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BOARD CORPORATE OBJECTIVES 
 
 
 
Corporate Objective: 
 
1.  Safe, quality care and best experience  
 
2.  Improved wellbeing through partnership 
 
3.  Valuing our workforce 
 
4.  Well led 
 
 
 
Corporate Risk / Theme 
 
1.   Available capital resources are insufficient to fund high risk / high priority 
 infrastructure / equipment requirements / IT Infrastructure and IT systems 
 
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 
 
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 Referral to Treatment breach. 
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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 3RD MAY 2017 
 

PUBLIC 
 
Present:  Sir Richard Ibbotson Chairman 
   Mr D Allen  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 
Dr R  Dyer  Medical Director 
Mrs J Viner  Chief Nurse 
Mrs A Wagner  Director of Strategy and Improvement 
Councillor J Parrott Torbay Council Representative 

 
In attendance:  Mrs S Fox  Board Secretary 
   Mrs J Gratton  Head of Communications 

Ms E McCluskey Diversity/Inclusion and Employment Lead 
   Mr R Scott  Corporate Secretary 
   Ms L Storey  Deputy Director of Workforce 
   Mr D Thorogood CQC 
   
Governors: Mr Bob Bryant  Mr Peter Coates Mrs Carol Day   

Mrs Cathy French Mrs Annie Hall  Mrs Lynne Hookings   
Mrs Barbara Inger Mrs Mary Lewis Mr Peter Welch 

 
  ACTION 

 PART A:  Matters for Discussion/Decision 
 

 

70/05/17 User Experience Story 
 
The User Experience Story was provided by one of the Trust’s Community Dieticians 
(Julie Kemmner) and concerned a lady (Mrs A) who lived in a residential home with her 
husband and had dementia and a stroke. 
 
Mrs A presented with a weight of 31.5kg and BMI of 13 in May last year and had been 
identified through a dietician working with the CCG as part of a pilot to look at 
appropriate prescribing of supplements in the community. The care home staff were 
providing Mrs A with assistance at mealtimes, but she only had a few spoons of pureed 
food. Following intervention by the team, and by February this year, Mrs A’s weight had 
increased to 44.2kg with a BMI of 18.4.  She was now active and eating and drinking 
without assistance.   
 
Ms Kemmner stated that if Mrs A had not been identified by the team, it was likely her 
outcome would have been very poor. She added that the project that had been running 
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in conjunction with the CCG was for a fixed term period, and the team were struggling to 
secure funding so that it could be extended.  In addition the team was very small, 
totalling 3.6wte members of staff, with a 46% increase in referrals over the last two 
years. 
 
The Director of Strategy and Improvement noted that it was important the Trust was able 
to identify patients in the community who were at risk of malnutrition so that support 
could be provided to improve their quality of life and reduce hospital admissions. 
 
The Chief Executive informed the Board that she had met with the Dieticians and had 
asked them to bring a User Experience story to the Board due to their passion about the 
work they undertake and the lack of resources.   She added that the CCG would be 
tendering for the service being discussed, and held the view that community 
pharmacists could be an alternative way to provide the service.   The Chief Executive 
said that she felt the message from the team is that there needed to be a system to 
capture malnutrition outside of the hospital setting, and they had the expertise to provide 
the direct treatment and are able to raise staff awareness through training. 
 
Councillor Parrott queried the link with the Director of Public Health and Ms Kemmner 
explained that there are separate teams that linked directly with Public Health. 
 

71/05/17 Apologies for Absence 
 
Apologies for absence were received from Mrs J Lyttle, Mrs J Marshall and Mrs J 
Saunders. 
 

 

72/05/17 Declaration of Interests 
 
Councillor Parrott stated that he had made some statements at a recent meeting in 
respect of the Torbay Strategic Partnership and so would withdraw from the discussion 
of that item. 
 

 

73/05/17 Minutes of the Board Meeting held on the 5th  April 2016 and Outstanding Actions 
 
The minutes were approved as an accurate record of the meeting held on the 5th April 
2016. 
 

 

74/05/17 Report of the Chairman 
 
The Chairman reported that Nicola Barker, Staff Governor, had tendered her resignation 
from the post as she was leaving the Trust.  He has written to her to wish her well and 
thank her on behalf of the Board and Governors for her input whilst a Staff Governor. 
 
The first Board in Common meeting with the CCG took place last week. The Chairman 
reported that the meeting had been valuable and was the start of regular engagement 
with the CCG in a formal setting. 
 

 

75/05/17 Report of the Chief Executive 
 
The Chief Executive highlighted the following: 
 
 The appointment of Liz Davenport as Deputy Chief Executive, following the end 
 of Paul Cooper’s tenure. The Chief Executive thanked Mr Cooper on behalf of 
 herself and the Board for his support whilst acting as Deputy Chief Executive, 
 during some difficult times for the Trust.  In addition, she advised that Executive 
 Director portfolios have been reviewed and adjusted to ensure they more closely 
 aligned with the developing  agenda for the Trust and the workload being 
 undertaken by Directors.  The Director of Finance will assume lead responsibility 
 for financial accountability framework including PMO, Carter and Model 
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 Hospital, the Director of Strategy and Improvement will take on IM&T to align to 
 service improvement and innovation responsibilities, and the Director of Estates 
 and Commercial Development will be lead Director for Commercial Strategy.   
 
 Emergency Department performance continued to improve, with 94% achieved 
 in April in the context of the bed reduction programme and capacity impacts of 
 public holidays. 
 
 National capital funding of c£900,000 had been secured to implement GP 
 streaming to improve access to urgent care and discussions were taking place 
 with the CCG to agree a combined plan with primary care for implementation by 
 September this year. 
 
 The Devon-wide system was considering the impact of the Capped 
 Expenditure Programme (CEP) and a joint response was due by the end of this 
 week.  The CCG was leading on the response to the STP.  The response would 
 be shared with the Board at the earliest opportunity, given the risk to the System 
 Wide Savings Plan which planned to deliver £40.7m with a gap to CCG control 
 total that the CEP required to be reduced/closed.   
 
 Mr Welch has asked for a deep dive to be undertaken to test whether the recent 
 incidents concerning a surgeon and his medical practice could happen at this 
 Trust.  This will be taken through the Quality Assurance Committee. 
 
In respect of the CEP, Councillor Parrott reminded the meeting that any decisions could 
not affect the Annual Strategic Agreement without prior negotiation with Torbay Council 
and the Chief Executive acknowledged this and stated that both the Director of Adult 
Services and Director of Public Heath attended a Devon-wide meeting earlier in the 
week to discuss the requirements of the CEP. 
 
Mr Allen wished to place on record that the STP was not a statutory body and therefore 
the accountability remained with the statutory partners to the STP, therefore any CEP 
Plan needed to be considered and approved by the Trust Board. The Board of Directors 
was legally, morally and ethically responsible for the activities of the Trust and he found 
it difficult to understand that the Board could not consider a plan that needed to be 
submitted by the end of the week.  The Chief Executive referred to the recent Boards in 
Common where the implications of the CEP had been discussed by the Board members 
of the Trust and CCG, and whilst accepting Mr Allen’s point that the Trust cannot sign up 
to a plan that has not been discussed, stated the Trust is a partner to the STP and 
needed to work as part of that system to deliver the Trust’s Control Total for 2017/18.   
She advised that the challenges of delivering the current £40.7m system plan carried 
significant risk for the South Devon and Torbay system and there would have to be 
some further radical options considered and agreed to close the gap to Devon combined 
control total as required by the CEP process.   
 

 Strategic Issues 
 

 

76/05/17 Wider Devon Sustainability and Transformation Plan (STP) Update (including  
Acute Service Review) 
 
The Director of Strategy and Improvement referred to the previous discussion on the 
CEP process and reminded the Board that the 2017-18 plan had not been accepted by 
the Regulators, as it was part of the overall STP plan that had not been accepted and it 
therefore needed to be refreshed.  As discussed above, the STP is not an accountable 
body, but the Trust is part of the STP and therefore needed to contribute to the refresh 
of the plan to secure agreement to the level of gap to STP control total and any system 
deficit would be managed within that framework. 
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The Board noted that the communication on the recommendations from the Acute 
Services Review work is now delayed by the period of purdah and so no 
announcements on progress can be made until after the national elections.   Similarly 
while work continued on the development of an accountable care system for Devon,  
communication on progress could not be issued until after the elections. 
 

77/05/17 Trust Quality Strategy 2017-19 
 
Strategic Context 
 
The Chief Nurse reported that the Trust has established a bi-annual cycle for 
development of the Quality Strategy. This enables the Trust to align internal quality 
priorities with regional and national quality priorities and to reflect the fast the changing 
health and social care changes such as the emergence of the Devon STP and the move 
to an accountable care system. 
 
Key Issues/Risks 
 
The current focus on financial sustainability could result in business activity being 
dominated by the financial narrative. The development of the quality strategy provides 
clarity on Trust quality priorities and a framework for delivery. 
 
The Chief Nurse highlighted the following: 
 
 The report sets out the strategic context and need to refresh the document every 
 two years. 
 
 The need to balance quality and safety against the backdrop of the current 
 financial difficulties. 
 
 The Executive challenge included the need to ensure the strategy reflects social 
 care and the priorities across the whole Trust. 
 
 The report contained a plan on a page detailing quality priorities for the year. 
 
 The drivers for change have been identified. 
 
 The report detailed the quality governance framework and accountability from 
 board to individual. 
 
 The report will be linked to the Quality Improvement strategy. 
 
 Leads for each action have been identified to ensure accountability. 
 
The Chief Executive sought assurance that the Trust had processes in place to ensure 
that learning from mistakes and that any learning was shared throughout the Trust and 
beyond. The Chief Nurse said that the Duty of Candour was being reviewed and work 
continued to ensure staff reported incidents with a clear structure through the use of the 
Datix system.  She acknowledged that the system was relatively new and some training 
for staff was still required. She added that regular ward and departmental meetings took 
place where staff had the opportunity to raise concerns, and with the Chief Executive, 
she had attended some of these meetings.  The Chief Nurse added that work has also 
taken place to respond to the suggested actions raised in the Freedom to Speak Up 
Guardians’ report that was presented to last month’s meeting, 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 In approving the document, the Board asked for the following amendments to be 
made prior to publication: 
 
 Document to explicitly detail the duty of candour process. 

CN 
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 Document to take account of the NHS 5 Year Forward View with an 
 emphasis on  capital and length of waiting times. 
 
 Document to reflect the Quality Impact Assessments that took place as part 
 of the  Trust’s savings plans. 
 
 Document to be circulated to the Health and Wellbeing Board. 
 

78/05/17 Torbay Strategic Partnership Vision 
 
Strategic Context 
 
The Director of Strategy and Improvement presented the report which sets out the work 
that has been undertaken by a group of key strategic partners to develop a long term 
high level plan and vision for Torbay, with a compelling narrative which articulates 
ambitions for Torbay’s future.  Torbay’s Vision is presented for each key stakeholder 
organisation to adopt and to confirm commitment to the strategic partnership moving 
forward in respect of its delivery. 
 
The aim is for all organisations/bodies within the Strategic Partnership to sign up to the 
Torbay Vision throughout May 2017.   
 
The next steps are to develop the partnership’s objectives and actions plans to deliver 
the Torbay Vision. 
 
Key Issues/Risks 
 
Whilst the vision and commitments align with the Foundation Trust’s strategy and shared 
vision with key health and care partners, there is a risk that messages regarding “place” 
become confused with the Accountable Care Delivery System place-based approach.  
 
