisation to 
reduce variation whilst ensuring our models are tailored to the clinical needs of individuals and communities. This will drive improved 
achievement of national performance standards, patient and staff experience, safety, service line resilience and clinical effectiveness and 
outcomes. 

Creating a whole system culture of continuous quality improvement and evaluation across the footprint, sharing best practice, 
learning and spreading the use of recognised improvement methodologies 

Ensuring parity of esteem and equality of access for people with learning disability, poor mental health and looked after children 

Meeting national standards for primary, acute and specialist care with particular focus on child and adult mental health 

Achieving a minimum of good in Care Quality Commission (CQC) assessments in all services and making sure that services assessed 
by the CQC as inadequate or requires improvement are supported to improve rapidly and sustainably. 

Reduce harm associated with delayed discharge from bed based care 

To support a culture of high quality safe care and continuous improvement by: 

• Safeguarding adults, young people and children through joined up safeguarding teams and processes 

• Systematically learning from mistakes and sharing best practice 

• Raising awareness and early identification of sepsis at all clinical interfaces 

• Creating a positive culture of antibiotic guardianship in primary and secondary care, helping to reduce antimicrobial 
resistance and improve 

• Supporting the whole system to reduce avoidable deaths, morbidity and harm  

• Ensuring that people who are cared for in hospitals and residential settings are safeguarded, have personalised 
care plans and live in places where standards are high, and regularly monitored. 

The care and quality challenges we must address Triple Aim 
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NB:Virgincare Childrens Services CQC assessment not available 

Care and quality gaps in the wider Devon heath and social care system will be addressed over 
the period of this plan. Current performance is variable across the system ranging from 
inadequate to outstanding. Our aim is to reduce variation. 

Inadequate 

Requires 
improvement 

Good 

Outstanding 

Not assessed 

CQC full inspection 
assessment 

Safe 

Effective 

Caring 

Responsive 

Well led 

Overall 

SHMI data 

STP footprint 

Devon 
Partnership 
NHS Trust 

Northern 
Devon 

Healthcare 
NHS Trust 

Plymouth 
Hospitals NHS 

Trust 

Royal Devon  
& Exeter  
NHS FT 

Torbay &  
South Devon 

NHS FT 

Key areas for care and quality improvement: comparison of CQC 
assessments of NHS providers 

Latest CQC inspection report 18.01.2016 11.09.2014 21.07.2015 09.02.2016 07.06.2016 

SHMI Data 03/15-04/16 03/15-04/16 03/15-04/16 03/15-04/16 03/15-04/16 

Triple Aim 

Livewell 
Southwest 

CIC 

19.10.2016 

- 

South West 
Ambulance 

FT 

06.10.2016 

- 
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Key areas for care and quality improvement: comparative 
performance of assessments and improvement opportunities 

Staff and patient experience across NHS 
providers 

RD&E NDHT TSDHT PHT DPT England 

Friends and Family Test (inpatient)   99.65% 99.95% 96.55% 99.18% - 95% 

Friends and Family Test (A&E) 95.65% 81.13% 97.1% 99.42% - 87% 

Friends and Family Test (Mental Health) - - - - 98.29% 88% 

Harm free care  94% 95% 90% 96% 100% 94% 

Staff survey score out of 4 
Overall engagement increased in all areas 

3.85  3.93 3.87 3.68 3.75 
3.79 (acute) 
3.75 (MH) 

OFSTED children’s services 
 

CCG assurance framework 

NEW Devon  
CCG 

Devon 
County 
Council 

Plymouth 
City Council 

Torbay 
Council 

 

CCG & Local Authority 
Assessments 

South 
Devon & 

Torbay CCG 

Source: NEW Patient Safety and Quality Scorecard in Development – Data from August 2016, England Data from August 2016 
Ofsted Children’s Services – Devon: Publication 03/15. Plymouth: Publication 01/2015; Torbay: Publication 01/2016  
CCG Assurance Framework: 2015/2016 Data  
Staff Survey: Data from 2015 
Harm Free Care: August 2016 (RD&E), September 2016 (NDHT, TSDHT,DPT, England) 

Triple Aim 

Inadequate 

Requires 
improvement 

Not assessed 
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We will be responding to our analysis of what people need by re-allocating resources to better meet the greatest needs of the 
population e.g. through shifting our resources out of hospital, reducing the amount spent on unnecessary bed-based care, 
improving efficiency and reinvesting in more innovative, integrated care models including investing in community assets that 
do more to prevent ill health, keep people out of hospital, treat them effectively when needed and enable them to recover 
rapidly and to stay in their own homes for as long as possible. 

 

Drivers of the financial deficit 

Whilst improving health, we also have to close a significant potential funding gap in health and social care funding over the 
next five years. If we do nothing this means the Devon STP footprint will have be £557m in debt by 2020/21 across the health 
and social care system. This includes the local authority adult and children’s social care gap across the whole footprint  

Independent sector 
care including CHC 

Elective care and 
intervention rates 

Community services Length of Stay Productivity 

Devon spends 
significantly more 
on Continuing 
Healthcare (CHC) 
than other areas of 
similar 
size/population. 
Unit cost of 
independent care 
sector 
 

We treat more 
people than other 
areas with similar 
populations 

High levels of NHS & 
social care 
community services 
spending compared 
to peers 

Excess length of stay in 
acute hospitals and 
non-elective 
admissions where 
patients would benefit 
if we had access to 
ambulatory or 
alternative community 
based models of care 

Trust level 
productivity analysis 
confirms 
opportunities across 
staffing, 
procurement and 
agency spend. 
 

Deficit Drivers 

Triple Aim 
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NOTE: When the RAB effect is included, the total challenge amounts to £705m. 

£3,500

£3,750

£4,000

£4,250

£4,500

£4,750

£5,000

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21

Combined Resource Combined Challenge

By 2021, without 
transformational change 
there will be a system deficit 
of £557m 
 

The financial challenges we have to address 

A system-wide challenge of £557m is forecast by the year 2020/21  
in £m 
 

Triple Aim 
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A vital element of our return to clinical and financial sustainability is that our available 
resources are distributed optimally to meet population need by the end of our programme. 
 
Our approach to the transformation of care, which is underpinned  by population need, will 
both determine and drive resource distribution going forward. 
 
Analysis of CCG spend indicates sizable inequities in resource distribution across the wider 
Devon system. It highlights lower levels of spend in our more deprived areas, particularly in 
parts of Plymouth, and on mental health care. 
  
A further more comprehensive analysis will be undertaken which will include sources of 
funding – primary care, specialised commissioning and provider deficit support - not 
included in the initial analysis to confirm the scale of the inequities to be addressed. 
  
The output will be incorporated into the financial strategy to ensure our pathway to 
financial sustainability includes achievement of equitable population and care group 
resourcing. 
 

Addressing funding inequalities  Triple Aim 
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Delivery of the2016/17 savings opportunities and 
“business as usual” efficiencies in providers and 
commissioners is achieving savings in the region of 
£85m in 2016/17. These schemes form the building 
blocks for future years.  

1 

An assessment of investment in new and enhanced 
services and the expected impact on activity has been 
carried out. This will deliver the excellent care 
initiatives by reducing activity and shifting the setting 
of care closer to home. 

2 

Additional productivity opportunities including 
rationalisation of estate and back-office will contribute 
to provider productivity. 

3 

Examining the options that will ensure the clinical 
sustainability of acute services will help avoid 
forecasted cost pressures. Work on health promotion  
will help avoid the growth in demand for care services. 

4 

Delivering benefits of integrated local care, to ensure 
that reliance on expensive bed based care is 
minimised, and people retain their independence. 

5 

A detailed analysis of the distribution of resources, and 
a plan to address the current geographical and service 
inequities, particularly for mental health 

6 

Closing this financial gap will rely on six things to reduce demand and 
cost of delivering care, improve productivity and address inequalities 

Triple Aim 
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Priorities 

Programme Plan 

Project Mandate 

Delivery 

Performance 
Management 

Case for Change 

Strategic financial 
framework 

Projects lifecycle 
Resources 
Governance  

Our STP programme management approach will ensure that there is 
clear line of sight from case for change through to delivery 

Structure & 
governance 
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Through the Success Regime, NEW Devon’s partners have developed a strong ethos of system-wide working with 
commissioners, providers and local authorities coming together to agree a single system plan and financial control 
total for our 2016/17 plan. With the STP footprint including South Devon and Torbay, our system-wide co-design 
work to develop and implement our transformational change proposals from 2017/18 onwards will include partners 
across wider Devon. 

South Devon & Torbay have a strong track record of working collaboratively across the commissioner, providers and 
local authority boundaries. Torbay & South Devon Healthcare Foundation Trust is the first fully integrated care 
organisation in England and their local governance arrangements around this are well established. 

There is already significant health and local authority integration in both commissioning and provision across 
Devon. Adult social care is fully integrated with health provision in Torbay; Health and social care commissioning is 
fully integrated in Plymouth, along with a single integrated health & social care provider. In Devon County there are 
numerous examples of integrated provision and ambitious plans are in development to achieve extended scope and 
coverage of this as part of this Plan. There is increasing collaboration across the wider local authority agenda 
including housing, economic development and public health. NHS organisations are supporting and contributing to 
local authority proposals for a new combined authority – “The heart of the south west”. 

These foundations provide a sound platform upon which to bring together both CCGs and three local authority 
areas to create strong and cohesive leadership of the STP agenda. 

The new STP-wide governance infrastructure (shown in appendix 1) will allow us to work together to extend our 
collaborative working and decision making across the whole STP footprint, under the leadership of a lead chief 
executive (Angela Pedder) and an Independent chair (Dame Ruth Carnall) 

Governance arrangements and system collaboration achievements 
Structure & 
governance 
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Our priorities 

 

1. Prevention & early intervention 

2. Integrated care model 

3. Primary care 

4. Mental health 

5. Acute Hospital and specialised services 

6. Productivity 

7. Children, young people and families 

Developing plans to deliver our priorities 
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 23 Priority 1: Prevention & early intervention 

Top five causes of death in under 75s 

1. Coronary heart disease (CHD) 
2. Trachea, bronchus and lung cancers 
3. Accidents 
4. Bronchitis, emphysema and other chronic obstructive pulmonary 

disease (COPD) 
5. Cerebrovascular disease (stroke) 

 

Priorities 

Smoking cessation 

Alcohol misuse 

Healthy eating 

Moving more 

Social connectedness and combatting loneliness 

Mental health gap in access and outcomes 

Addressing wider determinants of health - social, economic, environmental and cultural factors 

See appendix for further information 

Prevention delivered through the new care model, will bring a renewed focus on prevention. To improve health and 
wellbeing and address health inequalities a long-term approach will be needed but we have identified some early 
priorities: 

 Accident prevention - falls and fractures  

Page 27 of 53STP.pdf
Overall Page 71 of 331



 24 

Our approach to prevention of ill health and encouraging independence and wellbeing is based on our identification 
of areas of significant local need and the potential to make both a health and financial impact across a large area. 
These priorities are better delivered together rather than in individual organisations as we will realise more cost and 
outcome benefits. 

1 

2 

Based on  key health and wellbeing challenge themes identified in our JSNAs as follows:  
• Settings – place based health, care homes, workplace, housing 
• Life-course – starting well, living well, ageing well 
• Behaviours – smoking, eating, alcohol and physical activity and inactivity, DSVA 
• Diseases and medical conditions – diabetes, hypertension, falls and fractures, sexual health 
• Approach – making every contact count, complex individuals, universal proportionalism 
Potential overlaps with wider work – place-based health, mental health, children and young people, planned care 
optimisation 

 
The early priorities have been developed and further modelling and potential investment and cost savings are being 
scoped using the population segmentation undertaken. Early suggested priorities include: 
1. Making every contact count and brief intervention training at scale 
2. Test the new approach with an initial focus on the alcohol pathway from brief advice to acute alcohol liaison 
3. Scale up lifestyle interventions through the new Devon Lifestyle service, Thrive Plymouth and ICO mode in T&SD 
4. Focus on long-term conditions prevention and early intervention with a focus on co-morbidities in particular 

mental health and diabetes and hypertension 
5. Develop further prevention and early intervention for pre-frail and frail to include isolation and falls prevention 

and the care home setting 
6. Connect with the mental health and children and young people priorities to ensure a focus on emotional health 

& Wellbeing of children and young people 
 

3 

Priority 1: Developing the prevention priorities Priorities 
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In order to empower people, their carers and communities to take a more active role in their health and 
wellbeing we plan to: 

Develop Integrated Personal Commissioning (IPC) to enable greater involvement in planning and choosing their care 
as a mainstream model of community based care for around 5% of the Devon population, including people with 
multiple long-term conditions, people with severe and enduring mental health problems and children and adults  
with complex learning disabilities and autism.  

1 

Expand personal health budgets and integrated personal budgets in line with the ambitions of the Five Year Forward 
View - including exploring the concept for maternity and end-of life. Our ambition in Devon is to use the Integrated 
Personal Commissioning programme to go further and faster than the national target and we aim to achieve 2,000 
individual budgets by 2018. We are already well ahead of other systems in implementing IPC. 

2 

Achieve a step change in patient activation and self-care. The South Devon and Torbay urgent care vanguard has a 
framework in place which includes consideration of social segmentation, a strengths-based approach to behaviour 
change and the development and integration of directory of services. We also need to build on the Plymouth 
approach to integration, the Integrated Care in Exeter (ICE) project and One Ilfracombe. 

3 

Continue to work with Peninsula Urgent and Emergency Care network to develop a Peninsula-wide plan, leveraging 
collaborative opportunities. In parallel, we will develop detailed service models that meet local population needs. 
Our local delivery timeline is aligned with the emerging plan being developed for the Peninsula Urgent & Emergency 
Care Network.  

4 

Continue to develop our Better Care Funds to support our focus on prevention. They are already operating in a way 
that brings providers and commissioners together to determine how a single pooled fund can best be deployed to 
support improved flow of patients and how to keep people well and supported at home, or to return their own 
home as quickly as possible following a period of ill health, including support to their carers.  

5 

Priority 2: Promoting health through integration Priorities 
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Priority 2: Integrated care model – promoting independence through 
a focus on joined up care provided locally 

We will strengthen community health & care services so that they can both help people to avoid the need to access NHS and other provided 
care and respond swiftly when people become unwell. This means investing in more community-based services and associated technology so 
that they mirror the availability and reliability of hospital-based care. This includes enhancing our support to carers and delivering high 
quality end of life care, as well as building wider community support that can keeps people well. 

The best bed is my own bed 

We also want to make sure that people do not travel further than they need to for care / treatment. Keeping people well and independent 
avoids the need to travel for care. The more community and primary care services we can provide in or close to people’s homes the better.  

Services closer to home 

Where people need to be admitted to hospital, we will make sure that they receive the best quality and experience of care, that we have 
caring and skilled staff to look after them and that we meet national quality/safety standards. New discharge to assess services will ensure 
people return to their normal place of residence quickly and safely and that care is coordinated around the person and their family. 

High quality hospital care 

Moving discussion from ‘what‘s the matter with a person?’ to ‘what matters most to a person?’ means that we will adopt a person-centred 
and asset-based approach to care, promoting networks of support, skills and attributes of individuals that increase people’s self -confidence 
to manage their health and care for themselves. This approach will avoid unnecessary reliance on statutory services that can take away a 
person’s independence and create more resilient communities. Patients will own their own digital, shared care plan. 

What matters to me  

Adopting a person-centred and community-centred approach to health and wellbeing helps to build community capacity and resilience which 
in turn helps provide support to reduce social isolation and loneliness and can contribute to reducing health inequalities for individuals and 
communities. Our voluntary and community partners are at the heart of our new care model. It is through the interaction of statutory 
services with local voluntary and community groups that we can improve people’s health and wellbeing, reduce demand on health and care 
services and lead to wider social outcome improvements. 

Community-centred approach 

Wellbeing is at the centre of our care model because it reflects the importance and necessity of focussing on prevention and early 
intervention. ‘Making every contact count’ encourages conversations based on behaviour change methodologies, ranging from brief advice 
and intervention, to more advanced behaviour change techniques. The aim is to empower healthier lifestyle choices and exploring the wider 
social determinants that influence all of our health. Patient activation measures can help us to understand where people are in terms of their 
level of knowledge and confidence to manage their own health. Activation measures have been linked to improved clinical outcomes and 
reduced costs of care. 

Making every contact count 

Priorities 
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The development and implementation of new models of care is fundamental in delivering the vision based on the drivers for change we 
have outlined earlier (on page 5). This transformation work is high profile and will realise a broad range of STP deliverables; increased focus 
on prevention, financial sustainability and quality of care. 
 
Whilst the vision is consistent across the STP footprint, models of care will be tailored to meet the needs of localities. Models will maximise 
the use of non bed-based care and support people and carers as individuals, outcomes tailored to specific need. Development is at differing 
stages currently: In South Devon a full service model developed underpinned by a full engagement process and planned consultation. In the 
North there has been a focus on care closer to home and enhancing home-facing care services, the locality is engaging with a range of 
stakeholders to define the type and level of service required, location, and analysis on both financial and patient benefits. The diagram 
below supports us to analyse current configurations of service and work with stakeholders around which services and patient outcome 
should be achieved across the various phases: 
 
 
 
 
 
 
 
 
 

Phase 1 

Phase 2 

Phase 3 

Phase 4 

Priority 2: New models of care 

Staying healthy 

Self Care 

Locality based 
Community 
Services 

Safe and 
sustainable 

Services 
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Our modelling shows that the out of 
hospital model offers more care to 
people for the same cost. 
 
Our proposals currently out to public 
consultation will help us enhance and 
increase care capacity closer to where 
people live. 

Priority 2: The model allows investment to improve care capacity and 
delivery through reduced reliance on bed based care 

Priorities 
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First phase of implementation of the integrated care model is underway across the STP footprint. We are pursuing changes to service 
delivery in all areas that focus on promoting independence, keeping people safe and well at home / in their own communities and 
reducing reliance on bed-based care. We have plans to reduce both acute and community hospital bed numbers which will enable 
additional investment in community & primary care and other local services to help deliver more  care, more effectively to more people, 
closer to where they live and help them to maintain the highest level of independence. 

Priority 2: New model of care – a local approach 

 
 

Our new model of care will have a local (place / community based) approach. In developing this we have considered the work of the King’s 
Fund “Place-based systems of care” (Ham; Alderwick 2015) recognising that systems of care exist on different place-based footprints. The 
wider Devon STP area has a geographical and economic coherence based on the old shire county of Devon. Within this we have recognised 
material variation in care & quality, health & wellbeing outcomes; productivity, and finance and delivery performance. It is at this STP 
population level that we want to develop strategic plans including a financial strategy to achieve financial balance. However, these variations 
and inequalities can only change through action and delivery at the level at which they occur.  

Public and user engagement in our vision is helping shape common design principles that will enable us to prioritise and tackle specific 
inequalities. Currently there are 4 localities – North, East, West and South (see below). As we develop our work and define the level of 
place we require to best deliver our strategy our current approach may change. 

Priorities 

Western Devon 
(including Plymouth) 

South Devon & 
Torbay (1ST Integrated 
care organisation in 

England) 

Royal Devon & Exeter 
Foundation Trust 
  
Vertical integration 
 
ICE project 
 

Health and social care 
integrated provision.   
 
Implementing new 
care model through  
the integrated care 
organisation 
 
 
 
 
 

Whole system 
commissioning fund. 
 
Integrated health & 
social care provider 
 

Eastern  
Devon 

Northern Devon 

Northern Devon 
Healthcare Trust 
 

Vertical integration 
 

One Ilfracombe, One 
North Devon  
 

Devon Cares – 
domiciliary care 
service  
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 30 Priority 2: Integrated care - wider planning 

Integrated local planning will also take account of natural cross boundary flows. Most significant is the East Cornwall 
population served by Plymouth Hospitals NHS Trust. We are working with Kernow CCG to ensure our plans are 
appropriately aligned. 

There is already an established track record of achievement which we will help to accelerate change 

• The first Integrated Care Organisation (ICO) in England (acute hospital, community health and adult social care) is 

in South Devon & Torbay 

• Fully integrated health & social care commissioning in Plymouth 

• Integrated community health and social care community provider in Plymouth 

• A high degree of vertical integration between acute and community health and social care services already 

delivering benefits in Northern Devon, including an emerging place-based approach in One Ilfracombe and other 

towns. 

• Foundations established for similar care integration between acute and community health and social care in 

Eastern Devon 

• Northern Devon Healthcare Trust is the first NHS Trust to provide domiciliary care. Operating across Northern 

and Mid Devon under the name of ‘Devon Cares’ and aims to bridge gap between health and social care 

provision into people’s homes. 

• Significant progress on integrated health & social care provision across Devon County 

• A strong track record of population engagement on community services 

Priorities 

Page 34 of 53STP.pdf
Overall Page 78 of 331



 31 

GPs will continue to be very much at the centre of patients’ care, coordinating and other clinicians and healthcare 
providers, as well as providing care directly to patients. Partnership with patients, as well as fellow clinicians, to optimise 
health and wellbeing will be extended, as will pro-active identification and subsequent management of illness, and in 
particular long-term conditions. 

We want to ensure we have high quality and sustainable primary care services which are integrated with social, voluntary, 
mental health, community and acute care across Devon. Primary care provision will be developed form a significant 
component of the integrated care model. 

We recognise the need for practices to collaborate more formally than has been typical in the past, and we will provide 
support to make this happen, including investing in IM&T systems, workforce sustainability and premises where return on 
investment can satisfactorily be demonstrated. We will continue to commission integrated pathways of care that shift the 
focus of care from a bed-based model to one that is primary and community care focussed, and realign funding to enable 
this to happen. 

We are developing a high level integrated primary care strategy for the STP that is capable of addressing the key 
challenges faced by primary care and incorporating the expectations of the GP Forward View. This will need to be 
translated at a local community level to agree changes that will respond to the varying needs of local communities and 
their different starting points. Whilst there is a significant focus on general practice we will also develop plans to better 
integrate other primary care providers especially pharmacy and optometry.  

Engagement is key and we are working closely with both our CCG commissioning GPs and primary care provider 
representatives to co-design a sustainable future for the primary care sector that can make a vibrant, high quality and 
material contribution to our vision for fully integrated care. 

 

Priority 3: Sustainable integrated primary care – the vision Priorities 

Primary care will be an integral part of our new care model. We will prioritise broader integration of primary care 
into the wider care system in order to address some of their immediate challenges, around workforce 
sustainability, capacity and scale, 7 day working, IM&T and estate. 
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The South Devon & Torbay Primary Care Strategy has been informed and supported by a Primary Care Stakeholder 
Survey. This sets out plans to proactively meet the challenges of future development including: 

 

• Access and 7-day a week delivery  
• Stakeholders and professional reputation 
• Collaboration 
• IM&T infrastructure 
• Workforce sustainability 
• Voluntary and third sector 
• Education and leadership development 

 

• Self -care 
• Premises 
• Patient and public participation 
• Unplanned care 
• Prescribing and medicines optimisation 
• Funding flows 
• Quality 

 

Priority 3: Primary care – developing and delivering the strategy 

The Northern, Eastern and Western Devon Primary Care strategy is in development. The priorities are first to support 
practices to work at scale, to work together and plan change together, working as part of a transformed multi-
disciplinary fully integrated workforce. The CCG is working to overcome contractual and infrastructure barriers to 
better enable this. 
In NEW Devon we need to build on the plethora of good practice but small in scale changes already in place to create 
a consistent and coherent set of change plans across the area. 
 
We are working across the STP footprint to ensure that we make best use of the additional funding available to 
support the GP Forward View. We are aligning supported initiatives to specific local primary care challenges and our 
evolving integrated care model. We will support a programme of (consistent) shorter term and small scale service 
change and improvement at practice level to build capability and engagement and to help provide some immediate 
solutions to the most pressing issues. 
We will work towards delegated commissioning to ensure change plans can fully align with the STP.  

Priorities 
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The national Five Year Forward View for Mental Health has set out the case for transforming mental health care 
across England by putting mental and physical health on an equal footing.  There are benefits to this approach for  
people using mental health services and for the health and care system.  
 

National priorities for all STPs are:  

• High quality 7-day services for people in crisis  

• Integrated approach to the delivery of physical and mental health care 

• Promoting good mental health and preventing poor mental health 

• Ensuring arrangements are in place for good mental health care across the NHS - wherever people need it 

Our Case for Change highlights the fact that mental illness is relatively common in Devon and that people with 
serious mental illness experience poorer health outcomes than the general population. It is also identifies the need 
to prioritise high quality and accessible services for people with a mental illness - especially those who also have 
poor physical health - as well as prioritising the mental health needs of people with a physical health need. In 
addition more needs to be done to prevent mental illness and promote mental wellbeing. However, much less 
money is spent on mental health (when out-of-area placements are excluded) in Devon than in other similar areas of 
the country, and services are not as comprehensive as they need to be to ensure the best outcomes for people.  
 
We believe that mental health should have equal priority with physical health and that everyone who needs mental 
health care should get the right support, at the right time. We have included mental health throughout our STP - in 
terms of prevention, integrated care and specialist services – so that mental health is an integral part of our system. 
We will design and deliver clear pathways of care that meet people’s mental and physical health needs. We have 
developed a set of local priorities to transform mental health care in Devon and these, along with the national 
requirements, will be addressed through our transformation programme. 
 
 
 
 

Priority 4: Transforming mental health & Learning disabilities Priorities 
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Clear, evidence-based pathways of care will be established 
for all main mental health conditions – from prevention and 
primary care through to secondary care, specialist care and 
supported recovery.  
 
The interface between primary and secondary care will be 
transformed so that  people can have the most appropriate 
care in the right setting. 
 
Mental health will be an integral and equal part of the new 
model of care in order to ensure improvements in the 
wellbeing, support and experience of people with dementia 
and their carers in wider Devon. 
 
We will strengthen plans for suicide prevention and publish 
our plans in accordance with national requirements. 

1. Ensuring safe and sustainable services and addressing 
gaps in service provision  

We will create a more effective and robust care pathway for 
people experiencing a mental health crisis.  We will ensure 
sufficient Crisis Resolution and Home Treatment Team capacity 
and effective step-up and step-down options to ensure that we 
can provide alternatives to hospital admission and ensure 
discharge from  hospital is timely.  
 
We will develop greater community resilience to support people 
with mental health needs, for example through increasing the 
availability of peer support programmes. 
 
We will set out a plan of service development and improvement 
to achieve these aims.  This will be agreed and regularly reviewed 
against a set of performance indicators. 
 
 
 

2. Making acute and crisis care more resilient; 24 hours a day, 
seven days a week  

We will develop a mental health outcomes strategy that prioritises prevention, early intervention and recovery across wider Devon that 
will create a framework for achieving :  
• A seamless and integrated experience for everyone, regardless of their age 
• Access to mental health services that are timely, proactive and effective 
• Empowerment and self-help as essential principles of a remodelled mental health system 
• Commissioning additional Individual Placement Support roles for those with severe and enduring mental illness 
• Delivering integrated physical and mental health services  
 

3. A life course approach to care  

Priority 4: Transforming mental health – seven priorities Priorities 
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Enhanced expertise, services, and facilities in Devon that meet 
people’s needs locally and reduce placements out-of-area:  
• Reducing the number of people receiving specialist mental health 

care out-of-area; improving  provision for intensive rehabilitation 
and specialist dementia  care; improving s117 aftercare 
commissioning and enhancing community pathways to maximise  
recovery or provide onward support following hospital admission 

• Extending clinically-led individual placement commissioning  and 
considering models of provision needed to return people to Devon 

• Piloting a commissioning  model for specialised Secure Care and 
identifying opportunities to shift resources from hospital care to 
community pathways, aligned with Transforming Care Partnerships  

• Commissioning specialist community eating disorder services and 
ensuring that commissioners and providers join the national quality 
improvement and accreditation network for community eating 
disorder services (QNCC ED)  

 

5. Treating people with complex care needs in Devon   4. Achieving equity of access and national standards  

We will achieve equitable access to mental health services that meets 
national standards for people across wider Devon, including: 
 
• Treatment for Children and Young People 
• Access to perinatal mental health support 
• Early Intervention in Psychosis 
• Increased access to Psychological Therapies 
• Diagnosis of dementia and effective support through regular  

care plan reviews 
• Annual physical health checks 
• Access to Individual and Placement Support to find employment 
• Core 24hr psychiatric liaison services where needed  
• Meeting urgent care response standards 
• Further reduction in out-of-area placements and care 

Enabling health and care staff in the wider workforce to meet people’s 
mental health needs with the appropriate support of mental health 
professionals . 
 
Creating a balanced and flexible workforce, of the right size and with 
the right skills, that is well led and appropriately rewarded. 
 
Embedding a health and social care system in which mental health and 
learning disability are everyone’s business. 
 

6. Recruiting and retaining staff  

Working with our schools and Local Authorities to develop systems 
that support emotional wellbeing, resilience and positive mental 
health whilst transforming the delivery of mental health services for 
children and young people through our CAMHS transformation plans.  

7. Increasing access to mental health support and services for 
children and young people 

Priority 4: Transforming mental health – seven priorities Priorities 
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 Transforming care for people who have a learning disability and/or autism who have behaviours that 
 challenge. This aims to bring people placed in hospital back into the community, prevent admissions to 
 hospital, and to make sure that people have every opportunity to live a good life 

1 

3 

In order to address this we have developed nursing liaison roles across primary, acute and neurological 
services, however we need to ensure that as a community of health and social care providers we have a legal 
and moral duty to consider the needs of this population in all our plans and pathways and make the 
reasonable adjustments required to help people access the services they need. 
 

In order to address this we have developed a new Transforming Care plan that spans the whole STP area and 
also includes children and young people. In order to make sustainable change happen action needs to be 
undertaken in a number of areas. 
 

We want people in Devon with a learning disability to live well and we are developing an  
 

Drivers behind our work in the field of learning disability include: 

Tackling health inequalities: The Confidential Inquiry into the Premature Deaths of People who have 
Learning Disabilities (CIPOLD) in 2013 showed that on average “women with a learning disability were dying 
20 years before women in the general population and men, on average, 13 years earlier.” 

 

2 

This can be achieved through more robust outcomes based commissioning that utilises reviews to help set 
new goals to help people to progress. 
 

There is a need across all commissioned services to maximise the independence of people who have a 
learning disability. Furthermore we need to support opportunities for people to develop real friendships that 
will reduce the number of people experiencing loneliness.  

Priority 4: Living well with learning disabilities  Priorities 
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This plan is for people of all ages living in Devon, Torbay and Plymouth 
who have a learning disability and / or autism, who display behaviour 
that challenges, including behaviour from a mental health condition 

Our vision is to create a place where children and adults with a learning 
disability live in the community of their choice, with the people they 
want, and with the right support, and are happy, healthy and safe  

All people placed out 
of the area are 
returned to their own 
community 

No-one remains in 
hospital for longer 
than they need to be  

All people on our risk 
register have been 
offered a personal 
budget and have an 
individually designed 
service  

We have a range of 
providers offering 
choice to people who 
have their own 
budgets 

There is a lifelong 
pathway for people 

 
 
• Too many people in inpatient 

care, out of area 
• People fit into services rather 

than services being built around 
them 

• Over-referral to long term 
residential care  

 

• Choice of local housing, care 
and support 

• Individually designed services 
funded through personal 
budgets 

• Short term inpatient care 

Things to do now 
 
• Engage service users 

on our vision 
• Check our data and 

finance information 
• Implement our 

project plan and 
engage key 
stakeholders in our 
working groups 

• Develop our wider 
communication plan 

• Get all the people and 
organisations 
involved working 
together  

Things to do in the 
longer term  
 
A single pathway. 
Increase the choice of 
local housing, care and 
support. 
Develop co-designed 
care and support plans 
with robust outcomes. 
Personal budgets and 
direct payments. 
Support for people, 
parents and carers. 
Effective short breaks 
and crisis arrangements 
for people with complex 
needs. 

People and their 
carers have a better 
quality of life and are 
helped to be as 
independent as 
possible 

 

 

 

  
We are succeeding when: 

 

 

 

 

 

The current model 

 

 

 

The new model 

 

Benefits of our new 
model of care 
 
People are cared for and 
supported in the best 
place for them. 
Care and support is 
arranged around people 
not where they live. 
People get just the right 
help to be as 
independent as possible, 
without being too 
dependent on services. 
People are able to lead 
active lives in the 
community. 
 

Priority 4: Devon-wide transforming care partnership plan Priorities 
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In order to secure and then sustain the priorities for improvements in mental health care in Devon we will through 
our STP: 

• Review our spending on mental health services as a proportion of the total system 

• Review how we currently use our resources to ensure they are directed toward evidence based and effective 

interventions, providing supporting at an early stage and ensuring safe and sustainable services. 

• Realise the benefits of increasing mental health interventions that reduce activity in other parts of the system, 

such as reduced attendances, admissions or length of stay in hospitals,  and reinvest these savings to continue to 

fund these enhanced mental health services in future.  

We understand that transforming mental health care in Devon and addressing our priorities will require additional 
resources. National guidance requires an increase in baseline spending on mental health by at least the overall 
growth in allocations in order to deliver the Mental Health Investment Standard.  
 
In order to make a start toward increasing resources and improving access to services, mental health services in 
Devon have been proactive in securing additional revenue and capital funding through national funding 
opportunities such as: increasing access to psychological therapies, and improving health based places of safety for 
people experiencing mental health crisis. 

Priority 4: Transforming mental health resources Priorities 
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• The NEW Devon case for change identified concerns about quality and/or sustainability of some acute hospital and specialist services. 
It prioritised stroke, maternity, paediatrics and neonatology and emergency and urgent care for urgent review.  A similar analysis 
undertaken in Torbay and South Devon confirmed similar priorities for review.   

• Medical leaders in Wider Devon also identified a number of clinically and financially vulnerable services where clinical sustainability 
was causing some concern. The causes of this vulnerability can include national staff shortages or low patient numbers, which make it 
difficult for clinical staff to keep their skills up to date and where action may be necessary to maintain reliable services. 

• An overarching programme for the review of acute and specialist services has been established. The programme will be led by the STP 
Clinical Cabinet chair and a nominated Lead Chief Executive. The objectives of the review will be to optimise the quality and 
timeliness of acute hospital and specialist care by making services more resilient with better outcomes and improved affordability. 
This will allow us to meet the increased demand for hospital-based services and support services – does this need clarifying so it 
doesn’t contradict earlier statements about not needing so much hospital inpatient capacity? 

• The unique geography of Devon will not limit access to time critical services and  that  proposed changes are affordable within the 
allocated system funding 

Priority 5: Acute hospital and specialist services 

The services  prioritised for review in the first phase 
of this programme are: 
 
• Stroke services (including hyper-acute and stroke 

rehabilitation). 
• Maternity (including consultant-led and midwife-

led care), paediatrics and neontaology, to be 
reviewed together given their inter-dependency. 

• Urgent and emergency services, focusing 
particularly on the acute hospital provision of 
accident and emergency and co-dependent 
services.  
 
 

 
The  ‘vulnerable’ services for review include: 
 
• Breast services (surgery and radiology)  
• Ear, Nose and Throat 
• Interventional radiology  
• Histopathology  
• Neurology  
• Interventional cardiology  
• Vascular surgery   

 
Scope and content of subsequent phases is 
currently being developed 

Priorities 
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• Leaders within the wider Devon STP recognise that unifying a commissioning approach to services with 
Specialised Commissioning is critical to a sustainable Plan over the next five years. Both CCGs are exploring how 
specialised services can be commissioned differently to integrate pathways, develop local service alternatives 
and  to crystallise opportunities for consolidation as part of reconfiguration plans 

• Specialised Services within the South West Peninsula are delivered in a number of Trusts. The transformation 
programme for specialised services will be integrated with the Devon STP acute and specialist services review 
work programme 

 
• Plymouth Hospitals NHS Trust will be the lead centre for trauma, cardiac surgery, neurosurgery and level 3 

neonatology in the STP footprint 
 

• For specialised mental health the aim is to: 
• eliminate  unnecessary admissions out of the South West of England 
• establish a South West tertiary  mental health care models pilot  with budget circa £70m (this will be 

undertaken as part of the mental health work programme) 

• The STP partners will seek permission to develop plans that would reinvest specialised commissioning 
efficiencies where our plans control demand and produce service alternatives that reduce demand for 
specialised interventions  
 

• We will also work in conjunction with national and regional service networking arrangements to develop, 
share and implement best practice and align our plans as appropriate across neighbouring STP areas – for 
example, Cancer Alliance, strategic clinical networks; urgent & emergency care network. 

 

Priority 5: Acute hospital & specialist services – specialised 
commissioning  

Specialised Commissioning  - services currently commissioned by NHS England 

Reinvestment and collaboration  

Priorities 
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Priority 6: Productivity  – cost effectiveness of care per head of 
population  

Objective 

Expected impact 

• Significant reductions in pay and non-pay costs by 2020/21 across four providers in Devon (RD&E, Plymouth, NDHT, 
T&SD) 

• Achieve operational productivity as good as top quartile performers in provider peer groups 

Key workstreams 

Team 

 

Milestones 

• High level productivity opportunity agreed by 
Finance Working Group (FWG) 

• Providers to reconcile with Carter benchmarking 
analysis and to develop plans to target 
opportunities 

• Finance Working Group  
• consists of Directors of Finance from all 

providers in STP 
• chaired by Andy Robinson, STP Director 

of Finance 

Each provider has had their pay and non-pay costs and spend benchmarked against similar sized and types of NHS 
organisations. This has enabled us to identify with a view to implementing productivity opportunities across 
providers in Devon. 

• Improving Pay productivity within 
• Medical staff 
• Nursing staff 
• Scientific, Therapeutic & Technical (ST&T) 

staff 
• Other non-clinical staff 

• Improving Non – pay productivity within 
• Clinical supplies and drugs 
• Estates 
• Agency 

Priorities 
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We know that some CYP may need more targeted and specialist support. Therefore we 
need to:  

It is our aim to ensure we are ‘doing the right thing at the right time’ to support children, young people and families (CYP) across wider Devon. 
Support is area-based, seamless and has an integrated pathway approach that builds resilience and early support to CYP and their families. To do 
this we need to:  

Priority 7: Children, young people and families 

• Help families and practitioners understand and access Early Help in their community. 
• Ensure that children and young people are able to access whole person support in the right place throughout their journey. This means 

ensuring that staff have the best skills to help them to thrive and to provide support through key transition points. 
• Ensure that children and young people stay healthy, with intervention starting earlier, both in terms of access to the right people who have 

the skills and of expertise to their support needs.   
• Commissioners and providers will co-produce a model of care across universal and specialist services that spans health, social care and 

education; and ensures that adult and children’s services work together to prepare young people for adulthood. 
• Ensure that mechanisms are in place to enable effective communication, sharing data and enabling timely access to the right pathway. 
• Strengthen access to senior paediatric expertise, linked to GP practices, for urgent and non-urgent needs.  
• Provide a rapid access clinic for non-emergency cases, led by paediatricians.  
• Triage quickly and effectively to ensure that children and young people can access the right care appropriate to their needs and in doing so 

avoid unnecessary attendances and admissions whilst ensuring that their parents/carers also receive appropriate support. 
 

• Ensure that our consistent arrangements also comply with statutory responsibilities 
for children with Special educational needs (SEND) their parents/carers and also 
young carers. 

• Provide a local offer available for children under the SEND reforms, that enables 
them to achieve the outcomes and goals identified through their ECHP. We must 
support children and young people, including those with complex needs and the 
most vulnerable, with multi-agency co-ordinated care, as close to home as possible. 

• Support children and young people with emotional well-being and mental health 
services in supportive communities that can build resilience and that provide access 
to early help that delivers prevention and early intervention. Transformation of 
CAMHS will ensure timely crisis responses; specific pathways for eating disorders 
and self-harm; specific support to cared for children. 

• Evidence effective transition planning for children and young people and their 
families, offering more personalised care through the use of Personal Budgets. 

• Facilitate access to health assessments for children in care and services which are 
responsive to their needs; ensuring that we are safeguarding these vulnerable CYP. 

Priorities 
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1. Workforce 

2. Communications & engagement 

3. Estates 

4. IM&T 

Key enabling plans 
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44 Enablers: Developing the workforce strategy  

The creation of employment opportunities are key drivers of health, wellbeing, economic growth, resilient communities and the delivery 
of quality care. Our new models of care will create the opportunity to think and work differently, creating a flexible workforce across 
health and social care which is capable of responding to the changing needs of people and to address many of the problems our staff and 
service users currently describe.  

 

Our workforce strategy also creates the opportunity to work with schools and colleges as well as our traditional links with universities to 
create new roles such as care apprentices creating more career opportunities and choice for young people locally . The STP area is one of 
11 national pilot sites for the new assistant nurse roles: 76 places will be available from January 2017. This innovative scheme is the only 
one in the country which had included the care home sector in the pilot. 

 

Implementation of the proposed changes in this Plan will have a major impact on the existing workforce. Our workforce will be 
supported to develop new skills and capability. Initial analysis indicates: 

 

• Re-provision of up to £60m per year to deliver the new care delivery arrangement interventions  could provide for between 1,000 
and 1,500 redesigned roles, representing retraining of  4 - 6% of the current workforce or recruiting new staff.  

• High-level estimates indicate a requirement for 900 staff to undertake different roles (these were based on traditional roles and 
ways of working, and require development) and many of these roles would be filled by staff relocating their work and expertise 
from existing services.  

• Significant training and support will be needed to as staff move to new roles, working in new ways in the new models of care. An 
extensive OD programme is being established to underpin these changes.  

• There will be challenges in recruitment in several areas such as domiciliary workers, social workers, health care assistants, primary 
care and senior medical staff in small specialties.  

• Primary care workforce development is a key area for attention given the Devon GP age profile and the key role primary care will 
play in our future  integrated model of care.  

Workforce leads in all the partner organisations in the STP are working together to address these issues and have developed this high 
level shared system-wide work plan. 

 

Enablers 

Opportunities 
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 45 

• Produce an agreed strategic workforce Sustainability 

Transformation Plan (STP) which addresses the priorities 

identified that spans 10 years ahead but focus on the medium 

to five year plan. 

• Build and develop  key relationships with the agreed workforce 

representatives from across the whole system in an ongoing 

way to achieve effective engagement, understanding and  

collaboration in delivering the workforce objectives 

• Systems leaders will ensure sign-up to an implementation plan, 

with clearly identified achievable steps informed and agreed by 

the models of care and clinical cabinet, tested and assured 

through agreed modelling. 

• Ensure workforce plans encompass the whole system for the 

long-term with the vision of the future integration landscape 

described and workforce mapped 

• Agree and deliver system workforce benefits, for example, by 

exploring a joint values-based recruitment and retention 

strategy (one Devon, one workforce) that is inclusive across all  

statutory organisations with a focus on maximising use of the 

local labour force 

 

• Explore opportunities for flexible education packages and career 
pathways which enable hybrid roles which can rotate within all 
partner organisations, working as required to support new care 
models (for example an Integrated Apprenticeship programme) 

• Develop system wide approaches to shared flexible staff 
learning interventions  prioritising initiatives  that deliver 
greatest benefit to staff and patients. 

• Set up and roll out pilot for assistant nurse role 

• Develop the Community Education Provider Networks (CEPNs) 
to plan inter-professional learning (with support from Academic 
Health Science Network) 

• Develop systems that ensure Education and continuing 
professional development is accessible to the whole workforce 

• Consider development of shared broad based integrated training 
delivery opportunities (e.g. key common statutory training) 
across partner organisations  that improve scale and efficiency 
of provision. 

•  Share best practice in care delivery practice that will support 
the existing workforce to  implement the new care model 

• Maximise the impact of the new employment deal by working 
collaboratively across the STP on its implementation 

Enablers: Developing the workforce strategy – early actions  Enablers 
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 46 
Enablers: Stakeholder communication and engagement (SC&E) 
embedded within, and integral to the STP Programme 

• Development of a system-wide stakeholder communications and 
engagement plan to support delivery of the STP  

• Provision of expert SC&E advice to STP Programme Board informing 
strategic approach 

• Representation from three Healthwatches to advise on public 
engagement at Programme Board  

• Development of strategic narrative and key messages aligned to, and 
reinforcing the Devon vision 

• Patient and public involvement assurance mechanism in place via NEW 
Devon Patient and Public Engagement Committee and SD&T 
Engagement Committee 

• Developing approaches to co-production / planning with citizens and 
communities 

• Embedding SC&E within each STP Working Group (eg: the Clinical 
Cabinet) 

• Establishing the governance structure to monitor delivery of SC&E Plan 
(including resourcing) 

• Development of core SC&E processes, channels and protocols – 
ensuring consistency, evaluation and use of feedback received 

• Stakeholder mapping and analysis 

• Patient and public engagement working with clinicians on STP groups 
• Weekly internal communication channels established  
• Media protocol in place  
• Daily calls between commissioner and provider comms leads 

Current focus 
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 NEW Devon case for change launched in February to more 

than 10,000 staff and public 

 Widespread and extensive SD&T engagement in developing 

new model of care for community services 

 A growing awareness of the need for change by the public and 

staff 

 Key stakeholder events held in Plymouth, Torbay, Barnstaple 

and Exeter  

 Flow of feedback from events influencing the development of 

STP vision and approach. SD&T survey informing IM&T and 

wider primary care strategy implementation 

 Health and wellbeing scrutiny, Health and Wellbeing Boards 

and Member of Parliament briefings commenced 

 Public and patient representatives influencing design of new 

models of care 

 Clinicians and SC&E team co-designing/delivering 

communication and engagement activity 

 Increased alignment of SC&E across New Devon and South 

Devon CCG footprints 

 South Devon and Torbay CCG completed a nine month 

engagement programme which informed the “Into the 

Future” consultation proposals, published on 31 August 

 NEW Devon CCG launched a formal consultation (7 October 

2016) on proposals to achieve consistent, integrated 

community services.  

 Stakeholder engagement forum event held on 20 October 

 

 

 

 

 

Key achievements to date 

Enablers 

In a change programme of this size, scope and length it is critical that staff, patients, public and stakeholders understand the context, 
purpose and benefits of any change as well as feeling able to influence and be involved in the decision-making process. 
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47 Enablers: Developing the Estates Transformation Strategy 

47 

Enablers 

Page 51 of 53STP.pdf
Overall Page 95 of 331



48 Enabling through technology – the local digital roadmap 

Implementation of the proposed new care model requires new ways of working which will be enabled through technology and information sharing.  Data 
and digital technology has the power to support people to live healthier lives and be less reliant on care services, as well as ensuring the provision of 
health and care is both high quality and sustainable.  A local digital roadmap has been developed in collaboration with Kernow STP and sets out the 
shared vision, goals and plan required to deliver health and social care IT solutions across the South West Peninsula. To achieve this ambition locally there 
are four key areas of focus namely: 

– Build the foundations: health and care organisations need to reach digital maturity 

– Leverage the capability: connect all the digitally mature organisations 

– Leverage existing capabilities: identify what can be achieved ahead of 2020 

– Exploit the opportunities: enable citizen access. 

STP 
priority 

Digital 
maturity 

System 
 wide 
 bed 

manage-
ment 

Integrated 
digital 
record 

Self 
care 

Information 
Sharing  

Framework 

GP 
record 
availab

-ility 

Child 
protection 
informatio
n system 

Secure 
email 
(care 

homes) 

Virtual 
consult
-ations 

Secure 
hotspots 

for 
health 

and care 
workers 

End of life 
wishes & 

shared 
care plan 
patient 
portal 

Prevention 

Care Model 

Primary care 

Mental 
Health 

Children & 
young 
people 

Acute 
hospital and 
specialist 
care 

Productivity 

Good progress is being 
made in terms of sharing 
the GP record in accordance 
with robust information 
sharing agreements.   
 

The next three areas in the 
local digital roadmap 
considered to deliver 
greatest alignment and 
impact on the seven 
priorities are: 
 

1. Delivery of the 
integrated digital health 
and care record 

2. Shared care plan 
3. Supporting self 

care/prevention, 
including the patient 
held portal. 

 

These will require significant 
additional resourcing over 
and above the current 
allocation. 

Enablers 
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Finance 

Programme architecture to design and develop and deliver  system 
wide plans 

Organisational  
Development  

 
Finance Working 

Group (FWG)  
 

Workforce  

Estates 

Communication  
Engagement  

Sustainability & Transformation Plan Board 
(X10 NHS and LA organisation senior leaders) 

Clinical Cabinet 

IM+T  

Prevention Integrated 
Local Care 

Programme 
Leadership Team 

STP PMO 

Prevention 
Steering Grp.  

Programme 
Group 

Productivity Acute and Specialist 
Transformation  

Programme 
Group 
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Mental Health 

Programme 
Group 

Programme 
Group 

So
ci

a
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a
re

 

Collaborative Board 
(Chairs & CEs  
NHS and LA) 

Stakeholder Engagement 
Forum 

(Wide engagement group) 

Primary Care 

Programme 
Group 

Place based design and delivery arrangements. Co-production with citizens & communities – NHS and LA 

Appendix 1 
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Wider Devon STP Acute Services Review 

Lead Director: 
 

Mairead McAlinden on behalf of Wider Devon STP 

Corporate 
Objective: 
 

All 

Corporate Risk/ 
Theme 

All 

Purpose: 
 

Information and Endorsement  

Summary of Key Issues for Trust Board 
Strategic Context: 
 
All Provider and Commissioner Boards and Local Authority Health Overview and Scrutiny 
Committees within the Wider Devon STP footprint have been asked to consider and endorse the 
attached paper. 
 
The purpose of this document is to notify Boards, Governing Bodies and Committees of the Acute 
Services Review (ASR) and seek endorsement of the criteria and principles contained in the 
attached paper.    
 
The paper and the process has been agreed by the STP Leadership Group of Chief Executives 
and the Devon-wide STP Clinical Cabinet 
 
Background: 
 
The Acute Services Review was announced on 4 November 2016 at the same time as the Wider 
Devon STP published the final draft of its five year plan to transform health and care services 
across Devon. 
 
The review will take a co-ordinated approach to services provided by the four hospitals (in 
Barnstable, Exeter, Plymouth and Torbay) and any associated ‘out of hospital’ services for the 
service area under review. The initial focus of the review is on services that are currently 
challenged and at risk of becoming unsustainable. The STP Clinical Cabinet, made up of 
representatives from all health and care organisations within Devon and including service user 
advocates, have prioritised the services most urgently requiring review in Phase 1 of this work. 
These priority services are:  

 Stroke services, including hyper-acute and stroke rehabilitation; 
 Maternity, Paediatrics and Neonatology, to be reviewed together given their inter- 

dependency; and 
 Urgent and Emergency services, focussing particularly on the acute hospital provision of 

accident and emergency and co-dependent services  
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Key Issues/Risks  
 
The Trust does have a number of what could be classed as “vulnerable services” where for 
example a shortage of specialist skilled workforce could render a service unviable. By reviewing 
services that are or at risk of being vulnerable in partnership with other providers across the 
Devon STP footprint, the Trust has an opportunity to work differently to make services more 
resilient and ensure the local population can continue to access the services they need. The Trust 
also has services that are more resilient that could help support other providers who are in a 
more vulnerable position.  
 