Capacity to engage fully given current priority to secure financial balance and deliver 
major change in delivery model. 
 
The Director of Strategy and Improvement informed the Board that they were being 
asked to endorse the Strategy as a direction of travel and it required full engagement 
with the community to realise its aims. 
 

 

 The Board: 
 

 Endorsed the Torbay Vision; 

 Signed up to the Strategic Partnership Commitments; and 

 Supported the continued involvement of the Trust in the Torbay Strategic 
Partnership   

 

 Delivery Issues 
 

 

79/05/17 Integrated Quality, Performance, Finance and Workforce Report – Month 12 
 
Strategic Context 
 
Financial Plan, Control Totals and Sustainability and Transformation Fund 
 
Having originally submitted a Payment by Results (PBR) plan for 2016/17 to deliver a 
financial Control Total of £1.7m and secure national Sustainability and Transformation 
Fund monies for financial delivery, the Trust subsequently submitted a revised forecast 
having been encouraged to reinstate a Risk Share Agreement (RSA) based plan. This 
moved the year end forecast from £1.7m surplus to £8.6m deficit as the Trust picked up 
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a share of system risk.  
 
The Trust has been in dialogue with NHSI since month 1 regarding the revised RSA plan 
and has been reporting delivery against both the PbR and RSA based plans to the 
Board and Finance and Investment Committee.  
 
At month 9 the Trust reported a further revision changing the year end forecast to 
£11.6m deficit after RSA applied (£11.04m after NHS I reporting exclusions).  
 
In addition to financial performance, access to a proportion of SFT funding for 2016/17 
was also dependent on delivery of national operational standards relating to ED 4 hour 
waits, Cancer 62 day waits, diagnostic 6 week waits and Referral to Treatment (RTT) 18 
week waits.      
 
Regulatory Context: The Single Oversight Framework 
 
The Single Oversight Framework was introduced from Oct 2016 and replaced Monitor’s 
Risk Assessment Framework and the NHS Trust Development Authority’s Accountability 
Framework and applies to all NHS providers including the ICO. The framework is being 
used by NHSI to identify NHS providers’ potential support needs across the 5 themes of 
quality of care, finance and use of resources, operational performance, strategic change 
and leadership and improvement capability.   Providers have been segmented into one 
of four categories ranging from Segment 1 - maximum autonomy with no support needs 
identified - to Segment 4 for providers in special measures. The Trust has been 
assessed overall as being in Segment 2 which attracts an offer of targeted support in 
response to concerns in relation to one or more of the 5 themes. Mark Hackett’s support 
has been secured through this process to help improve the Trust’s financial 
sustainability, efficiency and compliance with sector controls such as agency costs.   
 
Key Issues/Risks 
 
Financial Performance:   
 

 Year end position: the Trust ended the financial year having slightly improved 
on the revised year end forecast deficit posted at month 9 and is reporting a final 
year end deficit position (subject to audit) of £10.99m after exclusions against the 
original RSA deficit plan of £8.6m. This position incorporates Call to Action 
financial recovery actions and accommodates the additional exceptional cost 
pressure items previously reported (MARS and treasury payment).   
 

 CIP Programme: The final total for CIP delivery has been confirmed as £11.45m 
which is an improvement on previous forecasts, but is behind plan by £2.45m. 
£5.77m of the schemes were delivered recurrently with a FYE of a further £1.6m, 
totalling £7.37m recurring CIP delivered. The recurrent shortfall carries forward 
into the £40.7m efficiency programme for 2017/18.  
 

 Overall Use of Resources Rating: against NHS I’s Single Oversight Framework 
for 2016/17 delivery, the Trust’s financial performance will attract a rating of 4 on 
the overall use of resources score against a plan of 3   
 

Service Delivery: 

 Whilst service performance against national framework targets has improved in 
March against all 4 national service delivery standards, delivery against the RTT 
pathways completed and 6 week diagnostic waits all remain below both the 
national standards and locally agreed trajectories.  
 

 Performance against the 4 hour standard achieved the improvement trajectory of 
92% in March with 94.2% however remains below the national standard of 95%.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

17.05.03 - Board of Directors Minutes Public.pdf



Page 7 of 16 
Public 

 

 

 The Cancer 62 day target has returned to being above both the national standard 
and local trajectory.  
 

 Growth in the number of 52 week waiters remains a significant risk. 

 
At this point the Director of Strategy and Improvement left the meeting. 
 
The Chief Operating Officer highlighted the following: 
 
 The Trust achieved 94.2% against the 4 hour at the end of March, against a 
 locally agreed target of 92%.   
 
 A significant improvement has been seen against the 62 day cancer standard, 
 which is in part linked to the improvement achieved in respect of the Dermatology 
 2 week wait position – however this is still an area of risk for the Trust. 
 
 The Trust is underperforming against the RTT target, but performance is in line 
 with the previously agreed plan with commissioners. 
 
 An area of concern is social care capacity – there has been an increase in 
 delayed transfers of care in the community, which was experienced at the 
 same time last year.  The main reasons for delays are the availability of onward 
 packages of care in care homes.  The numbers, however, are significantly lower 
 than local and national benchmarks. 
 
 A further area of concern is the CAMHS target and compliance with assessments 
 for people under 18 – however this has already started to improve. 
 
Councillor Parrott stated that the low levels of delayed discharges are one of the real 
benefits of the ICO and advised the Chief Operating Officer of a multi-disciplinary 
provider forum was taking place later in the month if she, or a representative, wished to 
attend.  He also asked if the increase was temporary or not. The Chief Operating Officer 
said that the trend over the last three years showed a peak in delayed discharges at this 
time of the year, but that this year the numbers were much lower than in previous years.  
She added that, given the changes to the profile of beds in the community and on the 
acute site, a Delayed Transfer of Care Group has been established to oversee the 
process and benefits as a result of this Group’s oversight were already being realised. 
The Board also noted that the number of delayed discharges to domiciliary care were 
now very low and reflected the work that had been undertaken with Mears over the last 
few months. 
 
Mr Welch raised concerns in respect of ambulance handover time and staff sickness. In 
respect of ambulance handovers, the Chief Operating Officer reported that this was a 
key improvement area for the Emergency Department and a number of initiatives were 
being taken forward to improve performance and some progress is already being made. 
 
The Chief Operating Officer reported that the Trust had 17 people waiting over 52 weeks 
for treatment.  She added that they were surgical patients who have been reviewed by 
clinical teams.  In addition, the Trust is working with its partners in the STP to try to 
secure cross-system support for vulnerable specialities.  The Chief Executive said that it 
was important to note that a significant number of patients have had reviews delayed 
beyond their due date and she asked the Medical Director to report on this issue. The 
Medical Director reminded the Board that this risk had been previously reported to the 
Board and said that all departments had a process in place to review patients on their 
waiting lists and plans to reduce waiting times.  An operational plan is also being 
devised at present and will be brought to Board once completed. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

17.05.03 - Board of Directors Minutes Public.pdf



Page 8 of 16 
Public 

 

The Medical Director also informed the Board that in respect of mortality, the content of 
the mortality report is being reviewed by the Mortality Surveillance Group to ensure that 
mortality issues are highlighted to the Board in an appropriate manner. 
 
Mrs Taylor queried the fractured neck of femur performance.  The Medical Director 
reported that for some time the limiting factor was availability of medical time for theatre 
but more recently there have been issues with availability of staff out of hours.  The 
Chief Operating Officer added that it was a key priority and had been recently reviewed 
by the Quality Assurance Committee.  In terms of performance, the overall measure of 
success was positive, but the Trust has struggled to provide additional theatre sessions 
without compromising capacity elsewhere, so it has been agreed to use the routine 
pathway for trauma patients as part of the whole standard. 
 
In respect of financial performance the Director of Finance reported the following: 
 
 The deficit at the end of the year was £10.99m, compared to a Control Total of 
 £2.3m surplus and behind the forecast target of a deficit of £8.6m.  It was in line 
 with the revised forecast submitted in January.  It was important to note that as 
 part of this performance the Trust had managed a MARS process costing £1.1m, 
 and a cost of £450,000 associated with indexation charges to the balance sheet 
 provision required by the Treasury. 
 
 The pay trajectory continued to decrease. 
 
 CIP performance ended the year at £11.45m against a target of £13.9m, with a 
 significant element being non-recurrent. Recurrent delivery in year was £5.77m, 
 increased by a further £1.6m for the full year effect, total FYI of recurring CIP was 
 therefore £7.37m.  
 
 The Trust’s cash position was decreasing at £4.6m against a forecast of £10m.  
 This was due to £4.2m associated with an increase in NHS debtors and a delay 
 in payments.  There had also been a movement in stock and £2m associated 
 with depreciation which was a non-cash movement. 
 
The Chief Executive suggested it would be useful to have more detail on the recurrent 
nature of the CIP savings and movement between this and the previous month. She also 
asked the Director of Finance to explain the difference between the forecast £11.6m and 
£12.23m detailed in the report.   
 
In respect of the first point, the Director of Finance explained that last month the balance 
to full year effect of the in-year recurrent savings was larger, but as part of the roll over 
balance to full year effect it had become clear that the procurement savings identified 
were not in fact recurring which affected the recurring savings achievement by 
approximately £1.6m. 
 
In respect of the second point, the Director of Finance explained that the second figure 
contained additional items which were discussed in full at the Finance Committee – he 
would circulate the paper that was discussed at Finance Committee to Board members. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DoF 

 The Board considered the assurance provided in the contents of the report and 
challenged the performance achieved/summarised in this report 
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80/05/17 NHS Workforce Race Equality Standard Data Report 2016 
 
Strategic Context 
 
In April 2017 NHS England and the NHS Equality and Diversity Council published an 
analysis report of the National Workplace Race Equality Standard (WRES) 2016 
baseline data returns submitted by NHS Trusts in England. The 2016 WRES report 
draws on data from the 2015 Staff Survey. The 2015 WRES report (using 2014 Staff 
Survey data) highlighted the Trust as an outlier in two primary areas - percentage of 
BME staff experiencing Harassment, Bullying, or Abuse (HBA) from staff; and the 
percentage of BME staff experiencing discrimination in the last 12 months. This report 
identifies the areas in which the Trust has improved in relation to the WRES indicators. It 
also highlights areas for continued address which will form part of the 2017 Diversity and 
Inclusion Plan. 
 
Key Issues/Risks 
 
Accordingly to the 2016 WRES report, TSDFT employs circa 250 BME staff (equating to 
4% of the workforce). The percentage of non-clinical BME staff is 1.57%. There is a 
clear issue with non-clinical BME staff not progressing in the organisation and this is 
likely to be the case with clinical BME staff too once consultant medical staff are taken 
out of the calculation. 
 
The percentage of staff experiencing HBA from other staff has increased for both BME 
and White staff since the previous year. However, it should be noted that the 2016 
WRES report is the first report for TSDFT as an ICO. The 2014 Staff Survey 
percentages are from South Devon Healthcare NHS Foundation Trust. The 2015 Staff 
Survey results are from the current organisation (TSDHCT). Combining the data 
manually may be misleading as one Trust did a sample survey in 2014 and the other 
was a full survey so difficult to weight the data correctly. The 2016 Staff Survey data 
does however show a positive reduction in this area. 
 