Recommendations: 
The Trust Board is asked to  
• endorse the criteria and principles set out in the Acute services Review.  
• consider the ASR update and feedback any suggestions for improvement in the process.  
• support clinical leads and operational teams to engage effectively  
• request further regular feedback on progress   
Summary of ED Challenge/Discussion: 
 
The Trust Chief Executive is the overall sponsor for the review on behalf of the Wider Devon STP 
health and care community and Jane Viner and Rob Dyer are both members of the Clinical 
Cabinet. Executive Directors, clinical leads and staff from the services affected and senior 
managers are involved in the review. Key issues considered include capacity of organisation to 
participate in reviews balanced against risk of not participating and informing outcomes. 
Internal/External Engagement including Public, Patient and Governor Involvement: 
 
The review team will put in place robust governance arrangements, start to appoint clinical and 
managerial leadership for each strand of the Review and create ‘colleges of experts’ – with 
clinical, service user and stakeholder representatives - to develop the detailed case for change 
required for each service.  
 
Within the Trust staff and governors have been briefed and ongoing communications are planned 
throughout the period of the review.  Across the STP area, a communications and engagement 
plan will support the review to ensure communities, staff and other key stakeholders are involved. 
 
Asking all Boards to receive this high level scoping documents and to endorse the principles and 
criteria is the first step in the engagement.  
 
Within the South Devon and Torbay Health and care system, Torbay Council’s Overview and 
Scrutiny Committee have considered the paper and agreed the recommendations at a meeting 
held on 30 November.   The review is also a standing item as part of the STP update on the Joint 
Executive and System Change Board agendas.   
Equality and Diversity Implications: 
 
For each service review, where there is a significant change proposed, the review team will 
engage widely with service users, clinicians, staff, unions, representative groups and the public. 
Where formal consultation is required, this will be planned and undertaken to meet all the 
statutory requirements relating to NHS service changes. 

The NHS in Devon understands its need to meet all relevant statutory obligations when 
undertaking a change programme and nothing in this report should be taken to commit 
the NHS to a particular decision without proper consideration of those obligations. 

 

 

PUBLIC 
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Wider Devon STP Acute Services Review  
 

1. Background 
 

1.1 Since March 2016 health organisations and local authorities in North, East, South 
and West Devon, Plymouth and Torbay have been working together on the Wider 
Devon Sustainability and Transformation Plan (STP).  The STP brings together two 
existing partnerships within Devon with individual strategic plans into a wider 
partnership to develop a single strategic plan.  The work of the STP is to establish an 
overarching framework within which, health and care organisations will respond to 
the growing physical and mental health needs of people in the communities across 
Devon. Services will be delivered via integrated networks of support, as locally as 
possible, in a manner which is safe, sustainable and affordable.  
 

1.2 For organisations in the NEW Devon CCG area, as part of the Success Regime work 
programme, a case for change was published in February 2016. It identified a 
number of areas where work was needed to secure clinical and financial 
sustainability, relating to acute and specialist care and community services.   It was 
agreed the initial focus of the work in response to the case for change, would be 
developing proposals for a model of care, for integrated community services and 
associated changes to the number of community hospital beds. It was also agreed 
the work programme on acute and specialised care would follow. 
 

1.3 In Torbay and South Devon, a 5 year plan had been developed by partners in that 
health and care system to introduce a new model of care that was intended to 
improve outcomes, reduce reliance on bed based care by an improved community 
offering and address the affordability gap for that population.   
 

1.4 The NEW Devon case for change identified concerns about quality and/or 
sustainability of some acute and specialist services  and prioritised Stroke, Maternity, 
Paediatrics and Neonatology, and Emergency and Urgent care for urgent review.  A 
similar analysis undertaken in Torbay and South Devon, which confirmed similar 
priorities for review.   
 

1.5 In addition, Medical Directors from all of the Trusts in Devon identified a number of 
other services where clinical sustainability was causing some concern and where 
action may be necessary to secure reliable delivery.   
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2.0 Acute Services Review – progress to date 
 

2.1 As stated above, an overarching project for the Review of Acute Services 
has been established as a key element of the Devon STP.  Draft guiding 
principles, approach and methodology for this review – Appendix 1 - have 
been endorsed by the STP Clinical Cabinet and CEO group.  Mairead 
McAlinden, Chief Executive of Torbay and South Devon NHS Foundation 
Trust, and Dr Phil Hughes, Medical Director of Plymouth Hospitals NHS Trust 
and Chair of the STP Clinical Cabinet1 have been nominated  by the CEO 
Group to lead this process.  

 

2.2 The STP Clinical Cabinet, made up of representatives from all health and 
care organisations within Devon and including service user advocates, have 
prioritised the services most urgently requiring review in Phase 1 of this work.  
These priority services are:  

 

• Stroke services (including hyper-acute and stroke rehabilitation). 
 

• Maternity (including consultant-led and midwife-led care), Paediatrics and 
Neonaology, to be reviewed together given their inter-dependancy. 

 
• Urgent and Emergency services, focussing particularly on the acute 

hospital provision of accident and emergency and co-dependent services. 
 

2.3 In addition, the Clinical Cabinet has identified services that need to be reviewed 
because clinical sustainability was causing some concern.  This might be due to, for 
example, national staff shortages or low patient numbers making it difficult for clinical 
staff to keep their skills up to date.  These so-called ‘vulnerable’ services include: 

• Breast services (surgery and radiology)  
• ENT  
• Interventional Radiology  
• Histopathology  
• Neurology  
• Interventional Cardiology  
• Vascular Surgery   

 

Under the ‘vulnerable services’ strand of the review, work is already underway in 
some areas, such as Neurology and ENT.   

 

2.4 The services listed in 2.2 and 2.3 have been prioritised for Phase 1 of the 

                                                           
1 Explain ‘Clinical Cabinet’ 
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Review, and other services will similarly be assessed for clinical priority in future 
phases of this work programme.  NHS England’s specialised service, which could 
include specialised cancer care and specialist mental health services, may also 
trigger the need for a Devon-wide service review in future phases of the Acute 
Services Review.  

 

3 Engagement/Involvement and Timeline 
 
3.1 The Acute Service Review Lead Chief Executive and Clinical Cabinet chair will 

seek clinical and managerial leadership for each of the service review strands. 
Expressions of interest will be sought from Medical/Nurse Directors and CCG 
Clinical Chairs to undertake the clinical lead role for the following service-specific 
reviews and all partners will be asked to nominate clinical in the ‘college of 
experts’ that will shape, debate and inform the best option for service change.  
Patient and public representatives will be recruited for all reviews via existing PPI 
networks. The opportunity to include democratic participation will also be 
explored. 
 

3.2 The ‘college of experts’ will be charged with: 
 
• ensuring that the review has the knowledge and experience required to deliver 

proposals for high quality and evidence-based change  
• developing the standards and output specification for each service, drawing on 

national standards and guidance, interpreting these and judging those most 
critically important to improve the services across Devon, for approval by the 
Clinical Cabinet.  

• Develop specific change proposals across Devon to address the challenges in 
the case for change, including: 

 
a) changes in care models 
b)  the implication of these proposals on which services are delivered from which 

sites  
c) Identify network and site-specific options for the delivery of proposed new 

models. 
 

• Evaluate options according to the approved criteria. This will require e.g. 
evaluation of safety, quality and access by the Clinical Cabinet and Cost 
Effectiveness by the Finance Working Group. 

• A determination will need to be made in conjunction with the Health Overview 
and Scrutiny Committee if public consultation is required. In cases where 
consultation is required, a Pre-Consultation Business Case and then Consultation 
Document and Consultation plan will be developed, NHS England gateway 
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process followed, and consultation held before any decision is made (this 
process typically takes 9-12 months). 

• Whether or not consultation is required, there will be a requirement to develop 
detailed plans for implementing proposed change, secure endorsement from the 
STP leadership body and to inform, involve and engage staff, service users and 
the public before change is implemented. 
 

3.3 Service Review Timeline 
 
• Stroke Service  

The review will make use of the extensive review undertaken by the SW Clinical 
Senate, published in September 2016. The review will be undertaken via a 
programme of workshops, conducted at regular intervals from mid-November. 
The following matters will be addressed: 

o What is the Case for Change and what are the key standards for the 
service model for acute stroke and stroke rehabilitation? 

o What options exist for reconfiguration of acute stroke and stroke 
rehabilitation services to meet these standards? 

o What is the optimum service configuration to deliver effective and 
affordable stroke services for people in Devon? 

The review will generate options and requirements for implementation. An initial 
workshop planned for November 2016 and it is anticipated the work programme 
should be concluded in January 2017. 

 

• Maternity, Paediatrics and Neonatology and Urgent and Emergency 
Services 

A similar programme will be developed for the other two priority areas for review, 
and a first workshop for each is planned for December 2016. 

The work programme will follow a similar pattern to the programme established 
for stroke services. It is anticipated this work should be concluded in February 
2017.  

 

• Review of Vulnerable Services 

Many of the services identified as having sustainability concerns due to workforce 
or other challenges may be able to be addressed through the brokering of local 
agreements between providers and/or commissioners.  The programme of work 
for each service in this category will be developed on a ‘case by case’ basis with 
an individual ‘case for change’ developed for review by the STP Clinical Cabinet 
and timescales will be dependent upon the scale of work required to resolve the 
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issues of sustainability. 

a) For each strand of the Review, we need to secure the expertise and capability to 
support an expert group from across Devon to define and design options for 
proposed service change, drawing on external expertise as needed and building on 
any previous analysis of the service challenges and improvement proposals.   
 

b) The work programme described is significant and when complete, options that 
require formal consultation may emerge. The timetable for this work will be finalised 
when the work programme is complete; at this stage it is not anticipated any 
proposals for consultation will be made until mid-2017.  
 

c) The Devon STP partners understand that all relevant statutory obligations must be 
met when undertaking a change programme of this scale; nothing in this paper or the 
work programme described should be taken to commit the NHS/STP partners to a 
particular decision without proper consideration of those obligations.   
 

d) An effective Engagement and Communications strategy will be critical to this 
Review, and a PR lead has been identified from T&SD FT.  A key task will be to 
secure the input of PR leads across the STP partnership to ensure effective 
engagement and a consistent, transparent and proactive approach to 
communications about the Review. 

 

4 Conclusion and Recommendations 

PEDG is asked to: 

a) Approve and endorse the briefing paper for issue to all STP partner 
organisations to share with their Governing Board/Body and with interested 
staff 

b) Approve  the nominations for leadership of the Review 
c) Approve the prioritisation of services for Phase 1 of the Review 
d) Approve the action necessary to secure input from organisations involved in 

the reviews and to secure effective service user representation/advocacy to 
populate the individual service reviews. 

e) Approve  the timescales for Phase 1 of the Review 
f) Decide whether the principles and criteria require wider engagement/testing, 

and what form this engagement process should take. 
g) Approve engagment with local MP’s to ensure they are aware of, and 

appropriately briefed on this Review.  
h) Approve engagment  with local Scrutiny Committees to ensure they are aware 

of and appropriately briefed on this Review.   
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Appendix A: 

 

DEVON STP ACUTE HOSPITAL SERVICES REVIEW 

‘Services not Structures’ 

A Compelling Case for Change 

Under the NEW Devon Success Regime, a detailed case for change has been produced and is 
being refreshed to reflect the transition to a Devon-wide Sustainability and Transformation Plan.  
The compelling case for change in Devon’s current model of acute hospital care is clearly set out 
and includes: 

• Our demographic change which is driving increased need for treatment and care, and which 
is outstripping the capacity of our acute hospital services to meet that need, resulting in 
longer waiting times for access to care, including emergency care, planned care and cancer 
care. 

• It is challenging for the current configuration of services, designed and funded for historical 
levels of demand and service standards, to achieve and sustainably deliver these increasing 
standards of care, adoption of new technology and ‘best practice’ and innovative ways of 
working, for which it was not designed. 

• The costs of striving to meet increasing need, rising standards and new technologies, 
including new drugs and diagnostics, through the current model of acute hospital services 
are higher than our current and predicted funding levels. This is partly driven by high locum 
and agency costs, where hospitals are unable to permanently recruit the medical and 
nursing workforce needed to deliver services, and duplication of specialist services. 
Expenditure on locum and agency was £49.7m (financial year April 2015 to March 2016) 
across the five Trusts in Devon. 

• Provider Trusts are currently failing to deliver the key access and quality standards for 
access to effective assessment, treatment and care for the population of Devon. In summary 
for August 2016:  

o The 95% standard for patients being seen in A&E within 4 hours – the Devon system 
is currently achieving 91.6% 

o The 92% standard that no patient should wait more than 18 weeks from Referral to 
Treatment – the Devon system is currently achieving 89.7%.   

o The 85% standard for assessment and treatment for Cancer within 62 days – the 
Devon system is currently achieving 82.1% 

o The 99% standard for Diagnostics – the Devon system is currently achieving 96.9% 
• The Devon acute hospital system is currently costing more than funded levels, with a deficit 

of £50m predicted for this year, increasing to £305m by 20/21 should the ‘status quo’ be 
maintained. 
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Scope of the Review 

The Acute Services Review is not about the current system of acute hospital care staying the same 
but improving its efficiency - the opportunities for efficiency improvement in our acute hospital 
services are already being undertaken in separate projects within the STP, and we are failing to 
deliver timely and high quality care in a range of services right now. 

This Review is a partner project to the STP project which is planning changes to the model of care 
in our communities and under which, both CCG’s are currently consulting with the public on 
proposals for changes to our Community Hospitals (and in South Devon to Minor Injuries Units).   

The Acute Service Review is focused on optimising the quality and timeliness of care by reforming 
individual acute hospital services to be more resilient, with better outcomes and improved 
affordability, so that they can meet the increasing demand for acute and specialist services, that can 
only be provided by hospital-based clinical teams and support services now and in the future. 

The review is based on an ‘all Devon’ footprint, but some services may, because of population flows 
or scale of service, need to be considered on a wider geography, and for these services the Review 
Team will work in partnership with neighbouring STP’s, Clinical Commissioning Groups and 
Specialist Service Commissioners.  

An important step in the process will be to define and agree the set of standards that ensure 
services are ‘good care for the people of Devon’.  These are the standards against which the need 
for change in any given service will be assessed.  Any changes proposed must consider a range of 
options for how they can be delivered and the level of standard that can be reached – from ‘good’ to 
‘excellent/best in class’, and bring forward a preferred option.   

Principles for the Review 

This review will be founded on a set of principles – which will guide the work of the review.  These 
principles are drawn from the ‘triple aim’ defined in the Five Year Forward View as  

• Improving the health of the population  
• Improving the quality of care delivery 
• Achieving better value by reducing the cost of care 

There is a fourth principle – improving the experience of staff working in our system of care, making 
their jobs challenging but satisfying and increasing the attractiveness of a career in the Devon 
health and social care system.  

The review will: 

• Address inequalities in the health of the population of Devon and improve outcomes, through 
the development of prevention, early intervention, expert and well informed service users, and 
timely and responsive treatment, care that delivers reduced variation in clinical outcomes and a 
good experience for the people who use our services. 

• Focus on improving service quality and sustainability in the interests of an equal standard of 
care and not the future of buildings or individual organisational interests.  
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• Address the current ‘post code lottery’ where some people in Devon wait longer for treatment 
and care than others depending on where they live. 

• Promote change that is evidence-based and that will result in clinical benefit and improved 
outcomes for patients, and ensure that the treatment offered will be of proven benefit for the 
individual patient. 

• Recognise the unique geography of Devon and that distance from service provision should not 
of itself be a factor that prevents the delivery of optimum care and best outcomes for patients. 

• Ensure that reconfiguration of acute and specialist hospital care will maximise the benefit of 
integration with primary and community health and social care, including mental health, disability 
and children’s care, and will seek to manage population need as a system, not silos of care. 

• Seek to configure acute hospital services to achieve the best outcomes for the population of 
Devon and for the individual service provided, while recognising the need to group certain 
services together because of their interdependences and critical clinical adjacencies.   

• The review will not focus on the future of individual hospitals in the current system, but will seek 
to ensure that no single service change destabilises any hospital.  

• Ensure that any proposed change will be affordable within the funding allocated for Devon, so 
that ‘out of hospital care’ can be protected and invested in. 

• Draw on, and be aligned with, the work underway to deliver a new model of care for the wider 
health and social care system, and the intent that this model of care will provide community-
based alternatives to hospital admission and will minimise delayed discharges for patients who 
are medically fit and ready to be discharged to a more appropriate form of care. 

• Seek to promote better alternatives – more effective/efficient/better quality service model, 
relatively easily available – either through rationalisation of the location of services, networking 
across hospitals, a new integrated clinical pathway or an ‘out of hospital’ delivery model 

Successful delivery of any change pre-supposes that the transitional funding needed to secure safe, 
well managed change can be secured 

These general principles will inform the development of proposed changes in care models in Devon. 

Criteria to Guide the Decisions of the Review 

Any proposed changes to the current model of acute and specialist hospital care will rightly be 
subject to debate and challenge by the public, service users, local communities and their elected 
representatives and our staff and trade union colleagues.   

We recognise that many of our citizens and staff will be concerned about any proposed change and 
are not confident that their voice will be heard in any consultation processes.  Therefore, this review 
will be a transparent process that enables all stakeholders to judge whether any proposed changes 
will: 

• be more effective in responding to current and future demand 
• deliver against increasing standards for safe and high quality care 
• ensure more resilient services now and in the future.   

 

Subject to the advice of Health Oversight and Scrutiny Committees of local authorities, there may 
be a need for commissioners formally to consult local populations, service users and the public of 
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Devon about the proposed changes. In doing so, commissioners must demonstrate that options for 
change have been objectively assessed against these principles and criteria. Therefore, an 
important first step is to ensure these are accepted by our stakeholders as understandable, fair and 
transparent in guiding decision-making to achieve the best options for safe, effective and affordable 
acute hospital care services that will improve outcomes and timeliness of care for the people of 
Devon, and thus provide a compelling case for change.  

The following criteria are proposed/will be used to guide the evaluation of any options against the 
current delivery of services. In making this assessment it is not expected that each option will score 
highly on every dimension, but that the overall assessment will deliver an option for service change, 
that will deliver the best overall outcome for the people of Devon. With this in mind the following 
criteria are proposed: 

• Safety: delivers improved patient safety   
• Quality and Outcome: results in clinical benefit and improved outcome for the population, 

and treatment offered that will be of proven benefit for the individual patient. 
• Access: maximises the ability of patients and carers to access the service as measured by 

o reasonable travel time given the balance to be achieved with service improvement 
and achievement of best outcomes, and  

o access to care within the waiting time standards for that service 
• Service sustainability: results in improved service quality and sustainability given the 

challenges of the availability of the permanent clinical workforce, avoids high levels of 
agency/locum staff usage, and addresses known and/or imminent workforce challenges to 
the delivery of services both during and outside traditional working hours 

• Training: supports the effective training and development of future clinicians and care 
professionals. 

• Cost effectiveness: minimises the cost of service delivery relative to the alternatives. 
• Patient Choice: promotes patient ability to choose provider or treatment 
• User experience: delivers an improvement to the user experience  

 

Approach and Methodology for the Acute Hospital Service review 

Clinical engagement has identified a number of services that are currently not delivering best 
possible outcomes for the people of Devon and are not cost effective when compared to alternative 
models of care.   In discussions to date, a number of services have been identified which should be 
considered for review. These include services prioritised by the STP Clinical Cabinet from those 
identified by the NEW Devon Case for Change, South Devon and Torbay-specific priorities, and 
services identified as being potentially at risk of unplanned change because of workforce or other 
challenges.   

The criteria above are proposed as guiding the evaluation of any specific service, and – given that 
capacity needs to be targeted to the most critically challenged services – for selecting and 
prioritising the services within the scope of the review.  

It is proposed that each service, or bundle of connected services, is scored against these criteria, 
identifying the potential for improvement. The Clinical Cabinet, through this exercise has already 
identified the priorities for Phase 1 and will use the same process to identify the priorities for the 
next phases of the Review and to assess the degree of interdependency amongst high priority 
services. 
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The STP Clinical Cabinet, made up of representatives from all health and care organisations within 
Devon and including service users, have prioritised the services most urgently requiring review in 
Phase 1 of this work.  These priority services are:  

• Stroke services (including hyper-acute and stroke rehabilitation). 
 

• Maternity (including consultant-led and midwife-led care), Paediatrics and 
Neonatology, to be reviewed together given their inter-dependancy. 

 
• Urgent and Emergency services, focussing particularly on the acute hospital 

provision of accident and emergency and co-dependent services. 
 

In addition, the Clinical Cabinet have identified services that need to be reviewed because clinical 
sustainability was causing some concern.  This might be due to, for example, national staff 
shortages or low patient numbers making it difficult for clinical staff to keep their skills up to date.  
These so-called ‘vulnerable’ services include: 

• Breast services (surgery and radiology)  
• ENT  
• Interventional Radiology 
• Histopathology  
• Neurology  
• Interventional Cardiology 
• Vascular Surgery   

 

Under the ‘vulnerable services’ strand of the review, work is already underway in some areas, such 
as Neurology and ENT.   

The services listed have been prioritised for Phase 1 of the Review, and other services will similarly 
be assessed for clinical priority in future phases of this work programme.  NHS England’s 
specialised service and primary care work programmes, which would include specialised cancer 
care, specialist mental health services and primary care development, may also trigger the need for 
a Devon-wide service review in future phases of the Acute Services Review.  

Proposed methodology for undertaking specific reviews 

In carrying out the reviews of specific services, it is essential that the work is undertaken in an 
objective and transparent way to build trust and confidence in the outcome of proposed optimum 
solutions for change. Fully engaging the key stakeholders and partners at every stage will be critical 
to the success of the process.   

A core requirement is to set out the arrangements that will be put in place to ensure the review 
process is well governed and has high levels of stakeholder engagement and influence, is open and 
transparent, has key decisions approved in line with the STP Governance arrangements, and wider 
guidance and best practice on effectively managing strategic service change.  An overarching 
project plan is required to ensure quality outcomes at each stage of the review process while 
delivering the review at pace.  The approach proposed and the emerging detailed plan must also 
have the endorsement of the regulatory system within which the STP operates.  
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Next steps 

We will put in place robust governance arrangements, start to appoint clinical and managerial 
leadership for each strand of the Review and create ‘colleges of experts’ – with clinical, service user 
and stakeholder representatives - to develop the detailed case for change required for each service.  

For each service review, where there is a significant change proposed, we will also engage widely 
with service users, clinicians, staff, unions, representative groups and the public. Where formal 
consultation is required, this will be planned and undertaken to meet all the statutory requirements 
relating to NHS service changes.   

This development and evaluation process is likely to take at least a year before any service change 
begins. 

 

 

Page 13 of 13Acute Services Review.pdf
Overall Page 111 of 331



Overall Page 112 of 331



 

REPORT SUMMARY SHEET 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Into the future: Reshaping community-based health services  
Public consultation update 

Lead Director: 
 

Ann Wagner  
Director of Strategy and Improvement  

Corporate Objective: 
 

All 

Corporate Risk/ 
Theme 

This paper takes account of/address the following risks from the 
corporate risk register 
 
2.  Failure to achieve key performance standards 
 
3.  Inability to recruit / retain staff in sufficient number / quality to 
maintain service provision 
 
4.  Lack of available Care Home / Domiciliary Care capacity of the 
right specification / quality. 
 
5.  Failure to achieve financial plan 
 
6.  Delayed delivery of integrated care organisation (ICO) care 
model 
 
8. Care Quality Commission requirement notice sets out significant 
concerns regarding safe quality care and best experience 
 
 

Purpose: 
 

To update the Board on the consultation process and confirm next 
steps 

Summary of Key Issues for Trust Board 
Strategic Context: 
Earlier this year NHS England authorised our Clinical Commissioning Group (CCG) to begin a twelve 
week formal public consultation on the future shape of community services across all our localities except 
Coastal (which was subject to a separate consultation last year and is now starting to implement changes). 
To avoid the summer holiday recess, the CCG Governing Body agreed to commence consultation on 1 
September and run to 23 November.  
 
The proposals for change, which have been developed with the support of the Trust, and are 
based on extensive public and stakeholder engagement are an important part of our new model 
of care, with more care delivered in or close to people’s homes. This will mean investing in 
strengthening the community-based teams and services that most people use, so there is less 
reliance on bed-based care.  
 
The consultation proposals reflect the national Five Year Forward View policy, which has been 
endorsed by professional groups, the Government and the NHS as the way services should be 
provided in future. 
  
The purpose of this paper, which reflects papers being submitted to Council Overview and Scrutiny 
Committees and Health and Well Being Boards, is to provide an update on the consultation process, which 
has now closed, and confirm next steps.  
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Key Issues/Risks  
The current NHS provision in the area is unsustainable and will be unable to continue to cope with rising 
demand for services from our increasingly elderly population, increased life expectancy and the number of 
people with complex long term conditions.  As indicated in previous reports, change is inevitable and 
maintaining the status quo is neither sustainable nor clinically sound. 
 
Key to successful implementation of the care model is the availability of staff to form the 
integrated teams that lie at the heart of the proposals, together with suitable facilities to enable 
the co location. Success also relies on a sustainable and resilient care home sector which is 
currently significantly challenged.  
 
Recommendation: 
The Board is asked to note the report and attachment 
  
Summary of ED Challenge/Discussion: 
The Executive team has been very involved in developing the proposals which are aligned to our 
care model aspirations and strategy for the future. Directors will continue to work with the CCG 
healthwatch and other stakeholders to develop an appropriate response in light of feedback from 
the public consultation.  
 
Key issues considered include workforce capacity, care home sector resilience, GP agreement to 
co –locate, disinvestment from old model and facilities to invest in new model  and availability of 
fit for purpose facilities. 
 
Internal/External Engagement including Public, Patient and Governor Involvement: 
The CCG and Trust have worked hard to reach out and engage with the public and key 
stakeholders so that everyone has had the opportunity to understand the proposals and have an 
opportunity to comment, share concerns and suggest alternative proposals.  
 
Equality and Diversity Implications: 
Equality Impact Assessments have been completed and will continue to be refreshed throughout 
the model of care implementation   

 
 

 

PUBLIC 
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Report to:  Trust Board  

Date:  7 December 2017  

Report From:  Ann Wagner 

Director of Strategy and Improvement   

Report Title:  Into the future: Reshaping community-based health services  
Public Consultation Update  

 
1 Purpose   
 
Earlier this year NHS England authorised our Clinical Commissioning Group (CCG) 
to begin a twelve week formal public consultation on the future shape of community 
services across all our localities except Coastal (which was subject to a separate 
consultation last year and is now starting to implement changes). To avoid the 
summer holiday recess, the CCG Governing Body agreed to commence consultation 
on 1 September and run to 23 November.  
 
The proposals for change, which have been developed with the support of the Trust, 
are an important part of our new model of care, with more care delivered in or close 
to people’s homes. This will mean investing in strengthening the community-based 
teams and services that most people use, so there is less reliance on bed-based  
care.   
 
Throughout this consultation period the CCG, supported by the Trust, has sought to  
discuss the issues which underpin this consultation and proposed solutions with the 
widest possible range of people.  
 
The purpose of this paper, which reflects papers being submitted to Council 
Overview and Scrutiny Committees and Health and Well Being Boards, is to 
provide an update on the consultation process, which has now closed, and 
confirm next steps.  
 
 
2 Context 
 
The consultation proposals reflect the national Five Year Forward View policy, which 
has been endorsed by professional groups, the Government and the NHS as the 
way services should be provided in future.  
 
The current NHS provision in the area is unsustainable and will be unable to 
continue to cope with rising demand for services from our increasingly elderly 
population, increased life expectancy and the number of people with complex long 
term conditions.  As indicated in previous reports, change is inevitable and 
maintaining the status quo is neither sustainable nor clinically sound. 

 
The CCG, working closely with the Trust, has engaged extensively with local people 
and their representatives in developing the proposals and have used their priorities 
to inform the proposed changes. At the heart of the consultation process is our 
shared wish to respond to what people told us they wanted from their health services  
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including to provide more care in or close to people’s homes, via a more integrated 
joined up health and social care service. We believe these proposals will improve 
health services and are affordable.  
 

 
3 Proposals 
 
The changes being proposed have been designed to improve quality of care. The 
goal shared by the CCG and Trust is to ensure that our health system can meet the 
future needs of our population by providing the best possible health and social care 
we can within the geographical, staffing and financial limitations in which we operate. 
 
In changing the way local health services are delivered, we want to ensure that in the 
coming years people in South Devon and Torbay are able to get responsive, quality 
care which meets their needs and is affordable.   
 
The consultation documentation set out the need for change and how the CCG with 
the support of the Trust believe it can best support our different communities. It 
described a model of care where hospital beds are available when needed but where 
people are only admitted if they cannot be cared for safely at home or in their local 
community.  It explained how the CCG would invest in services to keep people out of 
hospital unless it is medically necessary to have them in there. It also focussed on 
doing more to stop people getting ill, supporting them to make the best choices to be 
as healthy and independent as possible.  
 
The document described how the services in each locality might work in future if the 
proposals are implemented with detail of what would be different , what services 
could look like and where they would be. It also confirmed that providing much more 
care to people in or near their home would mean that some of the buildings from 
which we currently provide inpatient and community services  would no longer be 
required and would close. 
 
The main changes proposed in the consultation were: 
 

 Closure of Ashburton and Buckfastleigh, Bovey Tracey (beds currently 
temporarily relocated to Newton Abbot Hospital due to safe staffing issues), 
Dartmouth and Paignton Hospitals. 

 Totnes and Newton Abbot to be the location of enhanced MIU services and 
operating from 8am to 8 pm, seven days a week and with x-ray diagnostics.  
MIUs in Ashburton, Dartmouth (both currently suspended), Brixham and 
Paignton would close.   

 Establishment of clinical hubs in Newton Abbot, Totnes and Brixham with 
medical beds and specialist out-patient clinics. 

 Establishment of health and wellbeing centres in Ashburton or Buckfastleigh, 
Bovey Tracy or Chudleigh, Dartmouth, Newton Abbot, Totnes, Brixham, 
Paignton and Torquay providing a base for the delivery locally based 
integrated community services  

 Expansion of intermediate care across the CCG area 
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4 Consultation Process  
 
The 12 week consultation started on 1 September and ran until 23 November.  The 
CCG and Trust set out to involve as many people as possible and to generate a 
debate around the consultation proposals and to explain why the status quo is not a 
sustainable option.  We wanted to encourage people to use their local knowledge to 
come up with ways of improving the proposals and to offer alternative ideas for how 
we might change services for the better and to meet the growing future needs.  We 
stressed the importance of any solution being clinically sound, affordable and 
sustainable. 
 
The CCG promoted the consultation widely, using a variety of methods designed to 
reach different parts of our communities and to give everyone who wished to 
comment on the proposals the opportunity to do so.  Set out below is a summary of 
the core activity. 

 About 14,000 consultation documents were distributed, and versions were 
available in easy read and large print format.  Some 2,000 posters promoting the 
consultation and public meetings were displayed.  

 23 public meetings were held and the CCG also attended more than 60 other 
meetings with community based groups and staff. 

 Information was sent to more than 300 groups, many of whom such as Torbay 
Community Development Trust, shared it with their member organisations.   
Healthwatch Devon and Healthwatch Torbay also promoted the consultation and 
shared documentation via their websites and publications whilst the ICO and 
Devon Partnership Trust sent information to their members. 

 More than 1,700 people attended the public meetings and Healthwatch was able 
to record views expressed in the round table discussions as well as issues raised 
in the question and answer sessions. 

 Nine advertisements were placed in the Brixham Times,  Dartmouth Chronicle, 
Herald Express, Mid Devon Advertiser (all six area editions), and the Totnes 
Times. 

 Facebook advertising reached 35,000 people, more than 1,000 of whom 
accessed the website or online questionnaire. 

 Throughout the consultation, the CCG used twitter to report on public meetings, 
share information and respond to questions and the number of people reached 
more than doubled during the consultation period, reaching more than 100,000. 

 Information was also shared via the Trust’s web, facebook and twitter feeds. 
 The consultation pages on the CCG website received more than 8,000 hits from 

unique users during the consultation period. 
 Presentations were made to Trust and CCG staff and to Devon, Torbay, South 

Hams and Teignbridge scrutiny committees. 
 Some 1,400 feedback questionnaires were completed. 
 More than 700 people signed up to receive the weekly stakeholder update which 

ran throughout the consultation. 
 Throughout the consultation, and since the core proposals were published in 

April, different aspects have been covered by BBC Spotlight, Radio Devon and 
local newspapers, as well as by community based newsletters, publications and 
websites. 
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To help increase understanding, a range of support documents were also published 
on the CCG’s website and made available at public meetings and on request.  Short 
videos were also hosted on the website illustrating different aspects of services 
under the new model and a range of FAQs were published. The CCG added 
Browsealoud to their website to facilitate access and participation for people with 
Dyslexia, Low Literacy, English as a Second Language, and those with mild visual 
impairments by providing speech, reading, and translation 
 
The promotional activity highlighted above targeted different groups across the area.  
Specifically, we directly approached a large number of groups based on our Equality 
Impact Assessment (EIA) to ask them to highlight the consultation to their members 
and to help us share consultation material.  Sessions were also held specifically for 
young people, talked to people while they travelled on Newton Abbot community 
transport and attended sessions aimed at hard to reach groups.  
  
Initial meetings in Paignton and one in Ashburton were oversubscribed and 
additional meetings were organised as a result. The consultation feedback 
questionnaire received some criticism as some people did not like the way it sought 
views on the CCG’s specific proposals, while providing opportunities for people to 
respond with alternative proposals/comments in their own words. 

Torbay and Devon County Council Overview and Scrutiny Boards have maintained 
oversight of the process throughout the consultation and have confirmed their 
assurance that due process has been followed and that the CCG has made every 
attempt to engage widely to give everyone the opportunity to listen and have their 
say. The Councils are now waiting to see the feedback from Healthwatch and expect 
the CCG to take that feedback into account in their final response.    

 

5  Reporting on Consultation Responses 
 
Views expressed at public meetings and others attended by the CCG were captured  
by Healthwatch (Devon and Torbay) ready for inclusion in their independent report of 
the consultation.  
 
The main themes which we heard across the consultation were:   

 Praise for NHS staff and support for the NHS and the services it provides 
 Concerns relating to reliability of some current services 
 Recognition of the need for change, the importance of being able to meet the 

rising demand for services and the financial pressures 
 The prerequisite of making sure services are responsive and safe  
 Support in principle for the new model of care and in particular for: 

o investment in community services to support more people in or near their 
own homes,  

o outpatient clinics delivered nearer to where people live 
o professionals – doctors, nurses, physiotherapists, occupational therapists 

and other health and social care workers – being brought together in 
health and wellbeing teams.  

 While supporting the care model people want reassurance that: 
o expansion of community based services can be properly resourced  
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o mental health services will also benefit from the changes as well as 
physical health 

o sufficient capacity in the voluntary sector for it to play its part in the new 
model 

o sufficient GPs to provide the medical cover in the community 
o quality and availability of care home beds is good enough 
o social care is resourced to play its part.   

 Reducing the numbers of people admitted to hospital unnecessarily and speeding 
up discharges by having more out of hospital resources is also viewed positively, 
providing these decisions are clinically and not financially driven 

 Opposition to removal of community hospital beds; a lack of acceptance that 
fewer hospital beds are needed or that hospitals proposed to close need 
substantial investment to bring them up to modern standards for bed based care 
or for an alternative health use 

 The high regard for the role played in the past by community hospitals and the 
trust that people have in them 

 The lack of an MIU in the Bay 
 The lack of x-ray in Paignton and Brixham 
 The location of a clinical hub in Brixham as opposed to Paignton 
 The location of the health and wellbeing centres in Paignton and 

Ashburton/Buckfastleigh 
 National issues outside the control of the CCG and this consultation such as NHS 

funding, fear of privatisation and the long term future of health and social care  
 Cutting waste would enable hospitals to remain open 
 Broader issues that impact on life generally such as travel, pressure on the local 

infrastructure caused by more house building and social isolation are also 
frequently raised but these are not issues the local NHS can resolve alone. 

 A belief that the consultation is a ‘done deal’. 

 
A copy of the Board’s formal response to the proposals has also been shared with 
Healthwatch (Attached at Appendix 1).Correspondence, petitions and other 
submissions will be noted by Healthwatch but most weight will be given to the 
completed feedback forms from the public.  
 
Healthwatch are now in the process of independently assessing the feedback 
received in the consultation and plan to produce their report within 12 weeks of the 
closing date for consideration by the CCG governing body. Feedback from the 
consultation is likely to be considered by the CCG’s Governing Body at a meeting in 
public in January/February 2017. 
 

 
6 What happens next? 

All alternative ideas put forward in the consultation will be evaluated to see whether 
they would meet clinical needs and offer an affordable, sustainable solution to the 
challenges we face. The CCG will be inviting local stakeholders including the ICO to 
take part in this evaluation and more detailed criteria for evaluating alternative 
proposals will be published before Christmas.  
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The CCG governing body meeting on 26 January 2017 is likely to consider the 
Healthwatch report, the evaluation of alternative ideas and to make decisions on the 
future of community services 
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the consultation; to Healthwatch volunteers for their commitment to recording all 
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8 Recommendation  

 
The Board is asked to receive this report   
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Via Email 
Derek Greatorex 
Nick Roberts 
South Devon and Torbay CCG 
 
 
 
 
 
 
 
Dear Derek and Nick 
 
Into the Future – Re-shaping community based health services: Board response to public 
consultation  
 
As the public consultation on the community services proposals draws to a close, the Trust Board 
felt it appropriate to add our voice to the responses you are receiving and confirm our support for 
the changes being proposed.  
 
As the main provider for the South Devon and Torbay population, and key partner of the CCG, 
we have been actively involved in developing the model of care which forms the basis of the 
CCG’s proposals. This model of care – predicated on shifting resources and care from a 
traditional hospital-based medical model to one focussed on integrating care to better meet the 
needs of individuals by supporting them at home and in the community – lies at the very heart of 
the ICO’s original business case.    
 
Attendance at the consultations and feedback from the public demonstrates the high level of 
support our local population has for their NHS and social care. By taking part in the consultation 
meetings, we have had the opportunity to hear first-hand the views of local people and staff 
which has been helpful in understanding their concerns and hearing ideas for alternative 
proposals.  
 
Whilst concerns have been expressed at the potential loss of much valued community hospitals, 
in the main people have been more focused on potential loss of local services, such as Minor 
Injuries and X Ray, than on buildings.  The Trust is committed to working with the CCG and local 
GPs to ensure continuation of local access to services that are most frequently used by local 
populations.  There has been a clear theme about the resilience of the care home and domiciliary 
care market and the risk to the delivery of the new care model should this not be addressed. The 
work of the CCG, Torbay Council and Devon County Council to stimulate and support the 
resilience and ongoing development of the independent care market needs to be progressed as a 
priority, and the Trust is committed to informing and supporting this work. Other concerns have 
included workforce capacity and the care model’s reliance on the voluntary sector and whether it 
can cope with increasing demands. We trust that the ‘up front’ investment and recruitment of 
intermediate care staff and our partnership with the voluntary sector to embed health care co-
ordinators across all locality teams will allay these concerns. Perhaps the most frequently raised 
barrier to the proposed changes is the difficulties of travel and access to transport. We are 
continuing to work with our voluntary sector partners to explore how the Trust can support 

 
Trust Headquarters 

Torbay Hospital 
Lowes Bridge 

TORQUAY 
TQ2 7AA 

 
 

 
Direct Line:     01803 655702  
Fax Number:  01803 616334  

E-Mail:  chiefexecutive.tsdft@nhs.net 
Website: http://www.torbayandsouthdevon.nhs.uk 

 
Your Ref:  

Our Ref: MM/SJF/158 
Date: 23 November 2016
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additional community transport for vulnerable people in local communities who need this 
assistance, and a Transport Workshop with the voluntary sector is being held on 24th November 
to progress this commitment.  
 
The Trust Board, in considering the proposed changes, unanimously agree that maintaining the 
status quo is neither sustainable nor clinically sound and through the care model we must 
develop a more appropriate response to rising demand for support and services from our 
increasingly elderly population with complex long term conditions and care needs. We firmly 
believe that the changes to the care model being proposed are the right thing to do, and will 
better meet the needs of our growing, ageing population.     
 
Change of this magnitude is not without challenge and risk, and managing the uncertainty until 
decisions are made is also creating risk of unplanned change.  Safe staffing in our community 
hospitals is increasingly difficult to maintain as staff move on, despite assurances regarding job 
security. As the CCG is aware we have taken immediate action to ensure safe staffing levels, 
including reducing beds temporarily where necessary.  However we would urge the CCG to make 
the necessary decisions that will remove this uncertainty for staff and local populations, and allow 
the proposed changes to be progressed.  
 
We do not underestimate the challenges our system faces. Whilst we have ambitious plans, 
implementation will require all of our collective energies to ensure we deliver change in a 
managed way. The Trust is committed to working with the CCG, Torbay Council and Devon 
County Council as our commissioners, our partners in primary care, the voluntary and private 
sector, and with local populations, their community leaders and elected representatives, to deliver 
the changes required. Our aim is to implement the key major service developments before 
changes are made to current service provision.  
 
Once the consultation is concluded, the Trust is committed to work with the CCG to review the 
key themes from the consultation responses including any suitable alternative suggestions, so 
that together we can consider any reasonable adjustments to the current proposals before final 
decisions are made.  
 
Yours sincerely 

                      
 
 
Mairead McAlinden     Sir Richard Ibbotson 
Chief Executive     Chairman 
 
 
 
Cc: Pat Harris/Pam Prior Healthwatch Torbay 

Miles Sibley  Healthwatch Devon  
Caroline Taylor Torbay Council 
Jennie Stephens Devon County Council 
Jenny Turner  South Devon and Torbay CCG 
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

Trust Board 7th December 2016 

Title: 
 

Response to the proposals to reduce funding reduction for Public Health in 
the Mayor of Torbay’s Draft Efficiency Plan 

Lead Director: 
 

Medical Director 

Corporate 
Objective: 
 

1. Safe, quality care and best experience  
2. Improved wellbeing through partnership 
3. Valuing our workforce 
 

Corporate Risk/ 
Theme 
 

6.  Delayed delivery of integrated care organisation (ICO) care model 
 

Purpose: 
 

Information//Decision  

Summary of Key Issues for Trust Board 

Strategic Context: 
 
The Mayor of Torbay has made proposals for reductions in commissioning of Public Health 
services within the Trust that amount to £1M as part of the Council’s Draft Efficiency Plan  
(http://www.torbay.gov.uk/media/7838/efficiency-plan.pdf) 
 

Key Issues/Risks  
 
Torbay and South Devon Foundation Trust (the Trust) provides a range of services 
commissioned by Torbay Council.  The services include: 
 

 Sexual Health Services 

 Health Visitors / School Nurses  

 Drug & Alcohol Services   

 Healthy Lifestyle Service  

  
The Draft Efficiency Plan includes proposed funding reductions that would have profound effects 
on service delivery.  The departments affected have proposed detailed Quality and Equality 
Impact Assessments. 
 
The Trust needs to respond to the proposed reductions in funding as part of the formal 
consultation process by 16th December. 
 
This paper includes a draft letter of response to the Mayor’s proposals. 
 
Recommendations: 
 
The Trust Board is asked to consider the risks described within this report relating to the 
reduction in funding proposals and to agree a form of words to contribute to the formal 
consultation process.  
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Public 

Summary of ED Challenge/Discussion: 
 
Executive Directors have provided support to content and style of letter to the Mayor.  It has been 
agreed that South Devon and Torbay Clinical Commissioning Group will provide a separate 
response but that responses will be shared and aligned. 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
Representations from patient groups and the public have been considered in the production of 
this report and the feedback to the consultation. 
 

Equality and Diversity Implications: 
Quality and Equality Risk Assessments have suggested that the proposed changes will have an 
adverse effect on access to services and patient/public experience. 
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Public 

                                                             

 

Response to the Mayor of Torbay’s proposals for reduction in the Public Health commissioning 

budget for 2017/18 and 2018/19. 

 

Dear Mayor, 

We wish to express our opposition in the strongest terms to your proposals to reduce the Public Health 

(PH) budget for the next 2 financial years.  This letter expresses the views of the Board of Torbay and 

South Devon NHS Foundation Trust (TSDFT). 

We understand that the financial position of Torbay Council is extremely difficult and that savings must be 

achieved somewhere.  However we believe strongly that the reductions in expenditure proposed in Public 

Health would result in deterioration of care for our patients, increased risk to their health and well-being 

and would ultimately be counterproductive, as the result would be increased costs in other sectors and for 

the council in the future. We believe that the proposed reductions in funding for PH services will impact 

adversely on the most vulnerable children, young people, families and vulnerable adults in our local 

communities.  

Over recent years we have worked together very effectively to agree a ‘joined-up’ approach to the 

provision of health and social care in South Devon and our achievements have been recognised on the 

national stage and embedded with the formation of the Integrated Care Organisation (ICO).  Part of the 

agreement is to work to ensure that decisions made in one part of our system do not have unintended 

adverse effects.  A second cornerstone of our agreement has been to shift our investment in Health from 

the traditional reactive, to a proactive and preventative approach.  We believe that the funding reductions 

you propose will damage the progress we have made on both counts.  

Through the public consultation on community services over recent months, we have collectively made a 

commitment to the public to increase investment into prevention and community services.  It is difficult for 

us to understand why the council, which has statutory responsibility for public health, would be proposing 

the opposite trajectory for funding.  The proposals would lead to differential services in South Devon and 

Torbay, an outcome that we have been working hard to abolish.   We are concerned that your proposed 

funding cuts will have an adverse effect on the credibility of the community service model redesign and be 

damaging to the reputation of both Torbay Council and the ICO.  

The budget reductions described would devastate some of our services and since more than 90% of the 

Public Health service budget is in staff pay, would result in loss of jobs.  The proposed reductions in 

funding to the Lifestyles team would remove more than 75% of its budget making the service unviable.  

The Lifestyles Team provide a range of services that are very strongly valued by service users with good 

outcomes. Reductions to other areas would be equally difficult to manage.  We understand that the Public 

Health commissioning team have had no choice but to propose funding reductions to fall where they have 

because of the nature of the services.  There would be high risk of patient harm in some services should 

greater budgetary restriction be applied there, e.g. in sexual health services where patients are in active 

treatment programmes.  The Lifestyles team work with people to support them in improving their long-term 

health and well-being.  The effect of reducing funding may be less immediate in some cases but we 

believe is likely to be at least as damaging in the longer term.  As the ICO we have already made 

substantial new investments in prevention and in the voluntary sector in support of the new care model 

(more than £1M in the present financial year).  Our own worsening financial position makes the option of 

further investment from TSDFT to ensure continuation of the services affected very difficult.    
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We would ask you to reconsider these proposals.  The services described are already engaged in 

significant cost improvement programmes and have redesigned, or are committed to redesign, to provide 

services that provide better coverage of the population of Torbay with focus on the most deprived.  The 

teams affected by these proposals have undertaken a Quality Impact Assessment and an Equality Impact 

Assessment, both of which are endorsed by the Trust Board.  These assessments show high risk to 

patient care, poor experience and future increased cost to other sectors, and likely worsening of health 

inequalities and access for disadvantaged groups.  More detail of impact is provided within the Appendix.  

We will, of course, make all of these QIA and EQIA assessment available to you. 

While we accept that the council must find economies somewhere we believe that the funding reductions 

proposed will result in deterioration in service and a reversal of progress towards better Public Health.  We 

will, of course continue, through our joined up Prevention, self-care and Well-being Board, to work with the 

Director of Public Health and her team towards our shared aim of making improvement in Public Health 

everybody’s business in Health and Social Care in Torbay and South Devon.  

Yours sincerely, 

 

 

Sir Richard Ibbotson, Mairead McAlinden 

 

On behalf of the Board of TSDFT 
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Appendix 

Specific effects of proposals for reduction in Public Health funding 

We believe that the proposals outlined will have the following impact on services 

Sexual Health Services proposed reduction of £106K 

This is an integrated service with a contract for Torbay and a contract for Devon with Torbay taking the 

lead commissioner role. The challenge around reductions from one commissioner is that the level of 

service will be different in different areas even though the Trust has a Torbay and South Devon footprint.  

Staff would have to be lost from the service.  Areas of loss of service would include loss of outreach (which 

has contributed to reduction in teenage pregnancy) and effectiveness of Chlamydia screening which would 

result in greater costs of treatment in the future and infertility. 

Health Visiting and School Nursing (Public Health Nursing) proposed reduction of £255K 

We know that what happens to a child during the first 2 years of life is crucial and a key determinant of 

intellectual, social and emotional health and wellbeing throughout life.  The Health Visiting service is the 

only service that comprehensively assesses the needs of every child at crucial stages of their development 

between pregnancy and the age of 5, often in the home environment.   

The proposed reductions in funding of the HV service would require a reduction in 10 WTE Health Visitors 

in Torbay.  Reducing the staffing capacity will impact on the number of home visits to children aged 0 to 2 

years making them less visible to services.  This is likely to result in increase in risk of harm to children 

and increase in serious case reviews.  A negative impact will also be felt through failure to recognise 

maternal mental health concerns at an early stage with likely increased costs to mental health services, as 

well as great distress to the women affected.  Reduction in the HV service is also likely to reduce 

identification of risk of domestic violence. 

A reduced School Nursing service will impact on their visibility in schools and the opportunities for young 

people to access health services impacting on young people’s mental health, emotional wellbeing and 

sexual health.  The effect on effectiveness of schools is difficult to quantify but is likely to be significant. 

Our assessment is that, in the case of Health Visiting and school Nursing, the proposed reductions in 

funding will have an adverse impact on partnership working with Children’s Services and impair the ability 

of staff to meet their statutory responsibilities for Safeguarding. 

Drug and Alcohol Services proposed reduction of £156 

This service has a sub contractual arrangement with DPT and a board that oversees the service 

transformation work.  The service has made plans already to reduce costs by £96K for the coming 

financial year.  Achieving a further reduction to achieve £156K will therefore adversely affect the planned 

changes in service provision with significant adverse effects in the short term. 