Overall, The 2016 WRES report indicates significant improvement on previous years. 
However there remain areas where our BME colleagues continue to have poorer 
experiences of the Trust than their White colleagues. 
 
The Diversity/Inclusion and Employment Lead attended for this item and gave the 
following briefing: 
 
 Significant improvements have been made following the publication of last year’s 
 report. 
 
 This year the report provides a regional comparison. 
 
 Actions over the last year included appointment of Diversity Guardians; 
 producing the Tackling Discrimination Together Policy; and establishing an 
 executive-led Equality Business Forum. 
 
 Last year the Trust was highlighted as an outlier in respect of the percentage of 
 BME staff experiencing discrimination at 57%, which had now reduced to 21%, 
 and although not in the report this has reduced further to 12%.  For white staff 
 this has reduced to 5% so there is still a reported differential compared to the 
 experience of BME staff. 
 
 The Chief Executive reported that the Trust had committed to work with the 
 Council to raise awareness in the community in respect of BME in relation to 
 violence and  aggression from patients and clients and that she looked forward 
 to receiving an action plan from the Equality Group to take this work forward.  Cllr 
 Parrott confirmed his support for this approach. 
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 Mr Allen stated that he understood that apart from consultant posts, BME staff 
 are less likely to apply for promotion and he queried what the barriers to 
 promotion might be.  The Equality and Diversity lead said that as an organisation 
 the Trust tended to be representative but this was in clinical areas of work. She 
 said that over the next year work would take place to review the Trust’s 
 recruitment process to target under-represented groups. 
 

 The Board noted that the Trust has successfully implemented a number of actions 
since the findings of the 2016 WRES report. However, it is recognised that there 
remain to be a number of areas to address. The establishment of the Equality 
Business Forum will provide assurance on the implementation and development 
of the Trust’s workforce equalities agenda.  
 
The Diversity and Inclusion Plan brings together a wide range of actions and 
collates themes from the experiences of our BME workforce to focus 
recommendations. 
 

 

 Governance Issues 
 

 

81/05/17 Accountability and Oversight Framework 2017/18 
 
Strategic Context 
 
The Director of Strategy and Improvement restated earlier Board discussion, in that the 
Trust and local health and care system faces the biggest financial challenge in its history 
and is required to deliver a £40.7m system savings programme in 2017/18 of which 
£20.3m is internal and £20.4m requires system wide change 
 
Given the scale of financial challenge – approaching 10% of total income - and the 
Trust’s history of under-delivery of previous cost improvement programmes, this 
strengthened accountability and oversight  framework is being introduced to support the 
Service Delivery Units (SDUs) and drive delivery of the 2017/18 Financial Improvement 
Programme. 
 
Implementation of this framework is necessary to give the Board, Governors, 
commissioners, STP, regulators and the community we serve assurance of delivery. 
 
The recent informal investigation by NHSI and targeted support provided by Mark 
Hackett has further highlighted the need to strengthen accountability and oversight 
arrangements.  
 
What will be different? 
 
This new accountability and oversight framework drives delivery of the operational plan 
and efficiency programme by: 
 

 Placing responsibility and accountability for delivery at SDU level    
 Ensuring SDUs have the necessary means to deliver 
 Providing timely, accurate information so SDUs can actively monitor their 

progress and empowering them to take necessary mitigating actions at the 
earliest opportunity 

 Holding SDUs to account for delivery of their agreed operational plans and 
efficiency savings targets 

 
In addition to strengthened accountability, Trust Board has agreed an enhancement to 
the organisation’s system of internal control for 2017/18 through the establishment of a 
new Financial Improvement Scrutiny Committee (FISC). This new committee will provide 
an additional high level ‘check and challenge’ to the planning, delivery and effective 
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response to deviation from plan for the Trust’s Financial Improvement Programme (FIP) 
for 2017/18, and will report directly to the Trust Board.  
 
Key Issues/Risks 
 
The FISC is designed to provide an unwavering focus on and expert scrutiny of the 
above areas as, given the level of risk to delivery of the 2017/18 FIP and the issues 
highlighted in the recent NHSI review into Trust financial performance, the delivery of the 
2017/18 Financial Recovery Plan is ‘mission critical’ to the organisation during this 12 
month period. 
 
The Director of Strategy and Improvement explained that the Trust had six Service 
Delivery Units (SDUs) in place and the report detailed the governance arrangements 
that had been put in place to manage delivery in the coming year. She added that the 
new arrangements had been welcomed by the SDU as they provided clarity in terms of 
reporting arrangements and support that would be provided if required. 
 

 The Board approved the 2017/18 Accountability Framework and terms of reference 
for the new Financial Improvement Scrutiny Committee. 
 

 

82/05/17 Quality Account 2016/17 (Draft) 
 
Strategic Context 
 
There is a mandated requirement to publish an annual account of the quality of care 
within the organisation 
 
Key Issues/Risks 
 
That the report meets the requirements for quality reports for foundation trusts as the 
report is audited alongside the annual report and financial accounts 
 

 

 The Board approved the draft Quality Account 2016/17 and the need to send 
report to mandated key stakeholders  to obtain feedback for inclusion into final 
published account 
 

 

83/05/17 Governors’ Questions 
 
The following questions were raised: 
 
Mrs French queried the length of time between assessment and treatment.  The Chief 
Operating Officer explained that the RTT target was for the Trust to see a patient within 
18 weeks of the first referral. The pathways for specialties differed in terms of the 
performance against the 18 week RTT target and the Trust has made the decision in 
some cases to lengthen that wait as a response to workforce and financial challenges.  
She added that within the overall corporate performance against the RTT targets 
reported to Board, waits are longer in some areas however in those cases patients were 
being actively managed to ensure they were not disadvantaged by having to wait for 
treatment. 
 
Mrs French then raised a concern in terms of clients receiving domiciliary care packages 
and experiencing care provided by many different carers with no continuity. The Chief 
Operating Officer explained that the Trust has been working closely with Mears over the 
past few months to improve the service provided and that significant improvements have 
been made in terms of regular carers being provided, who arrived at a client’s home at 
the time agreed, and carried out the duties expected of them. Mrs French asked for a 
more detailed report to be provided to the Council of Governors at its July meeting and 
this was agreed. The Chief Executive suggested it might be helpful for RTT performance 
to be reported by speciality. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
COO/CS 
COO 
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Mrs Lewis raised a concern in respect of communication of the changes in Dartmouth. 
The Chief Operating Officer agreed that communication could have be better and it had 
been agreed that the Trust’s Communication team would take over the monthly updates 
that had been previously provided by the CCG and to also provide regular feedback to 
the Dartmouth Chronicle. The Chief Executive added that Dartmouth Caring have also 
been heavily involved in disseminating information to the community, and registered her 
appreciation of this partnership approach. 
 
Mr Coates queried the Trust’s aspiration to reduce referrals given that it served an 
elderly population and so referrals were likely to increase, especially in respect of non-
elective treatment.  The Chief Executive explained that the Care Model and Business 
Case reflected the need to reduce demand and that it is the responsibility of the CCG to 
realise that aspiration in terms of working with GPs to agree thresholds and implement 
demand management systems thus reducing referrals.  It is also clear that within the 
Devon STP the treatment rate for the Torbay and South Devon population is higher than 
its peers.  Action to address this included identifying alternatives to treatment - for 
example the MSK pathway which has realised a significant reduction in demand for hip 
surgery and this is now being extended to knees. The Medical Director added that the 
MSK pathway improved the patient experience in that patients could see a 
physiotherapist within 3 days, rather than a surgeon in a number of weeks, and many 
patients did not require surgery and were able to manage their care differently following 
physiotherapy intervention. 
 

 PART B: Matters for Approval/Noting without Discussion 
 

 

 Reports from Board Committees 
 

 

84/05/17 Finance, Performance and Investment Committee – 28th March and 25th April 2017 
 
The Board noted the reports from the last two meetings and the recommendations from 
the meeting in April: 
 
The Committee meeting was not quorate and as a result the following items are 
recommended for approval by the Board: 
 

1. Month 12 Integrated Finance & Performance report. 
2. The Medical SDU Nursing proposal, subject to the requirement that the actions in 

support of this proposal are cost neutral including existing cost saving 
commitments. 

3. The Capital Expenditure and Liquidity Position paper, subject to the critical 
schemes being supported by on plan cost improvements, ITFF clearance and 
cash availability. 

4. 2017/18 Accountability Framework subject to agreed terms of reference. 
 
The following items were reviewed by the Committee for assurance purposes: 
 

1. 2017/18 Trust Efficiency Programme, against a plan to deliver £40.7m of savings 
the dashboard identified a shortfall of £15.8m at the date of the meeting. Further 
schemes are in the process of preparation. 

2. 2017/18 Operational Plan Submission NHS E and NHS I Response, a joint return 
with the CCG confirms that no further savings are currently considered 
achievable. 

3. The monthly CIP Deep Dive reviewed the presentations on Medicines 
Management by John Dowell (CCG CFO) and Paul Foster (Chief Pharmacist), 
risks identified included lead times and ability to recruit. 

4. The Finance Risk Register has been updated, a workforce reconciliation across 
2017/18 plans and savings schemes was requested. 
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85/05/17 Audit and Assurance Committee – 12th April 2017 
 
Noted. 
 

 

 Reports from Executive Directors 
 

 

86/05/17 Report of the Chief Operating Officer 
 
Strategic Context 
 
The report provides the  Board of Directors with an update on operational work 
programmes managed by the Chief operating Officer 
 
Key Issues/Risks 
 
Risk registers are maintained by all services and projects with risks reviewed through the 
monthly quality and performance meetings with deep dives at the Risk Committee on a 
scheduled basis.  
 
The operational risks highlighted include: 
 

 Delivery of  performance standards including 4 hour wait, RTT, 52 week waiters 
and diagnostics 
 

 Radiotherapy capacity to meet MIU delivery plan  
 

 IT capability to support optimisation of the care model 
 

 Care home and domiciliary care capacity to support care at home 
 

 Reduced workforce capacity in specialities including, ED, Dermatology, 
Neurology and histopathology 
 

 CIP plans are not yet to the level that will provide assurance on the delivery of 
the Operational SDU targets for 17/18 Financial Improvement Plan, further work 
required to address actions, route to cash confirmation and additional schemes 
required to close gaps to target. 

 
Councillor Parrott informed the Board of some concerns in respect of the Cumberland 
Complex and the quality of care provided at that facility.   The Chief Operating Officer 
explained that the facility was used by a number of clients with mental health needs 
placed by Devon Partnership Trust.  The facility has moved to a general housing facility 
and clients are provided with support through a supported people placement or general 
package of support. She was able to confirm that all clients received regular reviews in 
line with standards.  The Trust’s responsibility is to endure that, although the provision of 
care has changed at the facility, the correct level is care is provided to clients. 
 

 

87/05/17 Report of the Medical Director 
 
Strategic Context 
 
Care Planning Summary Performance 

 
Care planning summaries (CPS) are an essential means of communicating with GPs 
and other partners after an episode of inpatient care in our Trust.  Performance is 
accepted as a marker of quality of care and the Trust must report its performance to 
NHSE. 
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CPS performance has been below target level for many months.  The reasons for this 
were and are multifactorial.  A new version of the electronic CPS was introduced in the 
autumn of 2016 with some initial improvement in performance.  However performance 
has failed to improve further and remains significantly below target, particularly at the 
weekend.  The possibility of a reporting error is being explored. 