Further, due to the extent of the disinvestment, the service will no longer be able to provide an optimum / 

enhanced service for the criminal justice pathway into treatment provision. As a consequence, this group 

who are often highest risk, both in terms of offending and overdose potential, will be managed in the same 

manner as those accessing services voluntarily in the community, with no fast-track provision in place. 

The alcohol strategy has been central to the preventative approach of the new care model within the ICO, 

and therefore the budgetary reduction will likely result in a negative impact on the service’s ability to keep 

waiting times to a minimum in line with national targets, offer extended interventions to those who may 
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need this approach and the ability to manage referrals from primary care, the hospital and community 

teams with the current level of response 

Broad areas of adverse impact of this scale of funding reduction will include. 

 Crime 

 Anti-social behaviour / drug littering 

 Domestic Abuse 

 Hospital admissions 

 Safeguarding children 

 Avoidance of drug related / accidental deaths 

 Worsening of health inequalities across Torbay. 

 

Lifestyles Services proposed reduction of £379 – decommissioning of the service 

The current proposals most significantly affect our healthy lifestyle service with a proposed reduction of 

£379K.  This will only leave £90K within the Lifestyles service making this service unviable.  The additional 

complexity within this service is that we are commissioned by South Devon and Torbay CCG to deliver 

some Lifestyle services for them.  The reduction on PH funding may impact on that area of service 

requiring an element of redesign when the PH budget is cut.  The removal of some Lifestyles Team 

services would result in inappropriate pressure on services commissioned by the CCG (e.g. weight-

management services, chronic pain). 

The Lifestyles team has been redesigning its services to provide support to a wider constituency.  

However there is a strong evidence base for one to one services in specific areas and there is evidence of 

effectiveness and positive feedback from service users.  There is concern about potential reduction in 

Lifestyles service amongst allied services in the ICO such as the specialist obesity service, 

musculoskeletal and chronic pain services.  The decommissioning of the service would result in loss of   

 Information and brief advice/signposting 

 Guided Self-Help/Extended Information and Brief Advice 

 Health Coaching 

 Specialist Intervention 

 After-care, self-management 

There will be risk of clinical deterioration in health status for those under specialist support programmes.  

Individual service users and representative groups have communicated to us their distress and concern for 

future service availability. 

There is good evidence that present Lifestyles team services preferentially support those from 

disadvantaged groups.  The dissolution of the Lifestyles Team as a result of this funding reduction would 

reverse much of that progress.  

 63.7% of referrals into weight management programmes in 2015-16 were from the top two quintiles 

of most deprived areas. 

 52% of stop smoking referrals in 2015-16 were either unemployed, on sickness benefit & unable to 

work or in routine and manual occupations. 

 Audit data shows that approximately 80% of existing stop smoking clients have at least one target 

demographic characteristic of risk (e.g. long term condition, mental health condition, unemployed / 

long term sick, etc.,)  
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

7th December 2016 

Title: 
 

Integrated Quality, Performance, Finance and Workforce Report 

Lead Director: 
 

Ann Wagner, Director of Strategy & Improvement and Paul Cooper, 
Director of Finance 

Corporate 
Objective: 
 

Objective 1: Safe, Quality Care and Best Experience  
Objective 4: Well led  

Corporate Risk/ 
Theme 
 

All 
 

Purpose: 
 

Assurance 

Summary of Key Issues for Trust Board 
Strategic Context: 
 
This month’s Integrated Quality, Performance,  Finance and Workforce report, comprising high level 
summary performance dashboard, narrative with exception reports, detailed data book and financial and 
workforce schedules provides an assessment of the Trusts position for October (month 7) 2016/17 for the 
following: 
 

 key quality metrics; 
 regulator compliance framework national performance standards and financial risk ratings; 
 local contractual framework requirements; 
 community and social care framework requirements; 
 change framework indicators; and 
 workforce framework indicators 

 
Areas of under delivery or at risk of not delivering are identified and associated action plans are reported. 
The report also identifies areas where performance has improved.   
 
Key Issues/Risks  
 
1. Quality Framework:  

19 indicators in total of which 4 were RAG rated RED for October (3 in September) as follows: 
 Never event - A wrong route administration of medication occurred in October which resulted in a 

patient receiving oral instead of intra venous sodium bicarbonate 8.4%.  There was no adverse 
effect to the patient.   

 Fractured Neck of Femur time to theatre – 69% (last month 94%) against 90% standard. 
 Dementia Find – 45.1% (target 90% - 31.6% last month) 
 Follow ups past to be seen date – 6,582 increase of 49 from last month 

 
Of the remaining 15 indicators, 12 were rated GREEN, two AMBER of which one is reported a month in 
arrears and one is not Rag rated. 
 
2. NHS I Compliance Framework: 

The 4 hour national standard for time spent in A+E (95%) has been met in October with 95.5%. 
This is the first time the national standard of 95% has been met as an ICO and was previously 
achieved in October 2014. 
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Against the 12 performance indicators in total including the quarterly governance rating 3 indicators 
are RAG rated RED for October (5 in September): 

 RTT incomplete pathways – 89.4% (89.3% last month) against the standard of 92%.  
 Cancer two week wait from urgent referral – 71.9% (69.4% last month) against the standard of 

93%. 
 Cancer 62 day treatment from Urgent referral – 83.7% (last month 87.9%) against the standard of 

85%.  
 
Of the remaining 9 indicators, 8 were rated GREEN and the NHS I aggregate compliance framework rating 
is assessed as Green    
 
3. Finance Performance Summary 
 

Key financial headlines for month 7 to draw to the Board’s attention are as follows: 
 

  EBITDA: for the period to 31st October 2016 EBITDA is £4.04m. This is showing an adverse 
position against the PBR plan by £3.05m. Based on the Risk Share arrangement this would result 
in an EBITDA position favourable position of £0.61m.  

 Income and Expenditure: The year to date income and expenditure position is £4.95m deficit 
which is £2.88m adverse against the PBR plan, and £0.78m favourable against the RSA plan. The 
Trust has a £1.2m deficit in month after STF income and risk share income has been applied. 

 
  CIP Programme: CIP delivery has improved from the previous month with £5.31m delivered to 

date, which remains ahead of plan. Although we are seeing some improvement the level of savings 
planned increases significantly in the second half of the financial year. It therefore remains 
imperative that we secure increased traction in the programme. Plans have been developed in 
support of the vast majority of schemes, quality assessed where appropriate and progress reported 
at scheme level to the Finance, Performance, and Investment Committee 

 
 Risk Rating: The Single Oversight Framework came into effect from the 1st October 2016, and the 

Trust has delivered a rating of 3 under the new “Use of Resource” (UOR) rating which is in line with 
the RSA plan (Scoring: Rating of 1 = best, Rating of 4 = poorest). 

 
 Cash position: Cash balance at month 7 is £12.4m which is lower than PBR plan by £4.98m, and 

RSA plan £5.06m mainly due to debtors. 
 

 Capital: Capital expenditure is £6.8m behind PBR plan at month 7 
 

 Agency Spend: At month 7, the YTD position of agency spend is at 4.63%, 1.45% over the NHSI 
target cap target of 3.18%.The projected full year spend for Agency in FY 2016/17 is £9.8m which 
will give the Trust a metric of ‘3’ on Agency use under the ‘Use of Resource’ risk rating. 

 
4. Contractual Framework: 

15 indicators in total of which 7 are RAG rated RED in October (7 in September) as follows: 
 

Indicators non-compliant in October:  
 
 Diagnostic tests – 1.7% > 6 weeks (1.7% last month) against the standard of 1.0%  
 RTT waits over 52 weeks – 11 (10 last month) against 0 standard  
 On the day cancellations for elective operations – 1.3% (1.0% last month) against <0.8% standard  
 Ambulance handovers > 30 minutes against trajectory - 43 delays against trajectory of 25 (last 

month 24)  
 A&E patients (ED only) – 93.4% (88.6% last month) against 95% target Note: the combined Acute 

and community MIU departments achieved the standard of 95%.   
 Care plan summaries % completed within 24 hrs discharge weekdays 58.2% (57% last month) 

against 77% target 
 Care plan summaries % completed within 24 hrs discharge weekend 28.4% (22.8% last month) 

against 60% target 
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Of the remaining 8 indicators, 7 were rated GREEN and one AMBER 
 
Two indicators moving to compliant for October: 

 Clinic letter timeliness – 86.4% (last month 72.7%) against the standard of 80% within 4 working 
days. 

 Trolley waits in ED > 12 hours. Zero trolley waits > 12 hours are recorded in October. 
 
5. Community and Social Care Framework: 

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

 Number of care home placements against trajectory – 641 against trajectory of 625 permanent 
placements. An increase of 6 patients on last month. 

 Timeliness of adult social care assessment assessed within 28 days of referral. 69.0% against a 
target of 70% 
 

The CAMHS performance has not been RAG rated this month whilst a data validation exercise is 
completed.  
 
Of the remaining 9 indicators, 5 were rated GREEN, 1 amber and the remaining 3 no RAG rating.  
 
6. Change Framework 

3 indicators in total – no RAG ratings available pending agreement on tolerances 
 
Finance and Investment Committee noted the increase in emergency admissions – up from 2776 
to 3015 for month of October compared to previous year 

 
7. Workforce Framework 

4  indicators in total of which 1 (staff absence which is reported 1 month in arrears) is RAG 
rated RED as follows: 

 
 Staff sickness / absence: The annual rolling sickness absence rate of 4.27% at the end of September 

2016 represents a continuing upward trend.  The target the Trust set itself was 3.90% for the end of 
September 2016.  The rate for the month of September 2016 on its own was 4.02%, compared to 
4.12% in September 2015, suggesting that over time the rolling rate will start to reduce.  The 
Workforce and OD Group have discussed that more robust reporting and validating has contributed to 
the increase in the sickness absence rate.  Continued activity to reduce sickness absence levels has 
been included in an enabling efficiency scheme in the 2017/2018 Operations Plan. 

 
Of the remaining 3 indicators, 1 rated AMBER and 2 GREEN  
 
Recommendations: 
 
To note the contents of the report and appendices and seek further assurances and action as required. 

Summary of ED Challenge/Discussion: 
 
This report was reviewed by the Finance and Investment Committee (29 November), Executive Team (29th 
November) and Executive QA and challenge is reflected in this report.  
  
Of particular concern is the significant overspend against budget during October, clearly indicating that the 
increased savings target that took effect from 1 October 2016 has not been achieved.  Failure to achieve 
the CIP programme in full will result in the Trust not achieving its planned financial position. 
 
Performance of each Service Delivery Unit (SDU) is regularly reviewed by Executive Directors on a 
monthly basis through the Quality and Performance Review meetings (most recently on 24th November). 
This enables the corporate team to receive assurance, prioritise areas for improvement, consider support 
required and oversee action plan delivery. 
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Internal/External Engagement including Public, Patient and Governor Involvement: 
 
N/A 
 
Equality and Diversity Implications: 
 
N/A 
 
 

PUBLIC 
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not been captured on the discharge summary records. This will mean that the reported 
number of assessment will be lower than actually recorded in the notes. Improved 
completeness of reporting will be achieved through the roll out of the ‘Nerve Centre’ 
clinical tool. Pilot implementation on the paediatric ward is now live with two medical 
wards to be piloted by the New Year. Full roll out is scheduled for April 2017. 
 
 
2.3  Hospital Standardised Mortality Rate (HSMR) 

RAG RATING:  GREEN 
 

The Graph below shows that the benchmarked assessment of HSMR remains within 
the expected range. 

 

 

The HSMR is the measure used to show deviation against expected in hospital 
mortality distribution. 

Once a year, Dr Foster, who we use for providing benchmarking clinical outcomes 
data, remodel the risks that create the benchmark figures that help project the ‘100’ 
relative risk benchmark for HSMR (National average).   

The reason for this is to take into account the changing patterns of in-hospital deaths 
and volume of admissions which alter year on year as hospitals in England improve 
their performance.  

The remodelling is essentially resetting the national average at 100.   So whilst a trust’s 
mortality rates may be improving in absolute terms, if the improvement is significantly 
slower than that observed nationally, then the HSMR for the trust may not show 
improvement.   
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 Time to senior medical review 
 Number of discharges before 11.00am as a key marker of patient flow  
 Total number of patient discharged in a day contributing to overall bed 

occupancy levels. 
 Numbers of Delayed Transfers of Care (DTOC) 
 Numbers of people in bed based care with a length of stay over 10 days 

On the weekend of the 12th/13th November we recorded deteriorating performance 
influenced by a number of these key factors: 

 Increasing numbers of patients presenting 
 Increased conversion to admission 
 low discharge numbers over the weekend 12th / 13th November 
 a slight increase in people over 10 days length of stay in bed based care 
 increased 111 activity. 

Escalation plans were implemented and performance responded although it is 
recognised that particularly in winter months the impact of multiple deteriorating 
markers can present huge system challenges. It should be noted that we have 
continued to operate through this period with a reduced number of spaces in ED from 
the on-going estates improvement works that has had an impact on flow. 

   
 

3.2.    Referral to Treatment (RTT) incomplete pathways  
RAG RATING: RED 

 

At the end of October 89.4% of patients waiting for treatment have waited 18 weeks or 
less at the Trust.  This is below the agreed STF trajectory and the 92% standard. 

RTT delivery of the aggregate Trust position deteriorated below the 92% standard and 
the STF trajectory in July. Deterioration of the aggregate position was initially due to 
the workforce challenges and associated reduction in capacity faced by the Neurology 
department.  Further workforce challenges in Cardiology, Respiratory & Orthopaedics 
are now compounding this and impacting significantly on the aggregate position and 
recovery forecast.   

Between now and March 2017 some specialties have plans in place to reduce the 
number of patients waiting over 18 weeks, however due to the forecast deterioration in 
other specialties the aggregate position is not forecast to be delivered by March 2017.   

Assumptions in the current plan are; 

 Saturday lists for Urology running Oct – Dec (up and running) 
 Extended trauma Lists 4 cases per month running  Nov – Mar 
 Foot and ankle Saturday lists 12 cases per month running Oct-Dec (not yet 

started) 
 Continuation of locum doctor in Neurology 

 
In order to achieve 92% of patients waiting less than 18 weeks a further 509 patients 
need to be seen from the longest waiters by March 2017.  The Trust does not currently 
have plans to achieve this and have therefore worked with the CCG to clarify a longer 
term recovery trajectory as set out below.  
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3.4 Cancer standards  
RAG RATING: AMBER 

Provisional data for October is shown in the following table: 

     

Ta
rg
et
 

N
o
. S
ee
n
 

B
re
ac
h
ed

 

% 

14day 2ww ref     93.0%  978  276  71.8% 

14day Br Symp     93.0%  96  4  100.0% 

31day 1st trt     96.0%  193  3  98.4% 

31day sub drug     98.0%  82  0  100.0% 

31day sub Rads     94.0%  71  2  97.2% 

31day sub Surg     94.0%  31  1  96.8% 

31day sub Other      ‐  23  0  100.0% 

62day 2ww ref     85.0%  107.5  17.5  83.7% 

62day Screening     90.0%  16  1  93.8% 

 

The standards against the ‘two week wait to be seen from urgent referral’ and the ‘62 
days to treatment from urgent referral’, have not been met.  
 
The 62 day standard in October achieved 83.7% against the standard of 85% being 
17.5 breaches from a total of 108 recorded treatments. (note - breaches shared with 
other providers count as 0.5) 
 
This is the first time this 62 day standard from urgent referral has not been met. The 
breaches are spread across a number of cancer sites with two sites Urology and Lung 
making up the majority of the breaches. On review of the breach reasons 50% were 
dues to hospital capacity and process delays with the remainder due to complex 
pathways and patient choice. There is no single common cause to report. The latest 
data indicates that performance has improved in November to achieving the standard 
and it is forecast that the Q3 position will also be achieved. 
 
The 2ww referrals standard achieved 71.9% against the standard of 93%. The 
performance has continued to be affected by the backlog in dermatology following the 
previously reported increase in referral over August and September; the current 
forecast is to achieve the standard to see urgent referrals within 2 weeks from 1st 
January 2017. 
 

4  Financial Performance  

The Trust submitted an Annual Plan to Monitor for financial year 2016/17 showing 
EBITDA of £19.1m and an overall surplus of £1.7m, based on a Payment By Results 
(PbR) contract arrangement.  

The Board have been briefed on the overall financial challenge to the Health and Care 
System in 2016/17 and the consequent difficulties in agreeing contract arrangements. 
Encouraged by both Regulators - NHS England and NHS Improvement - negotiations 
concluded in the reinstatement of the Risk Share Agreement (RSA). This report is 
presented on the basis that the RSA has been maintained – the RSA plan in the 
following analyses - with the Trust picking up an £11.6m share of system risk in 
2016/17. In that plan, this reduction in income is compounded by a forecast loss of 
£5.0m of Sustainability and Transformation (STF) funding.  The combined effect is, 
however offset by income under the variance terms of the RSA totalling £6.56m.  The 
Trust’s revised forecast for the year is therefore EBITDA of £8.8m and an overall deficit 
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4.2 Income 
 

   Year to Date ‐ Month 07  Plan Changes  Previous Month 

  
Plan  Actual  Variance 

Changes 
PbR to 
RSA Plan 

Variance 
to RSA 
Plan 

Variance to 
RSA Plan 

Change 

  
£m  £m  £m  £m  £m  £m 

  

Income by Category 

 Healthcare (Acute and Community)   173.93   173.56   (0.38)  (1.70)  1.32   1.29   ↑ 

 Social Care   32.39   32.20   (0.19)  (0.72)  0.53   0.45   ↑ 

 Other Income   24.47   24.88   0.41   0.01   0.40   0.57   ↓ 

 Risk Share Agreement (RSA) Income   0.00   5.84   5.84   5.05   0.78   (0.23)  ↑ 

 Total   230.80   236.48   5.68   2.65   3.03   2.09   ↑ 

 
 
Healthcare Income is behind the RSA plan by £0.20m (excluding STF income). This is 
an improvement of £0.1m in month. The adverse variance on the Acute income is 
£0.20m. Most of the variance relates to SD&T CCG. The local CCG contract is £0.15m 
behind plan as a result of penalties being applied through the RSA. The remaining 
adverse variance of £0.05m is split across other Commissioners.  
 
The Trusts local CCG block adjustment stands at £6.9m (£5.8m at M6), which is £2.5m 
above the planned adjustment.   (see the bottom of Schedule 1 tab).  This is mainly as 
a result of over performance of Non Electives (£2.4m offset by £0.3m increase in the 
Emergency Adjustment). The remaining over performance is within adult critical care 
and pass through drugs, offset by under performance in both Elective and Day Case 
activity. 
 
STF funding of £3.21m in total has been received and included in the year to date 
figures.  A total of £6.7m is planned under the PbR arrangements for the full year, but 
was reset at £1.675m in the RSA plan after publication of the rules for receipt by NHS 
Improvement, with this phased into quarter one to reflect expected achievement.  An 
additional £1.535m has been achieved at Quarter 2 as the financial control total and 
performance targets, other than RTT in months 5 and 6, have been met.  
  
Social Care income is showing an adverse position against PBR plan of £0.19m, and 
favourable position against the RSA plan of £0.53m. This is mainly the result of 
additional Public Health income being received for the Drug and Alcohol Service of 
£0.56m. This income offsets costs being charged from Devon Partnership Trust, and is 
therefore neutral to the overall income and expenditure position. Client income is 
marginally behind plan by £0.03m. 
 
Other income is £0.41m higher than the PBR Plan and £0.40m higher than the Risk 
Share plan. This is made up mainly of a favourable variance of miscellaneous revenue 
(£0.08m), reflecting phasing of care model income, and smaller favourable variances in 
private patient income (£0.11m), R&D / education (£0.18m), site services (£0.05m). 
This is offset by a marginal adverse variance in revenue from non patient services 
£0.03m. 
 
A detailed analysis of income by Commissioner, Business Unit and Healthcare setting 
can be seen in Schedule 1. 
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agency costs. Estate and Facilities management also have pay overspends of £0.21m 
mainly in agency and bank costs for hotel services. Adult Social Care is also showing 
an overspend in pay of £0.63m due to the majority of their CIP target, which was 
allocated to this category, being yet to be delivered. 
 
There are off-setting pay underspends in Community Services reflecting vacancies 
across both Torbay and Southern Devon (£1.11m),Community Hospitals (£0.15m), 
Torbay Pharmaceuticals (£0.13m), HQ and  Corporate services of £2.36m, mainly in 
reserves (£1.94m), with the balance due to savings in HIS (£0.29m), Pharmacy 
(£0.23m) and Strategy (£0.13m). 
 
The graph below shows pay expenditure against both the PBR and RSA plan to date. 
Further analysis can be seen in Schedule 2. 
 

 
 
The graphs below show the expenditure on bank and agency staff to date. The plan for 
each type of spend is the same for both PBR and RSA plans including the annual 
phasing for 2016/17. 
     

 
 

 
 
NHS Improvement (NHSI) have set agency spend controls and processes for all Trusts 
to follow. A revised profile of Agency spend for the Trust was initiated by NHSI in its 
letter to the Trust in June 2016.  At month 7, the YTD position of agency spend is at 
4.6%, 1.4% over the NHSI target cap target of 3.2%. A detailed analysis and 
Improvement Plan can be seen in Schedule 3.       
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CIP targets for both pay and non pay have been profiled, with a significant increase 
after quarter one to the end of the financial year. Appendix 3 gives details of schemes. 
 
 
4.4 Non-operating Expenses 
 

   Year to Date ‐ Month 07  Plan Changes  Previous Month YTD 

  
Plan  Actual  Variance 

Changes 
PbR to 
RSA Plan 

Variance 
to RSA 
Plan 

Variance 
to RSA 
Plan 

Change 

   £m  £m  £m  £m  £m  £m    

 Non‐Operating Expenses  

 Donations & Grants   0.54  0.14  (0.40)  0.00  (0.40)  (0.06)  ↑ 

 Depreciation & Amortisation   (6.27)  (5.85)  0.42  0.00  0.42   0.24   ↑ 

 Impairments   0.00  0.00  0.00  0.00  0.00   0.00   ↔ 

 Restructuring Costs   0.00  (0.28)  (0.28)  0.00  (0.28)  (0.28)  ↔ 

 Finance Income   0.09  0.06  (0.04)  0.00  (0.04)  (0.03)  ↑ 

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

 Interest cost   (1.81)  (1.80)  0.01  0.00  0.01   0.01   ↔ 

 Public Dividend Capitals   (1.51)  (1.29)  0.22  0.00  0.22   0.19   ↑ 

 PFI Contingent Rent   (0.19)  (0.21)  (0.02)  0.00  (0.02)  (0.02)  ↔ 

 Corporation Tax expense   (0.01)  (0.01)  0.00  0.00  0.00   0.00   ↔ 

 Total   (9.15)  (8.99)  0.17  0.00  0.17   0.32   ↓ 

 
 
Depreciation is £0.42m underspent against the RSA Plan, due to the reduction in 
2016/17 capital expenditure and changes in the completion dates of capital projects. 
 
Restructuring costs are £0.28m higher than the RSA Plan, due to MARS costs incurred 
earlier in the year. 
 
Gains on Asset Disposals are £0.25m higher than the RSA Plan, primarily due to the 
£0.26m profit on the sale of the surgical robot. 
PDC dividend payable costs are £0.22k less than plan reflecting the balance sheet 
impact of the deterioration in the Trust's financial position during 2016/17. 
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4.9  Activity report  

The Trust level Contract Monitoring Schedule showing activity and income across all 
commissioners is included in the data book as Schedule 7 within the Financial 
Framework section. 
 
The first section shows admitted patient care (APC) and key variances from plan are 
elective inpatients 10% under plan, up from 9% last month and non-electives 7% over 
plan, down from 8% last month.  The main specialties underperforming in inpatients 
are upper GI, gynaecology and clinical oncology.  The position on non-electives 
reflects the additional pressure the system has been under as well as the additional 
capacity now available on the EAU4 ward since the Acute Medical Unit (AMU) was 
moved to level 2. 
 
The second section shows outpatients and here the biggest variance is on first 
attendances which are nearly 1.9% over plan (3.2% last month).  This over 
performance is despite continued underperformance in certain specialties, specifically 
neurology and respiratory.  The main areas of over performance are ophthalmology, 
orthopaedics and dermatology.  Follow ups are 0.5% over plan (1.9% last month) and 
again orthopaedics is the main contributor, along with ophthalmology and medical 
oncology.  Despite this additional activity the Board will be aware that there are still 
some significant waits for patients on the follow up lists.  A&E activity is very close to 
plan at around 0.6% under plan.   
 
The activities below the payment by results (PBR) section are contracted on the basis 
of locally agreed prices.  These are all the clinical activity areas where a PBR tariff 
does not exist or it has been agreed with commissioners that local pathways and tariffs 
are more appropriate than the application of a PBR tariff, or national tariffs have not 
been set.  Acute Medical Unit (AMU) and Clinical Decision Unit (CDU) activity is 
included here.  Whilst AMU activity is very close to the planned levels the activity in the 
CDU is significantly over plan.  In common with the additional activity on EAU4, in part 
this will be a reflection of pressures in the system.  However the CDU model was under 
development at the point that the plan was being set and therefore the historical or 
baseline level of activity may have been understated in the plan. 
 

5 Contract Framework 

The standards set out below are the requirements agreed by Trust through the contract 
with the CCG and NHS England Specialised Services.  They are in addition to the NHS 
I governance framework standards. 

5.1 Service Transformation Fund (STF) Performance Trajectories 

The STF trajectories are set out below and RAG rated with actual performance.  The 
trajectories have been agreed with the CCG and submitted to NHS I in accordance 
with the requirement to access the STF. Three of the four monitored standards have 
not been achieved in October. The peer comparisons are shown in Appendix 3. 

The table below shows our performance against the trajectory and the relevant 
standard. Where performance is meeting standard but is lower than trajectory this is 
shown as GREEN RAG rated. Where the performance is below Standard with the 
trajectory not achieved this is shown as RED RAG rated.  
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delivery. It is noted that the CCG CQUIN schemes are included as part of the overall 
risk share agreement. 
 
Against the specialist commissioning contract the CQUIn schemes have been difficult 
to fully define and sign off. We now have 3 agreed schemes and all are on track with 
baseline assessments complete and monitoring against progress for Q3 and Q4 in 
place against agreed trajectories. 
The 3 schemes are 

1. Reducing delays in transfer from ITU to general wards > 4 hours and 24 hours 
from being fit and ready for transfer. 

2. Dose banding of oral chemotherapy drugs in line with published National Dose 
banding tables. 

3. Bluetec devices – establishment of a process for commissioner approval 
against specified high cost devices. 

 
 
5.4      Diagnostic tests waiting over 6 week 
 RAG RATING: RED 
 
In October, the standard for diagnostic waits has not been achieved with 1.7% (59 
patients) waiting over 6 weeks at the end of the month. Of the total waiting over 6 
weeks at month end 48 were in MRI.  
The MRI service has an increasing number of patients waiting (667) and this is some 
200 above the level needed for a compliant 6 week wait maximum waiting time. The 
service is under pressure from a combination of increased demand, increasing 
complexity of scans being requested and staffing issues including vacancies and 
sickness impacting on the ability to run additional lists.  
In November, additional capacity has been arranged with a mobile MRI unit visiting 
Torbay Hospital for 5 days, this could remove 90 patients from the list. MRI capacity 
seems to be a national problem and the availability of mobile units is limited and future 
availability is a constraint as well as the limited casemix that can be outsourced to the 
mobile MRI scanner. 
It is forecast that the MRI waiting list will not reduce significantly and allow the 6 week 
standard to be achieved until February 2017. 
 
 
5.5     Ambulance handover delays > 60 minutes 

  RAG RATING: AMBER 
In October three patients are reported against this standard, the last 4 months has 
seen low levels or no patients reported.  

 
5.6 Cancelled operations  
 RAG RATING: RED 
Operations cancelled on the day of admission by the hospital remain above the 
national standard of 0.8% with 1.3% (42 patients) cancelled by hospital on the day of 
surgery.  The number of patients cancelled each month has remained fairly static over 
the course of the year so far.  In October all patients requiring admission following 
cancellation were re-admitted within 28 days of cancellation.   
 

Reason for cancellation October 2016 

No Op time  9 

Trauma / Priority patient  12

Workforce (sickness)  13

No bed  0 

process / equipment  8 

Total  42
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mandatory training compliance.  The following highlights progress at trust level against 
four workforce key performance indicators regularly included in Board reports.   
 
7.1 Staff Sickness Absence Rate 
 RAG RATING: RED 

The graph below shows that the annual rolling sickness absence rate of 4.27% at the 
end of September 2016 represents a continuing upward trend.  The target the Trust set 
itself was 3.90% for the end of September 2016.  The rate for the month of September 
2016 on its own was 4.02%, compared to 4.12% in September 2015, suggesting that 
over time the rolling rate will start to reduce.  The Workforce and OD Group have 
discussed that more robust reporting and validating has contributed to the increase in 
the sickness absence rate.  Continued activity to reduce sickness absence levels have 
been included in an enabling efficiency scheme in the 2017/2018 Operations Plan 
including:    

 Revised, streamlined attendance policy 
 Earlier identification/intervention in long term sickness 
 Return to work initiatives  
 Management refresher training 
 Wellbeing initiatives  
 

 

 
7.3 Turnover (excluding Junior Doctors) 
 RAG RATING: GREEN 

The graph below shows that the Trusts turnover rate of 12.61% in October 2016 
remains within the target range of 10% to 14%.  Never the less the recruitment 
challenge to replace leavers from key staff groups remains significant.   
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7.5 Statutory and mandatory training Compliance 
 RAG RATING: GREEN 

The Trust has set a target of 85% compliance as an average of 9 key statutory and 
mandatory training modules.  The graph below shows that the current rate of 86% is a 
decrease from previous months.  Individual modules that remain below their target are 
detailed in the table below: 
 

Module Target Performance 
Information Governance Training 95% or above 86% 
Fire Training 85% or above 82% 
Infection Control 85% or above 82% 
Manual Handling 85% or above 84% 
 
In addition to continuing activity to contact low compliant areas and offer support to 
increase their compliance rates refresher periods for some staff groups have been 
changed.  Non-clinical staff will only be required to refresh their infection control 
training every 2 years and a minimal clinical moving and handling patient course is 
being introduced for staff groups who only complete a small amount of moving and 
handling.  A new Information Governance Buzz film will enable staff to complete all 
their yearly updates via e-learning or buzz films in 2017.        
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QUALITY FRAMEWORK

1 Safety Thermometer - % New Harm Free >95% 96.5% 96.1% 95.9% 97.3% 97.1% 97.0% 96.8% 96.0% 97.0% 96.5% 96.7% 95.9% 97.8% 96.7%

1 Reported Incidents - Major + Catastrophic * <6 2 2 3 2 0 1 4 5 2 4 0 1 1 17

1
Avoidable New Pressure Ulcers - Category 3 + 4 *

(1 month in arrears)

9

(full year)
2 0 0 3 4 5 0 2 1 1 1 1 n/a 6

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

1 SIRI - Reportable incidents 0 14 7 9 4 4 3 4 1 32

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

Teams
0 1 2 1 2 2 0 2 0 0 0 0 0 0 2

1 Formal Complaints - Number Received * <60 31 35 27 37 43 32 29 42 40 24 37 35 29 236

1 VTE - Risk assessment on admission - (Acute) >95% 96.2% 96.1% 95.8% 95.6% 95.0% 94.0% 96.7% 95.0% 94.3% 92.8% 91.8% 92.0% 93.2% 93.6%

1 VTE - Risk assessment on admission - (Community) >95% 91.7% 100.0% 100.0% 98.7% 88.8% 90.4% 92.5% 92.9% 91.2% 92.2% 97.5% 97.6% 100.0% 94.0%

1 Medication errors resulting in moderate to catastrophic harm 0 0 0 0 2 1 0 0 0 1 0 4

1 Medication errors - Total reported incidents (trust at fault) N/A 46 40 47 42 46 39 63 38 27 34 289

1

Hospital standardised mortality rate (HSMR) - 3 months in arrears

(to June 16 using 14/15 benchmark. From June 16 using 15/16 

benchmark)

<100% 94.6% 84.8% 86.4% 92.8% 111.0% 98.4% 96.7% 94.5% 92.0% 98.0% 96.7%

1 Safer Staffing - ICO - Daytime (registered nurses / midwives) 90%-110% 101.0% 98.1% 95.6% 102.8% 101.1% 101.1% 101.2% 101.4% 102.8% 100.5% 95.6% 96.5% 96.5% 100.2%

1 Safer Staffing - ICO - Nightime (registered nurses / midwives) 90%-110% 98.8% 96.7% 98.8% 101.5% 100.8% 102.4% 97.3% 96.2% 97.5% 97.0% 94.6% 93.1% 93.1% 96.2%

1 Infection Control - Bed Closures - (Acute) * <100 54 92 36 12 57 38 236 56 68 28 34 6 24 452

1 Fracture Neck Of Femur - Time to Theatre <36 hours >90% 85.7% 86.8% 66.7% 88.6% 80.6% 80.9% 69.0% 89.5% 85.2% 76.3% 70.7% 94.3% 69.2% 78.9%

1 Stroke patients spending 90% of time on a stroke ward >80% 79.0% 85.0% 82.0% 84.0% 81.0% 73.0% 61.4% 79.6% 71.4% 79.5% 87.2% 85.5% 94.9% 80.0%

1 Dementia - Find - monthly report >90% 74.4% 73.5% 65.5% 64.3% 54.0% 40.7% 43.9% 29.8% 31.9% 36.8% 29.2% 31.6% 45.1% 35.3%

1 Follow ups 6 weeks past to be seen date 3500 4731 4542 5090 5291 4938 5732 6082 6073 6219 6601 6919 6533 6582 6582

1 Safe, Quality Care and Best Experience
2 Improved wellbeing through partnership
3 Valuing our workforce
4 Well led

Performance Report - October 2016

Corporate Objective Key

[STF] denotes standards included within the criteria for achieving the Sustainability and Transformation Fund

* For cumulative year to date indicators, RAG rating is based on the monthly average

NOTES
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Performance Report - October 2016

NHS I COMPLIANCE GOVERNANCE

1 Overall Quarterly NHS I Compliance Framework Score N/A n/a n/a 2 n/a n/a 2 2 1 1 2 3 4 3 n/a

A&E - patients seen within 4 hours [STF] >95% 91.4% 87.9% 85.3% 81.8% 82.0% 84.9% 89.4% 87.4% 91.6% 92.3% 92.9% 92.6% 95.5% 91.7%

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

Referral to treatment - % Incomplete pathways <18 wks [STF] 91.5% 91.2% 90.8% 91.2% 91.4% 91.8% 92.1% 92.5% 92.0% 91.4% 90.5% 89.3% 89.4% 89.4%

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

1 Number of Clostridium Difficile cases - Lapse of care - (ICO) * <18 (year) 0 1 0 0 0 0 1 1 1 2 1 1 0 7

1 Cancer - Two week wait from referral to date 1st seen >93% 98.1% 97.3% 97.7% 98.7% 97.0% 97.1% 96.5% 96.8% 97.4% 98.1% 88.7% 69.4% 71.9% 88.3%

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

breast patients
>93% 98.1% 93.6% 97.8% 95.8% 98.0% 100.0% 97.7% 99.0% 97.2% 97.4% 97.8% 100.0% 95.8% 97.9%

1 Cancer - 31-day wait from decision to treat to first treatment >96% 96.6% 98.7% 98.8% 94.4% 98.7% 97.7% 96.8% 98.8% 95.9% 98.5% 96.7% 95.2% 98.5% 97.2%

1 Cancer - 31-day wait for second or subsequent treatment - Drug >98% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 100.0% 98.9% 100.0% 99.7%

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

Radiotherapy
>94% 97.7% 96.4% 100.0% 87.9% 96.5% 100.0% 93.3% 98.2% 98.6% 93.9% 98.1% 94.4% 97.3% 96.5%

1 Cancer - 31-day wait for second or subsequent treatment - Surgery >94% 96.8% 92.3% 96.0% 95.1% 90.9% 96.9% 100.0% 93.2% 100.0% 94.6% 91.2% 93.2% 96.9% 95.4%

1 Cancer - 62-day wait for first treatment - 2ww referral [STF] >85% 86.5% 88.2% 88.7% 91.1% 89.9% 89.5% 88.5% 90.4% 92.4% 87.9% 88.5% 87.9% 83.7% 88.4%

1 Cancer - 62-day wait for first treatment - screening >90% 100.0% 90.5% 100.0% 93.3% 100.0% 100.0% 90.0% 100.0% 100.0% 93.8% 90.9% 100.0% 93.8% 95.0%

>92%1

1
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Performance Report - October 2016

NHS I COMPLIANCE FINANCIAL SUSTAINABILITY

Capital Service Cover n/a n/a 1 n/a n/a 1 4 4 4 4 4 4 4 4

Capital Service Cover - Plan 1 1 1 1 1 1 4 4

Liquidity n/a n/a 4 n/a n/a 4 1 1 1 1 2 2 2 2

Liquidity - Plan 4 4 4 4 3 3 2 3

I&E Margin n/a n/a 1 n/a n/a 1 4 4 4 4 4 4 4 4

I&E Margin - Plan 1 1 1 1 1 1 3 3

I&E Margin Variance From Plan n/a n/a 4 n/a n/a 3 2 2 1 2 2 2 3 3

I&E Margin Variance From Plan - Plan 3 3 3 3 3 3

Overall Financial Sustainability Risk Rating n/a n/a 2 n/a n/a 2 3 3 3 3 3 3 3 3

Overall Financial Sustainability Risk Rating - Plan 2 2 2 2 2 2 2 2

4 Agency metric 3 n/a n/a n/a n/a n/a n/a 3 3 4 4 4 4 3 3

FINANCE INDICATORS

4 EBITDA - Variance from PBR  Plan - cumulative (£'000's) 241 86 499 -950 -823 -361 -3053 n/a

4 Agency - Variance to NHSI cap -1.23% -2.06% -2.39% -2.00% -1.87% -1.56% -1.45% n/a

4 CIP - Variance from PBR plan  - cumulative (£'000's) -116 -281 1010 800 2381 1685 1114 n/a

4 Capital spend - Variance from PBR Plan - cumulative (£'000's) 1189 2686 3113 3699 3104 4195 6792 n/a

4 Distance from NHSI Control total (£'000's) 329 1095 375 -354 320 14 -1902 n/a

4 Risk Share actual income to date cumulative (£'000's) 985 2180 2485 3504 4156 4505 5836 n/a

* For cummultive year to date indicators, the RAG rating is based on the monthly average

** The Governance rating score is assessed against the number of failed indicators in accordance with the Risk Assurance 

Framework. A score of 4 or over will trigger a RED rating. Any individual indicator failed for 3 consecutive months can trigger a 

status of governance concern leading to potential investigation and enforcement action.

4

4

4

4

4

2

3

4

3

3
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Performance Report - October 2016

CONTRACTUAL FRAMEWORK

Diagnostic tests longer than the 6 week standard [STF] 0.4% 0.8% 1.1% 2.8% 1.0% 1.6% 1.5% 0.9% 1.1% 0.9% 0.7% 1.7% 1.7% 1.2%

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

1 RTT 52 week wait incomplete pathway 0 1 1 2 3 5 4 4 6 5 11 8 10 11 11

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

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

1 Cancelled patients not treated within 28 days of cancellation * 0 0 2 3 2 9 10 4 9 6 9 3 4 0 35

Ambulance handover delays > 30 minutes 42 103 75 113 234 170 102 111 37 54 36 24 43 407

Handovers > 30 minutes trajectory * 50 50 50 50 50 50 50 40 35 25 20 20 25 215

1 Ambulance handover delays > 60 minutes 0 2 2 5 2 35 16 26 6 0 1 2 3 3 41

1 A&E - patients seen within 4 hours DGH only >95% 87.8% 83.3% 79.7% 74.6% 74.4% 77.8% 84.5% 81.2% 87.2% 88.3% 88.7% 88.6% 93.4% 87.4%

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

1 Trolley waits in A+E > 12 hours from decision to admit 0 0 3 1 13 10 1 2 0 0 0 0 2 0 4

1 Number of Clostridium Difficile cases - (Acute) * <3 1 2 1 0 1 3 1 4 2 2 3 2 0 14

1 Number of Clostridium Difficile cases - (Community) 0 0 0 1 1 0 0 0 1 2 1 0 0 0 4

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

Weekday
>77% 62.4% 61.8% 55.0% 58.5% 58.5% 54.0% 63.6% 56.2% 59.4% 51.2% 54.8% 57.0% 58.2% 57.0%

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

Weekend
>60% 26.7% 30.2% 23.8% 35.3% 22.0% 24.6% 25.0% 22.4% 35.0% 20.4% 24.0% 22.8% 28.4% 25.3%

1 Clinic letters timeliness - % specialties within 4 working days >80% 59.1% 72.7% 77.3% 72.7% 77.3% 86.4% 81.8% 72.7% 81.8% 81.8% 81.8% 72.7% 86.4% 79.9%

* For cumulative year to date indicators, RAG rating is based on the monthly average

NOTE

01

1 <1%
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Performance Report - October 2016

COMMUNITY & SOCIAL CARE FRAMEWORK

1 Number of Delayed Discharges *
2216

(full year)
211 467 327 325 415 338 351 188 594 411 425 110 180 2259

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

referral
>70% 69.9% 71.0% 67.0% 68.8% 68.8% 68.9% 85.7% 78.7% 72.1% 72.9% 73.7% 69.5% 69.0% 69.0%

3 Clients receiving Self Directed Care >90% 92.8% 92.5% 92.7% 92.1% 92.9% 93.6% 92.5% 91.6% 91.2% 91.1% 91.7% 91.7% 92.3% 92.3%

Carers Assessments Completed year to date 32.1% 35.9% 38.2% 41.2% 42.8% 43.3% 5.9% 11.9% 18.6% 21.9% 25.2% 28.5% 30.0% 30.0%

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

Number of Permanent Care Home Placements 645 630 636 637 640 635 628 624 626 614 626 635 641 641

Number of Permanent Care Home Placements trajectory 640 638 636 634 632 630 634 632 631 629 628 626 625 625

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

SET
216 216 212 174 147 139 131 137 131 117 126 140 156

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

SET
n/a n/a 303 n/a n/a 451 n/a n/a 39 n/a n/a n/a n/a 39

3 % OCU in Effective Drug Treatment (reported quarterly in arrears)
NONE

SET
n/a n/a 6.4% n/a n/a 8.5% n/a n/a 9.2% n/a n/a n/a n/a 9.2%

1
Safeguarding Adults - % of high risk concerns where immediate action 

was taken to safeguard the individual [NEW]
100% n/a n/a n/a n/a n/a 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

1 Bed Occupancy 80% - 90% 90.3% 92.7% 92.4% 94.8% 92.5% 91.9% 92.8% 89.8% 86.4% 92.7% 90.2% 92.6% 92.7% 92.7%

1 CAMHS - % of patients waiting under 18 weeks at month end >92% n/a n/a n/a n/a n/a 89.3% 85.9% 93.7% 90.8% 80.0% 83.0% 92.8% 92.8%

CHANGE FRAMEWORK

3 Number of Emergency Admissions - (Acute) 2776 2760 2708 2609 2740 2945 2797 2974 2947 3078 2935 2997 3015 20743

3 Average Length of Stay - Emergency Admissions - (Acute) 3.2 3.4 3.5 3.5 3.3 3.4 3.7 3.3 3.2 3.0 3.4 3.3 2.9 3.2

3 Hospital Stays > 30 Days - (Acute) 17 18 21 21 28 29 35 34 26 21 26 24 15 181

2
40%

(Year end)

<=617

(Year end)
3
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Performance Report - October 2016

WORKFORCE MANAGEMENT FRAMEWORK

2 Staff sickness / Absence (1 month arrears) <3.8% 4.10% 4.00% 4.00% 4.00% 4.00% 4.05% 4.11% 4.13% 4.19% 4.23% 4.25% 4.27% 4.27%

2 Appraisal Completeness >90% 80.00% 77.00% 78.00% 86.00% 85.00% 83.00% 82.00% 82.00% 82.00% 81.00% 83.91% 83.91% 84.00% 84.00%

2 Mandatory Training Compliance >85% 89.00% 89.00% 90.00% 90.00% 89.00% 88.10% 87.85% 88.00% 88.00% 87.00% 87.25% 87.25% 86.00% 86.00%

2 Turnover (exc Jnr Docs) Rolling 12 months 10% - 14% 12.97% 12.79% 13.15% 12.94% 13.09% 12.75% 12.78% 12.77% 13.21% 12.99% 12.87% 12.61% 12.61% 12.61%
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QUALITY FRAMEWORK

Month 7 October 2016
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Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

994 1109 1075 1057 1027 1056 1093 1040 1083 1027 997

953 1079 1044 1025 994 1014 1060 1004 1047 985 975

96.1% 95.9% 97.3% 97.1% 97.0% 96.8% 96.0% 97.0% 96.5% 96.7% 95.9% 97.8%

95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

2 3 2 0 1 3 4 1 4 0 1 1

0 0 0 0 0 1 1 1 0 0 0 0

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

0 0 3 3 4 0 2 1 0 1 1

0 0 0 1 1 0 0 0 1 0 0

Harm Free

% Harm Free

Target

Data Book - October 2016

QUALITY FRAMEWORK

Community acquired

Acute

Community

New Pressure Ulcers - Categories 3 and 4 (avoidable)

Acute acquired

Harm Free - Trust Total

Reported Incidents - Major and Catastrophic

Patients

80.0%

82.0%

84.0%

86.0%

88.0%

90.0%

92.0%

94.0%

96.0%

98.0%

100.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

% Harm Free Target

0
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6

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

Acute Community
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Data Book - October 2016

QUALITY FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

0 0 0 0 0 0 0 0 0 0 0 1

9 4 4 3 4 1

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

0 0 0 0 0 0 0 0 0 0 0 0

2 1 2 2 0 2 0 0 0 0 0 0

18 20 19 21 16 7 10 13 14 9 14 9

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

19 14 20 22 20 17 32 24 18 31 21 24

16 13 17 21 12 12 10 16 6 6 14 5

Total 35 27 37 43 32 29 42 40 24 37 35 29

Target 60 60 60 60 60 60 60 60 60 60 60 60

Formal complaints

Acute

Community

Quality Effectiveness Safety Trigger Tool (QUEST)

Purple rated areas

Never events & SIRI

Never Events

SIRI - reportable incidents

Red rated areas

Amber rated areas
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Data Book - October 2016

QUALITY FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

5593 5352 5653 5424 5573 5591 5883 5885 5757 5651 5737 5798

5821 5589 5911 5710 5930 5784 6190 6239 6205 6159 6237 6224

96.1% 95.8% 95.6% 95.0% 94.0% 96.7% 95.0% 94.3% 92.8% 91.8% 92.0% 93.2%

95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

135 137 148 135 122 136 131 124 118 119 123 15

135 137 150 152 135 147 141 136 128 122 126 15

100.0% 100.0% 98.7% 88.8% 90.4% 92.5% 92.9% 91.2% 92.2% 97.5% 97.6% 100.0%

95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

n/a n/a 0 0 0 2 1 0 0 0 1 0

Target

VTE Risk assessment on admission - (Acute)

VTE Numerator

VTE Denominator

VTE Performace (Acute)

VTE Denominator

VTE Performace (Community)

Medication Errors Resulting in Moderate to Catastrophic Harm

Moderate to catastrophic harm

Target

VTE Risk assessment on admission - (Community)

VTE Numerator

89.0%

90.0%

91.0%

92.0%

93.0%

94.0%

95.0%

96.0%

97.0%

98.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

VTE Performace (Acute) Target

82.0%

84.0%

86.0%

88.0%

90.0%

92.0%

94.0%

96.0%

98.0%

100.0%

102.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

VTE Performace (Community) Target

0
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Moderate to catastrophic harm
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Data Book - October 2016

QUALITY FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

n/a n/a 46 40 47 42 46 39 63 38 27 34

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

84.8 86.4 92.8 111.0 98.4 96.7 94.5 92.0 98.0

100 100 100 100 100 100 100 100 100 100 100 100

Toraby Hospital

Medication Errors - Reported incidents (trust at fault)

Reported medication incidents

100.0% 97.9% 164.5% 67.7%

Site

0.0% 0.0% 0.0% 0.0%

103.6% 128.3% 96.5% 136.7%

96.1% 107.1% 99.2% 116.1%

91.9% 113.5% 79.0%

Dartmouth Hospital

Dawlish Hosptial

Newton Abbot Hospital

Paignton Hospital

Teignmouth Hospital

119.2% 89.0% 100.0% 103.2%

94.6% 102.7% 100.0% 100.0%

122.6%

Hospital Standardised Mortality Rate (HSMR) national benchmark = 100

HSMR

National Benchmark

Safer Staffing Levels

Average fill rate - registered 

nurses / midwives
Average fill rate - care staff

Average fill rate - registered 

nurses / midwives
Average fill rate - care staff

Ashburton+Buckfastleigh Hospital

Bovey Tracey Hospital

Brixham Hospital

Totnes Hospital

Day Night

101.6% 102.2% 100.0% 103.2%

0.0% 0.0% 0.0% 0.0%

102.2% 135.5% 100.0% 180.6%

ICO 102.9% 121.2% 97.4% 129.9%
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Data Book - October 2016

QUALITY FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

92 36 12 57 38 236 56 68 28 34 6 24

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

38 42 35 31 47 42 38 27 38 41 35 26

27 32 28 25 33 24 32 23 29 27 31 18

71.1% 76.2% 80.0% 80.6% 70.2% 57.1% 84.2% 85.2% 76.3% 65.9% 88.6% 69.2%

90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

38 42 35 31 47 42 38 27 38 41 35 26

33 28 31 25 38 29 34 23 29 29 33 18

86.8% 66.7% 88.6% 80.6% 80.9% 69.0% 89.5% 85.2% 76.3% 70.7% 94.3% 69.2%

90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

Infection Control - Bed Closures (acute)

Acute

Fracture Neck of Femur - Best tariff assessment

Patients

Achieving best practice

% achieving best practice

Target

Fracture Neck of Femur - Time to theatre within 36 hours

Patients

Surgery with 36 hours

% surgery with 36 hours

Target
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Data Book - October 2016

QUALITY FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

85.0% 82.0% 84.0% 81.0% 73.0% 61.4% 79.6% 71.4% 79.5% 87.2% 85.5% 94.9%

80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

461 484 402 360 350 366 303 250 227 264 272 184

556 630 558 545 584 607 662 548 503 579 574 408

73.5% 65.5% 64.3% 54.0% 40.7% 43.9% 29.8% 31.9% 36.8% 29.2% 31.6% 45.1%

90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

4542 5090 5291 4938 5732 6082 6073 6219 6601 6919 6533 6582

Follow ups 6 weeks past to be seen date

6+ weeks past to be seen date
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Torbay & South Devon NHS FT Performance Report - October 2016

NHS I COMPLIANCE
FRAMEWORK

Month 7 October 2016
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Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

8451 8135 8223 8084 9298 8627 9741 9672 10679 10449 9439 8989

1020 1192 1500 1459 1406 918 1229 810 819 744 698 408

87.9% 85.3% 81.8% 82.0% 84.9% 89.4% 87.4% 91.6% 92.3% 92.9% 92.6% 95.5%

95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

82.5% 82.5% 82.5% 82.5% 82.5% 82.5% 84.8% 86.8% 89.9% 90.5% 92.0% 92.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

14100 14503 14292 14566 14518 14771 15194 15119 15255 15331 15241 14940

1364 1462 1372 1378 1293 1260 1234 1307 1429 1609 1819 1768

91.2% 90.8% 91.2% 91.4% 91.8% 92.1% 92.5% 92.0% 91.4% 90.5% 89.3% 89.4%

92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0%

90.9% 90.9% 90.9% 90.9% 90.9% 90.9% 91.2% 91.3% 92.0% 92.6% 92.9% 93.1%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

1 0 0 0 0 1 1 1 2 1 1 0

0 0 0 0 0 0 0 0 0 0 0 0

Trajectory

Incomplete >18wks

% with 18wks

A&E and MIU patients seen within 4 hours

Patients

4 hour breaches

% seen with 4 hours

Trajectory

National Target

Data Book - October 2016

NHS I COMPLIANCE FRAMEWORK

Referral to Treatment - Incomplete pathways

Incomplete <18wks

C Diff. Lapse in Care

Acute

Community

National Target
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Data Book - October 2016

NHS I COMPLIANCE FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

889 897 705 846 965 888 997 997 951 982 994 978

865 876 696 821 937 857 965 971 933 871 690 703

97.3% 97.7% 98.7% 97.0% 97.1% 96.5% 96.8% 97.4% 98.1% 88.7% 69.4% 71.9%

93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

109 137 96 98 130 87 97 107 78 93 95 96

102 134 92 96 130 85 96 104 76 91 95 92

93.6% 97.8% 95.8% 98.0% 100.0% 97.7% 99.0% 97.2% 97.4% 97.8% 100.0% 95.8%

93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0% 93.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

156 163 162 155 174 185 172 193 200 180 166 194

2 2 9 2 4 6 2 8 3 6 8 3

98.7% 98.8% 94.4% 98.7% 97.7% 96.8% 98.8% 95.9% 98.5% 96.7% 95.2% 98.5%

96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0% 96.0%National Target

Cancer - 31 day wait from decision to treat to first treatment

1st treatments

Cancer - Two Week Wait Referrals

2ww Referrals

Breaches of 31 day target

% treated within 31 days

Seen within 14 days

% seen within 14 days

National Target

Seen within 14 days

% seen within 14 days

National Target

Cancer - Breast Symptomatic Referrals

Breast symptomatic referrals
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Data Book - October 2016

NHS I COMPLIANCE FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

49 47 59 52 62 70 68 85 99 93 95 82

0 0 0 0 0 0 0 0 1 0 1 0

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 99.0% 100.0% 98.9% 100.0%

98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0% 98.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

56 42 66 57 64 45 55 71 49 54 54 73

2 0 8 2 0 3 1 1 3 1 3 2

96.4% 100.0% 87.9% 96.5% 100.0% 93.3% 98.2% 98.6% 93.9% 98.1% 94.4% 97.3%

94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

39 25 41 44 32 30 44 40 37 34 44 32

3 1 2 4 1 0 3 0 2 3 3 1

92.3% 96.0% 95.1% 90.9% 96.9% 100.0% 93.2% 100.0% 94.6% 91.2% 93.2% 96.9%

94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0% 94.0%

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

Cancer - 31 day wait for second or subsequent treatment - Drug

Subsequent Drug treatments

Breaches of 31 day target

% treated within 31 days

Sub radiotherapy treatments

Breaches of 31 day target

% treated within 31 days

National Target

National Target

Cancer - 31 day wait for second or subsequent treatment - Surgery

Subsequent surgery treatments

Breaches of 31 day target

% treated within 31 days

National Target
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Data Book - October 2016

NHS I COMPLIANCE FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

76 75 79 79 90.5 100 98.5 105 103.5 95.5 99.5 107.5

9 8.5 7 8 9.5 11.5 9.5 8 12.5 11 12 17.5

88.2% 88.7% 91.1% 89.9% 89.5% 88.5% 90.4% 92.4% 87.9% 88.5% 87.9% 83.7%

85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

10.5 15.5 15 7 13.5 20 14 15 16 11 8 16

1 0 1 0 0 2 0 0 1 1 0 1

90.5% 100.0% 93.3% 100.0% 100.0% 90.0% 100.0% 100.0% 93.8% 90.9% 100.0% 93.8%

90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%National Target

1st treatments (from 2ww)

Breaches of 62 day target

% treated within 62 days

National Target

Cancer - 62 day wait for 1st treatment from screening referral

1st treatments (from screening)

Breaches of 62 day target

% treated within 62 days

Cancer - 62 day wait for 1st treatment from 2ww referral
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Schedule 1 - Income analysis

Schedule 2 - Employee expenses

Schedule 3 - Agency spend

Schedule 4 - Non pay expenses

Schedule 5 - Cash flow

Schedule 6 - Capital

Schedule 7 - Contract Income Analysis

Torbay & South Devon NHS FT Performance Report - October 2016

FINANCE FRAMEWORK
AND SCHEDULES

Month 7 October 2016
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Income Analysis Schedule 1

Plan Actual Variance
Changes PbR 

to RSA Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

South Devon & Torbay Clinical Commissioning Group 94.85            94.19            (0.66) (0.51) (0.15) (0.10) ↓

North, East & West Devon Clinical Commissioning Group 3.06               3.11               0.05 0.00 0.05 0.06 ↑

NHS England - Area Team 4.45               4.35               (0.10) (0.00) (0.09) (0.19) ↓

NHS England - Specialist Commissioning 16.59            16.49            (0.09) (0.13) 0.04 (0.22) ↑

Other Commissioners 4.85               4.80               (0.05) 0.00 (0.05) 0.13 ↓

Sub-Total Acute 123.79 122.94 (0.85) (0.65) (0.20) (0.32) ↑

South Devon & Torbay Clinical Commissioning Group 

(Placed People and Community Health) 44.44 45.87 1.44 1.40 0.04 (0.00) ↑

Other Commissioners 1.80 1.53 (0.27) (0.22) (0.05) 0.08 ↓

Sub Total Community 46.24 47.41 1.17 1.18 (0.01) 0.07 ↓

Sustainability Transformational Funding (STF) Income 3.91 3.21 (0.70) (2.23) 1.54 1.54 ↔

Total Acute and Communuity 173.93 173.56 (0.37) (1.70) 1.33 1.29 ↑

£m £m £m £m £m £m

Medical Services 52.43            52.71            0.28 0.04 0.25 0.19 ↑

Surgical Services 39.98            40.34            0.36 0.17 0.19 0.50 ↑

Women's, Childrens & Diagnostic Services 25.80            24.73            (1.07) (1.03) (0.03) 0.05 ↓

Community Services 46.24            47.41            1.17 1.18 (0.01) 0.07 ↑

Non-Clinical Services / Central Contract Income 9.50               8.37               (1.13) (2.05) 0.91 0.48 ↑

Total 173.93          173.55          (0.38) (1.69) 1.32 1.29 ↓

Activity Activity Activity Activity Activity Activity

Elective In-Patient Admissions 2,560            2,596            36 288 (252) (207) ↓

Elective Day Case Admission 19,536          20,066          530 629 (99) (262) ↓

Urgent & Emergency Admissions 66,250          67,213          963 705 258 368 ↓

Out-Patients 255,032        263,437        8,405 6,625 1,780 4,269 ↓

Community Services

Total 343,378        353,312        9,934 8,247 1,687 4,168 ↓

£m £m £m £m £m £m

Torbay Council - ASC Contract income 23.72 22.80 (0.92) (0.92) (0.00) (0.00) ↔

Torbay Council - Public Health Income 2.90 3.45 0.56 0.00 0.56 0.48 ↑

Torbay Council - Client Income 5.78 5.95 0.17 0.20 (0.03) (0.02) ↓

Total 32.39 32.20 (0.19) (0.72) 0.53 0.45 ↑

£m £m £m £m £m £m

Non Mandatory/Non protected clinical revenue 0.87 0.99 0.11 (0.00) 0.11 0.08 ↑

R&D / Education & training revenue 5.08 5.27 0.18 0.00 0.18 0.15 ↑

Site Services 1.28 1.34 0.05 0.00 0.05 0.05 ↔

Revenue from non-patient services to other bodies 3.19 3.16 (0.03) 0.00 (0.03) (0.07) ↑

Misc. other operating revenue 14.04 14.13 0.09 0.01 0.08 0.36 ↓

Total 24.47 24.88 0.41 0.01 0.40 0.57 ↑

£m £m £m £m £m £m

Risk Share Income 0.00 5.84 5.84 5.05 0.78 (0.23) ↑

Total 0.00 5.84 5.84 5.05 0.78 (0.23) ↑

Memo Plan Actual Variance
Changes PbR 

to RSA Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

CCG Block adjustment 0.00 (6.91) (6.91) (4.41) (2.50) (2.04) ↓

Total 0.00 (6.91) (6.91) (4.41) (2.50) (2.04) ↓

CCG Block adjustment

Year to Date - Month 06

Risk Share Income

Healthcare Activity - By Setting

Social Care Income

Other Income

Plan Changes Previous Month

Year to Date - Month 07 Plan Changes Previous Month

Healthcare Income  - Commissioner Analysis

Healthcare Income  - By Business Unit
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Employee Expenses Schedule 2

Plan Actual Variance

Changes 

PbR to RSA 

Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

Medical and Dental staff 30.32 30.70 (0.38) 0.38 0.01 0.44 ↓

Registered nurses, midwives and health visiting staff 32.78 33.75 (0.98) 0.55 (0.43) (0.41) ↑

Qualified scientific, therapeutic and technical staff 26.16 24.60 1.56 0.20 1.76 1.31 ↑

Support to clinical staff 10.61 12.09 (1.48) 0.00 (1.48) (1.15) ↑

Managers and infrastructure Support 30.89 32.20 (1.31) 0.60 (0.71) (0.49) ↑

Total 130.75 133.34 (2.59) 1.74 (0.85) (0.31) ↑

Substantive 123.76 122.35 1.41 1.74 3.14 2.96 ↑

Bank 2.02 4.70 (2.67) 0.00 (2.67) (2.29) ↑

Locum (including Agency) 1.01 1.05 (0.03) 0.00 (0.03) 0.02 ↑

Agency (excluding Locums) 3.95 5.24 (1.29) 0.00 (1.29) (1.01) ↑

Total 130.75 133.34 (2.59) 1.74 (0.86) (0.31) ↑

Medical Services 23.60 26.46 (2.86) 0.15 (2.71) (2.16) ↑

Surgical Services 26.78 27.23 (0.45) 0.04 (0.41) (0.22) ↑

Women's, Childrens & Diagnostic Services 21.61 22.32 (0.71) 0.01 (0.70) (0.47) ↑

Community Hospital and Services (including ASC) 25.04 25.22 (0.18) 0.82 0.64 0.56 ↑

Non-Clinical Services 33.73 32.11 1.61 0.70 2.32 1.99 ↑

Total 130.75 133.34 (2.59) 1.74 (0.86) (0.31) ↑

Pay run rates Oct 2015 - September 2016

Employee Expenses  - By Service

Year to Date - Month 07 Plan Changes Previous Month YTD

Employee Expenses - By Category

Employee Expenses  - By Type
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Agency Spend Schedule 3

Torbay and South Devon NHS Foundation Trust

Trust Agency Information

Financial Year 2016/17

April May June July August September October YTD 2016-17

£m £m £m £m £m £m £m £m

(0.662) (0.643) (0.623) (0.590) (0.575) (0.556) (0.514) (4.163)

(18.898) (18.901) (18.904) (18.678) (18.681) (18.684) (17.999) (130.744)

4% 3% 3% 3% 3% 3% 3% 3.18%

April May June July August September October YTD 2016-17

ICO Actual £m £m £m £m £m £m £m £m

Total Agency Staff Cost (0.911) (1.043) (1.112) (0.983) (4.224) 2.786 (0.689) (6.176)

Total Actual Staff Cost (19.231) (19.090) (19.565) (19.053) (18.637) (18.742) (19.019) (133.337)

% of Agency Costs against Total Staff Cost 5% 5% 6% 5% 23% -15% 4% 4.63%

April May June July August September October YTD 2016-17

Variance against Revised Ceiling £m £m £m £m £m £m £m £m

Total Agency Staff Cost (0.249) (0.400) (0.489) (0.393) (3.649) 3.342 (0.175) (2.013)

% of Agency Costs against Total Staff Cost 1% 2% 2% 2% 20% -18% 1% 1.45%

Nursing only April May June July August September October YTD 2016-17

NHS Improvement - revised Ceiling (June 2016) £m £m £m £m £m £m £m £m

(0.272) (0.266) (0.259) (0.168) (0.163) (0.156) (0.167) (1.451)

(4.633) (4.631) (4.629) (4.723) (4.723) (4.721) (4.531) (32.592)

6% 6% 6% 4% 3% 3% 4% 4.45%

April May June July August September October YTD 2016-17

ICO Actual £m £m £m £m £m £m £m £m

(0.442) (0.544) (0.552) (0.457) (0.897) 0.218 (0.256) (2.930)

Total Actual Staff Cost (4.980) (4.927) (4.993) (4.824) (4.678) (4.690) (4.685) (33.777)

9% 11% 11% 9% 19% -5% 5% 8.67%

April May June July August September October YTD 2016-17

Variance against Revised Ceiling £m £m £m £m £m £m £m £m

(0.170) (0.278) (0.293) (0.289) (0.734) 0.374 (0.089) (1.479)

3% 5% 5% 6% 16% -8% 2% 4.22%

Comment

No. Action Lead Date

1

Nursing agency 

shifts all 

approved by a 

Director

JV ongoing

2

Medical Agency 

and Locum 

Approved by a 

Director

RD ongoing

3

Recruitment 

processes 

streamlined and 

regular for key 

clinical staff

JS Ongoing

4

Overseas 

Recruitment of 

Nursing Staff

JS/JV in progress

Governance Arrangements

Improvement Plan

Senior Business management Team, Exec Team meetings 

All Staff Group

NHS Improvement - revised Ceiling (June 2016)

Total Planned Agency Cost

Total Planned Staff Costs

% of Agency Costs against Total Staff Cost 

M1 to M7 Agency Actual is higher than revised Ceiling  by £2.0m YTD, 1.45% more than the revised ceiling of 3.18%.  M7 Total Agency is 

£6.2m across all Staff Group.

Total Agency Staff Cost

Total Planned Staff Costs

% of Agency Costs against Total Staff Cost 

Total Agency Staff Cost

% of Agency Costs against Total Staff Cost 

Total Agency Staff Cost

% of Agency Costs against Total Staff Cost 
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Non Pay Expenses Schedule 4

Plan Actual Variance

Changes 

PbR to RSA 

Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

Clinical Supplies 12.68 13.35 (0.67) 0.00 (0.67) (0.50) ↑

Drugs (Excluding Pass through) 6.24 6.64 (0.40) 0.00 (0.40) (0.28) ↑

Pass through Drugs, Blood and Devices 11.75 12.67 (0.92) 0.44 (0.47) (0.25) ↑

Non Clinical Supplies 1.61 1.72 (0.11) 0.00 (0.11) (0.09) ↑

Miscellaneous / Other 60.37 64.21 (3.84) 4.14 0.30 1.07 ↓

Total 92.65 98.59 (5.94) 4.58 (1.36) (0.05) ↑

Non pay run rates November 2015 - October 2016

Increase in non pay EBITDA expenditure month 12 2015/16 (201512) w as due to Adult Social Care back dated Care Home fee. Income w as received to

offset and cover these costs.

Year to Date - Month 07 Plan Changes Previous Month YTD

Non Pay Expenses - By Category

1.00
1.20
1.40
1.60
1.80
2.00
2.20
2.40
2.60
2.80
3.00
3.20
3.40

201508 201509 201510 201511 201512 201601 201602 201603 201604 201605 201606 201607

£'
m

Non Pay Drugs / Devices (Incl Pass Through) EBITDA Expenditure 
201516/201617

Actual Spend

0.00

0.20

0.40

0.60

0.80

1.00

1.20

201508 201509 201510 201511 201512 201601 201602 201603 201604 201605 201606 201607

£'
m

Non Pay Drugs (Excl Pass Through) EBITDA Expenditure 
201516/201617

Actual Spend

8.00
8.40
8.80
9.20
9.60

10.00
10.40
10.80
11.20
11.60
12.00
12.40
12.80
13.20
13.60
14.00

201508 201509 201510 201511 201512 201601 201602 201603 201604 201605 201606 201607

£'
m

Non Pay EBITDA Expenditure (Excl Drugs / Devices) 201516/201617

Actual Spend
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Cash Flow Schedule 5

Plan Actual Variance

Changes 

PbR to RSA 

Plan

Variance to 

RSA Plan

Variance to 

RSA Plan
Change

£m £m £m £m £m £m

Opening Cash Balance 23.57 23.57 0.00 0.00 0.00 0.00 

Cash Generated From Operations 8.00 3.85 (4.15) (3.95) (0.21) 1.14 ↓

Debtor Movements 4.09 (5.86) (9.95) (2.36) (7.59) (5.76) ↓

Creditor Movements (excl capital creditor) (2.09) 3.36 5.45 1.38 4.07 2.31 ↑

Capital Expenditure (accruals basis) (16.97) (10.18) 6.79 6.35 0.44 (0.14) ↑

Net Interest (1.70) (1.57) 0.13 0.00 0.13 (0.01) ↑

Loan drawndown 6.32 5.90 (0.42) (0.37) (0.05) 0.00 ↓

Loan repayment (2.84) (2.81) 0.03 0.00 0.03 0.03 ↔

PDC Dividend (1.29) (0.69) 0.60 0.42 0.19 0.19 ↔

Other 0.33 (3.13) (3.45) (1.38) (2.08) (1.22) ↓

Closing Cash Balance 17.43 12.45 (4.98) 0.08 (5.06) (3.47) ↓

Cash Flow Forecast

Plan Forecast Variance

Changes 

PbR to RSA 

Plan

Variance to 

RSA Plan
Variance Change

£m £m £m £m £m £m

Opening Cash Balance - 01/04/2016 23.57 23.57 0.00 0.00 0.00 0.00 

Cash Generated From Operations 22.36 10.52 (11.85) (10.61) (1.24) (1.24) ↔

Debtor Movements 4.41 4.14 (0.27) (0.27) (0.00) (0.00) ↔

Creditor Movements (excl capital creditor) (2.10) (2.10) 0.00 1.38 (1.38) (1.38) ↔

Capital Expenditure (accruals basis) (36.90) (21.91) 14.99 14.99 (0.00) (0.00) ↔

Net Interest (2.90) (2.90) 0.00 0.00 0.00 0.00 ↔

Loan drawndown 18.65 13.22 (5.43) (5.43) 0.00 0.00 ↔

Loan repayment (5.95) (5.95) 0.00 0.00 0.00 0.00 ↔

PDC Dividend (2.58) (1.79) 0.79 0.42 0.38 0.38 ↔

Other (0.08) (0.43) (0.35) (1.38) 1.03 1.03 ↔

Forecast Cash Balance - 31/03/2017 18.48 16.37 (2.11) (0.90) (1.21) (1.21) ↔

Cash Flow

Year to Date - Month 07 Plan Changes Previous Month YTD

Full Year Plan Changes Previous Month
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Capital Schedule 6

Plan Actual Variance Plan Actual Variance Plan Forecast

£m £m £m £m £m £m £m £m

Capital Programme 16.96 10.17 (6.79) 10.17 10.17 0.00 36.90 21.91 

HIS schemes 3.86 1.78 (2.08) 1.78 1.78 0.00 9.08 5.63 

Estates schemes 9.67 6.93 (2.74) 6.93 6.93 0.00 16.28 10.01 

Medical Equipment 1.39 0.52 (0.87) 0.52 0.52 0.00 7.70 4.47 

Other 0.04 0.01 (0.03) 0.01 0.01 0.00 0.05 0.09 

PMU 1.09 0.93 (0.16) 0.93 0.93 0.00 1.60 1.50 

Contingency 0.91 0.00 (0.91) 0.00 0.00 0.00 2.19 0.21 

Prior Year schemes 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 

Total 16.96 10.17 (6.79) 10.17 10.17 0.00 36.90 21.91 

Funding sources

Secured loans 6.32 5.90 (0.42) 5.90 5.90 0.00 10.94 10.94 

Unsecured loans 0.00 0.00 0.00 0.00 0.00 0.00 7.71 2.28 

Charitable Funds 0.54 0.14 (0.40) 0.14 0.14 0.00 2.60 2.60 

Internal cash resources 10.10 4.13 (5.97) 4.13 4.13 0.00 15.65 6.09

Total 16.96 10.17 (6.79) 10.17 10.17 0.00 36.90 21.91 

Year to date - Based upon Annual Plan 

(April 16)
Full year Annual Plan 

versus Revised Forecast

Significant Variances in Planned Expenditure by Scheme:

Year to date - Based upon RSA Plan
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Torbay & South Devon NHS Foundation Trust

Cumulative Period to: October 2016 Schedule 7

Income Category
2016/17 Annual 

Plan (Activity)

2016/17 YTD 

Plan (Activity)

2016/17 YTD 

Actual 

(Activity)

Cumulative 

Variance 

Current Mth 

(Activity)

Cumulative 

Variance 

Previous Mth 

(Activity)

2016/17 

Annual Plan 

(£'000)

2016/17 YTD 

Plan (£'000)

2016/17 YTD 

Actual (£'000)

Cumulative 

Variance 

Current Mth 

(£'000)

Cumulative 

Variance 

Previous Mth 

(£'000)

Inpatients 4,581 2,684 2,421 (263) (205) 15,493 9,055 8,602 (453) (220)

Day Cases 32,565 19,169 19,123 (46) (196) 20,488 12,069 11,997 (72) (248)

Non-Electives 29,681 17,301 18,468 1,167 1,198 56,391 32,559 35,085 2,526 2,511

Critical Care - Adult 0 0 0 0 0 0 0 0 0 0

Critical Care - Neonatal & Paeds 0 0 0 0 0 0 0 0 0 0

Chemotherapy Delivery 0 0 0 0 0 1,294 780 803 23 4

Chemotherapy Procurement 0 0 0 0 0 3,174 1,899 1,840 (59) (79)

Elective Readmissions (230) (134) (134) 0 0

Emergency Readmissions (188) (110) (110) 0 0

Chemotherapy Core HRG Adjustment 0 0 0 0 0

Emergency Adjustment (3,182) (1,856) (2,225) (369) (405)

Emergency adjustment add back 0 0 0 0 0

APC Variation Orders Agreed 0 0 0 0 0

Total APC 66,827 39,154 40,012 858 797 93,241 54,261 55,858 1,596 1,563

Outpatients - 1st 76,972 44,936 45,810 874 1,236 12,126 7,051 7,119 68 138

Outpatients - F-up 202,129 116,633 117,255 622 1,841 19,237 11,169 11,163 (7) 69

Chemotherapy Delivery 0 0 0 0 0 106 62 73 11 12

Chemotherapy Procurement 0 0 0 0 0 1,644 1,029 943 (86) (39)

Maternity Pathway 0 0 0 0 0 4,941 2,882 2,825 (57) (88)

Radiotherapy 12,471 7,354 7,248 (106) (291) 2,860 1,702 1,619 (84) (119)

OP Radiology 28,291 16,734 16,637 (97) 97 2,988 1,762 1,796 34 52

GP Radiology 45,398 27,377 27,274 (103) 246 1,838 1,116 1,128 13 30

Outpatient Variation Orders Agreed 0 0 0 0 0

Total Outpatients 365,261 213,034 214,224 1,190 3,129 45,740 26,773 26,665 (107) 55

A&E 75,422 45,000 44,748 (252) (226) 8,691 5,104 5,117 13 5

A&E Variation Orders Agreed

Total A&E 75,422 45,000 44,748 252-£             226-£                8,691 5,104 5,117 13 5

Total PBR 507,510 297,188 298,984 1,796 3,700 147,672 86,138 87,640 1,501 1,623

Cost & Volume - Inpatients 325 154 175 21 4 379 170 227 56 42

Cost & Volume - Day Cases 1,659 995 943 (52) (64) 694 438 451 13 24

Cost & Volume - Non-Electives 536 335 433 98 82 1,053 650 833 183 123

Cost & Volume - AMU 1,890 1,099 1,075 (24) (32) 1,432 829 818 (11) 23

Cost & Volume - CDU 3,201 1,867 2,489 622 587 186 111 142 31 34

Cost & Volume - Outpatients 1st 27,425 16,066 16,648 582 963 2,896 1,732 1,807 75 103

Cost & Volume - Outpatients F-up 55,501 32,557 32,565 8 177 6,421 3,769 3,668 (101) (79)

Cost & Volume - New 0 0 0 0 0 11,743 6,850 6,954 104 57

Critical Care - Adult 3,954 2,331 2,785 454 495

Critical Care - Neonatal & Paeds 1,919 1,104 1,189 85 80

Chemotherapy Delivery 0 0 0 0 0

Chemotherapy Procurement 0 0 0 0 0

Palliative Care 563 354 367 13 (11)

Other Cost & Volume - Drugs 18,457 10,764 11,383 618 426

Other Cost & Volume - Bloods 799 466 514 48 24

Other Cost & Volume - Excluded Devices 1,803 1,052 841 (210) (212)

Cost & Volume - Various 1,539 898 918 20 15

Cost & Volume Variation Orders Agreed 0 0 0 0 0

Total Cost & Volume 90,537 53,073 54,328 1,255 1,717 53,838 31,518 32,898 1,380 1,143

Block - Patient Related 7,560 4,410 4,410 0 0

Block - Non Patient Related 4,041 2,357 2,357 0 0

Commissioner plan adjustments to match resource envelopes 0 0 0 0 0

Block Variation Orders Agreed 0 0 0 0 0

Total Block 0 0 0 0 0 11,602 6,768 6,768 0 0

Total Non-PBR 90,537 53,073 54,328 1,255 1,717 65,440 38,286 39,666 1,380 1,143

CQUIN 4,634 2,703 2,703 0 0

Total Contract Adjustments 0 0 0 0 0 4,634 2,703 2,703 0 0

SD&T CCG plan adjustment to match resource envelope 0 0 0 0 0

Total Contract 598,047 350,261 353,312 3,051 5,417 217,745 127,127 130,009 2,881 2,766

Phasing adjustment 0 434 0 (434) (935)

Contract Penalties 0 0 (176) (176) (112)

Block Adjustment (7,567) (4,414) (6,909) (2,495) (2,043)

Grand Total 598,047 350,261 353,312 3,051 5,417 210,178 123,147 122,923 (224) (324)

Grand Total of agreed contract plan 598,047 350,261 353,312 3,051 5,417 210,178 123,147 122,923 (224) (324)

Page 57 of 71QPFW Report.pdf
Overall Page 185 of 331



Torbay & South Devon NHS FT Performance Report - October 2016

CONTRACTUAL FRAMEWORK

Month 7 October 2016
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Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

3382 3800 3750 3637 3543 3693 3377 3750 3305 3228 3381 3511

28 43 106 35 55 54 31 43 31 21 59 59

0.8% 1.1% 2.8% 1.0% 1.6% 1.5% 0.9% 1.1% 0.9% 0.7% 1.7% 1.7%

1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0% 1.0%

1.09% 1.09% 1.09% 1.09% 1.09% 1.09% 1.02% 1.04% 0.99% 0.97% 0.95% 0.84%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

1 2 3 5 4 4 6 5 11 8 10 11

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

0 0 0 0 1 0 0 0 0 0 0 0

0 0 0 0 0 0 0 0 0 0 0 0

National Target

Trajectory

Data Book - October 2016

CONTRACTUAL FRAMEWORK

Diagnostic Tests Longer than the 6 week standard

Patients

Waiting longer than 6 weeks

% over 6 weeks

Referral to Treatment over 52 week incomplete pathways

Patients over 52 weeks

Mixed sex accomodation breaches of Standard

Acute

Community
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Data Book - October 2016

CONTRACTUAL FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

30 41 40 45 29 47 46 56 30 34 36 42

3123 2998 3089 3164 3236 3205 3387 3543 3271 3327 3456 3316

1.0% 1.4% 1.3% 1.4% 0.9% 1.5% 1.4% 1.6% 0.9% 1.0% 1.0% 1.3%

Target 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

2 3 2 9 10 4 9 6 9 3 4 0

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

103 75 113 234 170 102 111 37 54 36 24 43

2 5 2 35 16 26 6 0 1 2 3 3

50 50 50 50 50 50 40 35 25 20 20 25>30 minutes trajectory

Handovers > 60 minutes

Cancellations

Elective spells

On the day cancellations for elective operations

% of on the day cancellations

Cancelled patients not treated within 28 days of cancellation

Not treated within 28 days

Ambulance handovers

Handovers > 30 minutes

0.0%

0.2%

0.4%

0.6%

0.8%
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Data Book - October 2016

CONTRACTUAL FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

6090 5874 5896 5693 6334 5924 6534 6350 6971 6588 6142 6153

1019 1191 1500 1459 1405 918 1228 810 819 744 698 408

83% 80% 75% 74% 78% 85% 81% 87% 88% 89% 89% 93%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

2361 2261 2327 2391 2964 2703 3207 3322 3708 3862 3297 2836

1 1 0 0 1 0 1 0 0 0 0 0

100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Target 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

3 1 13 10 1 2 0 0 0 0 2 0

A&E patients seen within 4 hours (DGH only)

Patients seen

4 hour breaches

% seen within 4 hours

A&E Trolley Waits over 12 hours from decision to admit

12 hour trolley waits

A&E patients seen within 4 hours (community MIU)

Patients seen

4 hour breaches

% seen within 4 hours
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Data Book - October 2016

CONTRACTUAL FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

2 1 0 1 3 1 4 2 2 3 2 0

0 1 1 0 0 0 1 2 1 0 0 0

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

1132 1025 997 1089 1085 1105 1109 1179 1039 1059 1187 1070

1831 1863 1705 1860 2008 1737 1975 1986 2031 1934 2081 1840

62% 55% 58% 59% 54% 64% 56% 59% 51% 55% 57% 58%

Target 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

444 390 470 414 406 528 532 460 599 441 448 584

134 93 166 91 100 132 119 161 122 106 102 166

30% 24% 35% 22% 25% 25% 22% 35% 20% 24% 23% 28%

Target 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

Number of Clostridium Difficile cases

Care Plan Summaries completed with 24 hours of discharge - Weekday

Discharges

CPS completed within 24 hours

% CPS completed <24 hrs

Acute

Community

Care Plan Summaries completed with 24 hours of discharge - Weekend

Discharges

CPS completed within 24 hours

% CPS completed <24 hrs
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Data Book - October 2016

CONTRACTUAL FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

22 22 22 22 22 22 22 22 22 22 22 22

6 5 6 5 3 4 6 4 4 4 6 3

73% 77% 73% 77% 86% 82% 73% 82% 82% 82% 73% 86%

Target 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0%

Specialties

Breaching 4 working days

Performance

Clinic letters - within 4 working days

65%
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85%
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Torbay & South Devon NHS FT Performance Report - October 2016

WORKFORCE MANAGEMENT
FRAMEWORK

Month 7 October 2016
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Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

4.00% 4.00% 4.00% 4.00% 4.05% 4.11% 4.13% 4.19% 4.23% 4.25% 4.27% n/a

4.0% 4.0% 4.0% 4.0% 4.0% 4.0% 4.0% 4.0% 3.9% 3.9% 3.9% 3.9%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

77.00% 78.00% 86.00% 85.00% 83.00% 82.00% 82.00% 82.00% 81.00% 83.91% 83.91% 84.00%

90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0% 90.0%Target

Appraisal completeness

Data Book - October 2016

WORKFORCE MANAGEMENT FRAMEWORK

Staff sickness

Staff sickness

Target

Appraisal Completeness

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

3.50%

4.00%

4.50%

Staff sickness Target

70.00%

75.00%

80.00%

85.00%

90.00%

95.00%

Appraisal completeness Target
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Data Book - October 2016

WORKFORCE MANAGEMENT FRAMEWORK

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

89.00% 90.00% 90.00% 89.00% 88.10% 87.85% 88.00% 88.00% 87.00% 87.25% 87.25% 86.00%

85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%

Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

12.79% 13.15% 12.94% 13.09% 12.75% 12.78% 12.77% 13.21% 12.99% 12.87% 12.61% 12.61%

10-14% 10-14% 10-14% 10-14% 10-14% 10-14% 10-14% 10-14% 10-14% 10-14% 10-14% 10-14%10.0% 10.0% 10.0% 10.0% 10.0% 10.0% 10.0% 10.0% 10.0% 10.0% 10.0% 10.0%14.0% 14.0% 14.0% 14.0% 14.0% 14.0% 14.0% 14.0% 14.0% 14.0% 14.0% 14.0%

Trunover - All Staff (Excl Jnr Docs) Rolling 12 Month Turnover Rate

Turnover

Target

Mandatory Training Completeness

Mandatory training

Target

82.00%

83.00%

84.00%

85.00%

86.00%

87.00%

88.00%

89.00%

90.00%

91.00%

Mandatory training Target

0.00%

2.00%

4.00%

6.00%

8.00%

10.00%

12.00%

14.00%

16.00%

Turnover Target
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CIP year end Delivery Forecast as at Month 7 2016/17

Master 

Ref

Title Confidence Conf 

RAG

Last 

Month 

Target

Target 2016/17 Forecast Rec 

2016/17

Forecast Non-

rec 2016/17

Delivered YTD 

Rec

Delivered YTD 

Non-rec

520 Improved auditing of interface between Rosterpro to ESR for Payment errors 90% Green £0 £0 £20,000

571 Corporate accruals review 90% Green £0 £0 £335,956 £335,956

690 Income reserves not required [0-100] Gray £0 £0 £0 £1,650,000 £0 £412,500

468 Lost pager review [0-100]% Gray £2,000 £2,000 £0

513 MR contrast for cardiac is about to be ordered in different volumes. This reduces waste and potentially saves £3,500 pa (again est. patient numbers).100% Green £3,500 £3,500 £3,500 £3,500

560 Church st sale and reduction in utilities 70% Yellow £4,000 £4,000 £4,000 £0

417 Community Nursing Vehicle Review - Torbay and SD 100% Green £5,000 £5,000 £0 £0

559 Sewing room 90% Green £5,000 £5,000 £5,000 £0

489 Private Therapy Income 100% Green £5,000 £5,000 £5,000 £5,000

479 Outpatient Productivity 0% Red £6,250 £6,250 £0 £0 £0 £0

557 External Non clinical Cleaning contract 50% Red £6,500 £6,500 £0 £0

735 Research Income (Clinical Trials) [0-100] Gray £9,000 £9,000

497 Increase Ultrasound scan charge Idea to work up further 100% Green £10,000 £10,000 £6,000 £1,667

566 Retail outlet level 4 60% Yellow £10,000 £10,000 £10,000 £0

551 Car Parking Introduction of New Tariff £10 for 8 hrs 100% Green £10,000 £10,000 £10,000 £10,000

555 Car Parking review of public charges in the community 70% Yellow £15,000 £15,000 £15,000 £0

565 Regents house rent review 30% Red £15,000 £15,000 £15,000 £0

737 HQ Synergies - Chief Executive 95% Green £17,548 £17,548 £17,548 £10,236

544 Income from Training 100% Green £20,000 £20,000 £0 £20,000

552 FM non pay general savings 100% Green £20,000 £20,000 £20,000 £20,000

553 Estates non pay general savings 100% Green £20,000 £20,000 £20,000 £20,000

710 Strategy Directorate- MARS leaver 100% Green £20,089 £20,089 £20,089

695 HR - Yeovil Business Case 90% Green £23,333 £23,333 £23,333 £5,186

407 Joined Up TeleHealthCare Strategy 50% Red £25,000 £25,000 £10,000 £0

433 Cavanna House - termination of existing lease at end of current term 100% Green £25,000 £25,000 £25,000 £25,000

549 Catering review Acute 100% Green £25,000 £25,000 £25,000 £25,000

550 Hotel Services Community Hospitals 100% Green £25,000 £25,000 £25,000 £25,000

554 Management pay 100% Green £26,000 £26,000 £26,000 £26,000

694 CE -  Corporate - pension scheme 90% Green £27,466 £27,466 £27,466 £16,021

693 HR - synergies - part band 8a post 90% Green £27,773 £27,773 £27,773 £16,204

469 Mobile Phone review/BYOD 20% Red £30,000 £30,000 £0

487 Microbiology VAT saving 100% Green £30,000 £30,000 £30,000 £17,500

493 Medical Electronics Reorganisation 100% Green £30,000 £30,000 £30,000 £30,000

494 Clinical Psychology Staff Saving 100% Green £30,000 £30,000 £30,000 £30,000

692 Procurement synergies - B5 post 90% Green £30,651 £30,651 £30,651 £17,880

413 Efficiences from Thera Contract (ASC element) A 90% Green £36,000 £36,000 £36,000 £21,000 £0

434 Review of specialist LD vacancy 100% Green £37,000 £37,000 £37,000 £22,000 £0

466 Procurement efficiencies 100% Green £40,000 £40,000 £0

428 Vacant FAB team posts to be reviewd re, Care Act Funded 100% Green £44,000 £44,000 £44,000 £26,000 £0

739 HQ Synergies - Procurement 90% Green £44,200 £44,200 £44,200 £25,783 Page 67 of 71QPFW Report.pdf
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543 eLearning Strategy 0% Red £50,000 £50,000 £0

495 Reduction in spend on Blood - cell salvage 100% Green £50,000 £50,000 £50,000 £29,166

423 Robust review process for adult IPPs 90% Green £50,000 £50,000 £146,000 £81,000 £0

498 Reduction in discretionary spend 100% Green £57,000 £57,000 £57,000 £33,250

444 GPWSI 100% Green £58,000 £58,000 £58,000 £0 £34,000

556 Car Parking community staff charges 70% Yellow £60,000 £60,000 £60,000 £0

446 Community funding set based on Run Rate spend last year, not now required - Per Gordon Otley 27 May 16100% Green £63,859 £63,859 £54,753 £0 £31,939 £0

471 Printing and Electronic Communication Strategy 80% Yellow £75,000 £75,000 £0

408 Independent Sector - Enhanced Brokerage 50% Red £75,000 £75,000 £31,000 £0

424 In House Learning Disability Bay Tree (Reprovision of Respite Care) 90% Green £79,000 £79,000 £10,000 £0 £0

427 Recurrent Impact of Community Support Team savings 100% Green £80,000 £80,000 £80,000 £47,000 £0

465 Review Revenue Costs for IT Systems 20% Red £81,000 £81,000 £0

421 Efficiences from Thera Contract (PP element) 90% Green £81,000 £81,000 £81,000 £47,000 £0

537 FP10 Outpatients - pharmacy scheme 90% Green £100,000 £100,000 £0 £0 £0 £0

416 ASC Insurance Premium Reduction 100% Green £100,000 £100,000 £100,000 £50,000

403 Independent Sector - Removal of Community Care Trust block and replace with spot purchase100% Green £100,000 £100,000 £144,000 £84,000

410 Ind Sector - Additional reclaim of ASC Direct Payments 100% Green £100,000 £100,000 £243,000 £143,000

707 Clinical supplies procurement - Medicine impact 50% Red £109,000 £109,000 £0 £0 £0 £0

705 Clinical supplies procurement - WCDT impact 50% Red £121,000 £121,000

464 Staff Salary Sacrifice Schemes 100% Green £122,000 £122,000 £65,000 £32,117 £19,750

405 Independent Sector - SPACE 70% Yellow £125,000 £125,000 £52,000

406 Independent Sector - Supported Living 50% Red £125,000 £125,000 £52,000 £0

409 Ind Sector - Responsive Management of Domicilliary Care 50% Red £125,000 £125,000 £52,000 £0

547 Gas utilities 100% Green £140,000 £140,000 £140,000 £140,000

488 Replacement of Existing Roche Managed Service contract 100% Green £147,000 £147,000 £147,000 £12,250

435 South Devon Operations (Community Services) CIP Saving assumption based on previous years90% Green £150,000 £150,000 £150,000 £208,000 £88,000 £212,000

536 Drug savings - pharmacy scheme 90% Green £160,000 £160,000 £0 £0 £0

402 Ind Sector - Reduction in Care Home Placements (Standard under £606 per week)50% Red £175,000 £175,000 £73,000 £0

548 Car Parking 100% Green £190,000 £190,000 £190,000 £110,000

738 HQ Synergies - Education Direcorate 0% Red £195,900 £195,900

496 Therapies recurrent vacancy factor 100% Green £198,000 £198,000 £198,000 £135,000

425 Community Services CIP Saving assumption based on previous years 90% Green £200,000 £200,000 £200,000 £262,000 £117,000 £200,000

432 Co-location of Paignton & Brixham Zones 50% Red £250,000 £250,000 £125,000 £0

480 Clinically led procurement in surgery 100% Green £258,591 £258,591 £199,730 £58,861 £61,207 £27,356

691 Finance restructure pay savings 70% Yellow £263,918 £263,918 £349,085 £85,167

706 Clinical supplies procurement - Surgery impact 50% Red £270,000 £270,000 £1,126 £0 £469 £0

572 Corporate non-pay savings 100% Green £390,870 £390,870 £0 £390,870 £0 £351,979

734 CHC  General Packages of Care Review 90% Green £417,000 £417,000 £578,000 £337,000

418 Bring review assessments up to date CHC 90% Green £430,000 £430,000 £578,000 £165,000 £0

481 Surgery non-pay challenge 60% Yellow £440,000 £440,000 £246,818 £0 £143,977 £0

419 Tightening panel process (CHC) 70% Yellow £498,000 £498,000 £218,000 £0 £0

723 Nursing agency spend 80% Yellow £500,000 £500,000

426 Torbay Operations (Community Services) CIP Saving assumption based on previous years90% Green £500,000 £500,000 £500,000 £740,000 £292,000 £647,000

708 Medical SDU Senior agency and locum budgets 90% Green £600,000 £600,000 £600,000 £0 £300,000 £0

709 Adjustment for scheme 709 recategorised as SLIP on 2nd run £81,900
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Sub totals £9,121,448 £6,113,435 £4,004,235 £2,921,272 £2,385,777

Trustwide Scheme Gap £4,836,066

CIP (FT Plan)  Target 13,957,514£     

Yr end Forecast Total 10,117,670£     

Delivered Year to Date 5,307,049£       

2,921,272-          

Master 

Ref

Title CIP Scheme 

Target 2016/17

558 Car Parking kings ash

£6,000

476 Additional income via Utilisation of new Cardiac Lab £30,000

535

PMU - increased sales on top of planned surplus

£78,000

443 Recurrent Impact of Hotel Service re-design £135,000

538 Integrated Medicines Management - pharmacy scheme £250,000

688 Synergies - EFM £294,000

697 HQ Synergies - HR £552,200
709 HQ Synergies - Strategy £140,400

713 Strategy - remaining CIP/SLIP schemes £77,638

1,563,238£       

Merged with EFM

Note: The Scheme delivery values have been reassessed and the value has diminished by £1.5m, this month. More schemes are needed 

to bridge the Forecast Delivery gap, hence a review is underway to identify which 17/18 CIP schemes / TWIPS can be started early.

Reason for removal

Contained within EFM Scheme 

Re-assessed, no savings this yr

Production issues mean this won't 

deliver until next yr

Re-assessed, no savings this yr

Within EFM target

Re-assessed, no savings this yr

Recategorised as Slippage

Recategorised as Slippage
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Workforce analysis Appendix 4

Division/Directorate Sickness Appraisals
Training 

(Average)
Staff FTE

FTE 

Turnover

Sep-16 Oct-16 Oct-16 Oct-16 Oct-16 Oct-16

CHARITABLE FUNDS DIVISION 3.53% 79% 71% 32 19.39 17.11%

Health Visiting & School Nursing 8.31% 95% 91% 100 78.09 15.26%

Other Public Health Provider 2.03% 92% 95% 98 81.13 13.67%

Dir - Public Health 5.13% 94% 93% 198 159.21 14.47%

SD Community Services - Coastal 3.56% 82% 85% 38 33.68 5.95%

SD Community Services - Moorland 6.12% 89% 97% 21 16.97 14.02%

SD Community Services - Newton Abbot 5.63% 90% 82% 37 29.95 13.97%

SD Community Services - Other 5.95% 81% 91% 80 65.03 17.44%

SD Community Services - Totnes and Dartmouth 3.47% 90% 93% 36 30.37 16.39%

Dir - SD Community Services 5.08% 85% 89% 212 175.99 14.26%

Operations Support 2.47% 55% 81% 36 33.34 16.44%

TCT Community Services - Adult Social Care 4.48% 62% 92% 35 31.80 10.38%

TCT Community Services - Baywide 2.48% 81% 87% 52 45.29 18.93%

TCT Community Services - BEST 10.26% 80% 97% 17 12.37 16.17%

TCT Community Services - Brixham Zone 3.17% 77% 92% 53 40.48 10.41%

TCT Community Services - Older Peoples Mental Health 2.38% 100% 83% 13 8.53 0.00%

TCT Community Services - Other Social Care 1.08% 86% 90% 16 12.21 13.43%

TCT Community Services - Paignton 8.74% 73% 89% 111 94.95 12.62%

TCT Community Services - Torquay Zone 7.12% 83% 87% 159 138.62 14.45%

Dir - Torbay Community Services 5.87% 76% 88% 492 417.60 13.67%

COMMUNITY SERVICES DIVISION 5.53% 82% 90% 902 752.80 13.98%

Dir - Chief Executive 0.00% 100% 98% 6 5.84 16.85%

Dir - Education & Development 3.16% 91% 88% 109 103.14 10.24%

Finance 3.54% 60% 81% 80 74.72 11.00%

Health Informatics Service 4.61% 81% 91% 165 143.50 10.63%

Procurement 2.50% 51% 84% 37 35.53 4.65%

Dir - Finance, HIS & Procurement 3.99% 70% 87% 282 253.76 9.90%

Dir - Medical Director 1.97% 89% 93% 29 23.57 4.60%

Dir - Nursing & Quality 1.55% 87% 87% 106 88.56 12.50%

Operations 7.21% 81% 88% 24 19.73 12.66%

Transport 5.73% 88% 90% 72 64.17 8.15%

Dir - Operations 6.06% 86% 89% 96 83.91 9.20%

Dir - Pharmacy Services 1.73% 73% 89% 98 85.42 15.04%

Dir - Strategy 0.00% 67% 82% 62 57.88 3.73%

Dir - Workforce 1.54% 93% 85% 73 64.61 28.47%

CORPORATE SERVICES DIVISION 2.96% 79% 88% 861 766.69 11.94%

Estates 6.69% 59% 100% 32 31.60 8.21%

Facilities Management 5.54% 80% 98% 27 25.28 5.28%

Dir - Estates & Facilities 6.18% 68% 99% 59 56.88 7.21%

Hotel Services - Catering 4.37% 93% 78% 51 37.09 18.46%

Hotel Services - Domestic 5.53% 97% 76% 348 248.65 14.14%

Hotel Services - Other 1.56% 94% 68% 74 68.40 14.66%

Dir - Hotel Services 4.66% 96% 75% 473 354.13 14.81%

ESTATES & FACILITIES MANAGEMENT DIVISION 4.87% 92% 78% 532 411.01 13.72%

Dir - Hospital Services - Brixham 4.06% 71% 71% 32 26.60 14.33%

Hospital Services - Dawlish Hospital 0.00% 95% 91% 27 22.90 13.16%

Hospital Services - Teignmouth Hospital 2.66% 93% 92% 18 14.83 29.48%

Dir - Hospital Services - Coastal 1.21% 94% 91% 45 37.73 21.47%

Dir - Hospital Services - Dartmouth 3.81% 96% 97% 26 20.31 20.20%

Dir - Hospital Services - MIU Services 1.70% 83% 98% 29 23.67 16.32%

Hospital Services - Ashburton Hospital 2.14% 93% 85% 18 13.80 14.91%

Hospital Services - Bovey Tracey Hospital 9.49% 100% 84% 11 8.64 57.30%

Dir - Hospital Services - Moorland 5.03% 95% 85% 29 22.44 33.32%

Dir - Hospital Services - Newton Abbot 4.66% 96% 92% 88 72.90 19.12%

Dir - Hospital Services - Other 0.00% 100% 96% 3 3.00 0.00%

Dir - Hospital Services - Paignton 4.95% 88% 93% 33 26.47 18.72%

Dir - Hospital Services - Totnes 8.08% 92% 93% 35 28.77 25.33%

HOSPITAL SERVICES DIVISION 4.11% 91% 90% 320 261.89 20.47%

Ind Sec Adult Social Care - Torbay 12.21% 70% 89% 10 9.52 0.00%

Ind Sec In House Services LD  - Torbay 12.12% 83% 87% 36 28.66 8.88%

545 Dir - Independent Sector Adult Social Care - Torbay 12.14% 80% 88% 46 38.18 6.86%

546 Dir - Independent Sector Health 7.75% 73% 89% 33 29.27 28.42%

INDEPENDENT SECTOR DIVISION 10.22% 77% 88% 79 67.45 16.38%

INTERNAL AUDIT 10.95% 100% 90% 12 11.37 41.69%

Cancer Services - Medicine 5.04% 100% 89% 8 7.80 0.00%

Clinical Oncology 6.65% 80% 88% 55 48.65 13.31%

Haematology 0.00% 100% 100% 4 4.00 0.00%

Medical Oncology 0.00% 100% 89% 5 4.15 23.26%

Non Surgical Cancer Services Admin 6.11% 90% 94% 43 34.15 10.93%

Palliative Care 0.00% 100% 83% 6 4.90 0.00%
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Ricky Grant Unit and Turner Ward 7.41% 87% 68% 83 68.67 16.01%

Dir - Cancer Services - Medicine 6.23% 87% 81% 204 172.32 13.25%

Care of the Elderly - Medicine 4.28% 96% 83% 102 90.26 11.54%

Stroke 3.94% 97% 87% 39 34.69 19.03%

Dir - Care of the Elderly - Medicine 4.18% 96% 84% 141 124.96 13.81%

Dermatology 0.29% 89% 90% 15 11.44 0.00%

Neurology 0.00% 100% 93% 3 3.00 50.63%

Rheumatology 2.27% 89% 87% 16 11.53 0.00%

Dir - Derm, Rheum, Neurology, Thoracic- Medicine 1.16% 89% 89% 34 25.97 7.39%

Dir - Emergency Services 1.52% 91% 88% 268 225.09 10.32%

Diabetes and Endocrinology 4.58% 71% 90% 20 17.47 0.00%

Gastroenterology 4.43% 53% 77% 81 72.50 4.13%

Dir - Gastoenterology/Endocrinology- Medicine 4.46% 55% 80% 101 89.97 3.47%

Admin/Support- Med Div 8.89% 91% 92% 48 40.57 29.97%

General Medicine 1.49% 91% 87% 61 53.59 11.96%

Medical Division HQ 3.29% 100% 92% 4 4.05 48.45%

Dir - General Medicine 4.69% 91% 89% 113 98.21 23.58%

Cardiology 2.83% 91% 89% 127 107.84 4.40%

Respiratory 8.19% 95% 90% 68 58.26 18.96%

Dir - Heart & Lung- Medicine 4.67% 92% 89% 195 166.10 9.44%

MEDICAL SERVICES DIVISION 4.00% 88% 86% 1056 902.60 11.84%

PMU Finance 0.00% 40% 82% 5 4.64 12.15%

PMU Manufacturing 5.15% 8% 74% 53 51.23 6.40%

PMU Quality Control 0.37% 85% 86% 49 46.69 0.00%

PMU Sales & Marketing 0.52% 100% 68% 8 7.39 0.00%

PMU Senior Team 0.00% 100% 92% 4 3.70 38.29%

PMU Supply Chain 2.64% 35% 53% 19 15.68 4.04%

PHARMACY DIVISION (Manufacturing) 2.52% 50% 76% 138 129.33 4.86%

RESEARCH & DEVELOPMENT DIVISION 2.61% 86% 86% 45 34.87 8.66%

Dir - Breast Care 3.38% 100% 89% 41 32.58 12.37%

Dir - General Surgery 4.44% 80% 82% 257 217.09 10.80%

Dir - Head & Neck 1.34% 93% 87% 104 80.01 4.73%

Dir - Ophthalmology 4.97% 97% 91% 121 105.45 10.13%

Dir - Surgical Division 4.27% 81% 86% 97 84.38 11.97%

Dir - Theatres, Anaesthetics and ICU 4.28% 85% 86% 410 364.24 11.11%

Dir - Trauma and Orthopaedics 1.15% 87% 88% 163 140.56 13.42%

SURGICAL SERVICES DIVISION 3.71% 86% 86% 1193 1024.31 10.94%

Child Health Med, Mgmt and Misc Specialty 0.68% 92% 81% 61 53.71 9.94%

Paediatric 6.33% 76% 88% 96 76.54 6.03%

Dir - Child Health 4.00% 79% 86% 157 130.26 7.42%

Dir - Lab Medicine 3.75% 87% 86% 115 101.16 8.77%

Gynaecology 6.63% 97% 87% 39 29.13 1.62%

Midwifery 4.62% 84% 91% 130 102.31 4.77%

O&G Medical and Management 5.61% 87% 80% 48 43.83 19.06%

Dir - Obs & Gynae 5.21% 87% 88% 217 175.27 7.01%

Dir - Radiology & Imaging 2.20% 80% 89% 130 110.18 17.16%

Dir - Sexual Health 3.28% 79% 95% 41 31.46 13.77%

Dir - Therapies 2.03% 88% 90% 301 246.02 16.08%

Medical Electronics 1.15% 100% 98% 18 17.64 4.23%

Women's, Children's & Diagnostics 0.16% 77% 92% 15 13.25 7.38%

Dir - Women's, Children's and Diagnostics 0.74% 89% 95% 33 30.89 5.65%

WOMEN'S, CHILDREN'S & DIAG' DIVISION 3.25% 85% 89% 994 825.24 11.73%

ICO Grand Total 4.02% 84% 86% 6164 5206.97 12.61%
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Referral to Treatment Target  

Lead Director: 
 

Liz Davenport, Chief Operating Officer 

Corporate 
Objective: 
 

Safe, Quality Care and best experience 

Corporate Risk/ 
Theme 
 

Theme 2- delivery of key performance targets 

Purpose: 
 

Information  

Summary of Key Issues for Trust Board 
Strategic Context: 
 
The Trust is required to ensure that 92% of people access treatment within 18 weeks of referral. 
In year the Trust agreed to meet this standard by end of October 2016. Delivery against this 
standard form part of the criteria to access the Service Transformation Fund ( STF). 
 