 
Factors contributing to poor performance are: 

 Administrative issues relating to ward clerk availability 

 IT availability.  A web-based version of software is awaited 

 Junior Doctor capacity for completion of CPS.  This is particularly marked at 
the weekends.  Restriction of flexibility in shift timings with the new junior 
doctor contract may be contributing to this. 

A detailed improvement plan is being updated.  Reporting of CPS performance by ward 
and specialty is now in place.  The Medical Director has reminded Clinical Directors of 
their accountability for delivering improved performance. 
 
Interim solutions being explored are maximisation of the Physicians Associates’ capacity 
for completing CPS in their clinical areas. 
 
Medical Workforce 

 
The report details recent consultant vacancies and recruitment and other medical 
workforce developments. 
 
Key Issues/Risks 
 
CPS performance 
 
There is a risk of gaps in care through delayed communication of outcome of inpatient 
stay.  The Medical Director leads a multidisciplinary group aimed at improved CPS 
performance. 
 
Medical Workforce 
 
Concerns around resilience of the medical workforce and specific areas of concern have 
been highlighted in recent Board reports.   
 

88/05/17 Compliance Issues 
 
Nil. 
 

 

89/05/17 Any Other Business Notified in Advance 
 
Nil. 
 

 

90/05/17 Date of Next Meeting – 1.00 pm, Wednesday 24th May 2017 
 

 

 
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 Briefing on social care fee setting to be provided at a future Board to 
Council once the outcome of the judicial process was known. 

DoF Judicial review not expected until June/July 07/12/16 

2 Report on Cybersecurity to be presented to April Board. DoF Complete 
 
Agreed with S Taylor that this report would be 
presented to the May Board so that it could 
include feedback from the security penetration 
exercise. 
 
To be discussed in Private session. 

01/03/17 

3 Chief Nurse and Mr Fordyce to discuss Datix system outside of the 
meeting. 

CN Complete - the Chief Nurse has arranged to 
meet with Mr Fordyce, and is also taking 
forward a number of actions following the 
Freedom to Speak Up Guardians presentation 
at the April Board meeting. 
 

05/04/17 

4 Guardians to be involved in the refresh of the Staff Engagement Survey. DWOD Complete - The Strategy will be brought to 
the July Board meeting. Remove from action 
list. 

05/04/17 

5 Main areas of work that will be taken forward following the Staff Survey to 
be provided 

DWOD Complete - The action plan will be brought to 
the July Board. Remove from action list. 

05/04/17 

6 Chief Nurse to discuss the survey in the Nursing Standards magazine in 
respect of nurses not feeling able to provide safe care. 

CN Complete- to  be discussed at the next formal 
senior nurses meeting.  The Chief Executive 
and Chief Nurse have also attended Ward 
Managers and Matrons meetings to discuss 
any areas of concern. 
 

05/04/17 

7  
Detailed paper on sickness absence to be presented to the next Board 

 
DWOD 

The deep dive into sickness will be completed 
by the end of May so a report will be brought 

 
05/04/17 
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meeting. to the July Board meeting. 

8 Detail to be provided in respect of number of patients transferred to Totnes 
hospital. 

COO Complete - Information provided to the 
Governor who raised the question.  COO 
confirmed that there were 5 people in total in 
bed based care, 2 of which were in Totness 
Hospital. At this time we have 450 people in 
Dartmouth are who were being supported at 
home. 

05/04/17 

9 Sickness data in future Workforce reports to be more up to date. DWOD Complete 
 

05/04/17 

10 Amend Quality  Strategy as discussed above. CN  03/05/17 

11 Paper discussed at Finance Committee detailing the background to the 
movement in the CIP forecast between Finance Committee and Board of 
Directors. 

DoF  03/05/17 

12 Report on provision of Domiciliary Care Packages to be provided to the 
CoG in July. 

COO/CS Complete – included on the July CoG 
agenda. 

03/05/17 

13 RTT performance to be provided by speciality. COO Complete - Routine report developed by 
speciality reviewed at the RTT and Diagnostic 
Risk and Assurance Group 

03/05/17 
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MAIN REPORT 

 

1 Trust Key Issues and Developments Update 
 
Safe Care, Best Experience 
 
Care Quality Commission (CQC) Re-Inspection 
Following the  CQC’s unannounced re-inspection on 3rd and 4th May, we have now received the initial 
feedback via the attached letter (Appendix 1). The letter reflects the informal feedback given at the end of 
the inspection, in that inspectors told us they witnessed a very different response to service pressures than 
that of their previous visit, and particularly paid tribute to the level of system-wide joined up 
working.  However we are not complacent and will await the full report and the consideration of CQC as to 
the overall rating of the Trust   

Implementing our new care model   
We continue to make progress in developing and enhancing community services, with some major 
changes coming online in our Paignton and Brixham locality this month.  The changes agreed by the CCG 
governing body that impact this locality include: 
 

 Creating a temporary Health and Wellbeing Centre on the site of Paignton Hospital.  This will be 
until the site is sold and alternative premises are secured;   

 Moving services from Midvale Clinic (which is to close) to Paignton Hospital; 
 Closing in-patient beds in Paignton Hospital; and 
 Re-naming Paignton Hospital to reflect the services it provides, so that it becomes Paignton Health 

and Wellbeing Centre 

Paignton Hospital closed to new admissions on 3 April and the last inpatients were safely discharged on 
13 April. Work to move Midvale Clinic to Paignton Hospital is well underway and we are planning to hold 
the last clinics at Midvale Clinic on 31 May, with clinics re-opening on Monday 5 June at the Paignton 
Health and Wellbeing Centre. Patients with confirmed appointments from 5 June onwards are being 
informed of the changes by the outpatient’s appointment service. 

We have been unable to meet the CCG criteria for MIU changes as we are required to provide a minimum 
of 4 hours cover a day 7 days a week in Totnes, Dawlish and Newton Abbot. This is due to ongoing 
difficulties in recruiting  radiography staff. In addition to this we have experienced equipment failure at 
Paignton. Directors are working with the CCG to develop plans to mitigate  this risk.  
 
We are also progressing our previously announced plans to safely reduce the number of acute inpatient 
beds at Torbay Hospital in 2017/18. As reported last month the first phase was implemented at the 
beginning of April following the transfer of the breast and gynaecology in-patient and ambulatory service to 

Report to Trust Board 
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Lead Director Mairead McAlinden,  Chief Executive 
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Forrest ward, enabling the Trust to close 14 beds on McCallum Ward. Clinical teams have completed their 
planning for phase 2 and as a result, five beds on Ella Rowcroft Ward closed on 01 May. The final phase 
for 2017/18 will be implemented at the end of July with a reconfiguration of Dunlop Ward which will enable 
the closure of Warrington Ward. This is a month later than originally planned in recognition of the service 
improvements necessary before this final phase for 17/18 can be safely implemented.  
 
The further reduction of acute beds is made possible by the continued successful implementation of 
enhanced community services and a hospital-wide focus on initiatives such as SAFER, discharge to 
assess and timely transfers out to intermediate care, however there is detailed monitoring and escalation 
in place to minimise the impact of these bed closures on 4 hour urgent care performance, which has 
reduced in May from April performance. Further details are included in the Chief Operating Officer’s report 
included in the Board pack 
 
  
Well Led 
 
Cyber security – Trust position in response to Ransomware Attack 
This month’s global cyber-attack and the impact that it has had on NHS trusts and services remains at the 
top of the news agenda this week. Forty seven NHS trusts were reportedly hit by the attack with seven still 
experiencing serious issues at the time of writing this report. A number of trusts needed to divert patients 
to unaffected hospitals as the attack caused problems accessing test results, X-rays and patient records. 
This Trust was not impacted by the attack – patches were applied to all our servers in March and we are 
currently reviewing all PCs to confirm they have been rebooted to ensure patches are fully activated. The 
Health Informatics Service team are to be thanked for their actions to implement the measures that 
protected the Trust from this risk and the calm and professional way in which they provided support 
including working over the weekend to rebuild PCs to support colleagues in primary care. Further detail is 
included in the Director of IM&T’s report contained in the Board pack.    
 
OPEL 4 Escalation 
For the first time since the new national urgent care escalation system was introduced, the Trust declared 
a bed status of OPEL 4 at Torbay Hospital (black alert under the previous system) on 3 May. This followed 
the early spring bank holiday, and occurred during the visit by CQC inspectors. Escalation plans were 
swiftly and smoothly implemented and the status was downgraded to level 3 by the end of the day. The 
Trust had been performing well until the bank holiday, including over the Easter break, and a number of 
factors came together on this occasion to create the pressures: 
 

• Increased number of patients attending the Emergency Department (ED) 
• Lower discharge numbers during the bank holiday  
• High number of admissions to acute beds during the weekend 
• Large number of Ambulance conveyances 

 
Staffing numbers were appropriate, community beds were available throughout the escalation, and the 
Trust maintained its safety and quality standards throughout. I would like to offer my thanks to our partner 
organisations for their support in enabling us to de-escalate so quickly. This includes GPs who helped 
manage referrals, and Devon County Council, which released staff to support the Trust. We were not 
alone in facing increased pressures – Derriford Hospital also declared OPEL 4 on 3 and 4 May, and North 
Devon remained on OPEL 3 until 5 May.  
  
Follow-up report on Baytree House closure 
Healthwatch Torbay has published a report on the public feedback it received around the alternative 
services offered since the closure of Baytree House in Torquay in 2016. Working with Torbay and South 
Devon NHS Foundation Trust, Healthwatch Torbay interviewed service-users, family members and carers 
to gather feedback on how they found the transition process from Bay House to alternative services. On 
the whole, the feedback was very positive, with some minor changes proposed and some 
recommendations made. The full report, which shows more details on key findings, is here.  A 
presentation to the Board is planned to discuss the report and any learning for future service change. 
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2017/18 Month 1 and financial and performance position headlines 
 

 Month 1 overall financial position: The financial position at month 1 is a deficit of £1.724m 
against a planned deficit of £1.893m (before NHS I exclusions), which is an overachievement 
against our phased plan by £169k. 

 Month 1 pay expenditure: Total pay costs are underspent against plan in Month 1 by £440k – this 
is made up from an overspend of £147k in substantive pay costs (including bank) that have been 
offset by an underspend against budget for agency costs of £587k. The Agency Cap set by NHSI is 
£550k per month, and the Trust achieved the Cap in April for the first time, with Agency spend of 
£405k.  This is a significant achievement in matching our permanent workforce to service need and 
minimising high cost temporary workforce requirements to deliver safe care.   

 Month 1 Savings Delivery: Against our monthly phased savings profile, the Trust delivered 
£1.396m against a £1.752m target – a shortfall of £357k which must be covered through non 
recurrent means. The overall position for M1 above would indicate this has been achieved.    

 System Savings Plan: Against the £40.7m system savings plan to achieve a Trust Control Total of 
£4.7m surplus, the Trust has identified savings potential of £29.3m therefore the 2017/18 forecast 
outturn remains at risk by a minimum of £11.4m. Failure to deliver our savings plan will put a risk 
the £5m STF funding and will affect liquidity which in turn impacts on capital investment plans.  

 Month 1 Operational Delivery:  For April, the Trust exceeded  all  operational plan trajectories 
and achieved the National 62 day cancer  treatment time standard. The Trust narrowly 
underperformed against the national 4 hr ED standard and diagnostic waits. Achievement of the 
national RTT standard  and reducing long waits (over 52 weeks) remains a challenge.  