The Trust was compliant with the improvement trajectory for the 2 quarters of the year but has 
seen deterioration in performance. The paper sets out the context of the change in performance 
and the actions required to deliver compliance by April 2018. 
 
Key Issues/Risks  
 
Workforce challenges, increased demand for services and a decision to prioritise resources to 
key quality and safety risks will have a sustained impact on compliance with the RTT standard. 
Recovery relies on securing the appropriate levels of capacity through in house solutions or 
agreement on different working models through the STP Acute Services review. These solutions 
will need to be in place if the Trust is to recover the RTT standard by April 2018. 
 
Recommendations: 
 
To consider current performance and risks to delivery of the 92% RTT target 
 
Summary of ED Challenge/Discussion: 
 
The Executive Team have reviewed the current position and have required the following action: 

 Review of risks to patient safety of waits to be seen beyond 18 weeks 
 Inclusion of  services that are vulnerable due to workforce issues in the STP Acute 

Services Review 
 Prioritisation of medical capacity to support improved weekend working in line with CQC 

requirements 
 A focus on optimisation of RTT in services where capacity is in place supported by the 

lead Director for Planned care 
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Public 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
Discussions with South Devon and Torbay CCG 
 
Equality and Diversity Implications: 
 
A Quality Impact and Equality Impact Assessment will be completed. 
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Report to:  Board of Directors 

Date:  7 December 2016 

Report From: Chief Operating Officer  
 

Report Title: Referral to Treatment Target  

 

1 Purpose 
To provide further detail current performance against the Referral to Treatment Target 
(RTT) to include plans to address performance and risks to delivery. 

2 Provenance  
The report has been informed by: 

 Minutes of the Joint Executive 
 Minutes of the Executive Team 
 Minutes and action log from the RTT Risk and Assurance Group 
 Performance Information 
 SDU Risk Registers 

 
3 Background 
The Trust has been compliant with the required performance trajectory for RTT for the first 
quarter of the year but there were underlying capacity issues within some specialities and 
neurology in particular that resulted in a predicted down turn in performance in the 
remaining quarters of the year. 
 
In addition to the known capacity issues other changes have occurred that have or will 
impact on compliance with the target. These include: 

 Re- prioritisation of medical staffing in medicine to support extended weekend 
working in line with the CQC improvement plan 

 Further workforce issues identified in respiratory and cardiology 
 A joint decision with the CCG to suspend outsourcing of hips and knee surgery to 

Mount Stuart 
 

The summary below details the impact of the current position on RTT compliance and 
includes a summary of the actions required to recover the position and deliver compliance 
with the standard by March 2018. 
 
The consolidated response to performance queries at September 2016 highlighted that RTT 
delivery had deteriorated below the 92% standard and the STF trajectory. The deterioration 
of the aggregate position was reported as being driven by workforce challenges and 
associated reduction in capacity faced by the Neurology Department. At the time the 
Neurology backlog was recorded as 282 patients waiting over 18 weeks.  With additional 
Neurology capacity coming from a recent appointment of a locum Doctor the rate of growth 
in the Neurology backlog will decrease from a predicted backlog of 521 to between 350/400 
by March 2017. 
 
Attention was drawn to further known shortfalls in capacity in other high volume specialties, 
in particular cardiology and respiratory. It was reported that the cardiology position had 
stabilised following summer leave however, due to reduction in consultant workforce it has 
now started to deteriorate, with a current backlog of 205. The impact of not finding a solution 
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to the workforce shortfall in respiratory has also had a significant impact on their backlog 
which currently stands at 217 and is expected to deteriorate further with the expected loss of 
another consultant. 
 
The decision to suspend outsourcing of orthopaedics will bring about an increase in the 
backlog of 100 patients to 380 causing deterioration in the aggregate position by 
approximately 0.5%. 

4 Risks and Issues 

The following graphs illustrate the impact of current limitations of capacity on RTT by 
speciality 
 
Neurology: Registrar doing 5 clinics per week until March 17 and no recruitment of other 
consultant. 

 

 
 
 

Urology: No senior core trainee - so consultants will have to drop elective work to cover on-
call counter acting increase from additional consultant. 
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Cardiology: Consultant retirement and return on reduced hours with no other consultant 
recruited 
 

 
 
 
Respiratory Medicine: No recruitment of consultant (2 wte down) 
 

 
 
 
Trauma & Orthopaedics: No outsourcing and no recruitment of foot and ankle Fellow, no 
single point of access for foot and ankle. 
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Colorectal Surgery: No Saturday list (1 list /month – 6 patients on a list) 

 

 
 
Upper G I Surgery: No Saturday lists (1 list /month - 5 patients on a list) 
 

 
 
The combined effect on the consolidated RTT trajectory by March 2018 will result in a 
lowering of performance to 83%. Reversal of the decision to stop outsourcing would have 
minimal effect this year, 0.5%. 
 
Recovery 
 
The table below shows the trajectory required to return the Trust RTT performance to 92% 
by March 2018. 
 
Revised RTT consolidated trajectory to achieve 92% RTT by 31st March 2018 
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6 Conclusion 
 

Workforce challenges, increased demand for services and a decision to prioritise resources 
to key quality and safety risks will have a sustained impact on compliance with the RTT 
standard. Recovery relies on securing the appropriate levels of capacity through in house 
solutions or agreement on different working models through the STP Acute Services review. 
These solutions will need to be in place if the Trust is to recover the RTT standard by April 
2018. 

7 Recommendation 
 

To consider current performance and risks to delivery of the 92% RTT target 

 
 
 

Liz Davenport 
Chief Operating Officer 
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

7th December 2016 

Title: 
 

Clinical Validation of patients with delayed outpatient review 

Lead Director: 
 

Medical Director  

Corporate 
Objective: 

1. Safe, quality care and best experience  
 

Corporate Risk/ 
Theme 
 

2.  Failure to achieve key performance standards 
7.  Patients lost from the follow up system may not receive required      
appointments resulting in critical diagnoses being missed 
8. Care Quality Commission requirement notice sets out significant 
concerns regarding safe quality care and best experience 
9. Capacity in neurology leading to lack of new patient appointments,  
leading to long delay to initial assessment, threat of RTT breach. 
 

Purpose: 
 

Information/Assurance 

Summary of Key Issues for Trust Board 

Strategic Context: 
 
There is increasing delay in outpatient assessment of patients in a range of specialties, reflecting 
increased referrals, greater urgent care pressures and/or recruitment and retention difficulties. 
Action plans are in place to reduce waiting times but there is a need to ensure that the risk to 
patients is minimised. 
 

Key Issues/Risks  
 

 Risk has been identified in delays to outpatient follow up patients (6500 patients at the 
present time across the Trust). 

 Delays to assessment of new ‘first outpatient’ referrals are emerging in some specialties 

 Mitigating practices are in place in the majority of specialties and in all those with high risk 
of significant harm. 

 There is residual risk after mitigation but this is low to moderate 

 Concerns about Neurology have been raised by the CCG.  Mitigating actions are in place 
to reduce risk. 

 
Recommendations: 
 

1. Ongoing monitoring of numbers of patients and residual risk is needed for follow-ups past 
their ‘to be seen by’ date 

2. Monitoring of plans to reduce numbers of patients past their ‘to be seen by ‘ date are 
needed in all affected specialties is required and will be undertaken through the DGMs’ 
group and Quality and Performance Reviews. 

3. Improved communication with the CCG is needed to ensure that referring clinicians are 
aware of the risk of delay when patients are referred for ‘first outpatient’ appointment and 
to include changes in status on a regular basis.  A process will be agreed through CMG. 

4. All specialties will be encouraged to consider alternatives to traditional follow-up through 
the business planning process. 

5.  
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Summary of ED Challenge/Discussion: 
 
Executive team members have contributed to discussion of the issues and plans for mitigation of 
risk. 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
The contents of this report will be considered at the Quality Improvement Group (QIG) the 
membership of which includes public, patient and Governor representation. 
 

Equality and Diversity Implications: 
 
None identified 
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1. Background 

 

Over the last 2 years the Trust has experienced increasing pressure on achievement of 

Referral to Target for outpatients with particular increase in 2-week wait referrals.  At the 

same time there has been increasing pressure on the urgent care system.  Both of these 

shifts exerts pressure on review of outpatient activity with outpatient follow up in particular 

having a lower priority.  It is recognised that this default operational priority may result in 

significant risk for patients under active treatment or with time-sensitive follow-up 

requirements. 

 

1.1  Follow up patients past their ‘to be seen by’ date 

 

Numbers of patients past their ’to be seen by’ date have been increasing steadily and are 

now at a very high level.  This is almost entirely a concern in the previous acute service 

delivery units.  This is not a new problem and departments have developed a variety of 

approaches to mitigate risk for patients with delayed review.  However, the number of 

patients delayed and the potential length of delay is higher than it has been in the past and 

the need for an assessment of risk and an agreed approach has been agreed. 

 

 
 

 

Report to:  Trust Board  

Date:  December 2016 

Report From: Medical Director 

Report Title: Clinical Validation of patients with delayed outpatient review 
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1.2  New outpatient referrals likely to be significantly delayed 

 

With increasing pressure on outpatient referrals there is a greater likelihood that new 

referral appointments are delayed.  ‘Choose and Book’ is designed as a national system to 

promote choice and allow patients to be seen and treated in an alternative centre if the 

local Trust cannot offer an appointment in the prescribed time.  However, many patients 

choose to wait to be seen at TSDFT rather than travel.  This delay is associated with 

increased risk which is difficult to quantify for TSDFT as the patients have not been seen 

by our staff.  General Practitioners and the patients themselves carry the risk in this 

situation.  There is a need to adopt a common approach when delays are anticipated to 

mitigate risk. 

Significant delays to new or ‘first outpatient’ appointment are being experienced in a 

number of specialties.  The reasons for this are multifactorial, including substantial 

increase in referral (Dermatology) and difficulties in recruitment and retention of medical 

staff (Respiratory Medicine, Dermatology, CAMHS, Neurology). 

1.3 Neurology Service 

 

The Neurology service at TSDFT has been the source of concern since there was a 

sudden unplanned reduction in consultant workforce from 4 to 1 consultant in early 2016.  

There have been significant delays in patients being seen as ‘first outpatient’.  Outpatient 

follow up appointments have also been affected but to a lesser degree.  SDTCCG have 

sought assurance on the management of patients and the mitigation of risk of those who 

are waiting longer than is expected.  The mitigating actions taken have been used as a 

model for managing similar difficulties in other specialties.  

Capacity for new and follow up patients remains severely constrained in Neurology though 

we now have 2 consultants and a locum registrar in post.  There is also the prospect of 

recruitment of a third consultant in the New Year.  Capacity is likely to remain constrained 

for a considerable time. 

2. Mitigating actions 

 

2.1 Past to be seen by date follow ups 

A risk assessment has been performed by each specialty.  Table 1 describes the numbers 

of patients by specialty, estimated risk, mitigating actions both administrative and clinical 

and residual risk.   Mitigating actions will vary according to specialty and risk but aare in 

place in all high risk areas and include 

 Action plan to reduce patients past their to be seen by date, including assessment 

of whether follow up is needed at all, the use of non-face to face follow up, follow up 

by another members of staff (e.g. specialist nurse rather than consultant/medical) 

 Consideration of alternative means of follow-up such as ‘tracker systems’. 

 Review of notes and prioritisation of higher risk patients 

 Additional clinics/other activity where needed 

 Communication with primary care 
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2.2  New outpatient referrals likely to be significantly delayed 

 

Assessment of risk is more difficult prior to first outpatient contact and relies on information 

from the referrer.  A standard approach to potential long-waiters will be agreed with the 

CCG to include 

 Consultant triage of all referrals with request for further information if there is 

insufficient detail to assess risk. 

 Standard letter informing the GP of likely length of wait so that the GP can advise 

the patient with regard to consideration of referral elsewhere.  To include offer to 

reconsider priority if clinical condition changes 

 Advice and Guidance through ‘Seeking Advice in the ICO – SAICO’ to avoid the 

need for face to face referral or to facilitate investigation and early treatment if 

appropriate prior to appointment. 

 Regular updates of the length of wait for new referrals to CCG (for ongoing 

communication with GPs). 

 

3. Residual Risk and further actions 

 

The table shows the assessed risk and residual risk after mitigating actions.  In most 

specialties the risk is low, though the prolonged waits may still represent a poor patient 

experience. Focus remains on the action plan for reduction in numbers of patient.  

Recruitment and retention difficulties will be a barrier to achievement of that objective in 

some specialties.  There is focus on some affected specialties (including Neurology) 

through the vulnerable service and Acute Service Review of the Sustainability and 

Transformation Plan (STP). 

 

A standard approach to communication and risk mitigation will be adopted for all 

specialties experiencing difficulties in meeting review targets.  Clinical engagement of 

specialties will take place through Clinical Management Group (CMG) and the policy taken 

to Quality Improvement Group for consideration and ratification. 

 

Progress against the action and compliance with the policy for new ‘first outpatient’ 

referrals will be monitored through Quality and Performance Reviews and QIG. 
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Table 1.  Follow up patients past their ‘to be seen by’ date.  Risk assessment and mitigating actions.  November 2016. 

 

 

tbc… 

 

Likelihood
Conseque

nce
Total Likelihood

Conseque

nce
Total

Medicine Nephrology 81 2 2 4
Clinicians aware of current position, all routine follow ups and 

escalation of appointment occurs if deemed necessary.

Additional clinics are offered on ocassion to deal with the longest 

waiters.
1 2 2

Medicine Geriatric Medicine 7 1 3 3
As numbers are small for this specialty no formal process in 

place.  Reviewed weekly by PM.
2 letter review process non repsonder alert consultant to review 1 3 3

Medicine Cardiology Cardiology 256 3 4 12

Each week follow up capacity and pending lists are reviewed and 

managed by the Cardiology management team and PAC team.  

Weekly numbers and dates past TBS are circulated to the 

Consultants.  Agreed timescales past TBS have been agreed with 

the clinical team.  Flexing of clinic templates when appropriate.

Clinic letters are reviewed at the time of clinic appointment by 

the Consultants of all supporting staff, eg SPR.  Weekly updates 

of numbers past TBS and longest waiters emailed to the 

Consultants.  Discussions at Business Meetings when 

appropriate.

2 4 8

Medicine Endocrinology 174 3 4 12

Waiting list information shared with clinical team on a monthly 

basis so they are all aware of the current position. Most patients 

are routine and are co-managed with Endocrine Specialist Nurse 

who manages test results etc.  Endocrine tracker in place to 

monitor all patients to ensure safety.

Additional clinics are offered on ocassion to deal with the longest 

waiters. Ad-hoc reviews of longest waiters.
2 3 6

Medicine Gastro-Enterology 0 0 0 0 No Pending list for Gastro-enterology 0

Medicine
Respiratory Medicine 

(Chest)
General Respiratory 517 3 4 12

Communication with the Consultants on number of patients past 

TBS.     Weekly completion of capacity sheets shared with 

Consultants.  In the process to send letter to patients waiting for 

a significant period of time.  Awaiting approval. 

Consultants reviewing pending lists with last letters/notes.  

Aware of backlogs.  Discussions at Business Meetings.  Additional 

clinics for high risk patients.

2 4 8

Medicine Rheumatology 1311 3 3 6

Waiting list information shared with clinical team on a monthly 

basis so they are all aware of the current position. Most patients 

are routine and are co-managed with GP practices re medication 

etc.  Patients are asked to phone in to the Patient Helplineif they 

have a problem and the clinicians will triage.  Biologics tracker in 

place to monitor all patients on Biologics medications to ensure 

safety.

Additional clinics are offered on ocassion to deal with the longest 

waiters.
2 3 6

Medicine MS 59 3 2 6 2 2 4

Epilepsy 32 3 3 9 2 3 6

General Neurology 5 3 4 12 2 3 6

Minor Ops 154 2 3 6 Monthly review of pending lists 2 3 6

Phototherapy 0 1 1 1 1 1 1

Medicine Skin Cancer 0 2 2 4 Monthly review of pending lists 2 2 4

Patch Tests 3 2 2 4 2 2 4

Photodynamic treatment 3 1 2 2 Monthly review of pending lists 1 2 2

Vulval 9 2 2 4 Monthly review of pending lists 2 2 4

Medicine Diabetic 254 3 3 9

Waiting list information shared with clinical team on a monthly 

basis so they are all aware of the current position. Most patients 

are routine and are co-managed with Diabetes Specialist Nurse & 

Dietitians who manage queries and questions regarding 

treatments.

Additional clinics are offered on ocassion to deal with the longest 

waiters. Ad -hoc reviews of longest waiters.
2 2 4

Dermatology

List reviewed weekly by PM.  Aim is to try and clear past TBS so 

that those hitting the point are reviewed each week.  This is not 

set in stone.

Last letters being passed to consultants to make decision on 

whether appointment needs to be expedited.

Residual risk

SubspecialtySpecialty
Service Delivery 

Unit
Mitigations in place, admin Mitigations in place, clinical

RiskNo. of Patients 

past their to be 

seen by date

Neurology
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tbc… 

Likelihood
Conseque

nce
Total Likelihood

Conseque

nce
Total

Dietetics: weekly 2 x general adult OP clinics
12 clinics are 

booked on to ICS
2 2 4 Dietitians triage all their own referrals Priority follow up booking for high risk patients 1 2 2

and monthly 2 x general Paed OP clinics

2 x coeliac clinics 

on PAC (inc 

monthly group 

session)

0
Secretary booking appointments is able to identify approximate 

wait for follow up
Dietitian will flag up to secretary 0

 (inc 1 x monthly Cow's Milk 

Allergy Group)

No way of 

currently 

measuring or 

monitoring 

accurately 

PTBSBD

0 Additional telephone review may be offered 0

1 x Nutrition Support 0 0

1 x Gastro IBD/general 0 0

1 x Gastro IBS 0 0

2 x Coeliac  0 0

(inc 1 x monthly group for 

newly diagnosed coeliacs)
0 0

(and inc 1 x monthly tel 

review clinic)
0 0

1 x Diabetes/Obesity 0 0

fortnightly 1 x Diabetes/Gastro 0 0

1 x Diabetes general 0 0

1 x Diabetes Specialist 

(ED/Preg)
0 0

No service Adult Eating Disorders

No capacity to 

see at present as 

no specialist ED 

Dietitian and no 

MDT team

4 4 16 Risk has been raised with CCG.  Risk not held within the Trust. 4 4 16

Excessive waiting list IBS

Waiting List for 

first 

appointment 

>12months but 

follow up within 

expected date

0 0

Dietitians also attend 

numerous MDT 

clinics but not 

booked through our 

dept

0 0

Community 228 4 2 8 3 2 6

General 399 4 2 8 3 2 6

Colposcopy 9 3 2 6

List reviewed weekly by Practice Manager, Escalations process in 

place when errors not amended. 2 letter review process non 

repsonder alert consultant to review, Weekly capacity meeting 

regarding clincis and wait times.

2 2 4

General 64 4 2 8

List reviewed weekly by Practice Manager, Escalations process in 

place when errors not amended. 2 letter review process non 

repsonder alert consultant to review, Weekly capacity meeting 

regarding clincis and wait times.

2 2 4

Gynaecology

1. PAC Book Chronologically  2.  Weekly review of Oldest waiters 

10 per week  3. 2 letter review process non repsonder alert sent 

1.       Weekly review of Oldest waiters 10 per week 2. review non 

responder letters 3. Pink Slip Review and move TBS Date if 
Paediatrics

Residual risk

SubspecialtySpecialty
Service Delivery 

Unit
Mitigations in place, admin Mitigations in place, clinical

RiskNo. of Patients 

past their to be 

seen by date

WCDT

WCDT

WCDT
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Surgery Breast Breast FU 11 3 2 6 Monthy reivew of pending lists -v- capacity.  Extra clinics where needed 2 2 4

Delayed reconstruction 1 3 2 6 3 2 6

52 1 1 1 0

Surgery 370 4 3 12 3 2 6

Plastics 112 3 4 12 2 4 8

Macular 279 4 4 16 3 4 12

Medical Retina 654 4 3 12 3 3 9

Retinal 141 2 3 6 1 3 3

Surgical Retina 170 2 3 6 1 3 3

Surgery Oral Surgery 138 4 3 12

only 13 of 138 are over 18 weeks.

cancer patients are booked their appointments by use of a red 

dot system and post operative patients are booked so these are 

the routine follow ups

The longest wait is for DC, and he is 

reviewing his longest waiters
3 2 6

Surgery Orthodontics 109 4 2 8

Only 22 of 109 are over 18 weeks.  

These are routine follow up patients.  This is a small speciality 

that recently had a vacancy.  Although extra clinics are being put 

in to place as patients are seen at 11:1 conversion rate this will 

take some time to achieve.

Consultant is currently reviewing his

 longest waiters
3 2 6

Shoulder
26 (inc.10 PRP 

patients)
2 3 6 2 3 6

Hands 17 2 3 6 2 3 6

Hip 28 2 3 6 2 3 6

Knees 25 2 3 6 2 3 6

Foot & Ankle 21 2 3 6 One of the consultants reviews his overdue patients 2 3 6

Peads - Mr Cox 2 2 3 6 2 3 6

Surgery Orthoptist 330 3 1 3 3 1 3

Surgery Pain Management 158 4 2 8

Most patients are routine and are co-managed with GP practices 

re medication etc.  Patients are asked to phone in to the office if 

they have a problem and the clinicians will triage.  The wait 

situation will worsen  as one of the clinicians will not be 

undertaking pain for an indeterminate time. 

 Currently in the process of advertising 

for Locum/substantive post.  

Practice manager reviews waiting 

list on a regular basis

Currently clinicians are undertaking additional clinics where 

possible.
2 2 4

Surgery Plastic Surgery 130 3 3 9

Only 25 from 130 are over 18 week waits. cancer patients are 

booked their appointments by use of a red dot system and post 

operative patients are booked so these are the routine follow 

ups.  This service is provided from RDE & Derriford

RDE currently reviewing follow up processes with their 

management team.  Head & Neck CD has also asked plastics team 

to assess how they may review their Torbay past TBS patients

3 3 9

Surgery Restorative Dentistry 1 1 2 2

Routine patients.  The service will be closed from 21/12/16 as 

Consultant providing service has resigned, so the position will 

worsen in the new year unless a new Consultant is appointed and 

can start immediately.  Current actions taken - no new referrals 

are being accepted and post is out to advert.

Current Consultant finishing treatment

 for all patients in treatment now.
1 2 2

Surgery
Upper 

Gastrointestinal Surg
28 1 3 3 Numbers small - no routine process 1 3 3

Surgery Urology 179 3 3 9
Tracking of pending list size to ensure individual patients are not 

continuing to wait while others are treated.

Additional clinic are performed to keep the numbers as small as 

possible.
2 2 4

Surgery Colorectal Surgery 52 1 4 4 No routine process 1 4 4

No routine process as numbers small

Named consultant for each patient.  Extra clinics, redesign of 

clincs to increase capacity.
Ophthalmology

Monthly review of pending lists.  Extra clinics organised when 

possible.

Surgery Orthopaedics
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

7th December 2016 

Title: 
 

Safety Scorecard 

Lead Director: 
 

Medical Director  

Corporate 
Objective: 

1. Safe, quality care and best experience  
 

Corporate Risk/ 
Theme 
 

8. Care Quality Commission requirement notice sets out significant 
concerns regarding safe quality care and best experience 
 

Purpose: 
 

Information and Assurance  

Summary of Key Issues for Trust Board 
Strategic Context: 
 
The Safety Score card views a number of different metrics from across the organisation relating 
to the safety of patients.  The metrics are derived from internal and external sources and are 
there to provide top level information and assurance.   
 
Key Issues/Risks  
 
The paper highlights the annual rebasing exercise undertaken by Dr Foster with regard to HSMR 
and therefore prior data may look slightly different.  The rebasing makes it harder to achieve the 
100 average to take into account the improvements that are made, year on year by trusts.  The 
latest data point for our HSMR shows that we are still performing well when benchmarked against 
neighbouring Trusts on an improving national trajectory.    
 
October recorded a Never Event which does not feature in the report as it cover April 2015 to 
August 2016.  An oral solution of sodium bicarbonate was used in error instead of an IV 
preparation.  The patient suffered no harm and changes have been made to the ordering 
processes and a new label is being added to the top of the solution highlighting the solution if for 
oral use only. All due process post event have been followed.      
 
Recommendations: 
The Board is asked to review the content of the report. 
 
Summary of ED Challenge/Discussion: 
 
 
Internal/External Engagement including Public, Patient and Governor Involvement: 
The contents of this report are considered at the Quality Improvement Group (QIG) the 
membership of which includes public, patient and Governor representation. 
 
Equality and Diversity Implications: 
None identified 
 
 

Page 1 of 22Safety Scorecard.pdf
Overall Page 217 of 331



 
 

Public 

 
 
 

Safety Score Card No. 40 
 
 
 
 
Background & Introduction 
 
The indicators for this score card have been collated from a variety of data sources using defined 
methodology.  The sources include Trust data, Dr Foster, and data collected initially as part of the 
NHS South West Quality and Safety Improvement programme.  The data in the appendices has in 
the main been displayed as run charts. The report is generated by the Safer Care Group, which 
reports through Quality Improvement Group and Quality Assurance Committee to the board. 
 
 
Data & Graphs – Run Charts 
 
A number of the run charts used are taken from data the Trust enters into the Institute for Health 
Improvement Extranet site, and this site does not allow for best fit trend lines to be added.  
 
The run charts used by the IHI are designed to look for trends and shifts in the data.  
 
Trends:  If 5 or more consecutive data points are increasing or 5 or more consecutive points 
decrease, this is defined as a trend.  If a trend is detected it indicates a non-random pattern in the 
data. This non-random pattern may be a signal of improvement or of process starting to go wrong. 
 
Shifts:  If 6 or more consecutive data points are all above or all below the median this indicates a 
non-random pattern in the data. This non-random pattern may be a signal of improvement or of a 
process starting to go wrong. 
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Table 1: South Devon Healthcare NHS Foundation Trust 
Safety Score Card N40.  
 

Safety Indicator 
 

Data Source  
Target 

 
RAG 

Hospital Standardise Mortality Rate 
HSMR  
Summary Hospital-level Mortality Index 
SHMI   (Appendix 1) 

       M
ortality  

 Dr Foster 2014/15 
benchmark year  
DH SHMI data 

≤90      
 

 

Unadjusted Mortality rate (Appendix 2) Trust Data Yearly Average 
≤3% 

 

Dr Foster Patient Safety Dashboard 
(Appendix 3) 

Dr Foster  All 15 safety 
indicators positive 

 
1 

flags

Trust wide hand washing compliance  
(Appendix 4) 

   Infection C
ontrol 

Trust Data 95% compliance  

MRSA bacteraemia Days Between  
(Appendix 5) 
 

Trust data  Zero in year  
2 

MRS
A 

C Diff Number    
(Appendix 6) 

Trust data  
 
 

DH target ≤18 
lapses in care  

 
 

Patient Incidents  (Appendix 7) 
 

           P
atient Incident 

 Trust Safeguard system Positive reporting  
 
 

Major & Catastrophic Incidents  
(Appendix 8) 

SPI/NHS SW  Safety 
Programme from trust 
data   

10% reduction from 
prior year  

 

Falls Number Rate & Harm from falls  
(Appendix 9) 

Trust Safeguard system Rate of ≤4 
 

 
 

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

 

Medication Errors and serious harm  
(Appendix 11) 

Trust wide monthly audit 95% compliance 
with the three 
measures  

 
 

Cardiac Arrest Calls (12) Trust wide monthly audit Year on Year  
reduction  

 

Safety Thermometer  (Appendix 13) 
 

 A
ssurance 

 DH point prevalence 
monthly audit tool 
measuring harm free care 

95% or high 
T&SDT Harm Free 
Care  

 

Never Events (Appendix 14) Trust Safeguard system
  
 

Zero in any 
financial year 

 
3 
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Overview: 
 
The Safety Score Card (SSC) will directly feed into the Quality Assurance Committee via the 
Quality Improvement Group. 
 
The score card has now been defined into four areas, outlined as below, along with a RAG rating 
and an overview section.   
 
Mortality  
The data is now being expressed for the new Integrated Care Organisation, including all the 
community hospitals.  
 
The HSMR position remains below the 100 line and within the expected range.   
 
Triangulating with Dr Fosters Safety Dashboard, one area is flagging and this will be investigated 
and a report sent back to the Quality Improvement Group 
 
Infection Control  
The data is showing a steady pattern of CDT lapses in care but within the expected trajectory. 
This needs to be observed via the monthly Performance and Quality Data book.   
 
Patient Incident Data  
Patient incident data remains stable in both reportable numbers and harm rates. 
 
Patient falls are showing a reduction in recent months post a winter falls campaign which 
produced a marked reduction in harm during this period.   
 
Grade 3 & 4 pressure ulcers have showing an increase since January, with issues identified in the 
assessment and recording of skin condition and a report has been sent to the Quality 
Improvement Group.  An action plan is in place and is being monitored by the PU steering Group. 
 
Medication errors and serious harm from errors and showing no overall trends and remain stable. 
 
Cardiac arrests have reducing over time. This is the result of sustained service improvement 
activity focussing on Trustwide implementation of the National Early Warning Score, early 
recognition and treatment of peri-arrest and implementation of Treatment Escalation plans.  
 
Assurance Data  
Safety Thermometer - All data is within the target range for each metric.  
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(A)- Hospital Standardised Mortality Rate (HSMR) basket of 56 benchmark month  
 
HSMR Measure Aim: to reduce and sustain the quarterly HSMR below a rate of  ≤90 
 
A rate above 100 with a high relative risk may signify a concern and needs to be investigated.  
 
 

 
T&SDT - HSMR Trend by month from Jan 14 – Aug 16 (latest)  
 
Narrative  
This data is based on the new benchmark data  
 
Our latest data point, August 16 is continuing to show a low relative risk of 81.83 well below the 
target of 90.    The winter period also recorded no data points outside of the expected range.  The 
data does show the cyclical patterns of mortality over the winter periods when mortality tends to 
peak.   
 
Morbidity and Mortality reviews take place in all specialist departments and in all community 
hospitals.  In community hospitals all deaths are reviewed using software designed with the 
support of the South West Academic Health Sciences Network.  Recurring themes are identified 
and changes in care pathways have been undertaken with that learning. 
 
The Medical Director has establishment of a Mortality Surveillance Group to provide assurance 
that robust investigation of avoidable deaths is undertaken and to ensure that learning is shared 
across the organisation when suboptimal care has been identified relating to any death.   
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(B) Summary Hospital Mortality Index (SHMI) 
SHMI is derived from Hospital Episode Statistics (HES) data and data from the Office of National 
Statistics (ONS).  SHMI is based upon death up to 30 days post discharge from hospital and this 
is the main difference between SHMI and HSMR.  The data is released on a 3 monthly basis and 
is very retrospective; therefore, please note the following data is from Jan 2015 - Dec 2015 and 
will be very different from the dates used on Dr Foster’s HSMR.   
 
The first chart highlights SHMI by quarter, again with all data points within the expected range and 
trending below our 90 target 
 

 

SHMI all deaths, SHMI in hospital deaths and HSMR  
 
The above chart records all SHMI deaths, deaths in hospital as well as a comparison with HSMR 
for the time period Jan 2015 – Dec 2015.  All are within expected range and with the in-hospital 
deaths at a very low relative risk.  
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The next chart highlights the position of similar sized trusts within England and allows a 
comparison against these organisations.   

 
 
 
The final chart allows a comparison of the mortality clinical classification software (CCS) groups 
for in hospital and all deaths (i.e. within 30 days post discharge).  None are flagging red and all are 
within normal limits or green, performing better than the norm.  
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Appendix 3 
Dr Foster Patient Safety Dashboard 

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

 
 
 
Of the 15 indicators above, the relative risks of 1 Deaths in low-risk diagnosis groups is currently 
flagging outside of the expected norm.   
 
Deaths in low-risk diagnosis groups 
This code has being investigated a number of times and no issues have been found other than 
incorrect codes being issued. This latest flag will be investigated and will be presented back to the 
Quality Improvement Group.  If further analysis is need a small team will interrogate the data from 
the Mortality Surveillance Group    
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Appendix 4 
Hand washing compliance 

 
Determine the numerator: the total number of patient encounters in the sample where appropriate 
hand hygiene was conducted. 
 
Determine the denominator: the total number of patients in the sample. 
 
Calculate the percent compliance with hand hygiene by dividing the numerator by the denominator 
and then multiplying the resulting proportion by 100. 
 

 
 
 
 
Commentary 
 
Maintaining awareness of this important aspect of good infection control practice is crucial.  
Education is ongoing from Infection Control using the WHO Five Moments and posters 
highlighting the five moments for hygiene have been displayed around the hospital.  All audit 
results are shared with the area at the time of the audit and any issues discussed.  Any 
recommendations from the Peer Review on this area of practice will be actioned. 
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Appendix 6 
Clostridium Difficile toxin detection rate 
(Number of new infections -Trust data) 

 
This chart highlights the number of confirmed CDT case each month and is expressed as a 
number in this chart. No new CDT cases have been recorded in the latest data month  
 
 
 

 
 
The second chart records the CDT lapses in care  
 

 
 
Commentary 
 
All CDT cases are subjected to a root cause analysis and the infection control team when 
analysing the investigations code each case into lapse of care or no lapse of care.  The above 
chart identifies those lapses in care.   
 
 
 
                                    
 
 
 

Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16 Sep‐16 Oct‐16

2 1 0 1 3 1 4 2 2 3 2 0

0 1 1 0 0 0 1 2 1 0 0 0

Number of Clostridium Difficile cases

Acute

Community

0

1

2

3

4

5

6

Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16 Sep‐16 Oct‐16

Acute Community

Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16 Sep‐16 Oct‐16

1 0 0 0 0 1 1 1 2 1 1 0

0 0 0 0 0 0 0 0 0 0 0 0

C Diff. Lapse in Care

Acute

Community

0

0.5

1

1.5

2

2.5

Nov‐15 Dec‐15 Jan‐16 Feb‐16 Mar‐16 Apr‐16 May‐16 Jun‐16 Jul‐16 Aug‐16 Sep‐16 Oct‐16

Acute Community

Page 13 of 22Safety Scorecard.pdf
Overall Page 229 of 331



 
 

Public 

Appendix 7 
 

Total Number of Trust Wide Patient Incidents by Month 
 
This metric is a simple count of the number of incidents reported by month. 
An organisation with a healthy safety culture encourages incident reporting and uses this data to 
target safety improvements within its various governance structures. 
 
SDHCFT’s reporting is remaining in a healthy position.  
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Appendix 8 
 

The total number of Moderate Major and Catastrophic incidents reported by month through 
the Safeguard Incident reporting system 

 

 
 
All major and catastrophic incidents are recorded on the STEIS system, presented to the Serious 
Adverse Events Group, complete with an investigation, root cause analysis and action plan, which 
is logged and monitored.  
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Appendix 9 
In Hospital Falls 

 
The below chart records the Organisational falls number 

 

 
 
The above chart records the harm rate for the more serious incidents per 1,000 bed days within 
the ICO.  This is showing a low harm rate.  The falls data is shared with the Falls Nurse and at the 
Falls committee  
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Appendix 10 
Pressure Ulcers 

 
 
The prevention of avoidable pressure ulcers (PU) is a key priority for the Trust and the 
measurement is based on the reduction in numbers of patients who develop a Grade 2, 3 or 4 PU 
during an inpatient stay.  All pressure ulcers are graded based on the categories as outlined by 
the European Pressure Ulcer Scale. 
 
The Trust has actively been encouraging the reporting of all pressure ulcers that occur.  
Historically Grade 1 and Grade 2 pressure ulcers may not have been accurately reported and 
through educational work and the use of pictorial grading guides, reporting has improved.  It is 
essential to gain an accurate picture of PU prevalence in order to take effective action to eradicate 
them from our health system. 
 
The more serious Grade 3 – 4 pressure ulcers, whilst historically low need to be observed for 
patterns and trends.  Much work is being undertaken in the Pressure Ulcer Prevention (PUP) 
project which is now being rolled out to other wards under a buddy system; a ward that has been 
through the programme helps the new ward implement the bundle measures and improvement 
tools.  
 

 
 
 
The rise from January has been noted and all instances have been reviewed.  Much work has 
followed from this review particularly focusing on assessment and monitoring with a resultant 
action plan in evidence. This has resulted in a reduction of avoidable pressure ulcers. 
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Appendix 11 
Medication Errors 

 
The first chart records the total number of organisational medication errors reported which is 
showing a slight decrease in number 
 

 
 
 
 
The second chart below records the more serious harm from errors which is historically low   
 

 
October did record a never event re an intravenous medication, the patient was unharmed and 
this is record in the never event section  
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Appendix 12 
Cardiac Arrest Calls 

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

 
 
All cardiac arrests now have a RCA carried out post arrest for learning and the numbers of 
validate calls remains low.  Work is still on-going by the team to try and reduce the PEA arrests 
from our hospital system and the latest data point is recording a significant reduction in arrest 
calls. This will need to be monitored for continued improvement over the winter period. 
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Appendix 13 
Department of Health’s (DH) Safety Thermometer 

 
The NHS Safety Thermometer (ST) is a tool used for measuring patient safety and was developed 
by the NHS Information Centre (NHS IC). 
 
The ST provides a quick and simple method for surveying patient harms under the four headings 
of falls, catheter infections, pressure ulcers and venous thromboembolic events (VTE). 
 
All patients are surveyed on one specific day every month and the data records if any harm, as 
outlined above, has occurred.  The audit, therefore, provides a score for the organisation based on 
harm free care and new harm free care. This data is the harm caused whilst in our care and is 
called new harm free.  
 
The Trust’s percentage of patient new harm free care has remained constantly high and stable.  
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Appendix 14 
Never Events List 2015/16 

 
A Never Event (NE) as defined by the National Patient Safety Agency (NPSA 2010) as a ‘serious, 
largely preventable patient safety incident that should not occur if the available preventable 
measures had been implemented by healthcare providers’. 
 
The below are the latest Department of Health’s (DH) expanded ‘Never Event’ list.  The list has 
now been decreased from 25 to 14 events, one of which is only applicable to Mental Health 
Trusts. 
 
In 2015/16 the Trust has recorded three such events, one in Obstetrics (Sept) and one in Theatre 
(July) and one in Oncology (Oct); in all cases the patients did not suffer any immediate physical 
harm and investigations and changes have been implemented. 
 
Data 1st April 2015 – 26th August 2016   source Safeguard 
 

 Description   
1. Wrong site surgery  

 
0 

2. Wrong implant / prosthesis 
 

0 

3. Retained foreign object post-operation 
 

2 

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

0 

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

0 

6. Wrong route administration of chemotherapy  
 

0 

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

1 

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

0 

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

0 

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

0 

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

0 

12. Inappropriate administration of daily oral methotrexate 
 

0 

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

0 

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

0 

15. Death or severe harm as a result of a fall from an unrestricted window 0 

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

0 

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

0 

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

0 

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

0 
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20. Death or severe harm as a result of the administration of the wrong gas  
 

0 

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

0 

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

0 

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

0 

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

0 

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

0 
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REPORT SUMMARY SHEET 
 
 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Charitable Funds Committee – Terms of Reference 

Lead Director: 
 

Paul Cooper, Director of Finance 

Corporate 
Objective: 
 

Safe, Quality Care, Best Experience 
Well Led 

Corporate Risk/ 
Theme 
 

Charitable Fund 

Purpose: 
 

Decision  

Summary of Key Issues for Trust Board 

Strategic Context: 
 
Better targeting the resources of the Charitable Fund at patient priorities will enhance patient care and 
experience. 
 
Periodically reviewing and updating the Charitable Funds Committee’s Terms of Reference helps ensure 
that the Charitable Fund remains well led. 
 

Key Issues/Risks  
 
Summary of key proposed changes to Terms of Reference: 
 

 To give the Committee a pro-active planning role, in setting spending priorities for individual Fund 
Managers to follow. 

 To make the Committee responsible for appointing Fund Managers. 

 To define the Committee’s oversight role with respect to Fundraising. 
 
Requiring individual Fund Managers to follow centrally-identified spending priorities may be contested by 
those Fund Managers who have been used to taking such decisions independently. 
 
Fundraising activities require careful oversight, due to current public/media concern about inappropriate 
fundraising techniques used by some charities and the resulting reputational risk.  
 
Recommendations: 
 
That the Board approve the revised Terms of Reference of the Charitable Funds Committee (as detailed 
in attachment one). 
 

Summary of ED Challenge/Discussion: 
 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
A Governor Observer sits on the Charitable Funds Committee. 
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Equality and Diversity Implications: 
 
None identified. 
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Board of Directors 

Report Title: Charitable Funds Committee – Terms of Reference  
7 December 2016 

 
 

1. Background Information 

1.1 Torbay and South Devon NHS Charitable Fund (registered charity 1052232) holds charitable 
monies donated to the Foundation Trust for the benefit of patients. 

1.2 The Foundation Trust is the Corporate Trustee of the Charitable Fund and is responsible for 
ensuring that the Charitable Fund acts in compliance with general law, charity law and regulatory 
requirements.  To this end, the Board delegates powers to the Charitable Funds Committee to 
enable the Committee to undertake due oversight and management of the Charitable Fund. 

1.3 The Committee met on 24 November 2016 and wish to recommend to the Board the following 
changes to the Committee’s Terms of Reference. 

 
2. Changes to Terms of Reference 

A marked-up version of the Terms of Reference (to take effect on approval) is attached to this 
report as attachment one.  The following proposed changes have been made: 

2.1 Planning process (Terms of Reference section 2.6 - amended).   

The existing Terms of Reference describe a passive planning role for the Committee.  In line with 
the Charity Commission’s recommendation for NHS charities, the Committee wishes to introduce a 
pro-active planning process, where it sets annual spending priorities for funds.  This will facilitate 
the better targeting of charitable expenditure at patient priorities. 
 
Given that some funds are constrained (eg by particular wishes of donors), individual funds would 
be given an opportunity to agree with the Committee alternative spending priorities for their fund, 
where these alternative priorities can be justified as being more appropriate. 
 
This would be a significant change for existing Fund Managers, whose spending decisions have 
been largely independent up to now.  Such a change, if approved, would therefore be 
communicated carefully, with the involvement of the Communications team. 

2.2 Appointment of Fund Managers (Terms of Reference section 2.17 – new addition).   

The existing Terms of Reference make no reference to the process for the appointment of Fund 
Managers of individual funds.  It is proposed that the Terms of Reference specify that the 
Committee will approve such appointments. 
 
The existing Terms of Reference refer to ‘Fund Managers’ in section 2.6 and ‘Fund Holders’ in 
section 3.  It is proposed that the terminology be clarified and they be consistently referred to as 
‘Fund Managers’. 

2.3 Fundraising (Terms of Reference section 2.18 – new addition).   

The Committee is planning to start significant fundraising activities, in order to increase the level of 
charitable resources.  The existing Terms of Reference (section 2.1) gives the Committee a power 
to take such decisions.  However, the existing Terms of Reference do not contain specific 
reference to the Committee’s oversight role with respect to fundraising, which is an area subject to 
significant Charity Commission requirements.   
 
Such oversight is particularly important currently, due to an enhanced level of public/media 
concern about inappropriate fundraising techniques used by some charities (eg pressurising 
vulnerable individuals to donate).  It is therefore proposed that the Committee’s oversight role with 
respect to fundraising be stated in the Terms of Reference. 
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To facilitate effective oversight of fundraising activities, it is also proposed that the Fundraising 
Manager (when appointed) should be in attendance at Committee meetings (Terms of Reference 
section 4 – amended). 

2.4 Other changes.  

It is proposed that the Terms of Reference be updated to clarify that the Committee’s role includes 
setting the strategy of the Charitable Fund (Terms of Reference section 2.16 – new addition). 

 
3. Recommendations 

3.1 That the Board approve the revised Terms of Reference of the Charitable Funds Committee (as 
detailed in attachment one). 

 
 
 

Patrick Vincent 
Finance Manager 
November 2016 
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Attachment one – revised Terms of Reference (once approved) 
 
TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST 
 
ESTABLISHMENT OF A CHARITABLE FUNDS COMMITTEE 

 
1. INTRODUCTION 
  

This committee is responsible for controlling the management and administration of charitable funds for the 
following organisations:- 
  
 Torbay and South Devon NHS Foundation Trust 

 
2. TERMS OF REFERENCE 
 

2.1 To govern, manage and regulate the finances, accounts, investments, assets, business and all affairs 
whatsoever of the charity. 

 
2.2 To establish and regularly review for the investment managers the following: - 
 
  * Investment powers; 
  * Investment strategy;  
  * Policy constraints; 
  * Delegated authority and monitor compliance. 
 
2.3 To ensure that systems are in place to provide appropriate and effective financial controls and 

procedures in order that the funds are operated correctly, that money is used for the appropriate 
purpose and that funds are not overspent. 

 
2.4 To regularly review the investment objectives of the fund and advise the funds’ investment advisors. 
 
2.5  To receive interim reports and advice regarding market condition and performance from the investment 

advisors. 
 
2.6. To receive, consider and approve annual expenditure plans submitted by fund managers.  To review 

and approve annual expenditure priorities for funds, to review and approve the charity’s annual plan 
and to ensure that funds comply with these priorities (or agreed alternatives). 

 
2.7 To consider and approve major expenditure proposals arising during the year i.e. proposals having a 

value in excess of £50,000 for any one item or scheme to be financed either from funds held within a 
charitable fund or as a rechargeable item. 

 
2.8 To receive reports every half year in November and May/June on the actual expenditure incurred 

compared with plans. 
 
2.9 To receive reports quarterly on the performance of the funds’ investments. 
 
2.10 To encourage the use of funds for the benefit of patient welfare. 
  
2.11 To determine and approve financial strategy and to monitor performance against agreed objectives. 
 
2.12 To consider and approve the annual accounts and report. 
 
2.13 To review changes in legislation and approve plans for their implementation. 
 
2.14 To appoint investment advisors and review every three years. 
 
2.15 To oversee and monitor the performance of the advisors. 
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2.16 To review and approve the strategy of the charity. 

 
2.17 To appoint Fund Managers.  

  
2.18 To review and agree the charity’s fundraising plans, to monitor fundraising performance and to 

ensure compliance with fundraising regulatory requirements. 
 

3. DELEGATED POWERS 
 

Further to sections 2.6 and 2.7 above, approval for individual purchases should be obtained from:- 
 
Up to £5,000  Fund Holder Manager 
£5,000 to £20,000 Director of Finance 
£20,000 to £50,000 Chief Executive 
Over £50,000   Charitable Funds Committee 

 
In cases where urgent decision is required relating to the investment portfolio, the Committee have 
delegated the power to authorise such changes to any two of the following three members of the 
Committee:- 

 
 i) Committee Chair 
 ii) Director of Finance 
 iii) One non-executive member of the Board and Committee (other than Committee Chair) 
 

4. MEMBERSHIP 
 

Committee Chair Non-Executive Director – Torbay and South Devon NHS Foundation Trust 

Additional 
membership 

1 Non-Executive Director – Torbay and South Devon NHS Foundation Trust 

 Director of Finance - Torbay and South Devon NHS Foundation Trust 

 Medical Director - Torbay and South Devon NHS Foundation Trust 

In Attendance Senior Finance Manager Corporate Services - Torbay and South Devon NHS 
Foundation Trust 

 Governor Observer 

 Investment Manager representative (if invited by the Committee) 

 Fundraising Manager 
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5. MEETINGS 
 

a) QUORUM 
 
A quorum will be two Non-Executive Directors from Torbay and South Devon NHS Foundation Trust, 
including the Committee Chair, and one Executive Director of Torbay and South Devon NHS Foundation 
Trust.  In the absence of the Committee Chair, one of the Non-Executives should be elected to Act as 
Chair in order for the Committee to remain quorate. 
 
 
 
 

b) FREQUENCY 
  
The committee will meet at least twice a year, usually May/June and November. Other meetings may be 
called as and when required. 
 
 
Revised 5 August 2015 7 December 2016 
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Report of Finance, Performance and Investment Committee Chair 

 to TSDFT Board of Directors 
 

Meeting date: 
29 November 2016 
 

Report by + date: 
 

Robin Sutton, 30 November 2016 

This report is for:  
(please select one box) 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☒ 

2: Improved wellbeing through partnership ☒ 

3: Valuing our workforce ☒ 4: Well led ☒ 

Public or Private 
(please select one box) 

Public ☒ or Private ☐+ Freedom of Information Act 

exemption [S43 – commercial interests] 

 

Key issue(s) to highlight to the Board: 
 

1. EBITDA: for the period to 31 October 2016 (Month 7) EBITDA is £4.04m. This is showing 
an adverse position against the PBR plan by £3.05m. Should the plan be agreed based on 
the Risk Share arrangement this would result in an EBITDA position favourable position of 
£0.61m. 

2. Income and Expenditure: The year to date income and expenditure position is £4.95m 
deficit which is £2.88m adverse against the PBR plan, and £0.78m favourable against the 
RSA plan. The Trust has a £1.2m deficit in month after STF income and risk share income 
has been applied. 

3. CIP Programme: CIP delivery has improved from the previous month with £5.31m 
delivered to date, which remains ahead of plan. Although we are seeing some 
improvement the level of savings planned increases significantly in the second half of the 
financial year. It therefore remains imperative that we secure increased traction in the 
programme. Plans have been developed in support of many of the schemes, quality 
assessed where appropriate and progress reported at scheme level to the Finance, 
Performance, and Investment Committee 

4. Risk Rating: The Single Oversight Framework came into effect from the 1 October 2016, 
and the Trust has delivered a rating of 3 under the new “Use of Resource” (UOR) rating 
which is in line with the RSA plan (Scoring: Rating of 1 = best, Rating of 4 = poorest). 

5. Cash position: Cash balance at month 7 is £12.4m which is lower than PBR plan by 
£4.98m, and RSA plan £5.06m mainly due to debtors. 

6. Capital: Capital expenditure is £6.8m behind PBR plan at month 7 
7. Agency Spend: At month 7, the YTD position of agency spend is at 4.63%, 1.45% over 

the NHSI target cap target of 3.18%. The projected full year spend for Agency in FY 
2016/17 is £9.8m which will give the Trust a metric of ‘3’ on Agency use under the ‘Use of 
Resource’ risk rating. 

8. Control totals have been revised upwards for 17/18 and 18/19 to £4.5m and £8.4m 
respectively 
 

Key Decision(s)/Recommendations Made: 
 

1. The additional capital fit out for the second Linac machine was reviewed and 
approved, assurance was requested regarding the previous under estimate of cost. 

 
2. A revised Forecast was reviewed and approved, this will be presented at Main Board. 

 
3. Deep dives into Trust Wide Improvement Plan/CIP are planned for future meetings. 

 
4. The Integrated Finance and Performance Report for month 7 was reviewed and 
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approved. 
 

5. The Loan application for Phase 1 of our Theatre strategy based upon the outline 
business case was approved. 

 
6. The Liquidity and Capital paper was approved. 

 

Name: Robin Sutton (Committee Chair) 
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Report of Charitable Funds Committee Chair 

 to TSDFT Board of Directors 
 

 
Meeting dates: 
 

24th November 2016 

 
Report by + date: 
 

Jacqui Lyttle, 28 November 2016 

 
This report is for:  
 

Information☒  and Decision ☒ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☒ 

2: Improved wellbeing through partnership ☐ 

3: Valuing our workforce ☐ 

4: Well led ☒ 

Public or Private 
(please select one box) 

Public ☒ or Private ☐+ Freedom of Information 

Act exemption [ 

 
 

Key issue(s) to highlight to the Board: 
 
 In light of current volatile world-wide market conditions, the committee reviewed 

its risk position relating to return on investment and changed the overall risk from 
Low to Moderate. 

 To mitigate further risk the committee agreed that it would ensure through our 
Investment Manager the continued diversification of our portfolio in strong and 
emerging markets. 

 Because of our place not building based model of care and the need to ensure 
that donated funds are used appropriately to support the delivery of health and 
care services to as many people as possible, the committee agreed to move from 
a reactive to proactive position as a sub-committee of the board. The committee 
approved a new work plan and strategy, with the overall agreement of the 
following key enablers –  

o Agreement of forward looking plans for fund investment and send 
which are aligned to the corporate objectives of the trust   

o Spending down existing reserves between now and March 2018  
o More proactive direction of how funds can be spent 
o Reduction of number of small historically held funds  
o Establishment of 4 themed centrally-held funds 
o Allocation of realised gains will now be allocated to centrally held 

funds, and those funds subject to a legally-binding constraint imposed 
by a donor i.e. the  Kenya project grants 

Key Decision(s) Made: 
o Our risk register be amended to reflect current and forecast positions 
o To ensure mitigation of future risk and aligned to our new strategy, due to the risk 

of capital volatility, the committee agreed an upfront sale of £980k of investments 
at a time recommended by the investment manager – but before 31 March 2018  

o The committee reviewed and updated its investment policy to take into account a 
new benchmark and investment priorities 
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o Following discussion in June 2016, on new approaches relating to fund raising 
opportunities the committee agreed a new fundraising strategy, this includes: 
o   Appointment of a fund-raising manager – reporting to Director of Strategy and     

        Improvement     
o Developing a more integrated and closer working relationship with the LoF 
o Exploration of new income streams such as national bid opportunities etc.  
o Development and rollout of a new fund raising strategy with fund holders  
o The committee reviewed and approved new guidelines for fund holders. 

 The committee reviewed and ratified new terms of reference for the committee 
which take into account guidance from the Charity Commission that the  
o committee should set annual planning priorities for individual funds and        

          ensure that they (or agreed alternatives, where appropriate) are followed by     
          Fund Holders 

o inclusion of fundraising as a key work programme 
o committee will become more proactive by setting strategy, agreeing forward     

         plans and appointing fund holders 

Recommendation(s): 
1. That the board note the change in our risk position 
2. That the board note and approve the Charitable Fund Committees new strategy 
3. That the board approve the new investment policy 
4. That the board approve the committee’s new terms of reference (separate 

agenda item) 
5. That the board note this update 

 
Name: Jacqui Lyttle - Committee Chair 
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REPORT SUMMARY SHEET 

 

Meeting  Date: Wednesday 7th December 2016 
 

Title: 
 

Chief Nurse Portfolio Report 
 

1. Progress on improving compliance with dementia find 
2. Safe staffing report 
3. Update on volunteer activity 

 

Lead Director: Chief Nurse 
 

Corporate 
Objective: 

Safe Quality Care and Best Experience 

Corporate Risk/ 
Theme 

Failure to achieve key performance standards 

Purpose: Assurance 
 

Summary of Key Issues for Trust Board 

Strategic Context: 
 

 The Trust is required as part of the NHS Standard Contract (April 2016 para 39.18 technical guidance) 
to complete dementia case finding within 72 hours for all emergency admissions 75 years and over that 
are inpatients for greater than 72 hours or longer. 
 

 Dementia case finding has been a national CQUIN since 2014/15 before forming part of the national 
contract in April 2016.  
 

 Performance data is published by NHS England. On 5th October 2016 the data from July 2016 was 
published and the Trust was 146th in the country with a 37% achievement against a 90% target. (150 
Trusts FT and non FT). 
 

 Over 74% of Trusts achieve the 90% national target. 
 

Key Issues/Risks  
 
The key risk is frontline staff failing to embrace the current changes to the model with the advent of Nerve-
centre. It is anticipated that Nerve-centre should be fully operational by April 2017 and includes dementia 
case finding.   
 
Success will be achieved if: 
 
The revised model is fully implemented and successfully embedded 
The organisation supports the importance of dementia case finding as a priority  
The performance is discussed at key meetings from ward to board.    
 

Recommendations: 
 
The Board supports the changes in the model of delivery to ensure those individuals accessing care in our 
organisation are screened appropriately.  
A further progress report is provided in March 2017.  
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Summary of ED Challenge/Discussion: 
 
It is recognised that despite the process redesign activity associated with the 2015/16 CQUIN, the 
Dementia find. 
 
Metric has not improved over 2016. The project currently underway is delivering improvement with an 
increase in compliance from 25% in July to the current level of 64% in the last week of November. Whilst 
this improvement is encouraging it is the result of driving the existing process and not a substantive 
change. The implementation of the Nerve Centre electronic record system will deliver a step change in the 
way this data is collected and recorded that will enable sustainable improvement 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
Governors supported the Dementia CQUIN 
CCG supporting the new plan and trajectory 
 

Equality and Diversity Implications: 
 
None 
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01 Dementia Progress report: 

1.1 Purpose:  
 
To provide assurance to the trust Board on the changes that have been implemented across 
the organisation aimed at achieving our organisational requirement to undertake dementia 
case finding.  These changes are designed to address the underlying issues identified from 
the scoping work and deliver an improving trajectory on case finding patients aged 75 years 
and over who are admitted to the trust as an emergency who may show signs of dementia 
and are inpatients for 72 hours or longer.  
 
The initial scoping of the systems and processes in place across the organisation to case 
find patients with possible dementia reported to the board in September 2016. This identified 
a number of underlying possible reasons why the Trusts current performance was not 
achieving the 90% national target which has been a requirement since 2014/15.  
 
1.2 project outline: 
 
A revised model of delivery has been developed, agreed and implemented since the report 
in September 2016. These system changes have been implemented over recent weeks to 
drive improvement including:  
 
1. Daily patient lists of all those fitting the inclusion criteria are sent to ward managers, 

matrons and Associate Nurse Directors   
 

2. Weekly progress reports on the previous week’s case finding compliance is sent to 
medical colleagues and nurse managers and includes ward level comparative data.  
 

3.  A Presentation at the clinical management Group meeting outlining the case for change. 
 

4. Letter to all medical and nursing colleagues clarifying the need to revise the current 
model and outlining the new agreed model.   
 

5. A Flow chart of the revised model agreed and disseminated to all nursing and medical 
staff.  

 
The whole system change commenced on Monday 14th November 2016 and therefore 
improvement in our performance remains in the early stages.  
 
The key to successfully improving, achieving and embedding the 90% target of dementia 
case finding is organisational ownership at all levels in the Trust.  Senior Medical and 
nursing colleagues are pivotal to raising the profile, recognising the importance of case 
finding as an integral part of providing quality and safe and driving improvement on a day to 
day basis. The importance of identifying individuals who may have dementia and ensure 
appropriate tests and investigations are undertaken and onward referral to other services will 
improve the lives of individuals, their families and carers. 
 
Standardising the approach across all inpatient wards is pivotal to delivering high quality 
care in this respect. The revised model is led by medical colleagues and forms part of the 
history taking and assessment process and is the model adopted in other hospital trusts.  
Nursing and administrative colleagues on the wards support the process through identify the 
patients for case finding and inputting the outcome and actions into info-flex. 
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1.3 Current performance: 
 
The graph below demonstrates an improving trajectory from the weekly report produced on 
21st November 2016. The most recent report dated 29 November shows a compliance of 
64%. 

 
The monthly reporting is also demonstrating an improving trajectory as set out below for 
September and October 2016: 
 

   DEMENTIA - SEP-2016 - COMBINED ACUTE AND COMMUNITY FIGURES 

   Measure 
1 

  a Numerator 171 

b Denominator 470 

c 

Percentage of patients aged 75 years and over to whom case finding 
is applied following an episode of emergency, unplanned care to 
either hospital or community services. 

36.4% 

    DEMENTIA - OCT-2016 - COMBINED ACUTE AND COMMUNITY FIGURES 

    Measure 
1 

   a Numerator 223 

b Denominator 451 

c 

Percentage of patients aged 75 years and over to whom case finding is 
applied following an episode of emergency, unplanned care to either 
hospital or community services. 

49.4% 

 
 
1.4 Conclusion: 
 
The recent focus on dementia case finding since September 2016 has resulted into an 
improving trajectory with overall performance improving by 13% in one month. The weekly 
reporting is also reflecting improvement and with implementation of all changes commencing 
on 14th November it is anticipated with continued focus that this trajectory will continue to 
steadily improve.  
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2.0 Safe Staffing: 
 
2.1 Purpose: 
 
The purpose of this paper is to provide information and assurance regarding the Nursing and 
Midwifery Staffing levels for the month of October 2016. 
 
It is the responsibility of the senior nursing and midwifery staff to be responsive to daily 
operational and organisational challenges by managing staff within their respective clinical 
areas, maintaining safe, effective, appropriate and efficient care at all times.  
 
2.2 Safe Staffing Overview: 
 
On a monthly basis the number of planned nursing hours (based upon the agreed baseline 
safe daily staffing numbers for each ward) and actual nursing hours (the total number of 
nursing hours used each day) for each inpatient ward area is submitted to the national 
dataset. In addition to this, in response to Lord Carter’s report published in February 2016, 
the number of patients at midnight for the month is now also submitted. This submission 
supports the new primary measure of nursing workforce, Care Hours Per Patient Day 
(CHPPD). 
 
The national median CHPPD, which is the metric to benchmark the organisation within the 
model hospital dashboard, used aggregated repurposed data for March 2016, and indicated 
a CHPPD of 6.77 for all care staff, with 4.07 for Registered Nurses and Midwives and 2.68 
for Healthcare Assistants. For the month of September 2016 the organisational CHPPD is as 
follows:- 
 

 TSDFT October 2016 National Median March 2016 

Total CHPPD 8.40 6.77 

RN/ RM CHPPD 4.11 4.07 

HCA / MCA CHPPD 4.30 2.68 

 
However it is remains unclear what data was included in this to allow accurate benchmarking 
for the Trust as a whole. Clarification has been requested and we are still awaiting full 
responses to inform future reports. In addition, national specialty specific data to allow ward 
based benchmarking is still not yet available. 
 
The analysis for October 2016 is summarised in the charts below and consists of:- 
 

 The total Registered Nurses / Midwives (RN/RM) and Health Care Assistants / 
Maternity Care Assistants (HCA/MCA) combined CHPPD by ward 

 The RN/RM only CHPPD by ward 

 The HCA/MCA only CHPPD by ward. 
 
A detailed monthly analysis containing planned and actual CHPPD for each of the acute 
wards and community hospitals is available as a table in Appendix 1.  
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The graph above shows the combined position against the 6.77 national Carter median. The graphs 
below show that this is the result of increased HCA and MCA to support safe staffing. 
 
 

 
 
The graph shows that in most areas the RN establishment is below the Carter median. The Carter 
benchmark data applies to acute ward areas and for these areas, all are at or below the Carter 
median. In some areas this is a planned variance but in others this is due to vacancy, absence and 
sickness. Variance is monitored daily and where necessary safe staffing is maintained with bank and 
agency. 
 
For specialist areas such as coronary care, special care baby unit, emergency admissions units and 
intensive care there is no benchmark data. There is no national data set for community hospitals at 
present but these areas are below the Carter median. 
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The graph above shows that for HCA and MCA staffing is above the Carter median. This 
variance is associated with the need for 1:1 supervision and to provide additional support to 
support safe staffing. 

 
2.3 Organisational Alert Status: 
 
An organisational RAG status is published and shared with our partner organisations on a 
daily basis which provides an indicator of the operational pressures experienced within the 
system. This is summarized within this report, as it provides a good proxy indicator of the 
wider organisational pressures and climate the wards are working within, and which may 
impact on our staffing decisions. 
 
The alert status for the organisation for the month of October 2016 is summarised in the 
table below.  
 
 

SDHFT Alert Status No Days in 
Month 

% days in Month 

Red 4 13% 

Amber 7 23% 

Green 20 64% 

 
 
2.4 Emergency Department safe staffing: 
 
The table below details the daily planned, actual and % fill rates for nurse staffing in the  
 
Emergency Department.  
 
The total fill rate for October 2016 was 107.6% (7.6% above plan) for RN and 106.2% (6.2% 
above plan) for HCA. 
 
The Emergency Department staff are working flexibly to support the waiting room triage 
area, the Clinical Decisions Unit and the Ambulatory Care Unit. For this reason, the RN 
shifts are above 100%. The HCA figures reflect the movement of staff across the emergency 
pathway to support patient flow. Variance greater than 20% is a flag that staffing should be 
reviewed but variance within that reflects acceptable variation for a highly dynamic and 
flexible workforce. 
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RN HCA RN HCA

Sat 01/10/2016 17 13 17 13 100.0% 100.0%

Sun 02/10/2016 17 13 19 16 111.8% 123.1%

Mon 03/10/2016 17 13 18 16 105.9% 123.1%

Tue 04/10/2016 17 13 20 13 117.6% 100.0%

Wed 05/10/2016 17 13 18 11 105.9% 84.6%

Thu 06/10/2016 17 13 19 15 111.8% 115.4%

Fri 07/10/2016 17 13 17 13 100.0% 100.0%

Sat 08/10/2016 17 13 18 13 105.9% 100.0%

Sun 09/10/2016 17 13 19 14 111.8% 107.7%
Mon 10/10/2016 17 13 17 14 100.0% 107.7%

Tue 11/10/2016 17 13 18 13 105.9% 100.0%

Wed 12/10/2016 17 13 18 13 105.9% 100.0%

Thu 13/10/2016 17 13 19 14 111.8% 107.7%

Fri 14/10/2016 17 13 18 12 105.9% 92.3%

Sat 15/10/2016 17 13 18 15 105.9% 115.4%

Sun 16/10/2016 17 13 19 14 111.8% 107.7%

Mon 17/10/2016 17 13 17 14 100.0% 107.7%

Tue 18/10/2016 17 13 21 13 123.5% 100.0%

Wed 19/10/2016 17 13 19 13 111.8% 100.0%

Thu 20/10/2016 17 13 19 15 111.8% 115.4%

Fri 21/10/2016 17 13 21 14 123.5% 107.7%

Sat 22/10/2016 17 13 19 13 111.8% 100.0%

Sun 23/10/2016 17 13 19 14 111.8% 107.7%

Mon 24/10/2016 17 13 17 13 100.0% 100.0%

Tue 25/10/2016 17 13 18 13 105.9% 100.0%

Wed 26/10/2016 17 13 19 15 111.8% 115.4%

Thu 27/10/2016 17 13 16 15 94.1% 115.4%

Fri 28/10/2016 17 13 16 16 94.1% 123.1%

Sat 29/10/2016 17 13 18 15 105.9% 115.4%

Sun 30/10/2016 17 13 18 13 105.9% 100.0%

Mon 31/10/2016 17 13 18 13 105.9% 100.0%

Total 527 403 567 428 107.6% 106.2%

RN Shift 

fill rate

HCA Shift 

Fill Rate

Total Actual ShiftsTotal Planned shifts
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2.5 Care Hours Per Patient Day for Acute and Community Setting Wards: 
 

 
 
Key Explanatory notes 
RN = Registered Nurse / Registered Children’s Nurse                                
RM = Registered Midwife 
HCA = Healthcare Assistant                                                                             
MCA = Maternity Care Assistant 
 
Red cells indicate the mean monthly Care Hours per Patient Day (CHPPD) were below that planned and 
agreed as the budgeted safe staffing level for the ward. Measures to ensure safety are managed on a 
daily basis by the ward manager and matron. 
 
 

Ward
Planned 

Total CHPPD

Planned  RN 

/ RM CHPPD

Planned 

HCA / MCA 

CHPPD

Actual Mean 

Monthly Total 

CHPPD

Actual Mean 

Monthly RN / RM 

CHPPD

Actual Mean 

Monthly HCA / 

MCA CHPPD

Ainslie 6.4 3.1 3.3 8.9 3.4 5.5

Allerton 6.2 3.8 2.4 7.5 3.3 4.2

Cheetham Hill 5.5 2.5 3.1 8.0 2.6 5.4

Coronary Care 5.8 5.8 0.0 9.0 8.5 0.5

Cromie 5.3 3.1 2.2 6.9 3.6 3.3

Dunlop 5.5 2.4 3.1 5.9 2.6 3.3

EAU3 6.3 3.6 2.8 15.3 8.9 6.4

EAU4 6.7 3.8 2.9 12.0 6.1 5.9

Ella Rowcroft 7.1 3.8 3.3 8.4 4.0 4.4

Forrest 5.5 3.2 2.3 8.3 4.5 3.9

George Earle 5.8 2.5 3.3 10.2 3.6 6.6

ICU 20.4 20.4 0.0 27.9 27.9 0.0

Louisa Cary 6.7 4.2 2.4 10.7 6.7 4.0

John Macpherson 4.0 2.3 1.7 10.3 5.9 4.4

McCallum 5.8 3.7 2.1 10.3 6.4 3.9

Midgley 5.5 3.3 2.3 7.1 3.4 3.7

SCBU 6.9 4.6 2.3 10.0 8.9 1.2

Simpson 5.5 2.5 3.1 7.4 2.7 4.6

Turner 7.9 3.6 4.2 10.4 4.8 5.5

Warrington 5.8 3.1 2.6 7.7 3.9 3.8

Ashburton 5.9 2.6 3.3 6.7 2.9 3.8

Brixham 6.1 2.8 3.3 8.5 3.0 5.4

Dartmouth 5.9 2.5 3.6 6.6 2.8 3.8

Dawlish 5.4 1.8 3.6 6.8 2.3 4.6

Newton Abbot - Teign Ward 6.1 2.5 3.6 7.8 2.9 4.9

Newton Abbot - Templar Ward 5.4 2.1 3.3 5.8 2.2 3.6

Paignton 6.7 3.1 3.6 7.3 2.9 4.4

Totnes 6.2 2.2 3.9 6.3 2.8 3.4
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2.6 QuESTT: 
 
The Questt Tool is completed monthly between day 1 and day 7 and almost 100 teams across the 
organisation will be active by the end of the month. The monthly reporting dashboard for all teams is 
released on or around the 8th of each month to matrons and senior managers across the organisation. 
Where teams score amber or above action is required as set out in the Quality and effectiveness Trigger 
tool escalation procedure. Those scoring amber or above are contacted by the Deputy Director of Nursing 
– Professional practice and Standards to ensure appropriate interventions are in place and reflect the 
escalation procedure. 
 
In October 2016 three teams in the acute setting scored amber and ten teams in the community scored 
amber which was an increase from six community teams in September 2016. 96 teams in total completed 
the QuESTT in October with an average score of 8.8. 
 
Acute setting -amber:  
 
Ainslie ward –October increased to 18 (amber) increase score from 12 ( green ) in September. 
 
Identified risks:  Discussion with the Matron for orthopaedics reflected a challenging month with short term 
sickness compounding 1.5 WTE band 5 vacancies. There were also two RCA’s to investigate which are 
now completed and interviews for news staff took place in mid -October.  
 
Actions: RCA completed , recruitment to vacancies progressing well and matron reports  no additional  
external interventions or support required at present. 
 
Orthopaedic theatres – October score 16 (amber) which is an improving position from September -score 
19 (amber) 
 
Risks:   vacancy rate, short and long term sickness, appraisals not performed, no formal feedback from 
patients in the last three months. The specific questions for orthopaedic theatres triggered including 
number of lists overrun in the previous month, number of lists starting late in the previous month , and 
requirements to use loan equipment. 
 
Actions: The band 7 is reviewing the list of orthopaedics cases each Tuesday for theatres effectiveness to 
improve the position for starting late or over running.  Currently there are some new surgeons  who have 
recently commenced and the theatre managers are  still undertaking bench marking operating  durations 
for various procedures times.  New staff have now commenced in post but in induction period.     
  
Theatre Recovery-   October score 17 (amber) an increase from the September score of 12 (green)  
Risks:  sickness, vacancy and meeting demands. There were specific risks to theatres with patients in the 
previous week remaining in PACU over 5 hours and the number of HDU patients remaining in PACU 
overnight. 
 
Actions: The spike in PACU has now resolved and links to ITU capacity and high care unit was closed 
intermittently during the month. Due to the relatively small numbers in the unit small numbers of staff will 
trigger and the sickness is managed appropriately. Vacancies interviews taking place 7th November 2016 
2 applicants and 3 vacancies  
  
Community teams (CSDU) - amber 
 
Community Nursing - Brixham & Paignton – 4th consecutive month in amber and the score has decreased 
from 21 in September to   19 in October. 
 
Community nursing- Dartmouth and Totnes  had been green since March 2016 the QuESTT was not 
completed in September and in October triggered amber at 16   
 
Risks: In the community nursing day service teams the key themes relate to vacancy and both short and 
long term sickness and unusual demands on the service and the number of visits requiring a registered 
nurse.  
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Community nursing OOH service- Had increased significantly from a score of 14 (green) in September to 
23 a high amber in October.  
 
Risks: The reasons for the increase relate to a wide range of triggers including short and long term 
sickness , vacancies  within the team ,which is relatively small , this has resulted in a reduction in capacity 
and a need for the nurse manager to work additional  clinical shifts  to mitigate the risk . There has been 
an increase reliance on bank and demand has increased. 
 
Actions:  The service has reduced from three sites across the organisation to two sites with access to 
agency where required to maintain safety of the service.  
 
Physiotherapy Newton Abbot has had a rising amber score for 4 consecutive months in September this 
reduced from 22 to 16: 
 
Risks:  The reasons include vacancies + 1.0wte in IC team on maternity leave not backfilled & rising 
referrals experienced, Community SWIC also covering vacancy on hospital ward . 
 
 Actions: bank staff used, support from other localities. Recruitment underway for enhanced IC service. 
 
Occupational therapy – Moorlands October 19 (amber) September 17 (amber) no recording in August and 
prior months the team had been scoring 11 ( green) .  Newton Abbot October score remains unchanged in 
October at 18 (amber) September 18 (Amber) 
 
Risks: The main pressure relate to long and short term sickness, capacity to meet demand. This score 
also relates to sickness (short term) capacity to meet referral targets. 
 
Actions: review of case-loads and ensuring high risk patients are identified and prioritised  
 
Podiatry - Podiatry had triggered green for two months at 15 for August and September, however in 
October the service has triggered 17 (amber). 
 
Risks:  Short term sickness, the number of routine patients cancelled in the previous month increase in 
number of requests for urgent appointments. This is linked with education of community nursing staff to 
risk stratify patients and refer to podiatry as appropriate. These are frequently housebound patients, which 
has impacted on the capacity of the domiciliary podiatry service. There has been an increase in RCA for 
amputations which have been challenging to deliver when clinical front line work is a priority.  
 
Actions: The teams have needed to postpone routine appointments to prioritise urgent foot ulcers and 
meet the needs of house bound patients with high risk podiatry needs. A new model is being explored in 
Torquay community nursing where nurse funding has been used to employ a podiatrist to support the foot 
and lower limb care requirements.  Additional resource has been provided from professional practice to 
support the RCA ‘s completion  
 
HADT Torbay – October score 19 (amber) increase from 13 in September (green).  
 
Risks: Vacancy and both short and long term sickness together with an increase number of referrals in the 
previous month and appraisals not performed.  
 
Actions: sickness is being managed appropriately and recruitment into vacancies  
 
Torquay social care: October score 16 amber an increase from September score of 8 (green)  
 
Risks: no current line manager, appraisals not preformed, team unable to participate GP practice meetings 
and 28 day target not met and 6 monthly review target not met.  
 
Actions:  sickness and vacancies have recently been resolved and there is an improving picture with no 
specific issues that require additional support.  
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Non Completion (Acute setting) 
 
In the acute setting for October three completed late but have been reviewed two are set out above as 
they scored amber and ITU scored 5 green . 
 
Non Completion (Community) 
 
One completed late in community moorlands and scored green  
 
2.7 Surveillance: 
 
Rotas are reviewed by Senior Sisters and Matrons. The Associate Director for Nursing – workforce, 
reviews the rota to ensure these are completed at least six weeks in advance and that provide a safe skill 
mix. 
 
Safe Staffing is discussed at the beginning of each week by the Chief Nurse and Associate Directors of 
Nursing to identify risk and consider mitigating actions. Associate Directors review their areas each day. 
Staffing is reviewed three times daily at the control room by the duty Matron and the Executive on call. 
This ensures that late notice gaps are risk assessed and filled. 
 
Safe Staffing data is presented to the Quality Improvement Group monthly and triangulated with other 
safety data to highlight any areas of risk. This information is provided to the Service Delivery Unity Teams 
for discussion at the SDU Board meetings. 
 
3.0 Volunteers Update: 
 
610 volunteers (334 acute, 276 community) doing 682 activities. The service is supported by 0.6 wte 
Volunteer Services Coordinator, full time apprentice administrator and 0.35 WTE Volunteer Lead.   
 
There are circa 50 enquiries per month via the Trust’s website plus many other direct / indirect enquiries. 
52 volunteers completed their full recruitment process within the last 3 months with a further 25 in the 
process. This is a net increase of 30 as 22 left within the same period, giving an indication of the work 
involved in recruitment alone.  
 
There has been good progress against the internal audit published August 2016 with most issues 
resolved.  5 low-risk DBSs still outstanding with 4 arranged for Nov 23rd. All volunteers have ID badges 
issued by security.  
 
The newest roles: 
 
Wayfinder role - led by the employability hub. Originally this provided a work experience placement but this 
has now widened to be a permanent volunteering opportunity.  
 
Mealtime Companion role (MTC) - awareness sessions are being organised for nursing and domestic staff 
so that they are clear what MTCs can and can’t do, to ensure MTC volunteers are used appropriately. 
 
Emergency Department befrienders – new volunteers are being recruited and in the process of appointing 
a lead ED volunteer who can provide additional support.  
 
Recent achievements  
 
Rolling programme of dementia training for volunteers established 
Volunteer notice board set up opposite security 
Volunteer newsletter set up – and competition to name it successful 
Volunteer awareness information in hospital corridor.  
Mairead’s official signing of Torbay’s Volunteer Management Charter in partnership with CDT 
Interim Volunteer Strategy produced – being consulted upon.  
Mairead and Sir Richard made a video to be used for volunteer induction. This has been very well 
received.  
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Next 3 months 
 
Hope to have Volunteer Service Manager in post 
Engagement work with volunteers about Volunteering Strategy 
Finalise Memorandum of Understanding with separate organisations such as Leagues of Friends  
Finalise honorary contracts for non-volunteering roles 
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REPORT SUMMARY SHEET 

 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Report of Chief Operating Officer 

Lead Director: 
 

Liz Davenport, Chief Operating Officer 

Corporate 
Objective: 
 

Safe, Quality Care and best experience 

Corporate Risk/ 
Theme 
 

Theme 2 – Failure to achieve key performance standards 
Theme 4 – Home / domiciliary care capacity of the right specification and 
quality 
 

Purpose: 
 

Information/Assurance 

Summary of Key Issues for Trust Board 
Strategic Context: 
 
The report provides an update against key operational issues 
 
 
Key Issues/Risks  
 

 Reduction of management capacity in medicine Service Delivery Unit 
 Mears who provide domiciliary care as part of the Living Well@Home contract has been 

rated as inadequate following a recent CQC Inspection and there is insufficient capacity to 
meet demand in Torbay 

 
Recommendations: 
 
To note the contents of the report 
 
Summary of ED Challenge/Discussion: 
 
The Executive Team have considered: 
 

 Timeliness of delivery of the care model changes and capacity required to deliver 
programme 

 Contingency plans to support potential risks to the delivery of domiciliary care and have 
supported funding of additional capacity over the winter period 

 Interim support to address shortfall in management capacity in medicine 
 Need to have robust escalation plan to include access to additional bed capacity in support 

of the winter plan. 
 Action to address the significant deterioration in the ED performance over the last 2 weeks 
 Reporting of risks on the risk register 
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Internal/External Engagement including Public, Patient and Governor Involvement: 
 
Discussions have been held with the CCG and Council Colleagues and staff have been briefed 
as appropriate. 
 
Equality and Diversity Implications: 
 
None noted. 
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Report to:  Board of Directors 

Date:  7 December 2016 

Report From: Chief Operating Officer  
  

Report Title: Report of Chief Operating Officer 

 

1 Purpose 
To provide the Board of Directors with an update on key operational issues.  

 
2  Provenance  

The report is informed by the following:  
 Minutes and action log from the Care Model Operational Group  
 Minutes and action log from Senior Business Management Team 
 Minutes of the Executive Team 
 Minutes and programme plan from Vascular Services Group 
 Minutes and action log from weekly review meeting with Mears  

  
3       Care Model Delivery 

The Care Model Implementation continues to progress overseen by the Care Model 
Implementation Group (CMOG). Developments include: 
 
 Enhanced Intermediate Care 
The appointments have been made to the Intermediate Care Teams across Devon 
and Torbay in line with plan and staff have been going through a period of training 
and now providing additional capacity in the community. The team are working 8am – 
6pm Monday to Friday and 9 am – 5 pm on Saturdays. This will increase to include 
Sunday’s from March 2017. 
 
The increase in capacity has allowed for the implementation of a pilot of Discharge to 
Assess to commence which is currently focused on the wards that have been 
implementing the SAFER bundle. Numbers being identified for discharge when 
medially fit remain small so named leads are working with wards to look at how this 
number can be increased. This is an important part of our plan to support people to 
return home as soon as possible which in turn will improve flow in the hospital. 
 
Work has also commenced with SWAST to provide an alternative pathway for people 
who have fallen at home with the option of direct referral to Intermediate Care as an 
alternative to conveyance to ED when clinically appropriate. 
 
My Support Broker 
As part of the New Model of Care the Trust are supporting a number of initiatives to 
provide services differently as we move away from bed based care into a further 
community focus, including working with the voluntary sector. The MSB project is 
part of a range of new approaches including the appointment of Well Being Co-
Ordinators, the development of Intermediate Care in the community and the 
encouragement of a “Strength Based Approach” being used by our staff to support 
service users and patients with self-help and resilience.    
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The MSB project scheme has been put in place to test the Support Planning Model with an 
established and well regarded provider, My Support Broker. The Trust have committed to 
testing the impact that person centred support planning could have within Torbay working in 
partnership with the Community Development Trust (CDT) and MSB.  
 
This work and the ethos of MSB is to produce quality and innovative outcomes for clients that 
in turn secure sustainable savings and enhance our focus on prevention, as per the care 
model. 
 
The MSB pilot approach also aligned to the Strength Based Approach.  
  
Person centred support planning is an approach to support planning which focuses 
on what matters to an individual rather than what is the matter with them. There is a 
national evidence base building to indicate that this approach empowers and 
engages individuals in their care, delivers higher quality and more effective support 
plans at lower cost. Six support planners, working using person centred 
methodology, are currently hosted by CDT.     
   
They will:     

 Provide tailored support plans and services. The support brokers understand 
that arranging high quality, good value for money care and support is critical.  

 
 Help people with long term health conditions produce support plans that 

make it possible for them to live their best life. 
 

 To help those people allocate and manage their individual budget. 
 

 To research and provide information about local services and opportunities, 
and negotiate with service providers on behalf of consumers to get the best 
deal and quality. 

  
The support planning brokers in the project are hosted by Torbay Community 
Development Trust (CDT), and the NHS has contracted directly with MSB for their 
support planning product and project support through the pilot period. During 2015 
and 2016 model and contractual arrangements for the MSB project were put in place. 
Since October this year we have moved into an operational phase at pace. An 
evaluation in April 2017 will assess if the model has been successful and delivered 
the anticipated innovation and financial benefits and reach recommendations above 
the way forward in this respect.   
 
MSK pathway 
The CCG has agreed to support the extension of the MSK single point of contact 
pathway to include foot and ankle. It is anticipated that this will reduce the overall 
number of people requiring surgery in line with the benefits experienced by people 
who have hip and knee problems. 
 
Torquay – early implementation site 
There is a co-located Health and Wellbeing team in existence in Torquay and the 
new model of care has built upon this.  This team comprises of Nurses, Social care 
staff, physiotherapists, occupational therapists, Health and Social Care Co-ordinators 
and support workers and Intermediate Care staff. 
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The locality is organised into a multidisciplinary ‘short term/triage’ team who 
concentrate on completing todays work today for health and social care.  This part of 
the system works very closely with intermediate care delivering a fast urgent 
response to referrals where required.  This means that a client can receive a home 
visit in an hour with and be supported with a care package that is right for them.  
Equipment can be delivered within 2 hours and a care placement for intermediate 
care or support at home can be organised that day.  The team have 5 mornings 
covered by a GP who supports the Intermediate care provision.  Work continues in 
relation to understanding the best and most efficient and effective ways of working 
with GPs.  The GPs have also supported a review of the caseloads of Community 
Matrons ensuring that they are focussing on the most appropriate patients and that 
risk is being managed well. 
 
The other key part of the locality is the ‘long term’ teams who support clients with 
longer term need.  Multidisciplinary team’s work together using a risk framework to 
manage some of the complex issues around mental capacity, safeguarding and risk 
through a formal process called risk enablement.   
 
The vast majority of the Health and wellbeing team have been trained in the 
strengths based approach, including the management team.  This has built on the 
work already imbedded in teams in relation to ‘personalisation’ making sure that staff 
focus on what matters to clients and builds and recognises the strengths that people 
have already in their lives. 
 
The Customer Service Centre (CSC) from the beginning of August is delivering a 
single point of telephony for Torbay.   
 
Wellbeing coordinators have been recruited within Torbay and have received over 
120 referrals since July 2016.  25 cases have been completed, 4 are on hold, 2 have 
declined to meet and 87 are ongoing cases.  
 
As a result of service redesign and care model changes the locality has achieved: 
 

 Today’s work being done today wherever possible 
 

 No waiting list for social care  
 

 No waiting lists for Occupational Therapy 
 

 Physiotherapy waiting time of 5 weeks which will be improved through direct 
booking into physiotherapists diaries 
 

 Increased investment in Intermediate care; 
o 1 social care member of staff  
o 3 support staff and interviewing for a 4th on 9th of December. 

 
 CSC calls increasing from 5000  to 7500 after the development of the single 

point of contact allowing us to support and signpost more clients where 
appropriate 
 

 The Health and Wellbeing team are meeting national benchmarked best 
practice for social care: 

o 75% of people should have their needs resolved at first point of 
contact.  
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o 17% of people should have their needs resolved through short-term 
interventions.  

o 8% of people will require longer-term services. Most of these have the 
capability to regain some independence.   
 

 Majority of staff have been trained in the strength based approach  
 

 Majority of staff attended  briefing sessions led by the Associate Director and 
Locality manager giving information about the care model and engaging in 
discussion – please see attached document 
 

 Health and wellbeing champions from the teams have been  identified and 4 
meetings  held – these are ongoing 
 

 Wellbeing co – ordination – progress is being made to imbed these in the 
Health and Wellbeing Team and GP practices (2 identified) now that the 
service is fully recruited.  Promotion of the service is ongoing and being 
driven through staff engagement and locality meetings 
 

 Prevention and screening offer in the Health and Wellbeing team has been 
scoped and training  is being identified  
 

 The Locality is live with the EMIS system since the start of September and 
information is now easily shared between all Torquay GPs and the Health 
and Wellbeing Team for the first time.  This means that the teams have 
access to the right and up to date information to support the management of 
risk and safe and appropriate care of clients. 
 

 Double handed care packages are being identified and reviewed at an earlier 
stage with equipment being provided along with training to formal and 
informal carers to support new ways to provide care. 
 

 My Support Broker has received 28 referrals from the Bay – and are 
supporting those clients with developing innovative care plans and packages. 
 

 25 service users who have high attendance and admission rates to Torbay 
A&E have been reviewed. This has led to a further refocusing of the 
assertive outreach alcohol worker in the Drug and alcohol team. 
 

 Locality Pharmacist has been recently appointed and start dates are 
currently being negotiated. 

 
4       Mears update 

Mears secured the contract in April 2015 to provide domiciliary care services in 
Torbay. The service called Living Well @home aims to provide a flexible response to 
people taking account of their changing needs enabling them to stay at home and 
remain independent. The contract is managed by the Trust on behalf of Torbay 
Council and is overseen on a day to day basis by our Community Management 
Team. There are established governance arrangements in place which include 
regular meetings with the Mears senior team where performance and quality and 
safety measures are monitored. The Trust also has a small Business and Quality 
Team who also have a role in monitoring quality of provider organisations including 
Mears. 
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The service had been meeting much of the contract requirements but in the spring 
the Trust became aware that there was increasing numbers of people waiting for 
packages of care. These numbers increased over the summer and community staff 
reported other concerns which were initially focused in areas where Mears was 
developing new ways of working. These concerns triggered an investigation by 
Healthwatch Torbay who were responding to concerns raised by members of the 
public. 
 
The CQC completed and unannounced inspection in September shortly after 
Healthwatch had completed their review. The issues identified in this inspection were 
consistent with feedback received by staff and found in the Healthwatch draft report. 
In response to the reports we have been working very closely with Mears to ensure 
that an action plan is in place to address the concerns raised and that performance 
and quality standards are being met. Mears have reported that the Action plan has 
been approved by the CQC. 
 
The Trust has put in additional measures to support the improvement plan.  These 
actions include: 

 Executive Director oversight of the work programme 
 Daily monitoring of performance standards 
 Weekly meetings with the senior team 
 Monitoring of complaints and incidents 
 Communication with people who use services giving them information about 

where they can raise concerns 
 Telephone contact with people who use services to secure feedback and 

confirm information in reports 
 

Mears have continued to work positively with the Trust and the Council and we have 
seen an improvement in a number of areas and we can be confident that 95% of 
people who have a visit receive this within 30 minutes of the visit time.  We continue 
to work with them to ensure all aspects of the plan are implemented.  
 
In addition to the specific work with Mears we are also developing local contingency 
plans to build capacity this includes recruiting additional staff into our Rapid 
Response Service. 
 
The CQC will re-inspect the service in about 6 months. 

5       Winter plan 
 
The Health Select Committee completed a review of winter planning in the NHS and 
the Trust submitted evidence as part of the process and attended a meeting with 
members of the Committee. The report was published on 3 November 2016 with a 
number of recommendations set out which include a number of issues highlighted in 
the Trust submission. These include: 
 

 Increased social care provision 
 Culture change that results in whole Hospital ownership of flow  
 Improved infrastructure in type 1  Emergency Departments 
 Improvements in workforce sustainability 
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The Trust has developed its winter plan in line with NHS England and NHS 
Improvement requirements and the first draft was submitted for comments. The Trust 
plan was reviewed along system wide plan at the A&E Delivery Board on 30 
November 2016 and approved. A table top test of the plan will completed on 7 
December 2016 facilitated by the Emergency Preparedness lead. The plan is 
attached for information. 
 

7          Management changes 
Interviews for the post of Deputy Chief Operating Officer took place on 28 November 
2016 and I am pleased to confirm that John Harrison has been offered the post. John 
has substantial experience and has a significant amount to contribute to the delivery 
of the operational delivery plan. The Interim Deputy Chief Operating Officer Clive 
Brookes will leave the Trust on 2 December 2016.  
 
The case for change for the new Operational delivery structure is being finalised with 
the expectation that consultation will start in early December. There are a number of 
vacancies in the operational management team currently with a particular impact on 
medicine and emergency care. Action is being taken to secure interim solutions to 
manage gaps in capacity. 
 

8         Performance  
 Urgent Care Improvement and Assurance Group 

The group over seeing delivery of the Urgent Care Improvement plan continues to 
meet on a two weekly basis. At the meeting on 29 November there was a focus on   
the deterioration in performance against the 4 hour target over the previous 2 weeks. 
The Clinical Team identified a number of factors that included: 

 Utilisation of EAU 3 and CDU for beds 
 Increased conversion to admission 
 Reduced discharges in key medical wards including Warrington Ward 
 An increase in people remaining in hospital for more than 10 days 
 Inconsistent application of escalation protocols 

 
A number of actions were agreed to address these concerns with a priority to free up 
assessment space on EAU3 which is essential to maintaining flow. It was noted that 
although there was deterioration in 4 hour performance the ED clinical team were 
maintaining a focus on time to triage in 15 minutes and times to first clinical review. 
 
Medicine Improvement and Assurance Group 
The group that is overseeing the delivery of the CQC action plan for medicine meets 
on a 2 weekly basis and is making good progress against their priority action plan. 
This includes: 

 Introduction of weekend plans 
 Increased consultant capacity at the weekends 
 Redesign of the ‘o’ drive system for managing emergency medical 

admissions 
  

9        Recommendation. 

 To note the contents of the report 
 
Liz Davenport 
Chief Operating Officer 
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Torbay and South Devon Winter Plan 2016-17 

1. Introduction 

The plan has been developed in collaboration with stakeholders from the Torbay and South 
Devon A&E Delivery Board.  The aim is to ensure operational resilience and to complement 
plans of partner providers, to ensure the delivery of safe and high quality services to the 
population of Torbay and South Devon during the winter period. Historical experience and 
facilitated ‘lessons learnt’ debrief events, alongside NHS England advice and guidance, have 
been used to develop this plan.  CCG and ICO representatives have taken part in the South 
West Regional Winter Review Process. 

The potential impact on the patient experience is considerable and during the winter period 
we will aim to ensure: 

 no avoidable deaths, injury or illness  
 no avoidable suffering or pain  
 no unnecessary waiting or delays  
 no inequality of access to our services  

 
2. Strategic Intentions 

The Torbay and South Devon Care Model clearly outlines a move towards patient 
independence and care closer to home.  The CCG consultation reinforces those aims to 
ensure high quality care that is sustainable, affordable and moves away from the traditional 
model of bed-based care towards community provision.  This is a model of prevention, re-
ablement and draws upon a strength based approach to encourage independence and 
patient self-care.   

The ICO approach to winter 2016/17 is to provide enough resilience to enable achievement 
of our contractual performance and quality standards.  Significant focus must be maintained 
around: 

‐ The 4-hour emergency standard 
‐ RTT 
‐ Cancer standards  

Key enablers to this are: 

‐ The Discharge to Assess (D2A) model with extended intermediate care capacity. 
‐ Proactive management of delayed transfers of care (DToC) across all bed-bases 
‐ Improved patient flow: SAFER principles of best practice on all wards. 
‐ Enhanced focus on 7-day service provision. 
‐ Early escalation processes across health and social care with clear role centred 

actions 
‐ Management of the complex long stay (>10 day) patients. 
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A non-bed based focus is the objective and to ensure patients are in the right environment 
for their assessment, treatment, on-going care and rehabilitation.  

3. Key Pressures  

The key pressures generally posed by winter include:  

 A tendency for a more complex/dependant case mix leading to an increase in length 
of stay (LOS) and a subsequent impact on capacity, especially in relation to ICU, 
paediatrics and respiratory patients   

 Reductions in timely discharge of patients due to increased demand 
 Impact of infection on patient numbers, demand for services and staff absence due to 

sickness 
 Bed closures due to sustained infection (e.g. Norovirus) outbreaks  
 Increase ambulance handover surges resulting in delays 
 Adverse weather resulting in difficulty in discharging patients and affecting staff 

getting to and from work 

The Trust has undertaken a series of debriefs and planning events which identified the 
following key risks:  

1. Domiciliary care, especially for the complex patients 
2. A vulnerable care home market 
3. Community rehab beds 
4. Clinical staffing, particularly safe levels of nurse staffing 
5. End of life, domiciliary and hospice care 

These monthly meetings will convert to winter assurance meetings with lead managers until 
31st March 2017 chaired by the Head of Operations. 

 
4. Learning from experience 

The opportunity for CCG and local providers to review and learn from winter 15/16 was 
conducted through an NHSE facilitated winter debrief which involved representation from the 
ICO, peninsula acute trusts, social care, ambulance trust, primary care, out of hours services 
and mental health provider organisations.  

The learning from the event was taken forward in a number of follow-up meetings facilitated 
by the ICO held between August and October and developed into an action plan. All 
organisations involved in this process agreed that this was an opportunity to look at breaking 
the cycle of the ‘RED ALERT’ and identify new ways of implementing actions to achieve full 
engagement and ownership from clinical teams. 

Key outcomes from these meetings have including: 

 A review and revision of the ICO Operational Pressures Escalation Action Plan to 
align the content with the 16/17 NHS England Operational Pressures Escalation 
Levels Framework: 
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o A planned table top scenario test with key individuals (7th December 2016) to 
ensure that the plans for winter are clear and unambiguous in terms of the 
roles and actions within it 

o A larger follow up event of the ICO Escalation Plan with key clinical and 
managerial leads in January 2017 

 Social care escalation: a review of the escalation process for delayed transfers of 
care to maintain patient flow and bed capacity when DToC triggers are met across 
bed-bases 

 The identification of options for short term additional escalation bed capacity which 
can be safely resourced and accessed during surges in demand 

 Meetings with key individuals within the local mental health provider organisation and 
the Emergency Department at the ICO to agree specific actions relevant to the care 
of mental health patients at times of system pressure.   

o A further mapping event is planned for December 2016 to outline the relevant 
processes and communication routes to ensure escalation is timely, effective 
and includes the relevant information first time. 