 
The integrated finance and performance report in the Board pack provides further detail of delivery 
including at Service Delivery Unit level. 
 
Delivering our £40.7m financial savings plan for 17/18, of which £33.1m require cost reductions within the 
Trust equalling 8% of turnover, is a significant challenge.  The Board will receive detailed reports to assess 
the predicted risk to delivery of this plan, and the management of unfunded in year cost pressures that add 
to this challenge.  
 
Valuing our Workforce Paid and Unpaid 
 
National Guardian Office Case Review Process   
The National Guardian for the NHS – Dr Henrietta Hughes  - has written to all NHS Trust CEOs advising 
that from 12 June 2017 the National Guardian’s Office (NGO) will officially commence its case review 
process to look into cases referred to it where it appears that there is evidence that an NHS  Trust has not 
appropriately responded to a concern raised by its staff. This important information from the National 
Guardian’s Office is being initially shared with trust leaders and Freedom To Speak Up Guardians to 
ensure that the standards of good practice against which a case review will assess the actions of trusts 
are first known by those with responsibility for delivering those standards. I have shared a copy of the 
letter (attached Appendix 2) with the Trust’s Freedom To Speak Up Guardians. 
 
BMJ award for integrated heart failure service 
The Trust’s Heart Failure Service has been recognised as ‘highly commended’ at a prestigious national 
awards ceremony hosted by the British Medical Journal. The award ‘honours a team that is leading the 
way to improve standards in care in cardiology’. The Heart Failure Service was nominated for the award 
due to its work to develop and enhance the care provided both in hospital and across the community for 
heart failure patients in our area.  
 
What matters to you? – staff engagement sessions  
Over the next few weeks I am hosting a series of “What matters to you?” staff engagement events. The 
sessions, being held at a range of locations and times, will provide the opportunity for me to hear first-hand 
from staff across the Trust about what matters to them; learn more about their challenges and see their 
innovative practice. I am also offering individual discussions with staff after each event.  The main themes 
from these events will be considered by the Executive Team and will shape the refresh of the Trust’s staff 
engagement strategy.  The first event in Paignton (Kings Ash) was attended by over 30 staff, and I was 
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accompanied by Ann Wagner and Sarah Burns (Freedom to Speak Up Guardian) with the discussion 
captured by Jenny Shepherd from HR.  Themes included an ongoing frustration with our information 
integration across our wider system of care and technical capacity which Ann Wagner is exploring further 
as Lead Director for IM&T.  I heard about the pressures our integrated care teams experience with the 
fragile care home sector, and the need for closer working and shared understanding of risk across the 
community and hospital systems, and encouraged community staff to engage in meetings where these 
risks were being discussed.    
 
Improved Wellbeing through Partnership 
 
Support videos for patients 
Patient videos produced by Health and Care Videos in partnership with the Trust are now being piloted 
with GPs. The trial will give all GP practices access to an extensive library of support videos that can be 
used to prescribe information to patients. The library of more than 170 patient information videos covers 
33 topics, including: going for a CT scan, inhaler technique, how to walk with crutches, what is pre-
diabetes and how to manage it, falls prevention, and pregnancy. The aim is for GPs to use these videos, 
where appropriate, during a consultation to reduce appointment time and avoid unnecessary follow-up 
appointments. A number of self-care videos are also available for practices to put on their website, giving 
advice on such topics as a healthy diet or giving up smoking. For further information, go online at 
www.healthandcarevideos.com   
 
Dying Matters Week: 8-14 May 
The Torbay and South Devon End-of-Life Committee supported the National Dying Matters Week (8-14 
May). The aim was to improve people’s confidence in talking about dying, as end of life care is still a big 
taboo for many people. Dying Matters is asking everybody a simple question - “What Can You Do?". The 
Trust ran a stall with free resources in Torbay Hospital’s main entrance to raise awareness of the practical 
help and support available, and encourage people to think about the things we can all do to help each 
other.  I visited this information stand and commend the staff involved for the work they put into this 
important awareness raising event.  
 

2 Local Health and Care Economy Update 
 
Devon STP Update 
The board was informed last month that the NHS in Devon is subject to a new Capped Expenditure 
Process (CEP) to ensure spending plans align with the funding allocated and deliver the target year-end 
position (‘control total’) set by regulators. This could require the system for South Devon and Torquay to 
deliver further, challenging savings in addition to the £40.7m efficiency target we are already planning for 
2017/18. All organisations within the Devon STP submitted their revised plans by the deadline of 5 May 
and are now awaiting feedback.  I attended a meeting with NHSE/NHSI on 17 May with STP 
commissioner leads and the STP Chief Executive (as the sole provider representative) to discuss the 
funding gap in the Devon STP plan and options to reduce this gap.  There will be limited communication 
about any future plans until after the general election. NHSI has published guidance for the general 
election here. 
 
Devon Clinical Commissioning Groups (CCG) Collaborative working update 
Both CCGs in Devon (South Devon and Torbay and NEW Devon CCGs) are planning further collaboration 
to reduce duplication and improve Devon-wide services to patients.  Throughout Devon, both CCGs and 
NHS providers are working in partnership with local authority colleagues to develop place-based 
accountable care systems which will aim to reduce duplication, simplify and speed up decision making 
and, where it makes sense for our local populations, implement joint initiatives. Both CCG executive teams 
have continued to explore how to take this approach further and as a result there are some CCG changes 
and the establishment of a closer link with NHS England in relation to primary care: 
 

• South Devon and Torbay CCG Deputy Accountable Officer and Chief Operating Officer, Simon 
Tapley, is taking on joint responsibility for mental health across the Devon STP footprint on behalf 
of both CCGs. 
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• South Devon and Torbay CCG Director of Primary Care, Mark Procter will lead on primary care 
across the STP in Devon for both CCGs. This collaborative approach will contribute to giving 
primary care a stronger voice in STP planning and help us deliver effective services across Devon.  

 
In addition, Mark Procter is also taking up a joint primary care role with NHS England. In Devon, NHS 
England commission GP medical services and the CCGs commission quality and enhanced services in 
general practice, plus community services.  Mark will take on some of the responsibilities of the former 
NHS England Head of Primary Care Julia Cory, providing leadership, oversight and support to the NHS 
England primary care general medical services team for Devon. 
 
These appointments follow Sonja Manton recently taking up her joint Director of Strategy role and Piers 
Tetley a joint appointment for Associate Director of HR and OD for both CCGs.  Discussions are 
continuing over how the CCGs might share governance, communications and engagement 
responsibilities. These shared Director roles plus the innovative link with NHS England are important steps 
in pooling expertise and achieving the effective partnership working which we believe will make a positive 
difference to communities across Devon.   
 
NHS South restructuring progress 
NHS England has announced plans to divide the South Region into two to ensure the necessary 
leadership, continuity and capacity to support its staff and the wider NHS across the South. The following 
arrangements, due to be in place by September, have been confirmed for our region (South West). The 
Regional Director is Jennifer Howells.  Mark Cooke will work with Devon; Cornwall; Somerset and Dorset, 
and Rachel Pearce will work with Bristol, North Somerset and South Gloucestershire (BNSSG); Bath, 
Swindon and Wiltshire (BSW) and Gloucestershire. Regional functions will continue to operate and provide 
support across the South West and the South East. 
 
New specialist mother and baby unit for the south west 
Devon Partnership NHS Trust has been successful with its bid to secure a new specialist mother and baby 
unit (MBU) for the south west in Exeter.  It is one of four MBUs commissioned by NHS England to address 
a shortfall of beds nationally and will provide women from across Devon, Somerset and Cornwall with a 
much needed specialist inpatient service, reducing the need to travel such large distances for care and 
treatment in the future. The aim is for the service to be developed in a phased way with four beds 
becoming operational by March 2018 and a new purpose built unit, providing eight beds, being built in 
Exeter in 2019. 
 
New approach for region’s secure mental health services 
A programme that will enable patients from across the south west with secure mental health needs to be 
cared for closer to home went ‘live’ this month. The South West Regional Secure Network brings together 
eight organisations from Cornwall to Gloucestershire (excluding Dorset) to change the way that secure 
mental health services are commissioned and delivered. The programme is part of a national initiative to 
increase local responsibility and ownership of secure care services for those people with serious mental 
health needs.  The south west was one of just four areas nationally to become a pilot for the new 
approach. NHS England, which previously commissioned secure mental health services across the 
country, transferred the budget of around £70m to the network on 1 April 2017. 
 

3 Chief Executive Leadership Visibility 

Internal 
 All Managers Meeting 
 Staff Induction 
 Staff Side meeting 
 Medical Staff Committee (MSC) 
 MSC Chair and Consultant representatives about Acute Services Review 
 Blue Shields Awards Event 
 South Hams Governors 
 Staff Engagement Events (Kings Ash and Torbay Hospital) 
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 Local Negotiating Committee 
 Visited the Dying Matters promotional stand 
 Freedom to Speak Up Guardian meeting 
 Cardiology Team meeting 
 Stroke Team 
 Maternity Team 
 Voluntary Drivers representative 
  

External 
 STP Chief Executives’ Meeting 
 Chief Clinical Officer, CCG 
 STP Acute Services Review 
 SD&T System Delivery Board 
 STP Programme Delivery Executive Group 
 STP Organisational Design and Strategic Commissioning Framework Workshop 
 Chief Executive and Strategic Director for People, Plymouth City Council 
 Torbay Council Honorary Freeman Ceremony 
 Director of Adult Services, Torbay Council 
 Chief Executive, North Devon Trust 

4 National Developments and Publications  

Details of the main national developments and publications since the 3rd May Board meeting have been 
circulated to the Board each week through the weekly developments update briefing. There is much 
reduced activity from government departments and official bodies due to the strict requirements of purdah 
in the run-up to the general election. Whilst there are no major policy developments to report, there are a 
number of  publications, think tank reports and other national developments to draw to the attention of the 
Board as follows: 

Trusts treating more patients in the face of growing demand: NHS England has published the 
monthly performance statistics for March 2017. They show NHS trusts are responding to 
unprecedented pressures. For the first time in a calendar month, more than half a million patients 
were admitted to hospital as an emergency; attendances at A&E were at historically high levels. 
The number of people starting routine hospital treatment rose 4.7% compared with the preceding 
12 month period, while the total number of delayed transfers of care – nearly 200,000 delayed days 
– was the second highest on record.  
 
New A&E scorecard to launch ’as early as June’: According to HSJ a new accident and 
emergency scorecard to rate hospitals’ performance will be launched as early as next month. NHS 
Improvement first announced intentions to make a fresh attempt at developing a new way to 
measure trusts’ A&E performance, which factors in issues such as acuity and patient experience 
as well as waiting times, in December. The Next steps for the NHS five year forward view plan said 
in March that hitting the standard to see 95% of A&E patients within four hours was NHS England’s 
main priority in 2018 alongside improving financial performance.  

 
Latest data on unfilled nursing posts: There has been national media interest following data 
published by the Royal College of Nursing which finds the number of unfilled nursing posts in 
England has doubled since 2013. 
 
Nine out of ten nurses back strikes in Royal College of Nursing poll: Nurses have backed 
strikes for the first time in NHS history. This comes as The Royal College of Nursing (RCN) 
unveiled plans for a series of protests and warned that walkouts could follow. Although non-
binding, nine in ten backed industrial action while four out of five wanted strikes. Delegates at the 
RCN conference in Liverpool passed a motion backing a formal ballot after the General Election if 
the cap is not axed.  
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Organising care at the NHS front line – who is responsible? The Kings Fund has published a 
new report looking at the reality of caring for acutely ill medical patients at the NHS frontline and 
asking how care in hospitals can be improved. It comprises a series of essays by frontline 
clinicians, managers, quality improvement champions and patients, and provides vivid and frank 
detail about how clinical care is currently provided and how it could be improved. 