 Development and ratification of a Reluctant Discharge Policy. 
 A review of the ICO Discharge Team relating to proactive management of ‘medically 

fit/ready for discharge’ patients; focusing on roles and responsibilities as well as the 
funding decision-making process as part of a Complex Discharge Programme. 

 Strength based approach training roll-out with a focus on independence and 
appropriate levels of care support within a discharge to assess culture – 24th 
November 2016 

 Development of an Executive-led action plan relating to domiciliary care including 
contingency planning incorporating alternative options 

 A review of nurse staffing resource to provide improved flexibility of allocation to 
respond to hot-spots and pressures within the system 

 Development of Newton Abbot Hospital facilities to enable: 
o Focus around therapy support and team-based working with nursing and 

discharge team   
o Appointment of an interim therapy leader to manage the wider team during 

the winter period 
o If appropriate, resilience to open 10 additional beds at Newton Abbot Hospital 

(NAH) for stroke rehab or medical patients 
 A review of the deep cleaning resource to improve responsiveness across all bed-

bases to reduce infection risks and manage any potential outbreaks. 
 The development of the risk stratification policy, with NEW Devon CCG, SWASFT, 

peninsula acute and community organisations as well as representation from primary 
care. 
 

5. Reducing bed occupancy/elective scheduling 

In order to manage the flow of patients, especially due to the impact of the two long festive 
bank holiday periods, there are plans in place to ensure that elective admissions are 
reduced to approximately 85%.   
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Within Torbay and South Devon, scheduling of surgical elective in-patient activity will be 
reduced for the period 19th December 2016 until 23rd January 2017 with a managed 
incremental return to normal activity levels.   

This exceeds the period recommended by NHSE as local historical pressures have indicated 
mid-January is a critical point in the calendar. To achieve this aim and to minimise impact on 
RTT there will be a shift in the ratio of in-patient and day case pathways.   

6. Escalation Reporting and Sitreps 

A revision of the ICO Escalation Policy has been carried out to align triggers and actions with 
the 16/17 NHS England Operational Pressures Escalation Levels Framework.  Whilst this is 
a national framework the Trust is responsible for defining local level triggers and actions 
within the framework in terms of appropriate response at each level of escalation.  

The ICO will declare their escalation status no later than 10.30am each day to the CCG by 
either e-mailing the escalation in-box with the OPEL level in the header 
(escalation.sdtccg@nhs.net) or calling a member of the unplanned care team (01803 
652500).  If OPEL 3 or 4 is reached for the ICO as a whole using the national OPEL triggers 
an escalation status report will need to be submitted to NHS England, via the CCG, no later 
than 11am.  Throughout the winter period, the CCG will aim to attend at least two control 
meetings each week in person or on the phone and, increase this during times of escalation.  

Process for Winter 
Escalation Status Rep

 

In addition the Trust is introducing an electronic logging system to be used at control 
meetings to record escalation actions and ensure completion and de-escalation. 

 

7. System Risk Stratification 

The pressures experienced by health and social care providers across Devon continues to 
increase.  The pattern experienced over many decades of activity peaking during winter 
months before returning to a lower baseline no longer occurs.  Whilst activity continues to 
increase each winter, the baseline no longer returns to its previous level. 

During periods when providers are at amber (OPEL 2) increasing to red escalation levels 
(OPEL 3), there is a need for the wider health and social care community to work effectively 
together to help manage the increased risk to patients.  The timeliness of reaction to the 
increased escalation status is imperative to safe, quality patient care and status de-
escalation to avoid OPEL 3 or a higher escalation status, the actions and responsibilities 
within the Risk Stratification Policy are key to facilitating this.  

The escalation status will be defined by national and local policies. 
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FINAL Risk 
Stratification Policy 06

 

8. Flu Vaccination Plan 

All frontline health care workers are offered flu vaccination, to protect staff and their families 
prevent the transmission of flu to vulnerable patients and visitors.  The vaccination 
programme at TSD is managed by the Occupational Health Service in conjunction with the 
Infection Control team.  This year, an extensive peer vaccination programme has been 
established in all wards and many clinical departments.  The aim is to increase the uptake of 
vaccine by frontline staff through local promotion of the benefits and making vaccination 
easily accessible in the clinical area.   

[hyperlink to Infection Control Flu Policy] 

9. Adverse Weather Conditions 

The Trust receives warnings of severe weather from the Met Office.  The Trust also receives 
additional information from a Met Office Adviser via the Local Resilience Forum if forecast 
weather has potential to cause disruption. 

The Trust has plans for severe winter weather and heatwaves which can be easily accessed 
by all staff on the Emergency Preparedness page of the intranet.  The plans are reviewed 
each year against national guidance which corresponds to Met Office Cold Weather Alert 
and Heat Health Watch Periods. 

The Cold Weather Alert period operates from 1st November 2016 to 31st March 2017.  During 
this period, the Trust receives twice weekly Met Office Weather planning advice and alerts 
when threshold criteria are met. 

The Operations and on-call management team receive these alerts and agreed actions are 
managed via the Control team meetings. 

Inclement Weather 
Policy (H7).pdf

 

10. Christmas and New Year Bank Holiday Period: 23rd December 2016 to 8th 
January 2017 

A complete on-call rota for this period will be published week commencing 12th December.   

As a general principle specialty teams will ensure that throughout the winter months, annual 
leave provision across wards and departments is closely monitored to ensure sufficient 
cover is maintained to support service continuity.  This is particularly important during 
planned school holidays, where historically, patient flow pressures increase and access to 
Bank workers reduces.   

Teams are also organising additional resilience during the two long Bank Holiday weekends.  
An example of this is demonstrated below as part of the Acute Medical teams preparedness. 
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Christmas Weekend/Bank Holiday  

24th/25th Dec - three consultant physicians sharing on-call plus an Acute Physician ward 
round – including a consultant geriatrician. 

26th/27th Dec - two consultant physicians sharing on-calls plus an Acute Physician ward 
round including a consultant geriatrician on 26th December. There is no geriatrician on the 
27th December.   

28th December to 30th December (inc) are normal working days plus a HoP consultant doing 
the post-take ward round. 

New Year weekend/Bank Holiday 

31st Dec/1st Jan - three physicians on-call plus an Acute Physician ward round.  

Geriatrician on-call 30th into 31st December, including post-take ward round.   

Rostered Geriatrician on the afternoon of New Year’s Day. 

2nd Jan - two physicians sharing on-call plus an Acute Physician ward round. Geriatrician 
doing morning post-take ward round.  

4th – 6th Jan normal working days.  

Post New Year Weekend 7th & 8th January 

Three physicians sharing weekend on-calls plus Acute Physician ward round.  

 

11. Emergency Department 

The Emergency Department continues to review emergency care pathways to reduce delays 
and maximise the opportunity for admission avoidance.  The Emergency Department team 
have undertaken a significant amount of work to ensure that the service is adequately 
resourced and that workforce capacity matches required demand. 

There is now additional resource for Nurse Practitioners and the team have implemented a 
Rapid Assessment which puts Consultants and senior doctors at the start of the patient 
journey in the majors area ensuring swifter decision making. 

12. AMU 

To receive, assess and treat all ambulatory referred medical and surgical patients. 

13. Emergency Assessment Unit 

General assessment for all GP referred patients  

14. Discharge Lounge Facilities 

The discharge lounge facilities currently established on Elizabeth Ward are being reviewed 
to ensure that at times of high demand this can be flexed to receive more patients.  In 
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addition this unit is also required to safely accommodate patients in the event of ward decant 
and deep cleans. 

15. The Perfect Week 

NHS England have requested that all providers undertake a perfect week during January 
2017.   The Trust has suggested conducting the “Perfect week” Wednesday 22nd February - 
Tuesday 28th February, with the aim of improving the 7-day focus.  NHSE feedback is 
pending. 
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WINTER ACTION PLAN – 2016/17 

ACTION  COMMENTS LEAD 
MANAGER 

TIMESCALE 

ICO capacity demand  
Escalation Policy reviewed and 
updated 
Now titled  
Operational Pressures Escalation 
Plan (OPEL) levels of escalation  

Jonathan has amended the Escalation Policy to incorporate the 
new NHSE Escalation Framework and OPEL levels from RAG 
rating. 
 
CG to review with CCG ratify at Patient Flow Board in December 
for A&E Delivery Board sign-off. 
Test and training for clinical and management leads in January 
2017 
 
New mechanism introduced for escalation reporting: 
Electronic incident log IT system in design for Control Team for 
daily escalation to communicate and monitor escalation actions. 
 

Cathy Gardner 
Supported by 
Jonathan Edmondson 

14.12.16 

Strength based approach training 
roll-out.   
 
Focus on independence and 
‘appropriate’ level of care support 
with D2A culture. 
 
Manage the limited care resource 
appropriately. 

Training for Discharge Team, Physios etc. (50 attendees) 
scheduled for 24th November and a further date set for December. 
 
Continued roll out to MDT via SAFER 9am huddles.   

Cathy Gardner Completed and 
ongoing 

Reluctant Discharge Policy  
 

Distribute and communicate at all acute and community ward 
bases. 

Nicola Barker  Completed to be 
circulated and 
flagged on the 
intranet. 

Domiciliary Care –  
High level of risk to the organisation.   

Executive-led Action Plan and resilience.   Liz Davenport 
Shelly Machin 

Completed work 
continuing to 
support and 
monitor. 
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Newton Abbot additional Capacity  New Interim Head of OT and Physio will be supporting activity at 
NAH: able to allocate resources and to ensure adequate skill mix to 
cover 60 beds.   
These beds can be managed as business as usual. 
 
Ongoing work with Social care team at Templar around 
engagement and MDT.  Requirement for further work around 
referrals, communication to smooth these processes. 
 
Long LoS happening weekly with input from Social care. 
SAFER embedded. 
Full-time discharge co-ordinator to support team. 
In the event that beds are required NAH is ready. 
 

Nell Clotworthy 
With  
 
Liz Stirling 
 
Lee Baxter 
 
 
 
Nicola Barker 

Completed 

Nurse staffing resource and 
assurance around flexibility to 
allocate across all bed bases. 

Concerns around high risk areas – particularly in the community.  
Work progressing with ADNs to review non-clinical RNs and 
Options. 

Jacquie Phare Work underway. 

7-day therapy support to community 
hospitals 

Potential for intermediate care teams to provide advice at 
weekends 

Su Skelly  Ongoing. 

DTOC Escalation Processes: 
Reliable, clear escalation process for 
delayed discharges across 
acute/community beds 
 

Escalation roles and responsibilities to ensure accountability to 
manage high numbers of patient delays across acute and 
community sites and free up bed capacity: 
Rota drawn up and agreed with Community Managers. 
Key individuals to lead: 
Associate Director  
Operational Lead for both Torbay and South Devon 
Action cards developed: 

- Stepdown non-essential work during the period of 
escalation 

- Expectation – what the individual will be expected to lead. 
- Maintain scheme delegation and funding decisions will be 

supported by Lee Baxter and/or Cathy Williams.   
- Escalation actions to be completed in hours and with a co-

ordinated approach and response to the escalated demand. 
- Operational lead will participate in control meetings. 

Lee Baxter Completed. 
 
Action Cards. 
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MFFD Discharge Team: Roles, Responsibilites and decision-makers part 
of the Complex Discharge Programme. 
Acute – complete. 
Community – work underway.  
 
Information support to identify DTOC. 

Helen Ireland/Nicola 
Barker 
 
 
Neil Elliott 

Ongoing work 
around 
community 
DTOC 
information and 
robust daily 
management. 

MH Escalation Mechanism. Clear process to manage delays for psychiatric patients. Cathy Gardner Mapping 
meeting 
scheduled in 
December to 
define 
escalation 
process. 

Deep Cleaning Resource Response across acute and community sites to outbreaks/HPV 
cleans.  
Resilience for Enhanced cleaning for proactive management. 
 

Karen Robertson Assurance 
Received. 

Comms Team  Choose Well and public messaging to reduce demand. ICO Comms working 
with CCG team.   

Assurance 
Received. 

Additional Escalation Beds Option appraisal with Executive Team for decision.   Jane Viner 
Jacquie Phare 

Awaiting 
confirmation. 

SAFER Full roll out to all ward areas both acute and community Cathy Gardner Ongoing. 
Complex Discharge Programme Monitor and Measurement. Cathy Gardner Ongoing 
Discharge to Assess Roll out on SAFER wards.  Support from I/care management to the 

Discharge meetings. 
Scale up. 

Su Skelly  Ongoing 

Perfect Week  Agreed to conduct system-wide perfect week from 22nd February to 
28th February.  
 
Working group to be set up. 

Rob Dyer – Clinical 
Lead 
Cathy Gardner – 
Management Lead 
Susan Martin – QI 
support. 

30.11.16 
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REPORT SUMMARY SHEET 
 
 

Meeting  Date: 
 

7 December 2016 

Title: 
 

Workforce and OD Board Report 

Lead Director: 
 

Judy Saunders, Director of Workforce & OD 

Corporate 
Objectives: 
 

1. Safe, Quality Care and Best Experience 
2. Improved wellbeing through partnership 
3. Valuing our workforce 
4. Well led 

Corporate 
Risk/Theme 
 

Failure to achieve key performance standards 
 
Inability to recruit / retain staff in sufficient number / quality to 
maintain service provision 
 
Failure to achieve financial plan 
 
Delayed delivery of integrated care organisation (ICO) care model 

Purpose: 
 

Information/Assurance 

Summary of Key Issues for Trust Board 

Strategic Context: 
 

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

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

Key Issues/Risks: 
 
Issues  
 

 Performance against the key workforce metrics for 2016/17 are included in section 2 of 
this report. 

 The Workforce and OD Group reviewed a capacity plan to reduce the nurse vacancy 
gap over the next 5 years and requested a final proposal for their next meeting in 
January.  Section 3.2 refers. 

 The Appraisal rate remains at 84% against a target of 90% a range of measures to 
improve the rate were agreed at the Workforce and OD Group, Section 4.2 refers.  

 The Workforce and OD Group agreed at their meeting on the 17th November 2016 that 
given the positive effect of the existing incentives and controls to reduce agency spend 
the existing incentives to substantive staff and bank workers to cover shifts should be 
maintained.  However no further incentives should be introduced pending a further 
update in January 2017.  Section 4.6.5 refers.   

 Programmed alerts to managers in respect of responsibility allowances, acting up and 
fixed term contracts will reduce the potential for erroneous payments.  See section 
6.1.1. 

 The implementation of the new Learning Management System (LMS) & Nurse 
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Revalidation system has been delayed.  Section 6.1.2 refers. 

 The Senior Management Leadership Development Programme commences in 
December, Section 7.3.2 refers 

 The Trust has been part of the successful STP bid to become one of the 11 national 
pilot sites for the Nursing Associate role in the UK.  The Trust will employ 10 Training 
Nursing Associates (see section 8.4.3).  

 
Risks 
 

 The outcomes of the community services consultation and implementation of any 
changes being in close proximity making consultation challenging (see section 3.1). 

 Failure to achieve workforce changes in accordance with the Trusts Operations Plan 
including CIP plans (see section 3.3). 

 The rolling sickness absence rate has increased to 4.27% against a target of 3.90% a 
range of measures to mitigate the increase are contained in section 4.1.  These 
measures are included in an enabling efficiency scheme in the Trusts 2017/2018 
operations plan (see section 3.3).  

 NHSi have brought in a range of additional reporting requirements for temporary staff 
as detailed in section 4.6.1.  The Board needs to be assured that appropriate agency 
management action is being taken and that the self-certification checklist is completed 
and returned to NHSi by the end of November.  Appendix D, E and F refer. 

 Medical recruitment in general remains a challenge as reported in section 4.7. 

 Junior doctor contract working hour’s restrictions may leave the Trust at risk of covering 
gaps in rotas.  Analysis of the data is currently being undertaken.  Section 4.8 refers.  

 Failure to deliver against targets in the apprenticeship reforms will result in at least 
some of the apprenticeship levy of £1.3M being withheld.  Sections 8.1.1 refers.  

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

Summary of ED Challenge/Discussion 
 
 

Internal/External Engagement including Public, Patient and Governor Involvement: 
 
Governor Observer on Workforce and Organisational Development Group (Workstream 4) 
 

Equality and Diversity Implications: 
 
None. 
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Board of Directors 
Workforce and Organisational Development Directorate 

7th December 2016 
 

1. Purpose and Content of the Report 

 
1.1 Report Purpose 

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

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

 A summary of progress on key performance indicators.  These performance 

indicators are included in the Trusts monthly workforce and OD scorecards in 

the appendices and include key targets and monthly trends.   

 Detail on actions and initiatives linked to the objectives and key performance 

indicators. 

 

2. Progress on Key Performance Indicators 

 
2.1 The Workforce and OD metrics included in this paper are as at the end of October 

2016 and are included as detailed below. 
 

 Appendix A – Workforce and OD Scorecard – Organisational month by month 
metrics for the last year to show trends. 

 Appendix B – Key Metrics by Business Unit – Metrics month by month for the 
operational Business Units for the current financial year to show trends.  Metrics 
included are sickness absence, staff appraisal and mandatory training. 

 Appendix C – Summary of key metrics by Business Unit, Division/Department. 
Those included are sickness absence, staff appraisal, turnover and mandatory 
training.  In this report sickness absence rates are for the actual month rather 
than the rolling year. 

 
2.2 The above reports are RAG rated based on targets and thresholds agreed by this 

Group for 2016/2017.  The targets for October 2016 are included in the Workforce 
and OD Scorecard (appendix A).   

 
2.3 The following provides a graphical presentation of a number of the key targets and 

the overall trend and a brief commentary for each.  In addition comparisons with 
neighbouring Trusts are provided. 
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1. Sickness Absence 
The rolling sickness absence rate has 
increased to 4.27% against a target of 
3.90%.  Activity in respect of managing 
sickness absence is included in 4.1 of this 
report. 
NHS Digital produce regular reports of 
sickness absence levels in the NHS.  The 
latest report they have produced that 
includes the annual rolling rate of sickness 
absence was to March 2016 and the rate 
for all NHS organisations was 4.15%, for 
Acute Trusts 3.97% and for Community 
Trusts 4.57%.       
2. Turnover 
Turnover rates have decreased in this 
financial year and are within the target 
range of 10% to 14%.  Turnover rates for 
RGN’s continue to decline but maintaining 
capacity due to supply shortages remains 
a significant challenge. 
3. Appraisal  
The appraisal rate of 84% in October 2016 
has not changed for the last 3 months and 
remains below the target of 90%.Action to 
improve this position is included in 
paragraph 4.2 of this report.   
4. Statutory and Mandatory Training 
The Trust has a target of 85% as an 
average of 9 key modules.  This current 
rate is above target but some individual 
modules remain below their target 
compliance rate. 
5. KPI Comparisons 
This table enables the comparison of a 
number of the KPI’s with neighbouring 
NHS Trusts.  See 1 above for national 
comparison of sickness absence.  
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Sickness Absence 4.27% 4.10% 4.41% 3.70% 3.60% 3.66%

Appraisal  Rate 84% 82% 74% 81% 83% 77%

Mandatory Training 86% 88% 84% 85% 91% 88%

Northern 

Devon 

Healthcare 
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3. Workforce Planning 

 
3.1 Care Model Implementation 
 

The recruitment of staff to enhance both the Intermediate Care Teams and Trust 

Wide Teams has enabled those teams to enhance the service in the community as 

planned.  The on-going consultation in respect of other services including 

community hospitals has caused staffing pressures in those areas and plans to 

deliver changes cannot be finalised until any final decisions are made.  Plans to 

deliver the changes including reskilling the workforce where required are part of the 

wider care model workforce plan.  

 

3.2 Nursing Capacity Plan  

 

A paper setting out proposals for reducing the nurse vacancy gap was discussed in 

detail by the Workforce and OD Group to get views on a number of key issues.   A 

number of policies are still to be confirmed nationally and locally before the Trust is 

able to finalise its proposals. 

 

The paper set out how using a range of supply routes the Trust could reduce its 

Registered Nurse vacancy gap over the next 5 years.  Appendix G to this report is 

an appendix to that paper showing the current vacancy gap and projected leavers 

and how the various supply routes will be used to reduce the nurse vacancy gap.  

The paper set out the context for the current position including that there had been 

significant reductions in the number of nurses had being trained nationally as shown 

in the graph below.  The graph also shows that this position has started to be 

reversed.  

 

15000

16000

17000

18000

19000

20000

21000

2010/2011 2011/2012 2012/2013 2013/2014 2014/2015 2015/2016 2016/2017

Total Nursing Commissions

Total Nursing Commissions

 
  Source: HEE commissioning and investment plan – 2016/17     

 

The proposed supply routes the Trust will use to match demand and supply as 

shown in appendix G include: 

 

 Newly Qualified – Offering a training package in return for a commitment to work 

in the Trust, asking the Higher Education Institutions to train more students on 
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our behalf, using the apprenticeship route from September 2018 and continuing 

to develop our recruitment strategies. 

 Return to Practice/Conversion – Continuing to target nurses whose registration 

has lapsed or needs to be converted. 

 Sponsoring Assistant Practitioners – Sponsorship for Assistant practitioners to 

undertake their nurse training from Health Education England is to cease 

although the Trust could fund sponsorship.  

 Role Redesign/New Roles – Over time the introduction of new and amended 

roles will reduce the demand for nurses.  

 General Recruitment – Recruitment from the general market has been 

maintained at similar levels over the last few years and improved marketing and 

promoting is designed to further improve that position. 

 Overseas Recruitment – Overseas recruitment should enable the Trust to 

achieve its vacancy gap reduction in the short term whilst the other supply 

routes are developed. 

 

The Workforce and OD Group agreed the approach and asked for a final proposal 

to be presented at the January meeting of the Group. 

 

It was also agreed that similar capacity plans should be instigated to cover other 

key staff groups across the Trust. 

3.3 Operations Plan    
 

The Workforce and OD Directorate are supporting development of the 2017/2018 
Operations Plan.  This support includes a planned review of all efficiency schemes 
to identify the key workforce changes and how these will be supported and 
monitored for future reporting. 
 
In addition the Directorate is the lead for two Trust wide schemes as follows: 
 

 Management and Administration – This scheme identifies planned efficiencies 

in respect of management and administrative workforce for both back office 

functions and those working in service delivery units.  The scheme plans to 

deliver the Carter Report requirements for the management and administrative 

workforce and the back office plans are being developed with the wider STP.  

 

 Sickness Absence – This scheme is considered to be an enabler that if 

effective will reduce costs in other areas such as, agency usage, staff cover etc. 

The plans for these schemes are included in the Trusts Efficiency Delivery Group 
project planning.  Details of current activity in respect of sickness absence 
management is included in section 4.1.   
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4. Human Resources 

 
4.1 Managing Sickness Absence 

 
The annual rolling sickness absence rate has again risen and currently stands at 
4.27%.  However the monthly rate for September 2016 was 4.02%. 
 
Actions to reduce levels of absence are being initiated both on a short term and 
medium term basis. The more immediate actions will involve the agreement and 
publication of a more streamlined attendance policy that incorporates a number of 
changes from the current approach both in terms of efficiency, focus and tenor.  On 
the back of this will be refresher training in absence management for managers 
which will be run on a partnership basis with the Trade Unions. 
 
In the medium term and as part of the revised policy there will be a greater focus on 
long term absence management, including earlier intervention.  In addition 
smoother systems for the identification of interim alternative work for those staff that 
are able to undertake some work, but not in their substantive posts are being 
developed. 
 
Finally, the initiatives to reduce absence rates will be balanced with the need to 
ensure that the approach to managing absence is predominantly supportive of staff 
and does not make staff feel that they are pressurised to attend work when they are 
not fit to do so. 

 
4.2 Appraisal 
 

PDR/Appraisal rates currently stand at 84%. The rate has been at this level for a 
number of months and therefore consistently remains below the Trust target of 
90%. It is clearly recognised that regular and good quality appraisals are essential 
both for the development of staff and the delivery of the organisations business 
objectives. In order to keep appraisal compliance on the agenda of managers, they 
currently receive monthly workforce reports detailing compliance. In addition, 
workforce KPIs which include appraisal rates, are a standard agenda item for 
discussion at senior manager meetings in the Trust and are incorporated into 
Divisional/Directorate reports. 
 
It has been agreed by the Workforce & OD Group that a number of additional 
actions should be taken to improve the compliance rates. These are as follows:  
 

 Letter to divisional managers from the CEO highlighting hot spots and reiterating 
expectation around target and seeking an assurance plan within a given 
deadline.  

 Utilise staff bulletin to advertise training dates and signpost to BUZZ 
conversation. In addition, managers should be reminded of the importance of 
informing the workforce department, as soon as an appraisal has been 
undertaken 

 Include as an All Managers agenda item 

 To confirm who is included within the appraisal statistics to enable targeting by 
occupational group where possible. 
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4.3 Staff Friends and Family Test (Staff FFT)  
 
4.3.1 National Update 
 

The national findings for quarter 2 (July – Sept 2016) have recently been submitted 
and detailed comparisons will be available once they are published on 24th 
November 2016. 
 

4.3.2 Local Update 
 
The Staff FFT is being conducted for 2016 – 2017.   A programme of activity is 
diarised to ensure all members of staff have the opportunity to complete the survey.  
As in the previous two years information and findings will be fed back to the relevant 
senior management teams to ensure any comments/themes etc. are acted upon 
and shared. 
 

4.4 Staff Survey 2016 
 

The NHS Staff Survey has been running for 5 weeks and is on countdown to end on 
2nd December 2016. As of 9th November 2016 the Trusts response rate was 41%. 
There are a range of activities designed to try and encourage a higher response 
rate.   
 

4.5 National NHS Staff Health and Wellbeing CQUIN 2016/17 
 

Progress continues to be made against the action plans to achieve the National 
NHS Staff Health and Wellbeing CQUIN for 2016/17 and are summarised below. 
1a – Introduction of health and wellbeing initiatives covering physical activity 
schemes, mental health and improving access to physiotherapy for staff with MSK 
issues. 
 
Actions include:- 
 

 Implementation of new physical activity schemes including;  
o Corporate challenges e.g. Plymouth 10k,  
o physical evening activities e.g. Bollywood fitness programme and the 

identification of ‘Walk for Life’ trails. 

 The development of a weekly wellbeing@work column providing hints and tips 
for increasing physical activity  

 Promotion of ‘Managing back pain’ through hiblio videos and spotlight 

 Developing the role of the Well-being at Work Champions to include mental 
health first aid support. 

 
1b – Healthy food for NHS staff, visitors and patients 
 
Actions include:- 
 

 Removal of ‘red’ labelled sandwiches from pre-packaged options reducing 
HFSS options 

 Redesign of Costa servery to comply with standards 

 Till stations have been reviewed to remove all HFSS from close proximity 
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 New retail options have been initiated to maximise revenue from non-HFSS 
product lines 

 Removal of HSFF promotions from League of Friends  
 
1c- Improving the uptake of flu vaccinations to achieve 75% uptake for front line 
staff  
 
Actions include:- 
 

 Peer vaccinators have been trained and active – status as of 31st October - 47% 
of frontline staff have been vaccinated. 

 Blogs to support the campaign have been developed including; Senior Clinician 
and a ‘real life experience’ blog by a member of staff telling her story of her fight 
against flu in Intensive Care 

 Flu newsletter has been developed and circulated 

 A heat map has been developed to identify areas of low vaccinations to help 
target communications.  

 
4.6 Temporary Staffing 
 
4.6.1 NHSI Reporting Requirements 
 

It has been one year since NHS Improvement (NHSi) introduced the agency rules, 
and the sector has delivered reductions in agency spending of over £600 million. 
Spending on agency staffing across England is now 20% lower than the same 
period last year. However, agency staff still cost the NHS around £250 million a 
month. The South region is already £24m (10%) above the aggregate agency 
spending ceiling this financial year and the Trust needs to provide assurance that 
the appropriate controls have been implemented to meet the Trust ceiling. As the 
Trust has exceeded its agency ceiling in the first five months of 2016/17 further 
reporting requirements have been introduced to ensure that action is being taken to 
bring spending below the ceiling. 

 
These requirements include:  

 

 Measures to ensure boards have sight of prices paid and spending at cost 
centre level and are actively holding executives to account on reducing agency 
expenditure across all parts of the Trust.  

 Requiring Chief Executive oversight and further reporting to NHS Improvement 
across areas of high concern, including off-framework use, high-price overrides 
and on-call rates.  

 Action in respect of high on-call rates, grade inflation, high bank rates and 
payments for hours not worked; these are often reported to NHSi and NHSi will 
work with trusts to understand where this is occurring and intervene.  

 
In order for NHSI to gain a better understanding of our agency spending and where 
the biggest challenges are the Trust has been asked to provide the following 
information:  

 
a) Monthly agency spending broken down by cost centre/service line  
b) A list of our 20 highest-earning agency staff (Appendix D) 
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c) A list of agency staff that have been employed for more than 6 consecutive 
months (Appendix E)  

 
4.6.2 Helping boards to hold executives to account on agency spending  

 
NHSI have produced a self-certification checklist (Appendix F) for the board to 
complete to be assured that the Trust is taking all appropriate actions on agency 
spending and to identify additional steps that can be taken. The checklist includes 
actions that can have an immediate impact: establishing governance, accessing 
accurate and timely data to inform your decisions and using appropriate tools and 
processes – such as rapid recruitment processes and eRostering. Trusts are 
expected to have tough plans to tackle unacceptable spending, including 
exceptional over-reliance on agency staff in services such as radiology or very high 
spending on on-call staff.  

 
Where the Trust is heavily reliant on agency staff resulting in them being financially 
unsustainable the Trust is being asked to consider changing the way services are 
delivered, such as by changing roles or implementing shared service models, to 
achieve more sustainable staffing over the short to medium term.  

 
4.6.3 Additional reporting on unacceptable applications of the agency rules  
 

To ensure that chief executives have full sight of significant overrides, NHSI require 
in all trusts that the trust chief executive personally sign off on:  

 
● All agency shifts by individuals costing more than £120 per hour.  

● All framework overrides above price cap.  
 

4.6.4 Senior managers  
 

Trusts need to reduce reliance on agency staff at all levels and across all areas and 
this includes managerial staff. The aim should be to radically reduce and ideally 
eliminate reliance on agency managerial staff and use internal NHS solutions.  

 
From 31 October 2016 trusts will be required to secure approval from NHS 
Improvement in advance of:  
 

 Signing new contracts with agency senior managers where the daily rate 
exceeds £750, including on costs.  

 Extending or varying existing contracts where the daily rate exceeds £750, 
including on costs or incurring additional expenditure to which they are not 
already committed.  

 
Trusts will need to demonstrate that they first tried to fill the role internally, within 
their STP footprint or within the NHS. Guidance on this new process is awaited. 

 
4.6.5  Nursing & HCA Bank and Agency  
 

The Trust continues to report to Monitor on a weekly basis in respect of the number 
of agency shifts that are not compliant with Monitor framework, price cap and 
maximum wage cap requirements. 
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Of the weekly Monitor reports, nursing shifts remain the biggest component of the 
report however this has dropped over the last couple of months (averaging 130 
shifts per week), followed by medical shifts (averaging 50 per week).  There is 
minimal use of the high cost nursing agency and then only for last minute specialist 
roles e.g. mental health or paediatric nurse. 
 
The Workforce and OD Group discussed a paper that outlined how the various 
incentives introduced to reduce agency costs particularly for nursing have had a 
positive effect and contributed to the reduction in agency usage and overall costs. 
 
The paper included that the incentives have not been the sole reason for the 
reduction in temporary staffing usage and costs as some of this reduction is likely to 
have been as a result of improved controls and authorisation.  Never the less the 
paper concluded that the estimated projected cost avoidance due to the incentives 
and more robust control are as follows.  

  
Cost Avoidance 2016/2017   £1,731,544 

 Cost of Incentives 2016/2017     £424,304  
 Net Cost Avoidance 2016/2017  £1,307,240 
 

The Group agreed that the existing incentives should be maintained until the end of 
2016/2017 with no additional incentives implemented.  These arrangements would 
be further reviewed and a proposal for future arrangements to be recommended to 
the Workforce and OD group in January 2017. 

 
In the meantime the Temporary Staffing Team continues to strive to fill the demand 
for shifts across the acute and community settings.  In October 2016 the Temporary 
Staffing Team was able to fill 91% of the shift requests through a combination of 
bank and agency.  This equates to 253 whole time equivalents (WTE).  The table 
below shows the bank and agency usage by WTE for the whole Trust. 
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Total: Nursing Bank & 
Agency 

Apr-
16 

May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 

WTE Requested 281 305 306 319 283 245 279 

WTE Covered by Bank 207 223 221 238 217 193 213 

WTE Covered by Agency 56 63 66 58 48 32 40 

WTE Unassigned 18 18 19 23 18 20 26 

Total WTE Covered 263 287 287 296 265 225 253 

 

4.6.6  AHP Agency  
 

The Trust has recently gone live with the system called TempRE to manage and 
reduce our AHP temporary staffing expenditure.  This system is currently used for 
medical agency workers. The TempRE system will deliver a number of benefits to 
the Trust which includes: 

 

 Cost savings through the prevention of excessive or over contract rates and 
hours 

 Control and transparency through strong control of vacancy authorisation and 
release, invoicing and timesheeting. 

 Governance checks and controls 

 Management information and benchmarking. 
 
4.7 Medical Agency and Recruitment 
 

Due to current vacancies the Trust still requires the use of medical agency locums. 
The Trust continues to ensure where possible that all bookings are via direct 
engagement to allow the Trust to make a VAT saving. The total savings year to 
date is £65,470 (month end September). 

 
4.7.1 Comparative Monthly Medical Agency Spend: 

 

  
    Month 2013/14 2014/15 2015/16 2016/17 

April 116,191 108,059 209,148 195,501 

May 258,211 122,084 149,423 175,334 

June 191,927 166,781 226,428 243,300 

July 179,524 160,929 228,116 246,546 

August 141,130 152,713 241,809 161,853 

September 113,165 281,530 273,978 143,587 

October 136,933 327,659 180,382 
 November 50,741 330,862 124,940 
 December 95,782 302,564 123,493 
 January 102,846 216,263 170,802 
 February 83,801 250,634 139,765 
 March 57,183 150,500 198,863 
 Total 1,527,434 2,570,576 2,267,147 1,166,121 
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4.7.2 Medical Recruitment 
 

Following the difficulties of recruiting to a consultant post the Trust has recently 
been successful in appointing two SAS in AMU/Frailty. The Trust was also 
successful in recruiting a Consultant in Ophthalmology.   
 
The Trust has recently had success in advertising posts via social media (Facebook 
and Twitter) and is about to trial this form of advertising alongside our standard 
advertising routes for Emergency Medicine in an effort to market to a wider field of 
doctors. 
 

 Current Medical Vacancies (as at 1st November 2016): 

Grade Specialty Status 

Consultant  
(new post) 

Histopathology Vacant since Apr 2015 and advertised on 5 
occasions, including now 

Consultant 
(replacement x2) 

Stroke Vacant since Apr 2015 and advertised on 4 
occasions but now reviewing options 

Consultant 
(New Post) 

Dermatology Vacant since July 2015 and advertised on 4 
occasions but now reviewing options 

Consultant 
(replacement x2) 

Neurology Vacant since Nov 2015 the Trust has 
received 2 applications, Interviews are to be 

confirmed with the department 

Consultant 
(Replacement x2) 

Radiology 
 

Vacant since Feb 2015 
Advertised on 5 occasions 

Consultant 
(Replacement) 

Acute 
Medicine 

The department have an interested 
candidate and are hoping to interview on the 

15 Nov. 

Consultant x2 Emergency 
Medicine 

The Trust is still trying to recruit to 10 
consultants within the department. There 

have been 2 recent appointments. 

Consultant 
(Replacement) 

Cardiology The Trust have received 4 applications and 
the interviews are set for 15 Nov. 

Consultant 
(Replacement) 

Respiratory Currently out to advert, so far no suitable 
applications have been submitted. 

 
4.8 Medical HR 
 
4.8.1 Junior Doctor 2016 Contract 
 

On 5 October the first set of trainee’s transitioned to the new contract. These were 4 
ST3+ in Obstetrics and Gynaecology; there was a smooth transition with no 
concerns raised thus far. On the 7 December 36 Foundation year one trainees will 
transition to the new contract. The Trust has held two workshops on the new 
contract for the F1s to ensure they understand the new terms and conditions and to 
allow for any questions. Both workshops were well attended. 
 
There is a concern that given the new working hours restrictions, this will leave the 
Trust at risk of covering gaps on trainee rotas; therefore we are currently 
undertaking an analysis of this and the data will be available by the end of the 
month. 
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5. Occupational Health  

 
Optima Health’ has now been providing the Occupational Health Service (OH 
service) for three months.  Monthly KPI reporting reveals a 95% target being met on 
most aspects of the OH service.  The target for timeliness of appointments has not 
been achieved but this is due to the backlog Optima Health acquired on receipt of 
the service.  It is anticipated that in next month’s reporting all targets should be met.    
 
An Employee Assistance Programme [EAP] for all staff to access 24/7, provided by 
‘Workplace Wellness’ is also now in place and we are awaiting the first quarterly 
report.  

 

6.0 Workforce and OD Systems 

 
6.1 Workforce and OD Systems 
 
6.1.1 Management of Assignment Status 
 

The Electronic Staff Record (ESR) includes the dates when certain contract 
types/payments are due to expire.  These are known as assignment status and 
include: 
 

 Responsibility Allowance 

 Acting Up Allowance 

 Fixed Term Contract Expiry Date 

Managers are currently reminded when these assignments are due to expire but an 
automated alerts system will improve the management of these assignments and 
ensure payments are closely monitored and managed.  

 
6.1.2 Learning Management System (LMS)/Nurse Revalidation)  
 

The implementation of the new LMS/Nurse Revalidation system is delayed.  
Unforeseen work to the Active Directory (AD) continues to take place.  The Health 
Informatics Service (HIS) anticipates that this work will now be completed in the 
New Year (2017).  The current arrangements for learning and revalidation are 
robust and will continue until the picture is clearer.   

 
6.1.3  Electronic Staff Record (ESR) National Developments 
 

Previous reports have outlined the national developments to ESR that will support 
the Trusts strategy for workforce management systems.  IBM (the ESR provider) 
have produced an ESR Roadmap for the next 12 months which will improve 
accessibility for managers and staff and further enable the use of employee and 
Managers self-service.  These improvements will include internet access and 
reports and dashboards available to managers directly from ESR.  
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7.0 Organisational Development (OD) 

 
7.1 Equality and Employability Updates 
 
7.1.1 Workforce Disability Equality Standard (WDES) 
 

Following the implementation of the Workforce Race Equality Standard (WRES) in 
2015, the NHS Equality and Diversity Council (EDC) has recommended that a 
Workforce Disability Equality Standard (WDES) should be mandated via the NHS 
Standard Contract in England from April 2018, with a preparatory year from 2017-
18. NHS England has agreed to do so.  

 
7.1.2 Work Experience Week 2016 
 

As part of Work Experience Week 2016, the Trust hosted a Healthcare Careers and 
Work Experience event on the 14th October to celebrate the achievements of 
learners in Torbay and South Devon and to showcase the many opportunities 
available. 

 
The Trust creates opportunities for around 300 learners every year and recently 
achieved Gold Level Accreditation in Fair Train’s national Work Experience Quality 
Standard. The celebration event included a business breakfast meeting for 
managers, an open event for local schools and members of the public, presentation 
of individual and team awards and presentation of the recently achieved Fair Train 
accreditation.  

  
In 2016, the Employability Hub have also been nominated for an NHS Leadership 
Academy Award for Innovation, the Hub was shortlisted for a Community Impact 
Award with the Employers Network for Equality and Inclusion and has been 
awarded a Proud to be a Disability Confident Employer Certificate with Pluss. The 
Employability team are already beginning to make plans to widen participation over 
the upcoming year. 
 

7.2 Senior Ward Nurse Development 
 

The rostering guidelines which support senior ward nurse leaders in providing 
efficient rotas that should support safer working and reduce costs are being 
implemented.  

 
Wrap-around support is being provided to the senior ward nurse leaders jointly by 
OD and the Senior Project Manager responsible for producing the guidelines. This 
support will consist of practical help of creating a roster together with practical 
solutions and guidance in giving clear instruction to staff regarding any leave 
requirements, having difficult conversations and setting out what is expected of 
them as managers. This will development will be provided by way of 2 hour 
sessions intentionally fluidly designed to ensure that as and when specific issues 
arise through the programme they can be discussed and explored by the members 
of the group. These sessions are commencing at the beginning of December with a 
view to roll out across the other ward areas in the acute arm of the organisation in 
the first instance but into the community thereafter.  

 

Page 15 of 41Report of the Director of Workforce.pdf
Overall Page 299 of 331



Public 

7.3 Leadership Strategy 
 

To address the leadership challenges we are faced with as an ICO in a highly 
complex system we are developing a leadership strategy that will provide: 
 

 A context of the complex environment our leaders and managers find 
themselves in 

 Clarity for all managers of the expectations of them in their role but also what 
they can expect by way of support and development from the organisation 

 A set of standards required by all managers to ensure leadership is seen as a 
profession within the organisation 

 Leadership programmes designed to ensure all line-managers are supported 
and developed to deliver 

 Clarity of the style of leadership required for all disciplines of staff and support 
and development available at all levels 

 A programme of development opportunities inside and outside of the 
organisation 

 Options for future managers that have been identified through the talent 
management and succession planning programme. 

 
During December the strategy will be shared across the organisation at different 
forums to ensure staff have the opportunity to contribute sharing thoughts and 
ideas. The strategy will be completed ready for final sign of by this group at the 
January Workforce Group meeting. 

 

7.3.1 Using Meditative Approaches  
 
A consistent theme of staff feeling bullied, harassed and under-valued has been 
identified through several channels within the organisation including the staff survey 
and feedback from the Freedom to Speak Up Guardians.  It is of paramount 
importance that this this situation is addressed, not by way of “one intervention that 
fits all” but a series of interventions that provide different levels of support as 
required.  

 
As such and in alignment with the Leadership Strategy a proposed plan and 
development will be presented for discussion and approval at the Workforce and 
OD Group meeting in January.  

 

7.3.2 Senior Managers Leadership Development 
 
In order to support senior managers and leaders going through a re-structuring 
process particularly in the operational arm of the organisation a development 
programme has been designed using an external provider. The focus of the 
programme will be leading self, leading others and leading the system. There will be 
3 modules with the first taking place in December with the others following through 
in spring 2017. There are 36 places which have been prioritised with the Directors 
responsible for the operational delivery of the organisation. The programme will 
contain managers across all disciplines and staff groups. 
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7.4 Internal Coaching Network 
 
A group of 19 members of staff representing different staff groups, services and at 
different levels in the organisation will have completed their coaching training at the 
end of November.  They will be certified to the equivalent of and ILM level 7 and will 
provide coaching support that will be accessible to all members of staff by way of a 
systematic process. 

 
The coaches will officially graduate on 20th December. At this point the formal 
launch of the new network will be publicised together with a new web-page 
providing visibility of the purpose of coaching, who the coaches are, the process by 
which the service can be accessed and information for any member of staff wishing 
to be part of the future network. 

 

8.0 Education and Development 

 
8.1 Vocational Training 
 
8.1.1 Paying the apprenticeship levy 
 

As previously reported with effect from April 2017, the apprenticeship levy requires 
all employers operating in the UK, with a pay bill over £3 million each year, to make 
an investment in apprenticeships. Our levy will be in the region of £1.3 million.  A 
focus group has been set up to deliver the plan agreed by this group.  The focus 
group will use the time between now and the implementation of the levy to work 
closely with our delivery partners and internal stakeholders on the practicalities of 
how to make best use of the £1.3 million.  Funds will expire 24 months after they 
enter our digital account unless we spend them on apprenticeship training.  

 
8.1.2  New Nursing Degree Apprenticeships 
 

A new way of achieving a Registered Nursing qualification has been written based 
on the new standards that will combine practical training in a job with study towards 
a degree. Apprentices are employed for a minimum of 30 hours a week and will 
work towards a nationally approved apprenticeship standard.  Nursing will be the 
first degree apprenticeship for our professions and other health professions will 
follow. The University of Plymouth is part of the Trailblazer group and this Trust is 
part of the working group that will help to shape the national nursing apprenticeship 
standard.  The Trailblazer group will input into the curriculum to ensure a generation 
of Degree Apprenticeship Nurses will be workforce-ready for the Trust and to look 
at ways of up skilling/training our local workforce.  The draft standards to 
Department for Education will be ready in late 2016 in the hope to provide actual 
delivery by 2018.  All NMC competency requirements will be met. 
 
The Registered Nurse Capacity Plan included in section 3.2 of this report includes 
Degree Apprenticeship Nurses as a key supply route to support reducing the Trusts 
vacancy gap. 

 
The Trust’s Apprenticeship Strategy is being reviewed and developed across the 
ICO to ensure the Trust is aligned with our stakeholders i.e. Health Education 
England, South Devon College, Plymouth University and others. Links have been 
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forged with Dartmouth Caring that aim to set out the practical considerations and to 
establish the strategic direction of a joined up education and training strategy. This 
will then be used as a template across the wider footprint of the ICO. The idea of 
this collaborative model is to strengthen community links offering new ways of 
working by utilising resources and services in an innovative way.  

 
8.1.3 Dartmouth Academy 
 

The Trust is hosting a careers event at Dartmouth Academy on the 24th November 
designed to inspire and enthuse students to consider a career in the health and 
social care sector.  The intention is to give students the opportunity to gain a broad 
knowledge and understanding of, and develop skills in, the health and social care 
sector; support progression to a more specialised vocational or academic health 
and social care course or an apprenticeship; giving learners the potential 
opportunity, in due course, to enter employment within a wide range of job roles. 

 
8.2 Mandatory Training 
 
8.2.1 Compliance Rates 

The small decrease in compliance has continued although the Trust is still 
compliant in the majority of areas. All courses have recently seen an increase in 
bookings which is an indicator of the trend being reversed. 

 
Low compliant areas continue to be contacted and support offered to increase their 
compliance rates.  

 
8.3 Medical Education  
 
8.3.1 Undergraduate Programmes (Year 1-5) 
 

The new Medical School programmes continue to be developed, with Torbay 
actively involved in the curriculum development of Year 5 and contributing to the 
design of the new programmes. There is a meeting with both medical schools on 
the 16th November to negotiate how the programme will be delivered from 2018-19 
within the current agreement. 

 
The number of intercalating students returning to programme in Year 5 is now 43 
for the 2017/18 programme at Torbay.  An agreement is yet to be made to whether 
these numbers need to be topped up by PUPSMD (new school) students. 

 
Due to the news nationally that medical student places are to be increased by 
1,500, the Trust is in talks with the local medical schools in regards to the future 
development of the programmes here in Torbay.  The medical schools are currently 
submitting bids to the government who will allocate the additional student places 
across the 33 medical schools in the country.  There is the potential to significantly 
increase our medical education undergraduate programme delivery across the ICO 
and we await news from the medical schools following the outcome of the bids.  

 
8.3.2 Postgraduate Programmes Quality Update 
 

The GMC Regional Review update 2016 regional review of medical education in the 
south west has concluded with formal reports due to be published on the GMC 
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website and open to the public.  The GMC team enjoyed their visit to the south 
west, finding a strong deanery team and engaged local providers.  At Torbay they 

found that the Trust Board demonstrated accountability for educational governance, 
that training is taken seriously at board level and that the Trust is responsive to 
feedback.  They warned of the impact of increasing service demands and workload 
on an effective learning culture. 
  
The Deanery quality team visit the Trust on 16th November for the annual contract 
and quality review. 

 
Interviews for the Director of Medical Education post are being held on Friday 25th 
November. 

 
8.3.3 Physician Associate Programme 
 

Chris Green will be starting in post as a Physician Associate from Monday 7th 
November.  His post will part clinical with the Stroke team and part academic 
working with the Medical School and Trust in the development and delivery of the 
Physician associate training programme. 
 
Posts for the current 5 sponsored Physician associates from next Jan/Feb 2017 
have been proposed as follows: 
 Cardiology 

 EAU/MAU 

 Respiratory 

 ED 

 T&O 

Details are to be confirmed with the departments over the next few weeks. 
 
8.4    Professional & Clinical Education 
  
8.4.1 Objective Structured Clinical Examination Centre for the NMC 
 

The Trust was unsuccessful in its bid to become a NMC OSCE Centre despite a 
strong performance in most areas.  Oxford Brookes and Ulster Universities were 
offered the centres along with Northampton University, retaining their right to deliver 
the OSCEs. 

 
8.4.2 Foundation Degree in Healthcare 
 
 Since the last report the Trust has been offered 10 further sponsorship places for 

student nursing in February 2017 from our cohort of Assistant Practitioners. 
 

The Registered Nurse Capacity Plan included in section 3.1 and appendix G of this 
report includes sponsorship of Assistant Practitioners as a key supply route to 
support reducing the Trusts vacancy gap. 
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8.4.3 Nursing Associates 
       

The Trust has been part of the successful STP bid to become one of the 11 national 
pilot sites for the Nursing Associate role in the UK.  The Trust will employ 10 
Training Nursing Associates and the intention is to place them in the community 
setting to support the developing care model and to embed the Nursing Associate 
role into the trust without destabilising the Assistant Practitioner Band 4 role.  
Discussions for the Nursing Associate to become a regulated role have started and 
the Secretary of State for Health is expected to make a statement at the end of the 
month.  
 
The education programme with SD College for this new role will be a Foundation 
Degree Nursing Associate.  The time frame for completion is very short with staff 
being identified and named by December for a study release date of the first week 
in January. 
 
It is anticipated that the pilot funding for this programme will come from the 
apprenticeship levy, therefore work will need to be undertaken with this new 
Foundation Degree to match it to a dual award of a higher apprenticeship as with 
the Foundation Degree in Healthcare for the Trusts existing Assistant Practitioner 
role. 