 
Ageing population will see number of strokes double in 20 years:   A report by the Stroke 
Association and the Stroke Alliance for Europe has warned that Britain faces a stroke epidemic, 
with cases predicted to rise by almost 50% over the next 20 years. According to the report, 
thousands more hospital beds will be required to care for stroke patients as the population ages, 
and rehab services will have to cope with hundreds of thousands more people living with the after-
effects.  

 
Two thirds of children with mental illnesses sent miles from home for care 
According to estimates by the BMA using data obtained from NHS England under freedom of 
information laws, it found that 69% of children and adolescent admissions over the year were 
classed as ‘out-of-area’ because young people weren’t able to access beds in local hospitals. 
Overall, mental health admissions for children are on course to fall 15% in 2016-17. Doctors said 
that it was not acceptable that vulnerable young people had to be treated miles from home 
because of a shortage of beds and urged health chiefs to take action.  
 
Ofcom launches investigation into cost of hospital bedside calls: Ofcom has launched an 
investigation into the rising cost of telephoning hospital patients. The regulator said it would be 
conducting a review into the use of 070 numbers as well as directory inquiries numbers that start 
with 118. Campaigners want the 070 number range – used by one company that runs bedside TV 
and phone services in NHS hospitals – to be scrapped.  

 

 
5 Media Update 
 
Media references to the Trust this month include: 
 

 Reassurance given that despite recent operational pressure meaning we had declared OPEL 4 
and we were following the plans we have in place and were ensuring all patients were safe. We 
communicated the rapid recovery to OPEL 3 later the same day here 

 Celebrating our staff’s achievements at the Blue Shields awards 
 Marking Lynne Hookings, one of our Governors receiving the freedom of Torbay 
 Coverage of the death of our former Director of Finance John Coatham which included a quote 

from Paul Cooper here  
 Public  wants to buy Bovey Tracey hospital site - here 
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By email 
 
 -1386984 
Mairead McAlinden, Chief Executive 
Torbay and South Devon NHS Foundation Trust 
Torbay Hospital 
Lowes Bridge 
Torquay 
TQ2 7AA 
 
 
        Wednesday, 10 May 2017 
 
CQC Reference Number: INS2-35159965 
 
Dear Mairead, 
 
Re: CQC inspection of Torbay Hospital 
 

Following our post-inspection feedback meeting on 4 May 2017 I thought it would be 
helpful to summarise the feedback as given to you and your colleagues at that 
meeting.  
 
This letter does not replace the draft report we will send to you and is not a definitive 
list, but simply confirms what we fed back and provides you with a basis to start 
considering what action is needed rather than waiting for the draft inspection report.   
 
An overview of our preliminary findings 
 

The preliminary findings that we fed back to you were: 
 

 We thanked you for making the inspection team so welcome, for providing 
information as and when requested and for ensuring the team were welcomed 
and had everything we needed.  

 We commented on the good level of challenge we had observed at the board 
meeting, and although it was a little disjointed due to the staff awards 
ceremony this did not detract from the apparent effectiveness of the meeting. 

 We were impressed the staff awards ceremony went ahead, despite the trust 
being in escalation. 

 We recognised a huge amount of progress had been made since our last 
inspection – with a focus on safety, quality and patient-centred care. 

 
 
 
 
 

Care Quality Commission 
Citygate 
Gallowgate 
Newcastle Upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616171 
 
www.cqc.org.uk 
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We provided high level feedback for each core service: 
 
Urgent & Emergency Care 
 
The inspection team commented how the emergency department felt like a 
completely different department and was unrecognisable from the previous report. 
 
Of particular note were: 
 

 The improvements to rapid assessment, which received positive feedback 
from all staff we spoke with. 

 A new mental health assessment room, which our inspector fed back as being 
the best they had seen. 

 The new paediatrics department was a much better and safer environment. 
Our inspectors felt it ran very well independently from the rest of the 
department (being self-sufficient), but was an integral part of the wider team. 
However, the waiting area for children was small and meant that at times 
children did have to wait in the main waiting room. 

 A lack of space in the department, due to the limitations of the building size, 
and the impact this had at times of crowding. 

 The paediatric resuscitation trolley in the resuscitation department only 
contained an adult bougie, and the equipment checklist did not require a 
paediatric bougie to be present. 

 
Medicine 
 
Again, our inspection team found a lot of work had been undertaken to improve this 
service since our last inspection. 
 
Of particular note were: 
 

 A much improved response to trust escalation, including input and actions 
from the whole system. A particular highlight was the work being undertaken 
by the complex discharge team to identify and support discharges. 

 Records were not always stored securely, and some records were not signed 
by the clinician. We raised a specific concern about EAU4 where a number of 
patient records were being stored on a shelf in an area the public had access 
to, in order to get to a disabled toilet. This area was unobserved by staff. 

 On TAIRU we found an obstructed fire escape. 
 
 
As discussed, a draft inspection report will be sent to you once we have completed 
our due processes and you will have the opportunity to check the factual accuracy of 
the report.  
 
Could I take this opportunity to thank you once again for the cooperation that we 
experienced from you and your staff.   
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If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely, 

 

Daniel Thorogood 

Inspection Manager 
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2 May 2017 
 

Dear colleague, 
 
 
Commencement of Case Review Process by National Guardian’s Office  
 
 
I am writing to inform you that from 12 June 2017 the National Guardian’s Office 
(NGO) will officially commence its case review process to look into cases referred 
to it where it appears that there is evidence that a NHS trust has not appropriately 
responded to a concern raised by its staff. 
 
News of this announcement is being initially shared with trust leaders and Freedom 
To Speak Up Guardians. This is to ensure that the standards of good practice 
against which a case review will assess the actions of trusts are first known by 
those with responsibility for delivering those standards. 
 
In addition to notifying trusts and guardians, the NGO will shortly undertake a 
communications exercise to inform other interested parties and the wider public of 
the beginning of the process. 
 
The process will run for a twelve month trial period, after which it will be reviewed 
and any necessary changes and improvements made. This will include considering 
all feedback received from those parties involved in a case review. 
 
The principal purposes of a case review are to look into how a speaking up case 
was handled and to make recommendations where this did not meet with good 
practice. Standards of good practice against which a review will assess the 
handling of concerns and involvement of other agencies are set out in the Francis 
Freedom To Speak Up report, which can be found here. 
 
A central focus will be learning, not blaming. Case review recommendations can 
include asking a trust to take action to remedy problems identified with speaking up 
culture, policies or procedures. A case review will not look into the merits of the 
original concern raised. 
 

National Guardian’s Office 
151 Buckingham Palace Rd 
London 
SW1W 9SZ 
 

 
Telephone: 0300 067 9000 
Email: 
enquiries@nationalguardianof
fice.org.uk 
 
www.cqc.org.uk/content/natio
nal-guardians-office 
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Reviews will also commend areas of good practice, to help ensure they are 
disseminated across the NHS to achieve a positive change in speaking up culture. 
 
We will work collaboratively with the Care Quality Commission and NHS 
Improvement to ensure that where a case review identifies the need for 
improvement to support speaking up the necessary steps to achieve this will be 
taken. As part of their new inspection process CQC inspectors will assess the 
processes trusts have in place to support Freedom To Speak Up Guardians, as 
well as speaking up policies, procedures and culture. 
 
We will deal appropriately with the confidentiality of individuals associated with 
cases that are reviewed. 
 
Please be aware that our case review process is a learning exercise and we will 
develop and amend it according to the feedback we receive.  
 
If you have any questions about how the case review process will work you are 
welcome to contact our office to discuss this further.  
 
I look forward to working with you all to bring about a positive change to speaking 
up culture in the NHS. 
 
 
Yours sincerely,  

 

 

Dr Henrietta Hughes 

National Guardian  
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REPORT SUMMARY SHEET 
 

Meeting Date 24th May 2017 

Report Title Integrated Finance, Performance, Quality and Workforce Report 

Lead Directors Director of Strategy & Improvement  
Director of Finance 
 

Corporate Objective 
 

 Safe, quality care and best experience  

 Valuing our workforce 

 Well led 
 

Corporate Risk/ 
Theme 
 

 Available capital resources are insufficient to fund high 
risk/high priority infrastructure/equipment requirements/IT 
Infrastructure and IT systems 

 Failure to achieve key performance standards 

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

 Lack of available Care Home/Domiciliary Care capacity of the 
right specification/ quality 

 Failure to achieve financial plan 

 Delayed delivery of integrated care organisation (ICO) care 
model 

 Capacity in neurology leading to lack of new patient 
appointments, leading to long delay to initial assessment, 
threat of Referral to Treatment breach. 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Finance, Performance and Investment Committee and  
Trust Board of Directors 

Strategic Context 
 
 
 
 
 
 
 
 
 

Purpose: 
This paper brings together the key areas of delivery – financial, 
service delivery, quality and safety, change and workforce – into a 
single report. The objective is to enable the Board to take a view of 
overall delivery of national and local standards and targets at 
organisation and service delivery unit level, consider risks and 
mitigation and determine whether it is assured that plans are on track 
to deliver the key milestones required to secure Sustainability and 
Transformation Funding (STF) and ultimately retain our license to 
operate.  
 
Financial Plan, Control Total and Sustainability and 
Transformation Fund: 
For 2017/18 the Trust submitted an operational plan to NHS I 
confirming our intention to achieve the £4.7m Control Total set by 
NHS England deliver required service performance standards to 
secure our designated share of the national Sustainability and 
Transformation Fund (STF). Delivery of the Control Total relies on the 
Trust, with its system partners, delivering a Systems Savings Plan of 
£40.7m.  This leaves a system deficit of around £18m that the CCG is 
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currently holding on behalf of the system.  In addition to financial 
delivery, access to a proportion of SFT funding for 2017/18 is also 
dependent on delivery of national operational standards relating to ED 
4 hour waits and Cancer 62 day waits,  

 
Regulatory Context- NHS Improvement Single Oversight 
Framework: 
The framework is used by NHS I to identify NHS providers’ potential 
support needs across the 5 themes of quality of care, finance and use 
of resources, operational performance, strategic change and 
leadership and improvement capability.   Providers have been 
segmented into one of four categories ranging from Segment 1 - 
maximum autonomy with no support needs identified - to Segment 4 
for providers in special measures. The Trust has been assessed 
overall as being in Segment 2 which attracts an offer of targeted 
support in response to concerns in relation to one or more of the 5 
themes.  
 

Key Issues/Risks 
 

2017/18 Month 1 financial and performance position headlines 

 Month 1 overall financial position: The financial position at 
month 1 is a deficit of £1.724m against a planned deficit of 
£1.893m - an overachievement against plan by £169k. 

 Month 1 pay expenditure: total pay costs are underspent 
against plan in Month 1 by £440k – this is made up from an 
overspend of £147k in substantive pay costs offset by an 
underspend in agency costs of £587k.  

 Month 1 Savings Delivery: Against our monthly savings profile, 
the Trust delivered £1.396m against a £1.752m target – a 
shortfall of £357k which will need to be covered through non 
recurrent means.    