 

9.0 Staff Welfare and Wellbeing @ Work 

 
9.1 Key Staff Welfare and Wellbeing Workstream areas 
 

There are a range of initiatives in place to support staff and organisation ‘wellness’ 
including: 

 

 Recognising and appreciating staff 

 Creating a safe, happier and healthier working environment 

 Encouraging and supporting employees to develop and maintain a healthy 
lifestyle 

 Improving mental and emotional wellbeing in the workplace 

 Staff disability awareness 
 

The Staff Wellbeing@Work Forum drives and coordinates the staff welfare and 
wellbeing agenda.  The current principle agenda item for the Forum is planning, 
developing and marketing the Wellbeing@Work Awarness Week.  The aim of the 
week is to target our top two reported reasons for sickness absence, namely stress 
and anxiety and MSK/back pain. The week will run from 23rd to 27th January 2017 
with Staff Seminars over the week being held as follows: 
 

 24th January ’17 - Mental Health Awareness 

 25th January ’17 - Physical Health Awareness 

 26th January ’17 - Lifestyles 
 
9.1.1 Staff Recognition and Appreciation 
 

 Staff Heroes Awards - These have now replaced the WOW awards as the 
monthly staff recognition scheme.  The Staff Heroes Awards operate in exactly 
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the same way as the WOW awards with nominations being made electronically 
or by paper form, which is on the public website.  These are judged by staff and 
publically elected Governors.  Quarterly certificate presentations by the Chief 
Executive, Chairman and Executive Team now take place in Bayview 
Restaurant 
 

 Blue Shield Awards – invitations to nominate individual staff and teams have 
now been distributed via the website, and using internal distribution 
mechanisms.  The Awards Ceremony will take place on Tuesday 21st March 
2017 at the English Riviera Centre. The Awards are cited on Trust values and 
include Awards for: 

   
- Individuals and Teams 
- Partnership 
- Innovation and Research 
- Volunteers 

- The Chairman’s Award and Em Jefferies Award for Lifetime Achievement 
 

 Long NHS Service and Retirement Awards – The table below identifies the 
number of staff at the end of October who have reached an age and length of 
service where they will become entitled to an award. 
 

Continuous 
Service 

Staff  Retirement Age Staff 

25 years 306  60-64 years old 452 

35 years 46  65 or Over 118 

Total 352  Total 570 

 
- Continuous Service: 

 
It is proposed that 3 certificate presentations are held in 2017 for staff who have 
worked for the NHS for 25 years in recognition of their contribution to the 
service.  In addition it is proposed that a certificate presentation is held in 2017 
to celebrate the achievement of staff who have worked for the NHS for more 
than 35 years. 
 
Certificates will be presented by the Chairman and Chief Executive. 

 
- Retirement Awards: 

 
In accordance with the Retirement Policy, retirement awards are granted to all 
employees who have completed ten or more year’s consecutive service and 
retire with the organisation as their last place of work.  Upon retirement from the 
Trust, staff will receive a retirement certificate/gift in recognition of their 
contribution to the service. This applies equally to full or part time employees. 

 
- Retirement and Continuous Service overlap: 

 
Where Retirement and Continuous Service overlap there will be additional 
recognition at the above events. 
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When a Director or Senior Manager, or a manager acting under their authority, 
learns of the impending retirement of a member of staff in their department, they 
should investigate whether the individual concerned is eligible for a Continuous 
Service and Retirement award.  
 

9.1.2 Workplace Champions 
 

The Trusts various existing Workplace Champions are being brought together to 
make connections and to establish their different roles and similarities.  Workplace 
Champions are voluntary and undertake the role in addition to their normal duties.  
The roles currently undertaken by our Workplace Champions are: 
 

 Keeping Well at Work Champions 

 ICO Champions 

 Acceptable Behaviour Champions 

 Freedom to Speak Up Guardians 
 

The intention of meeting with the Workplace Champions is to define their roles and 
to provide training and support to extend their roles to deliver: 

 

 Mental Health First Aid  

 Coaching support 

 Mentoring support 
 

9.1.3 Lighten-up Programme 
 

This is a practical programme designed to improve work/life balance. It is a series of 
five modules and is run through facilitated sessions with the use of DVD’s and 
group and individual activities.  The first Programme is being launched on the 17th 
November 2016. 

 
This programme is fully subscribed with some Localities/Departments asking for a 
bespoke programme in the New Year 
 

9.1.4 CQUIN - Improving the health and wellbeing of staff  
 

The CQUIN action plan introduces health and wellbeing initiatives covering: 
 

 Physical activity 
- Undertaking a scoping exercise into the provision of physical activity 

schemes for staff 
- Promote increasing physical activity (Corporate, Team and individual 

challenges) 

- Identify schemes to promote active travel e.g. cycling to work, hospital 
walks etc. 

 Mental Health 
- Introducing a range of mental health initiatives for staff 
- Supporting staff with stress with information about mental health and 

stress at work, management of stress/resilience training, counselling 
services, mental health first aid and by making reasonable flexibilities and 
workplace adjustments 
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As detailed in section 6.1 stress and anxiety and MSK/back pain are the Trusts top 
two reported reasons for sickness absence. 
 
The table and graphs below show sickness absence due to stress and anxiety, 
comparing 2015/16 figures with current year 2016/17 figures.  These tables and 
graphs demonstrate the need to implement the above interventions. 
 
 

Month 
Episodes 

15-16 
Episodes 

16-17 

Calendar 
Days 

Lost 15-
16 

Calendar 
Days 

Lost 16-
17 

Apr 34 56 914 1409 

May 29 54 792 1680 

Jun 32 52 784 1579 

Jul 33 66 942 1918 

Aug 34 68 1056 2130 

Sep 35 64 769 1979 

Oct 33   891   

Nov 44   1324   

Dec 40   1143   

Jan 43   1329   

Feb 50   1476   

Mar 49   1695   

Grand 
Total 

456 360 13,115 10,695 

 
 

 
 
 

 Improving access to physiotherapy for people with MSK issues 
- Ensuring staff have access to physiotherapy services in a timely manner 

and without delay  
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- Scoping current services available to staff e.g. moving & handling 
training, physiotherapy advice etc. 

- Promote ‘managing back pain’ to staff 
 

9.1.5 Staff Disability Awareness – Disability as an Asset 
 

Research commissioned by NHS Employers and NHS England shows that disabled 
staff have worse experiences to other staff in key areas such as bullying, attending 
work when feeling ill, and mixed levels of support from managers. 

 
Working with the Trusts Staff Disabilities Group we will be working with the 
Disability as an Asset approach and assessing how the Trust is doing in areas such 
as career progression and/or making adjustments for disabled staff.  Using this 
assessment the trust will seek to address differences between disabled and non-
disabled staff and to achieve and demonstrate improvements. 
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TSDFT Workforce and OD Scorecard 2016/2017 Appendix A

Oct-16

Indicator and (Target) Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

Bank/Agency Spend Total £6,718,244 £7,918,436 £9,059,507 £10,494,361 £11,816,473 £13,368,816 £1,746,467 £3,450,162 £5,173,698 £6,838,622 £8,273,400 £9,516,206 £10,874,713

Bank Monthly £522,045 £644,746 £544,710 £577,004 £554,756 £633,754 £835,496 £661,185 £611,744 £681,690 £673,890 £565,324 £669,222

Agency Monthly £765,391 £555,446 £596,361 £857,850 £767,356 £918,589 £910,971 £1,042,510 £1,111,792 £983,234 £760,888 £677,482 £689,285

Staff Headcount Number 6089 6078 6057 6071 6069 6059 6077 6070 6056 6046 6069 6116 6164

Bank Usage (WTE) 185.09 223.51 243.61 240.63 239.78 266.85 296.85 297.19 220.12 270.87 267.77 222.61 270.39

Agency Usage (WTE) 53.87 98.78 124.20 107.26 115.45 144.27 132.66 119.55 141.95 137.71 139.60 89.18 81.47

Starters 70.0 59.9 23.9 53.4 62.5 39.4 48.1 44.9 42.6 34.4 115.5 97.2 74.5

Leavers 54.5 68.1 45.9 62.3 46.5 53.3 38.3 50.7 54.7 45.7 123.5 51.8 59.5

Staff Turnover Rate %  (Between 10% - 14%) 12.79% 12.97% 13.15% 12.94% 13.09% 12.75% 12.78% 12.77% 13.21% 12.99% 12.99% 12.61% 12.61%

Sickness Absence Rate % (4.00% or less) 4.07% 4.04% 3.98% 3.99% 4.04% 4.10% 4.11% 4.13% 4.19% 4.23% 4.25% 4.27%

Bradford Score % over 250 Points 11.62% 11.69% 10.76% 9.18% 10.68% 10.63% 10.86% 10.90% 11.07% 11.25% 11.25% 11.13%

Sickness Cost £6,058,810 £6,075,432 £6,042,868 £6,043,671 £6,151,402 £6,279,071 £6,292,997 £6,327,834 £6,394,148 £6,431,222 £6,457,004 £6,487,987

Skill Mix (Registered-Band 5 & above/Non-registered-Band 4 & below) 55/45 55/45 55/45 55/45 55/45 55/45 55/45 55/45 54/46 54/46 55/45 54/46 54/46

Staff appraised in last year (90% or above) 80% 77% 78% 86% 85% 83% 82% 82% 82% 81% 84% 84% 84%

Age Profile - % of staff over 55 years of age 22.0% 22.0% 22.0% 22.0% 23.0% 22.0% 22.0% 22.0% 22.0% 22.0% 22.0% 22.0% 23.0%

* Starters and leavers in August include Junior Doctors change over

Training and Development - Percentage of staff compliant

Information Governance Training (95% or above) 91% 90% 90% 90% 89% 88% 88% 88% 88% 86% 87% 87% 86%

Fire Training (85% or above) 85% 84% 86% 85% 83% 83% 82% 83% 83% 83% 84% 84% 82%

Child Protection L1 (90% or above) 92% 92% 93% 93% 93% 92% 92% 92% 93% 92% 92% 92% 92%

Infection Control (85% or above) 84% 83% 85% 84% 83% 82% 81% 83% 82% 82% 82% 82% 82%

Equality & Diversity (85% or above) 91% 92% 93% 93% 93% 93% 92% 92% 91% 91% 90% 88% 88%

Conflict Resolution (85% or above) 90% 91% 92% 92% 91% 90% 89% 89% 88% 87% 87% 86% 86%

Health & Safety (85% or above) 88% 88% 89% 89% 88% 87% 86% 86% 86% 85% 85% 86% 86%

Manual Handling (85% or above) 86% 86% 88% 87% 86% 86% 86% 87% 86% 86% 86% 85% 84%

Safeguarding Adults L1 (90% or above) 93% 93% 94% 94% 94% 93% 93% 93% 93% 93% 92% 92% 92%

Average Compliance 89% 89% 90% 90% 89% 88% 88% 88% 88% 87% 87% 87% 86%

Page 25 of 41Report of the Director of Workforce.pdf
Overall Page 309 of 331



Public 

Appendix B

OUTTURN Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

Sickness Absence - All  ICO Staff 4.16% 4.15% 4.12% 4.07% 4.04% 3.98% 3.99% 4.04% 4.10% 4.11% 4.13% 4.19% 4.23% 4.25% 4.27%

Community BU Total 4.54% 4.50% 4.53% 4.38% 4.43% 4.27% 4.44% 4.29% 4.39% 4.32% 4.46% 4.62% 4.73% 4.81% 4.86%

Medicine BU Total 3.75% 3.80% 3.85% 3.84% 3.83% 3.87% 3.94% 4.00% 4.06% 4.16% 4.16% 4.29% 4.41% 4.44% 4.45%

Surgery BU Total 4.47% 4.40% 4.36% 4.26% 4.19% 4.08% 4.10% 4.15% 4.15% 4.12% 4.07% 4.04% 3.98% 3.97% 3.96%

WCD BU Total 3.53% 3.46% 3.41% 3.27% 3.26% 3.19% 3.19% 3.24% 3.29% 3.18% 3.19% 3.17% 3.19% 3.22% 3.20%

Staff Appraisals  - All  ICO Staff 86% 86% 84% 80% 77% 78% 86% 85% 83% 82% 82% 82% 81% 84% 84% 84%

Community BU Total 89% 86% 86% 83% 80% 85% 90% 90% 89% 88% 87% 86% 85% 88% 88% 87%

Medicine BU Total 87% 86% 86% 81% 80% 76% 83% 81% 77% 76% 78% 78% 80% 84% 87% 88%

Surgery BU Total 86% 90% 89% 88% 85% 86% 90% 89% 87% 87% 87% 85% 84% 86% 87% 86%

WCD BU Total 85% 85% 79% 81% 80% 87% 92% 89% 86% 87% 87% 88% 86% 88% 88% 85%

Mandatory Training - % Completion of 9 competencies - All  ICO Staff 88% 88% 87% 89% 89% 90% 90% 89% 88% 88% 88% 88% 87% 87% 87% 86%

Community BU Total 92% 92% 91% 92% 92% 93% 92% 91% 89% 89% 91% 91% 92% 92% 90% 90%

Medicine BU Total 83% 86% 85% 85% 85% 85% 85% 86% 85% 84% 85% 86% 83% 85% 86% 86%

Surgery BU Total 86% 87% 86% 87% 87% 88% 88% 89% 88% 88% 88% 89% 87% 87% 87% 86%

WCD BU Total 90% 90% 89% 89% 89% 89% 89% 89% 89% 88% 89% 89% 89% 89% 89% 89%  
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Appendix C

Division/Directorate Sickness Appraisals
Training 

(Average)
Staff FTE

FTE 

Turnover

Sep-16 Oct-16 Oct-16 Oct-16 Oct-16 Oct-16

CHARITABLE FUNDS DIVISION 3.53% 79% 71% 32 19.39 17.11%

Health Visiting & School Nursing 8.31% 95% 91% 100 78.09 15.26%

Other Public Health Provider 2.03% 92% 95% 98 81.13 13.67%

Dir - Public Health 5.13% 94% 93% 198 159.21 14.47%

SD Community Services - Coastal 3.56% 82% 85% 38 33.68 5.95%

SD Community Services - Moorland 6.12% 89% 97% 21 16.97 14.02%

SD Community Services - Newton Abbot 5.63% 90% 82% 37 29.95 13.97%

SD Community Services - Other 5.95% 81% 91% 80 65.03 17.44%

SD Community Services - Totnes and Dartmouth 3.47% 90% 93% 36 30.37 16.39%

Dir - SD Community Services 5.08% 85% 89% 212 175.99 14.26%

Operations Support 2.47% 55% 81% 36 33.34 16.44%

TCT Community Services - Adult Social Care 4.48% 62% 92% 35 31.80 10.38%

TCT Community Services - Baywide 2.48% 81% 87% 52 45.29 18.93%

TCT Community Services - BEST 10.26% 80% 97% 17 12.37 16.17%

TCT Community Services - Brixham Zone 3.17% 77% 92% 53 40.48 10.41%

TCT Community Services - Older Peoples Mental Health 2.38% 100% 83% 13 8.53 0.00%

TCT Community Services - Other Social Care 1.08% 86% 90% 16 12.21 13.43%

TCT Community Services - Paignton 8.74% 73% 89% 111 94.95 12.62%

TCT Community Services - Torquay Zone 7.12% 83% 87% 159 138.62 14.45%

Dir - Torbay Community Services 5.87% 76% 88% 492 417.60 13.67%

COMMUNITY SERVICES DIVISION 5.53% 82% 90% 902 752.80 13.98%

Dir - Chief Executive 0.00% 100% 98% 6 5.84 16.85%

Dir - Education & Development 3.16% 91% 88% 109 103.14 10.24%

Finance 3.54% 60% 81% 80 74.72 11.00%

Health Informatics Service 4.61% 81% 91% 165 143.50 10.63%

Procurement 2.50% 51% 84% 37 35.53 4.65%

Dir - Finance, HIS & Procurement 3.99% 70% 87% 282 253.76 9.90%

Dir - Medical Director 1.97% 89% 93% 29 23.57 4.60%

Dir - Nursing & Quality 1.55% 87% 87% 106 88.56 12.50%

Operations 7.21% 81% 88% 24 19.73 12.66%

Transport 5.73% 88% 90% 72 64.17 8.15%

Dir - Operations 6.06% 86% 89% 96 83.91 9.20%

Dir - Pharmacy Services 1.73% 73% 89% 98 85.42 15.04%

Dir - Strategy 0.00% 67% 82% 62 57.88 3.73%

Dir - Workforce 1.54% 93% 85% 73 64.61 28.47%

CORPORATE SERVICES DIVISION 2.96% 79% 88% 861 766.69 11.94%

Estates 6.69% 59% 100% 32 31.60 8.21%

Facilities Management 5.54% 80% 98% 27 25.28 5.28%

Dir - Estates & Facilities 6.18% 68% 99% 59 56.88 7.21%

Hotel Services - Catering 4.37% 93% 78% 51 37.09 18.46%

Hotel Services - Domestic 5.53% 97% 76% 348 248.65 14.14%

Hotel Services - Other 1.56% 94% 68% 74 68.40 14.66%

Dir - Hotel Services 4.66% 96% 75% 473 354.13 14.81%

ESTATES & FACILITIES MANAGEMENT DIVISION 4.87% 92% 78% 532 411.01 13.72%

Dir - Hospital Services - Brixham 4.06% 71% 71% 32 26.60 14.33%

Hospital Services - Dawlish Hospital 0.00% 95% 91% 27 22.90 13.16%

Hospital Services - Teignmouth Hospital 2.66% 93% 92% 18 14.83 29.48%

Dir - Hospital Services - Coastal 1.21% 94% 91% 45 37.73 21.47%

Dir - Hospital Services - Dartmouth 3.81% 96% 97% 26 20.31 20.20%

Dir - Hospital Services - MIU Services 1.70% 83% 98% 29 23.67 16.32%

Hospital Services - Ashburton Hospital 2.14% 93% 85% 18 13.80 14.91%

Hospital Services - Bovey Tracey Hospital 9.49% 100% 84% 11 8.64 57.30%

Dir - Hospital Services - Moorland 5.03% 95% 85% 29 22.44 33.32%

Dir - Hospital Services - Newton Abbot 4.66% 96% 92% 88 72.90 19.12%

Dir - Hospital Services - Other 0.00% 100% 96% 3 3.00 0.00%

Dir - Hospital Services - Paignton 4.95% 88% 93% 33 26.47 18.72%

Dir - Hospital Services - Totnes 8.08% 92% 93% 35 28.77 25.33%

HOSPITAL SERVICES DIVISION 4.11% 91% 90% 320 261.89 20.47%  
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Ind Sec Adult Social Care - Torbay 12.21% 70% 89% 10 9.52 0.00%

Ind Sec In House Services LD  - Torbay 12.12% 83% 87% 36 28.66 8.88%

545 Dir - Independent Sector Adult Social Care - Torbay 12.14% 80% 88% 46 38.18 6.86%

546 Dir - Independent Sector Health 7.75% 73% 89% 33 29.27 28.42%

INDEPENDENT SECTOR DIVISION 10.22% 77% 88% 79 67.45 16.38%

INTERNAL AUDIT 10.95% 100% 90% 12 11.37 41.69%

Cancer Services - Medicine 5.04% 100% 89% 8 7.80 0.00%

Clinical Oncology 6.65% 80% 88% 55 48.65 13.31%

Haematology 0.00% 100% 100% 4 4.00 0.00%

Medical Oncology 0.00% 100% 89% 5 4.15 23.26%

Non Surgical Cancer Services Admin 6.11% 90% 94% 43 34.15 10.93%

Palliative Care 0.00% 100% 83% 6 4.90 0.00%

Ricky Grant Unit and Turner Ward 7.41% 87% 68% 83 68.67 16.01%

Dir - Cancer Services - Medicine 6.23% 87% 81% 204 172.32 13.25%

Care of the Elderly - Medicine 4.28% 96% 83% 102 90.26 11.54%

Stroke 3.94% 97% 87% 39 34.69 19.03%

Dir - Care of the Elderly - Medicine 4.18% 96% 84% 141 124.96 13.81%

Dermatology 0.29% 89% 90% 15 11.44 0.00%

Neurology 0.00% 100% 93% 3 3.00 50.63%

Rheumatology 2.27% 89% 87% 16 11.53 0.00%

Dir - Derm, Rheum, Neurology, Thoracic- Medicine 1.16% 89% 89% 34 25.97 7.39%

Dir - Emergency Services 1.52% 91% 88% 268 225.09 10.32%

Diabetes and Endocrinology 4.58% 71% 90% 20 17.47 0.00%

Gastroenterology 4.43% 53% 77% 81 72.50 4.13%

Dir - Gastoenterology/Endocrinology- Medicine 4.46% 55% 80% 101 89.97 3.47%

Admin/Support- Med Div 8.89% 91% 92% 48 40.57 29.97%

General Medicine 1.49% 91% 87% 61 53.59 11.96%

Medical Division HQ 3.29% 100% 92% 4 4.05 48.45%

Dir - General Medicine 4.69% 91% 89% 113 98.21 23.58%

Cardiology 2.83% 91% 89% 127 107.84 4.40%

Respiratory 8.19% 95% 90% 68 58.26 18.96%

Dir - Heart & Lung- Medicine 4.67% 92% 89% 195 166.10 9.44%

MEDICAL SERVICES DIVISION 4.00% 88% 86% 1056 902.60 11.84%

PMU Finance 0.00% 40% 82% 5 4.64 12.15%

PMU Manufacturing 5.15% 8% 74% 53 51.23 6.40%

PMU Quality Control 0.37% 85% 86% 49 46.69 0.00%

PMU Sales & Marketing 0.52% 100% 68% 8 7.39 0.00%

PMU Senior Team 0.00% 100% 92% 4 3.70 38.29%

PMU Supply Chain 2.64% 35% 53% 19 15.68 4.04%

PHARMACY DIVISION (Manufacturing) 2.52% 50% 76% 138 129.33 4.86%

RESEARCH & DEVELOPMENT DIVISION 2.61% 86% 86% 45 34.87 8.66%

Dir - Breast Care 3.38% 100% 89% 41 32.58 12.37%

Dir - General Surgery 4.44% 80% 82% 257 217.09 10.80%

Dir - Head & Neck 1.34% 93% 87% 104 80.01 4.73%

Dir - Ophthalmology 4.97% 97% 91% 121 105.45 10.13%

Dir - Surgical Division 4.27% 81% 86% 97 84.38 11.97%

Dir - Theatres, Anaesthetics and ICU 4.28% 85% 86% 410 364.24 11.11%

Dir - Trauma and Orthopaedics 1.15% 87% 88% 163 140.56 13.42%

SURGICAL SERVICES DIVISION 3.71% 86% 86% 1193 1024.31 10.94%

Child Health Med, Mgmt and Misc Specialty 0.68% 92% 81% 61 53.71 9.94%

Paediatric 6.33% 76% 88% 96 76.54 6.03%

Dir - Child Health 4.00% 79% 86% 157 130.26 7.42%

Dir - Lab Medicine 3.75% 87% 86% 115 101.16 8.77%

Gynaecology 6.63% 97% 87% 39 29.13 1.62%

Midwifery 4.62% 84% 91% 130 102.31 4.77%

O&G Medical and Management 5.61% 87% 80% 48 43.83 19.06%

Dir - Obs & Gynae 5.21% 87% 88% 217 175.27 7.01%

Dir - Radiology & Imaging 2.20% 80% 89% 130 110.18 17.16%

Dir - Sexual Health 3.28% 79% 95% 41 31.46 13.77%

Dir - Therapies 2.03% 88% 90% 301 246.02 16.08%

Medical Electronics 1.15% 100% 98% 18 17.64 4.23%

Women's, Children's & Diagnostics 0.16% 77% 92% 15 13.25 7.38%

Dir - Women's, Children's and Diagnostics 0.74% 89% 95% 33 30.89 5.65%

WOMEN'S, CHILDREN'S & DIAG' DIVISION 3.25% 85% 89% 994 825.24 11.73%

ICO Grand Total 4.02% 84% 86% 6164 5206.97 12.61%
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Appendix D 

Highest cost agency workers               

  Staff group Grade Department 
# months 

service 
Hourly rate Monthly cost 

Reason for 
usage 

Action taken Risk Rating 

18 Medical Consultant Stroke 5 £135 £14,188 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

17 Medical Consultant 
Acute 
Physician 

2 £121 £6,970 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

15 Medical Consultant Stroke 5 £110 £17,775 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

16 Medical Consultant Stroke 2 £110 £10,610 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

14 Management 
Senior 
Manager 

Operations 6 £107 £26,400 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

13 Medical Consultant Dermatology 6 £105 £18,390 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   
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12 Medical 
Doctors on 
Call 

CAMHS 4 £100 £18,980 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

11 Medical 
Doctors on 
Call 

CAMHS 6 £98 £20,393 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

10 Medical Consultant Emergency 3 £85 £9,272 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

9 Medical Junior Doctor Child Health 4 £68 £8,281 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

7 Medical Junior Doctor Neurology 2 £61 £6,583 vacancy 

Exploring 
alternative 
recruitment 
strategies 
and 
workforce 
skill mix   

8 Medical Junior Doctor Obs & Gynae 4 £60 £7,684 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   
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1 
Nursing and 
Midwifery  

6 
388 Accident 

& Emergency - 
08300 

6 £55 £4,664 vacancy 

Moving 
booking to 

cheaper agency 
whist dept is 

still recruiting 
  

2 
Nursing and 
Midwifery  

6 
388 Accident 
& Emergency - 
08300 

6 £55 £8,723 vacancy 

Moving 
booking to 
cheaper agency 
whist dept is 
still recruiting 

  

3 
Nursing and 
Midwifery  

6 
388 Accident 
& Emergency - 
08300 

6 £55 £2,336 vacancy 

Moving 
booking to 
cheaper agency 
whist dept is 
still recruiting 

  

19 AHP 
Cardiology 
Technician 

Cardiology 6 £48 £6,849 vacancy 

Exploring 
alternative 
recruitment 
strategies and 
workforce skill 
mix   

4 
Nursing and 
Midwifery  

6 

388 General 
Theatres 
(ODPS) - 
15009 

6 £45 £6,653 vacancy 

High number of 
vacancies 
within the 
department, 
currently 
advertising- 
bookings are 
with our main 
agy supplier 
and discussions 
are underway 
to reduce costs 
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5 
Nursing and 
Midwifery  

6 
388 General 
Theatres - 
15000 

6 £45 £5,712 vacancy 

High number of 
vacancies 
within the 
department, 
currently 
advertising- 
bookings are 
with our main 
agy supplier 
and discussions 
are underway 
to reduce costs 

  

6 
Nursing and 
Midwifery  

6 

388 General 
Theatres 
(ODPS) - 
15009 

6 £45 £6,309 vacancy 

High number of 
vacancies 
within the 
department, 
currently 
advertising- 
bookings are 
with our main 
agy supplier 
and discussions 
are underway 
to reduce costs 

  

20 
Nursing and 
Midwifery  

6 
388 Intensive 
Care Unit - 
04300 

6 £42 £3,947 vacancy 
Review of shifts 
underway in 
dept 

  

 

 

Page 32 of 41Report of the Director of Workforce.pdf
Overall Page 316 of 331



Public 

Long term agency use - please enter all individual 
agency staff employed for over 6 months 

          
  

  

  Staff group Grade Department 
# months 

service 

Ave 
Hourly 

rate 

Ave hours 
worked 

Monthly cost 
Reason for 

usage 
Action taken 

Risk 
Rating 

1 Nursing and 
Midwifery  5 

388 Warrington Ward - 
02300 

6 36.86 120.00 £4,423 vacancy 
New ward, 6 RGNs recently 
recruiting, advertising remaining 
vacancies 

  

2 
Nursing and 
Midwifery  6 

388 Intensive Care Unit - 
04300 

6 42.15 93.64 £3,947 vacancy Review of shifts underway in dept 
  

3 
Nursing and 
Midwifery  6 

388 Intensive Care Unit - 
04300 

6 42.15 88.30 £3,722 vacancy Review of shifts underway in dept 
  

4 
Nursing and 
Midwifery  5 

545 Hospital Services 
Bovey Tracey Hospital 
H00520 

6 36.86 139.29 £5,134 vacancy 
Posts currently advertised.  Moved 
booking from higher cost agency to 
lower cost agency.  

  

5 

Nursing and 
Midwifery  6 

388 General Theatres 
(ODPS) - 15009 

6 45.18 147.25 £6,653 vacancy 

High number of vacancies within the 
department, currently advertising- 
bookings are with our main agy 
supplier and discussions are 
underway to reduce costs 

  

6 Nursing and 
Midwifery  5 

388 Warrington Ward - 
02300 

6 36.86 112.54 £4,148 vacancy 
New ward, 6 RGNs recently 
recruiting, advertising remaining 
vacancies 

  

7 Nursing and 
Midwifery  5 

388 Warrington Ward - 
02300 

6 34.04 42.82 £1,458 vacancy 
Nurse supplied by our cheapest 
agnecy - recruting to vacancies 

  

Appendix E 
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8 

Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 42.15 92.00 £3,878 vacancy 

Department is recruiting into 
vacancies - difficult to recruit posts.  
Discussions underway with agency to 
reduce charges 

  

9 
Nursing and 
Midwifery  5 

388 Forrest Ward - 
04200 

6 39.21 75.71 £2,969 vacancy Recruited to the bank 
  

10 Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 54.55 85.50 £4,664 vacancy 
Moving booking to cheaper agency 
whist dept is still recruiting 

  

11 

Nursing and 
Midwifery  5 

388 Turner/Ricky Grant - 
01200 

6 36.86 108.25 £3,990 vacancy 

Successfully recruited, start date in 
December.  Booking moved from 
higher cost agency to lower cost 
agency.  

  

12 
Nursing and 
Midwifery  5 

545 Brixham Hospital 
Inpatients H00103 

6 36.86 80.86 £2,980 vacancy Currently advertising vacancy 
  

13 Nursing and 
Midwifery  5 

388 Warrington Ward - 
02300 

6 36.86 154.43 £5,692 vacancy 
New ward, 6 RGNs recently 
recruiting, advertising remaining 
vacancies 

  

14 

Nursing and 
Midwifery  5 

388 Cromie Ward - 
04100 

6 35.94 99.67 £3,582 vacancy 

Interviews planned for 1st 
November.  Negotiated agency fee 
reduction whilst dept are recruiting 
to fill vacancies 
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15 

Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 42.15 40.29 £1,698 vacancy 

Department is recruiting into 
vacancies - difficult to recruit posts.  
Discussions underway with agency to 
reduce charges 

  

16 Nursing and 
Midwifery  5 

388 Warrington Ward - 
02300 

6 36.86 185.83 £6,850 vacancy 
New ward, 6 RGNs recently 
recruiting, advertising remaining 
vacancies 

  

17 Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 54.55 159.92 £8,723 vacancy 
Moving booking to cheaper agency 
whist dept is still recruiting 

  

18 

Nursing and 
Midwifery  6 

388 General Theatres - 
15000 

6 45.18 126.42 £5,712 vacancy 

High number of vacancies within the 
department, currently advertising- 
bookings are with our main agy 
supplier and discussions are 
underway to reduce costs 

  

19 

Nursing and 
Midwifery  6 

388 General Theatres 
(ODPS) - 15009 

6 45.18 139.64 £6,309 vacancy 

High number of vacancies within the 
department, currently advertising- 
bookings are with our main agy 
supplier and discussions are 
underway to reduce costs 
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20 

Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 42.15 82.14 £3,462 vacancy 

Department is recruiting into 
vacancies - difficult to recruit posts.  
Discussions underway with agency to 
reduce charges 

  

21 Nursing and 
Midwifery  5 

388 Warrington Ward - 
02300 

6 36.86 42.82 £1,578 vacancy 
New ward, 6 RGNs recently 
recruiting, advertising remaining 
vacancies 

  

22 Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 34.02 82.07 £2,792 vacancy 
Booked through our cheapest agency 
whilst dept is recruiting 

  

23 Nursing and 
Midwifery  6 

388 Accident & 
Emergency - 08300 

6 54.55 42.82 £2,336 vacancy 
Moving booking to cheaper agency 
whist dept is still recruiting 

  

24 
Nursing and 
Midwifery  6 

388 Intensive Care Unit - 
04300 

6 42.15 82.07 £3,459 vacancy Review of shifts underway in dept 
  

25 

Nursing and 
Midwifery  5 

545 Dart Ward Totnes 
Hospital H00482 

6 36.86 140.93 £5,195 vacancy 
Post currently advertised.  Booking 
with our main supplier, discussions 
underway to reduce rates 

  

26 Management 
Senior 
Mana
ger 

Operations 6 £107 37.5 pw £26,400 vacancy 
Exploring alternative recruitment 
strategies and workforce skill mix 

  

27 Medical 
Consul
tant 

Dermatology 6 £105 40 pw £18,390 vacancy 
Exploring alternative recruitment 
strategies and workforce skill mix 
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28 Medical 
Docto
rs on 
Call 

CAMHS 6 £98 40 pw £20,393 vacancy 
Exploring alternative recruitment 
strategies and workforce skill mix 

  

29 AHP 

Cardio
logy 
Techni
cian 

Cardiology 6 £48 37.5 pw £6,849 vacancy 
Exploring alternative recruitment 
strategies and workforce skill mix 
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Appendix F 

 

Self-Certification checklist 
Please discuss this in your board meeting 

Yes - please 
specify steps taken 

No. We will put this 
in place - please 

list actions 
 

Governance and accountability 
 

1 
Our trust chief executive has a strong grip on agency spending and the support of the 
agency executive lead, the nursing director, medical director, finance director and HR 
director in reducing agency spending.  

    
 

2 
Reducing nursing agency spending is formally included as an objective for the nursing 
director and reducing medical agency spending is formally included as an objective for 
the medical director.  

    
 

3 
The agency executive lead, the medical director and nursing director meet at least 
monthly to discuss harmonising workforce management and agency procurement 
processes to reduce agency spending.  

    
 

4 We are not engaging in any workarounds to the agency rules.      
 

High quality timely data 
 

5 

We know what our biggest challenges are and receive regular (e.g. monthly) data on:  
- which divisions/service lines spend most on agency staff or engage with the most 
agency staff 
- who our highest cost and longest serving agency individuals are 
- what the biggest causes of agency spend are (e.g. vacancy, sickness) and how this 
differs across service lines. 

    
 

Clear process for approving agency use 
 

6 
The trust has a centralised agency staff booking team for booking all agency staff. 
Individual service lines and administrators are not booking agency staff.  

    
 

7 
There is a standard agency staff request process that is well understood by all staff. 
This process requires requestors and approvers to certify that they have considered all 
alternatives to using agency staff.  

    
 

8 
There is a clearly defined approvals process with only senior staff approving agency 
staff requests. The nursing and medical directors personally approve the most 
expensive clinical shifts.  
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Actions to reducing demand for agency staffing 

9 
There are tough plans in place for tackling unacceptable spending; e.g. exceptional 
over-reliance on agency staffing services radiology, very high spending on on-call staff.      

 

10 
There is a functional staff bank for all clinical staff and endeavour to promote bank 
working and bank fill through weekly payment, auto-enrolment, simplifying bank shift 
alerts and request process.  

    
 

11 
All service lines do rostering at least 6 weeks in advance on a rolling basis for all staff. 
The majority of service lines and staff groups are supported by eRostering.  

    
 

12 
There is a clear process for filling vacancies with a time to recruit (from when post is 
needed to when it is filled) of less than 21 days.  

    
 

13 
The board and executives adequately support staff members in designing innovative 
solutions to workforce challenges, including redesigning roles to better sustain services 
and recruiting differently.  

    
 

14 
The board takes an active involvement in workforce planning and is confident that 
planning is clinically led, conducted in teams and based on solid data on demand and 
commissioning intentions.  

    
 

Working with your local health economy 
 

15 
The board and executives have a good understanding of which service lines are fragile 
and currently being sustained by agency staffing.  

    
 

16 
The trust has regular (e.g. monthly) executive-level conversations with neighbouring 
trusts to tackle agency spend together. 

    
 

     

 
Signed by  [Date] 

  

     

 
Trust Chair: [Signature] 

  

     

 
Trust Chief Executive:  [Signature] 

  

     Please submit signed and completed checklist to the agency inbox (NHSI.agencyrules@nhs.net) by 30 November 
2016 
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Appendix G 

Current Registered 

Nurses

Establishment 

WTE 

Current Registered 

Nurses

In-post 

WTE

Current Registered 

Nurses

Vacancies

WTE

    

2016/2017 

Turnover 

11.00%

    

2017/2018 

Turnover 

11.50%

2018/2019 

Turnover 

12.00%

2019/2020

Turnover 

12.50%

2020/2021

Turnover 

13.00%

1217 1098 119
Vacancy 

Gap
119 144 45 7 10

Projected

 Leavers
130 136 142 148 153

Returning

 Filipino 

Nurses

80

Leavers + Vacancies 249 280 187 155 243

Newly 

Qualified

RTP/

Conversion

Sponsorship 

(AP's)

Role 

Redesign

General

Recruitment

Overseas 

Recruitment 

Campaign Redeployment Total

2016/2017 20 5 5 5 70 105 105

2017/2018 25 5 10 5 70 80 40 235 235

2018/2019 25 5 15 5 70 40 20 180 180

2019/2020 25 5 15 10 70 20 145 145

2020/2021 70 5 20 10 85 20 210 210

Annual Gap WTE 144 45 7 10 33

Annual Gap Vacancy Factor 11.83% 3.70% 0.58% 0.82% 2.71%

Current Nursing Workforce

Annual Recruitment

Projected Nursing Workforce Gap

Bridging the Nursing Workforce Gap

Registered Nursing in Service Delivery Units 
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REPORT SUMMARY SHEET 

Meeting  Date: 
 

Trust Board 7
th
 December 2016  

 

Title: 
 

Estates and Facilities Management and Health and Safety: Issues and 
exception report  

Lead Director: 
 

Director of Estates and Commercial Development 

 

Corporate 
Objective: 
 

Objective 1: Safe, Quality Care and Best Experience 

Objective 4: Well led 

Corporate Risk/ 
Theme 
 

Estates and Infrastructure 

 

Purpose: 
 

Assurance 

Summary of Key Issues for Trust Board 
Strategic Context: 
To provide assurance to the Board on compliance with legislation, standards and regulatory 
requirements, and to provide information on the assessed level of risk and management of 
same for Board consideration.   
 

Key Issues/Risks  

 Critical Estate Failure: The heating to theatre 5 was lost due to age related  failure of heating plant. 
One days operating capacity was lost.  The Trust has made a temporay repair to ensure that service 
is not compromised futher. This plant is part of the backlog risk and requires replacement within the 
next year.  
 
There have been two further critical eaststes failures in November. The heating to the whole of the top 
of the site including the Breast unit was lost for a period of seven days due to the corrosion of a water 
pipe due to age. This has now been patched. Service was maintained  through the use of additional 
portable electric heaters.  
 
One of two vaccum pumps have failed reducing the Trusts contingency to manage a possible failure 
of piped suction to the surgical block. Both pumps are of the same age and have been on the list of 
backlog for replacement. The pump has been sent away for recification (if possible) and is expected 
back in the Trust on the 29

th
 November for fitting. This increased risk of failure of the Vaccum system 

has been placed on the Trust risk register as a 15.  
 
Because of the increasing number of failure’s of infrastructure over the last month the risk rating of 
corporate risk 1083 ‘ lack of capital funding to spend on backlog maintenance and contingency for 
etstes emergency expenditure:effect failure of key plant and infrastructure score has been increased 
to a 20. This is as a result of the likihood moving from possible to likely. 
 
The Finance Committee are considering the financial position of the Trust with a view to releasing 
capital to spend on backlog maintenance. 
 

Recommendations: 
The Trust Board is asked to consider the risks and assurance provided within this report and to advise if 
further action is required.  

 

Summary of ED Challenge/Discussion: 
 Improvement in the performance of estates indicators has been noted. 

 The risk of failure of the infrastructure and consequences are now so significant that a review of the 
Trust financial position is required to release capital for investment.paper to be prepared by the 
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finance team for consideration aat the Finance Committee.   
Internal/External Engagement including Public, Patient and Governor Involvement: 
Governor sits on the Capital Infrastructure and Environment Group (CIEG) – (previously workstream 5).   
 

Equality and Diversity Implications: 
The Disability Awareness Action Group (DAAG) considers and is involved in all EFM development 
proposals. 

 

PUBLIC 

 

 
1. EFM Performance to October 2016 

 
Table 1 below identifies performance against KIP’s for September and October and changes 
between months for EFM. Any area of concern for the attention of the Board, with appropriate 
explanation and action to a resolution, is shown in Table 2.  

 
Table 1 October 2016 Scorecard Indicator  

 
 
 Green        Amber   ! Red   Sep 2016 

Position 

 
Oct 2016 
Position 

Setting Improving Indicators  

Acute 1.2b: PPM (Estates) % success against plan   !
Acute 1.1g:  % of Reactive work resolved within target - Urgent – P2  

Trust 4.1: Number of RIDDOR Incidents !  
Trust 4.4: Non-patient incidents resulting in moderate harm !  
Trust 5.2: Number of fire alarm activations !  
 Deteriorating Indicators   

Trust 3.2: % of Total tonnage Recycled Waste  !
Trust 5.5: Number of Fire audits undertaken for ‘ high risk’ locations  

 Red Rated Indicators with no change  

Trust 1.3: Number of Estates Internal Critical Failures  

Trust 3.1: Total Tonnage per month all waste streams  

 

Report to:  Trust Board  

Date:  December 2016 

Report From: Director of Estates & Commercial Development  

Report Title: Estates and Facilities Management and Health and Safety: Issues and exception report 

 
Table 2: Areas with Specific Cause for Concern Timeline  

Trust 1.3 Estates Critical Failure 

Explanation There was one critical failure – loss of heating to theatre 5 resulting in theatre not being used. Service loss 
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2. Health and Safety performance exception 
 

There are no areas of health and safety concern for October.  

was due to age related  failure of heating plant.  

Action 
Plant has now been repaired and is back in service. A review of compliance critical spares and staff 

understanding of impact to hospital service is underway to mitigate this type of failure again. 

Trust 3.1 Total Tonnage per month all waste streams 

Explanation 

The waste being created by the organisation remains more than anticipated see graph below 
 

 
 
    

Quarter 3 
2016- 17 

Action 
A waste awareness communication campaign is being developed and will be displayed in the Out Patients 

Department. 

Trust 5.5 Number of Fire audits undertaken for ‘ high risk’ locations 

Explanation 
20 fire safety audits were carried out this month, a combination of 5 high risk areas and 15 medium risk 
areas; the reporting of audits is reported monthly although red for this month the to date performance is 
green.  

Action 
The new indicators started in September and the target is to have all high and medium risk areas audited 
by the end of November 2016 this will be repeated on a 3 month rolling report. 
Currently all Fire Safety Risk Assessments within the Trust are in date. 

0.00

50.00

100.00

150.00

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

To
n

n
ag

e
 

Total Tonnage Recycling and Landfill 

Recycling 15-16 Recycling 16-17 Landfill 15-16

Landfill 16-17 Waste to Energy 16-17
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EFM Key performance Indicators Month 7 – October 2016 

 Area Target Monthly Performance 
Current year to 
date (Complete 

Months) 
Risk Threshold 

Ser Description Monthly Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar Target Yr Avg RAG Thresholds 

 Estates (Acute Setting)     
1.1a Number of PPM items planned per month Variable 968 1181 1133 1092 1213 1029 1166       1112    

1.1b PPM (Estates) % success against plan 95% 74% 87% 79% 74% 77% 83% 87%      95% 80% R<85% A85-94% G>95% 

1.1c Planned Maintenance request access denied. 0 0 0 0 0 0 0 0      0 0 R≤5 A3-4 G≤2 

1.1d 
% of 
Reactive 
work 
resolved 
within 
target 

Emergency – P1 Total Requests Variable 118 137 113 122 128 114 121       122    

1.1e Emergency – P1 <2 Hour 95% 98% 100% 98% 100% 95% 95% 98%      95% 98% R<90% A90-94% G≥95% 

1.1f Urgent – P2 Total Requests Variable 269 263 272 253 249 232 203       249    

1.1g Urgent – P2 <1- 4 Days 90% 83% 84% 85% 89% 87% 81% 94%      90% 86% R<85% A85-89% G≥90% 

1.1h Routine – P3 + P4 Total Requests Variable 298 315 281 292 291 295 294       295    

1.1i Routine – P3 + P4 <7- 30 Days 85% 88% 90% 94% 90% 91% 91% 93%      85% 91% R<80% A80-84% G≥85% 

 Estates (Community Setting)                   
1.2a Number of PPM items planned per month Variable 244 269 232 269 243 231 279       252    

1.2b PPM (Estates) % success against plan 95% 93% 91% 95% 97% 91% 97% 97%      95% 94% R<85% A85-94% G>95% 

1.2c Planned Maintenance request access denied. 0 0 0 0 0 0 0 0%      0 0 R≤5 A3-4 G≤2 

1.2d 
% of 
Reactive 
work 
resolved 
within 
target 

Emergency – P1 Total Requests Variable 11 17 5 17 16 8 14       13    

1.2e Emergency – P1 <2 Hour 95% 100% 100% 100% 100% 100% 100% 100%      95% 100% R≤89% A90-94% G≥95% 

1.2f Urgent – P2 Total Requests Variable 47 56 42 69 36 21 33       43    

1.2g Urgent – P2 <1- 4 Days 90% 81% 91% 90% 93% 94% 90% 91%      90% 90% R<85% A85-89% G≥90% 

1.2h Routine – P3 + P4 Total Requests Variable 122 109 56 171 64 53 87       95    

1.2i Routine – P3 + P4 <7- 30 Days 85% 93% 93% 96% 98% 94% 94% 93%      85% 94% R<80% A80-84% G≥85% 

 Estates (All Trust)                   
1.3 Number of Estates Internal Critical Failures 0 0 0 0 0 0 1 1      0 0 R1 - G0 

 Facilities (Acute Setting) 
2.1 Compliance Very High Risk Cleaning Audit  98% 100% 99% 99% 99% 99% 99% 99%      98% 99% R<95% A95-97% G≥98% 

2.2 Compliance High Risk Cleaning Audit  95% 97% 97% 98% 98% 97% 97% 98%      95% 97% R≤89% A90-94% G≥95% 

2.3 Compliance Significant Risk Cleaning Audit  85% 99% 99% 99% 99% 98% 98% 98%      85% 99% R<80% A80-84% G≥85% 

2.4 Compliance Low Risk Cleaning Audit  75% 99% 96% 96% 96% 100% 98% 100%      75% 98% R<70% A70-74% G≥75% 

 Facilities (Community Setting)                   
2.5 Compliance Very High Risk Cleaning Audit  98% 100% 100% 100% 100% 100% 100% 100%      98% 100% R<95% A95-97% G≥98% 

2.6 Compliance High Risk Cleaning Audit  95% 99% 99% 99% 99% 99% 100% 100%      95% 99% R≤89% A90-94% G≥95% 

2.7 Compliance Significant Risk Cleaning Audit  85% 99% 100% 97% 99% 99% 98% 99%      85% 99% R<80% A80-84% G≥85% 

2.8 Compliance Low Risk Cleaning Audit  75% 100% 100% 91% 99% 95% 100% 100%      75% 98% R<70% A70-74% G≥75% 

 Facilities (All Trust)                   
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2.9 No. of Environmental (food hygiene/Waste) Events 0 0 0 0 0 0 0 0      0 0 R1 - G0 

                     

 Waste (All Trust) 
3.1 Total Tonnage per month all waste streams 176 176 184 191 193 193 194 193      176 189 R≥185 A177-185 G≤176 

3.2 % of Total tonnage Recycled Waste 38% 35% 40% 38% 35% 35% 45% 36%      38% 38% R≤27%  A28-37% G≥38% 

3.3 % of Total tonnage Landfill Waste 34% 32% 28% 36% 1% 0 0 1%      34% 14% FROM JULY 16 See 3.7 

3.4 % of Total tonnage of Clinical  Non-Burn  waste 12% 20% 20% 19% 19% 18% 18% 18%      12% 19% R≥25%  A19-24% G≤18%  

3.5 % of Total tonnage of Clinical  Burn  waste 11% 6% 5% 5% 5% 5% 5% 5%      11% 5% R≥16%  A12-15% G≤11%  

3.6 % of Total tonnage of Clinical  Offensive waste 10% 6% 6% 6% 7% 6% 6% 6%      10% 6% R≤2%  A3-5% G≥6% 

3.7 
Waste to Energy (redirected from landfill 1100s and 
Compactor. 

25% FROM JULY 2016 34% 37% 26% 34%      25% 33% R≤15 A15-24 G≥25 

3.8 % of Compliant Waste Audits 100% 100% 100% 100% 100% 100% 100% 100%      100% 100% R<80% A80-84% G≥85% 

3.9 % Compliance of Statutory Waste Audits 100% 100% 100% 100% 100% 100% 100% 100%      100% 100% R≤89% A90-94% G≥95% 

 Waste (Acute Setting)                   

3.10 Number of Waste Audits  undertaken per month 10 10 10 10 10 10 10 10      10 10 R≤5 A6 - 7 G≥8 

 Waste (Community Setting)                   

3.11 Number of Waste Audits undertaken per month 6 7 6 7 7 7 7 7      6 7 R≤4 A5  G≥6 

 Health & Safety (All Trust) 
4.1 Number of RIDDOR Incidents 3 10 3 3 2 1 4 0      3 4 R≤6 A4-5 G≤3 

4.2 Number of days lost (due to incidents in month) Variable 135 5 162 112 15 83 1       73    

4.3 Non-patient incidents resulting in minor harm 35 39 38 24 28 30 27 28      35 31 R>39 A36-39 G˂36 

4.4 Non-patient incidents resulting in moderate harm 4 4 7 8 9 2 7 3      4 6 R>7 A5-7 G≤4 

4.5 % of near misses against total 20% 34% 27% 36% 36% 27% 20% 26%      20% 29% R˂15% A15-19% G≥20% 

4.6 % of Staff receiving H & S training in month 85% 86% 86% 86% 85% 85% 86% 86%      85% 86% R<80% A80-84% G≥85% 

 Fire (All Trust)  

5.1 % of Staff receiving Fire Training during month. 85% 82% 83% 83% 83% 84% 84% 82%      85% 83% R<80% A80-84% G≥85% 

5.2 Number of fire alarm activations  9 7 15 9 7 10 11 5      9 9 R≥14 A10-13 G≤9 

5.3 Fire alarm activations attended by the Fire Service  2 1 3 3 1 2 2 0      2 2 R≥5 A3-4 G≤2 

5.4 No. of Fires 0 0 0 0 0 0 0 0      0 0 R1 - G0 

5.5 
Number of Fire audits undertaken for ‘ high risk’ 
locations  

9      11 5      9 8 R<6 A6-7 G≥8 

5.6 
Number of Fire audits Undertaken for 
‘medium/normal’ locations 

8      29 15      8 22 R<5 A5-6 G≤7 

5.7 Completed Risk assessments for ‘high risk’ locations 27      27 27      27 27 R<23 A23-25 G≤26 

5.8 
Completed Risk assessments for ‘medium risk’ 
locations 

45      45 45      45 45 R<40 A40-43 G≤44 

5.9 Completed Risk assessments for ‘low risk’ locations  84      84 84      84 84 R<78 A78-82 G≤83 
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