 System Savings Plan: Against the £40.7m system savings plan 
to achieve a Trust Control Total of £4.7m surplus, at the end of 
Month 1 the Trust has identified savings potential of £29.3m so 
the 2017/18 forecast outturn remains at risk by a minimum of 
£11.4m.  That said, it is important to recognise that this scale of 
plan being developed for the Month 1 report represents a 
significant improvement on the achievements of previous years.  
Slippage in deliver will however put the control total and £5.7mm 
STF funding at risk, affecting liquidity and, in turn capital 
investment plans. 

 Month 1 Operational Delivery:  For April, the Trust exceeded  
the STF ED operational plan trajectory and achieved the National 
62 day cancer treatment time standard. The Trust narrowly 
missed the national 4 hr ED standard. Achievement of the 
national RTT standard and reducing long waits (over 52 weeks) 
remains a challenge.  
 

 Recommendations 
 
 

The Committee and Board are asked to : 

 consider the assurances provided in the report;  

 challenge the performance achieved; and 

 agree the further actions necessary to ensure delivery. 
 

Summary of ED 
Challenge/Discussion 

Executive Directors:  Directors reviewed the Month 1 and year end 
forecast financial position at the refocused Efficiency Delivery Group 
on15 May. Further review was undertaken at the Joint Executive with 
the CCG and Torbay Council Adult Social Care Director on 16 May. 
This included a deep dive into the workforce programme sponsored 
by the Director of Workforce and OD.  
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Whilst overall the financial plan has been delivered at month 1, given 
the plan profile which ramps up over the year, Directors remain 
concerned that current plans – whilst more developed and granular 
than in previous years - will not be sufficient to deliver the full £40.7m. 
A gap of £11.4m is currently forecast on the basis of current plans. 
Directors are working on schemes to close the gap. They are also 
considering how to address additional in-year unfunded cost 
pressures which sit outside of the System Savings Plan. .  
 
Directors have also agreed to make further refinements to the report 
in response to feedback from Internal Audit and NHS I.  
 
SDU Quality & Performance Review Meetings:   Executive 
Directors held the Service Delivery Units’ Quality and Performance 
Review meetings on 218 May 2017. These meetings form a key step 
in the Trust’s strengthened accountability and oversight framework 
and provide the opportunity for further scrutiny of delivery, escalation 
of new/emerging risks and identification of good practice.  
 

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

This report is shared with Governors and contributes to a quarterly 
report considered by the Council of Governors 

Equality & Diversity 
Implications 

N/A 
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MAIN REPORT 
 

 
 
 
 
 

 Introduction and Context 1.

The purpose of this paper is to bring together the key areas of delivery – financial, service 
delivery, quality and safety, change and workforce – into a single report. The objective is to 
enable the Board to take a view of overall delivery of national and local standards and targets  
at organisation and service delivery unit level, consider risks and mitigation and determine 
whether it is assured that plans are on track to deliver the key milestones required by the 
regulator to secure Sustainability and Transformation Funding (STF) and ultimately retain our 
license to operate.  
 
Financial Plan, Control Total and Sustainability and Transformation Fund 
 
For 2017/18 the Trust submitted an operational plan to NHS Improvement (NHS I)  confirming 
our intention to achieve the £4.7m Control Total set by NHS I and deliver required service 
performance standards to secure our designated share of the national Sustainability and 
Transformation Fund (STF). Delivery of the Control Total relies on the Trust, with its system 
partners, delivering a Systems Savings Plan of £40.7m.  This leaves a system deficit of around 
£18m that the CCG is currently holding on behalf of the system.  In addition to financial 
delivery, access to a proportion of SFT funding for 2017/18 is also dependent on delivery of 
national operational standards relating to ED 4 hour waits and Cancer 62 day waits,  

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

 
Report Structure 

 
This report provides commentary on performance at the end of April 2017 (Month 1).   
 
Key variances and improvements are set out in the report and highlighted in the performance 
dashboard (Appendix 4).  As agreed by the Board, the detailed data book which includes 
finance and workforce schedules is no longer included in the Board pack as it is scrutinised at 
the Finance, Performance, and Investment Committee.  
 
 

Report to Board of Directors  

Date 24th May 2017 

Lead Director 
Director of Strategy and Improvement and  
Director of Finance 

Report Title 
Integrated Finance, Performance, Quality and Workforce Report 
(Month 1: April 2017) 
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The report and commentary has been informed by the outcomes and actions from: 

 EDG – Efficiency Delivery Group (15th May 2017) 

 Executive Director meeting (held 16th May 2017) 

 Service Delivery Unit Quality and Performance Review meetings (held 20 April and 
18th May 2017) 

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

 

 Performance Summary  2.

 Financial Performance Summary 2.1

 
Key financial headlines for Month 1 to draw to the Board’s attention are as follows: 
 

 Month 1 overall financial position: The financial position at month 1 is a deficit of 
£1.724m against a planned deficit of £1.893m - an overachievement against plan by 
£169k. 

 Month 1 pay expenditure: total pay costs are underspent against plan in Month 1 by 
£440k – this is made up from an overspend of £147k in substantive pay costs offset 
by an underspend in agency costs of £587k.  

 Month 1 Savings Delivery: Against our monthly savings profile, the Trust delivered 
£1.396m against a £1.752m target – a shortfall of £357k which will need to be 
covered through non recurrent means.    

 System Savings Plan: Against the £40.7m system savings plan to achieve a Trust 
Control Total of £4.7m surplus, at the end of Month 1 the Trust has identified savings 
potential of £29.3m so the 2017/18 forecast outturn remains at risk by a minimum of 
£11.4m.  That said, it is important to recognise that this scale of plan being developed 
for the Month 1 report represents a significant improvement on the achievements of 
previous years.  Slippage in deliver will however put the control total and £5.7mm 
STF funding at risk, affecting liquidity and, in turn capital investment plans. 

 

 NHS I Single Oversight Framework - Operational Performance Standards 2.2

 

 ED 4 hour wait standard: the Trust achieved 94.3% which is ahead of the Month 1 
89% operational plan trajectory but just below the 95% national standard. Delivery of 
the trajectory is required to access STF monies.  

 Cancer 62 day standard has been achieved – 91% against 85% operational plan 
trajectory and national standard  

 RTT Trajectory of 87.2% achieved in April however below National 92% standard. 
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 Local Performance Indicators 2.3

 
In addition to the Single Oversight Framework (SOF) indicators there are a further 22 
indicators agreed locally with the CCG, of which 10 were RAG rated RED in April as follows: 
 

Table 1: Local Performance Indicators 

Standard Standard / 
target 

This month  Last month 

Cancer 2ww urgent GP referral 93% 83.8% 98% 

Cancer 2ww symptomatic breast 
referral 

93% 54.8% 96.2% 

RTT waits over 52 weeks: 0 
 

18 17 

Cancelled operations: 0.8% 0.9% 0.6% 

Ambulance handovers > 30 minutes:    30 64 110 

Ambulance handover > 60 minutes: 0 6 4 

A&E patients (ED only): 95% 91.6% 91.5% 

Care plan summaries % completed  
within 24 hrs of discharge weekdays:    

77% 
 

65.4% 60.7% 

Care plan summaries % completed  
within 24 hrs discharge weekend: 

60% 
 

29.9% 23.7% 

Clinic letter timeliness: 80% 72.7% 86.4% 

 
Of the remaining indicators, 12 were rated GREEN and none AMBER. 
 

 Local Quality Framework  2.4

There are 19 Local Quality Framework indicators in total of which 4 were RAG rated RED for 
April as follows: 
 
Table 2: Local Quality Framework 

Standard Target This month Last month 

Medication errors: 0 2 1 

HSMR – Risk rating against 
expected in hospital mortality: 

100 119 85.6 

Dementia “find” assessment: 90% 54.4% 62.7% 

Follow ups past to be seen date: 3,500 8,229 7,169 

 
Of the remaining 15 indicators, 9 were rated GREEN, four  AMBER and two not RAG rated. 

  

FPQW Report.pdf



   

Public 

 

 Community and Social Care Framework 2.5

There are 14 Community and Social Care indicators in total of which 3 were RAG rated RED 
in March 2017 (2 in February 2017) as follows:   
  
Table 3: Community and Social Care Framework 

Standard Target This month Last month 

Delayed discharges community 
hospitals: 

 142 312 

CAMHS % under 18 week RTT: 92% 88.6% 96.3% 

Community hospital admissions: 
Note: admissions lower due to 

community hospital bed 
reductions and alternative 
provision in place 

201 201 258 

 
Of the remaining 11 indicators, 8 were rated GREEN, and the remaining three no RAG 
rating.  

 Change Framework 2.6

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

 Workforce Framework   2.7

Five indicators in total of which two RAG rated RED as follows: 
 
Staff sickness / absence: The annual rolling sickness absence rate of 4.32% at the end of 
March 2017 is above target but represents a reduction over the last 2 months.  The target the 
Trust set itself was 3.80% for the end of March 2017.  The Workforce and OD Group have 
discussed that more robust reporting and validating has contributed to the increase in the 
sickness absence rate.  Continued activity to reduce sickness absence levels have been 
included in an enabling efficiency scheme in the 2017/2018 Operations Plan. 
 
Appraisal rate for the end of April 2017 was 81% which is the same as for March 2017 but 
below the target of 90%.  The overall decrease since December 2016 is an anticipated 
outcome of the “Call to Action” activity including managers in clinical areas increasing their 
clinical input.  Managers continue to receive monthly workforce reports detailing compliance. 
In addition, workforce KPIs which include appraisal rates, are a standard agenda item for 
discussion at senior manager meetings in the Trust and are incorporated into 
Divisional/Directorate reports. 
 
1 indicator rated AMBER. 
 
Statutory and mandatory training compliance:  The current rate of 84% is just below the 
target level of 85% and is considered to be due to the “Call to Action” deferral of some face 
to face statutory and mandatory training.  Staff are encouraged to do their training digitally 
but there are some modules that require face to face input for clinical staff.    
 
Of the remaining 2 indicators, 2 rated GREEN. 
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 Financial Summary  3.

 Financial Improvement Plan 3.1

The following table summarises the efficiency programme for 2017/18 based on the Trust’s 
Annual Plan submission to NHS Improvement : 
 

 
 
Efficiency schemes have been developed within this framework, grouped into themes and 
devolved for delivery to individual Service Delivery Units. 
 
All schemes are recorded in and managed through the Programme Management Office 
(PMO) and a range of actions have been taken to strengthen management arrangements in 
this area, including: 
 

 Development of the Accountability Framework, and clarifying Executive responsibility 
for this and the Programme Office function;. 

 Resourcing of the Programme Office and the allocation of dedicated, full time project 
managers to support each Service Delivery Unit to support project identification, 
management and reporting. 

 
The focus of work in the last month has been as follows: 
 

 Continue the process of scheme validation; being undertaken by Service Delivery Units 
supported by their Programme Support Officers; 

 A continuation of the ‘check and challenge’ meetings, facilitated through the PMO and 
including both the Trust’s Improvement Director and Executive representation, to test 
proposals, their state of readiness for delivery and to explore further potential; 

 Development of a weekly PMO reporting regime to the Executive Team; 

 The creation of a joint system architecture between the Trust and CCG to ensure that 
both organisations are able to report on the totality of the £40.7m target – internal to the 
Trust and wider system; 

£

7,498,402    

Adult Social Care 2,043,000    

Nursing 1,729,362    

Clinical Support Services 8,000            

Medicines Management 199,962       

Procurement 958,152       

Theatres 95,138          

Admin and Management 1,086,332    

Care Model 7,460,335    

OP Innovation 294,837       

Transport & Parking 40,000          

Depreciation & Impairment 100,000       

Asset Utilisation & Property Management 930,000       

14,945,118 

Total Internal Savings 22,443,520 

Cost Reduction 11,041,000 

Income 7,200,000    

18,241,000 

40,684,520 

Trust Work Programmes

System Savings Plans

2% General Efficiency Target

Total

Total

Total System Savings
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 Allocation of remaining Trust wide schemes to Service Delivery Units responsible for 
their ultimate delivery 

 The establishment of a gateway process to agree and allocate the benefits of the 
System Savings Plan element of the programme to appropriate Service Delivery Units. 

 
The following tables summarise the current status of the savings programme and the 
improvement achieved since the last report: 

 
Figure 1 : Full Value – All Schemes Identified 
 

 
 

 
Figure 2 :  Scheme Target vs Forecast by Programme 
 

 
 
 

 
 

 

At 8th May 2017, 1pm

Figure 1: Full Forecast Delivery Value - All Schemes Identified

Sum of Forecast Rec 2017/18 Column Labels

Row Labels All Community Corporate EFM Medicine Surgery Trust-wide WCDT (blank) Grand Total

01 Elective Care 4,498,000     4,498,000           

02 Urgent Care 160,000         160,000               

03 Placed People & ASC 3,034,000           3,034,000           

04 Medicines Optimisation 3,926,000     3,926,000           

05 Acute Services Review

06 Prevention

07 Community Services 4,387,000           168,000               1,910,674   6,465,674           

08 Workforce 3,500                   253,500               246,219               190,251      34,273                 800           250,000         978,543               

09 Nursing 190,491      471,372               -                 661,863               

10 Commercial Development 360,000               441,000               389,000         1,190,000           

11 Finance / Procurement 1,338,343           332,499               1,670,842           

12 General Efficiencies 10,000                        1,484,000           903,476               732,450               1,074,349   1,631,721           901,573   6,737,569           

Grand Total 10,000                        8,908,500           2,855,319           1,587,669           3,365,765   2,469,865           -                 902,373   9,223,000     29,322,491         

Memo-Last Month 10,000                        4,847,000           1,989,819           1,584,169           3,402,265   2,435,592           -                 949,149   12,256,500   27,474,494         

Change -                               4,061,500           865,500               3,500                   36,500-         34,273                 -                 46,776-     3,033,500-     1,847,997           

Improvement Improvement Improvement Decline Improvement Decline Decline Improvement

% Increase/(-) Decrease on last month 0% 84% 43% 0% -1% 1% -5% -25% 7%

At 8th May 2017, 1pm

Figure 2: Scheme Target vs Forecast by Programme

 Row Labels  Sum of Target 2017/18  Sum of Forecast Rec 2017/18  Variance 

01 Elective Care 4,498,000                          4,498,000                                       -                    

02 Urgent Care 4,746,000                          160,000                                           4,586,000       

03 Placed People & ASC 2,698,000                          3,034,000                                       336,000-           

04 Medicines Optimisation 3,926,000                          3,926,000                                       -                    

05 Acute Services Review -                    

06 Prevention -                    

07 Community Services 7,222,991                          6,465,674                                       757,317           

08 Workforce 3,034,743                          978,543                                           2,056,200       

09 Nursing 2,411,863                          661,863                                           1,750,000       

10 Commercial Development 1,850,000                          1,190,000                                       660,000           

11 Finance / Procurement 2,112,303                          1,670,842                                       441,461           

12 General Efficiencies 7,551,995                          6,737,569                                       814,427           

Grand Total 40,051,895                        29,322,491                                     10,729,405     

Memo-Last Month 38,368,479                        27,474,494                                     10,893,986     
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Figure 3 : Scheme Status 
 

 
Figure 4 : Risk Assessment – Route to Cash 

 
 
 
Figure 5  
 
Month 1 Delivery position against Plan and Forecast  
 

 
 
 
 

At 8th May 2017, 1pm

Figure 3 Scheme Status

Row Labels Sum of Forecast Rec 2017/18 Last Month

1 Idea 445,681                                          3,270,231          2,824,550- Reduction

2 Outline 8,295,995                                      8,957,859          661,864-     Reduction

3 Detailed Plan 4,598,890                                      4,286,000          312,890     Increase

4 Delivery 3,417,673                                      2,765,347          652,326     Increase

5 Review 2,453,000                                      -                       2,453,000 Increase

6 Complete 9,196,252                                      7,126,259          2,069,993 Increase

(blank) 915,000                                          1,068,798          153,798-     Reduction

Grand Total 29,322,491                                    27,474,494        1,847,997 Increase

Change

At 8th May 2017, 1pm

Figure 4 Risk Assessment- Route to Cash 

Sum of Forecast Rec 2017/18 Column Labels

Row Labels Gray Green Red Yellow (blank) Grand Total

01 Elective Care 53,000                      4,445,000                4,498,000                

02 Urgent Care 160,000                    -                             -                             160,000                    

03 Placed People & ASC 3,034,000                -                             3,034,000                

04 Medicines Optimisation 3,866,000                60,000                      3,926,000                

05 Acute Services Review

06 Prevention

07 Community Services 5,592,674                717,000                    156,000                    6,465,674                

08 Workforce 235,824                    -                             742,719                    978,543                    

09 Nursing 661,863                    -                             661,863                    

10 Commercial Development 265,000                    360,000                    76,000                      489,000                    1,190,000                

11 Finance / Procurement 359,499                    50,000                      1,261,343                1,670,842                

12 General Efficiencies 37,643                     5,321,881                260,000                    1,118,045                6,737,569                

Grand Total 37,643                     19,549,741              5,832,000                136,000                    3,767,107                29,322,491              

Memo-Last Month 37,643                     16,804,924              4,620,320                372,000                    5,639,607                27,474,494              

Movement -                           2,744,817                1,211,680                236,000-                    1,872,500-                1,847,997                

 Improvement Improvement Decline Decline Improvement

Programmes Managed by: Budget Transacted 

Actual 

Delivery 

against 

Completed 

Projects

Programmes managed by TSDFT 1,078,465           796,000           282,465           Shortfall

Programmes managed by Torbay CCG 668,535              600,000           68,535              Shortfall

Total 1,747,000           1,396,000       351,000           Shortfall

Month 1 Delivery position

Variance
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The key messages from these tables are as follows: 
 
Figure 1: 
 

 The table below shows £29.3m of forecast recurrent delivery against a £40.7m CIP 
Target; 

 On the basis of this assessment, the full year financial plan remains at risk by a 
minimum of £11.4m, assuming that all identified schemes are delivered in full.  This 
would be exacerbated by loss of the Sustainability and Transformation Fund (£5.7m), 
but offset by 50% under the terms of the Risk Share Agreement.  Net impact to the 
bottom line, on the basis of these numbers would be £8.5m, resulting in a deficit of 
£3.9m. 

 Whilst remaining some distance from target, it is important to recognise that this scale 
of plan being developed for the Month 1 report represents a significant improvement on 
the achievements of previous years; 

 The forecast of delivery represents a £1.9m improvement in the month; 

 The Placed People Programme was moved to Community, explaining the main reason 
for the £4m improvement in that Service Delivery Unit. 
 

Figure 2 : 
 

 The most significant shortfall against target is in the Urgent Care System savings 
programme where it has proven difficult to identify savings in excess of the bed 
reductions currently planned in the Trust’s Community Services and General 
Efficiencies lines.  An assessment is underway to consider whether the value of this 
scheme should be reduced in the current financial year. 

 The majority of Trust efficiencies have been allocated to the General Efficiencies line 
which is generating variances in the Workforce, Nursing and Procurement lines.  The 
process to redistribute these schemes to Service Delivery Unit level will be completed 
within the next week. 

 
Figure 3 : 
 

 Of the £29.3m of schemes listed, a total of £12.5m is listed as either completed or in 
delivery;  

 Work is on-going to move as many projects towards Delivery and Complete by the end 
of May. 

 
Figure 4 : 
 

 As a key risk assessment metric, ‘route to cash’ reflects the most significant risk in the 
Elective Care programme; a position that is consistent with previous reports to the 
Board. 

 
 Figure 5 : 

 
The month 1 delivery position reflects delivery identified on the basis of completed 
schemes.  Whilst being the most accurate available for a report in month 1 of the financial 
year, it is perhaps not a complete assessment of the actual position for the following 
reasons: 
 

 Many schemes remain in the early stages of development but will deliver later in the 
year; 

 Underspends in month 1, with the potential to translate into CIP – either recurrent or 
non-recurrent - cannot be included until Month 2, by when detailed review with 
budget holders will have been completed, and will, therefore run one month in 
arrears due to the accounting timetable limitations; 

 Corporate Services delivery will not be available until Month 2; 
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With the overall financial position for the month being better than plan, it is reasonable to 
assume that these issues will add to the count of delivered savings in Month 2. 

 
Reflecting the risk remaining to full year delivery of the £40.7m target, planned actions for the 
coming month are to: 
 

 Continue the emphasis on validation of schemes, their value and risk assessments to 
ensure that they are as accurate as possible; 

 Support Service Delivery Units / Trust Leads to progress plans currently at idea and 
outline’ moving to detailed plan status by the end of May; 

 Teams will be supported by their Project Support Officers and in two weekly check and 
challenge meetings with the Finance Director and the Trust’s Improvement Director; 

 Attempt to extend the potential of the Pharmacy and Procurement savings both through 
internal focus and resource and by exploring additional potential offered through Devon 
wide system working; 

 Continue to pursue ideas developed through the process but for which values have yet 
to be included; 

 Support the CCG’s Lead Director in establishing actions to deliver the cash benefit of the 
Elective Care programme, particularly in the approach being taken to manage referrals 
to the independent sector; 

 Further exploration of the revenue impact of revisions to the capital programme, subject 
to decisions made elsewhere on the Board agenda. 

 Maintenance of all existing controls on discretionary spend and maximising the use of 
the Charitable Funds. 

 
The Executive Team continue to focus on the generation of further proposals which will be 
presented to Board as available. 

 
This is a fast developing programme, with improvements being made on a week by week 
basis.  An update on progress in the two weeks since the month end snapshot of delivery 
was taken will be provided at the Board meeting. 

 

 Financial Performance to 30th April 2017 3.2

 
The financial position at month 1 is showing an overachievement against plan by £169k, 
based on the NHSI adjusted position £236k favourable. The actual deficit for the first month 
is £1.724m against a planned deficit of £1.893m (before NHSI exclusions). 

The financial result for the month reflects the phasing and delivery of the savings programme 

as agreed at the April Board and submitted to NHS Improvement.  The burden of savings 

requirements increases later in the year. 

 

The month 1 report that follows is a high level and, at this stage necessarily summary 

analysis of the position.  Budgets are newly established and the report produced earlier in 

the month in order to meet the earlier Board date.  Further depth of analysis will be added in 

future reports. 
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Statement of Comprehensive Income 

 

 

Income 

Operating Income from Patient Care Activities is behind plan by £1.257m; mainly in 
Healthcare Income £873k, Social Care Client income £81k, Private Patients £179k position. 

Healthcare Income is behind plan by £0.3m at month 1, although this is showing £0.8m in the 
ledger.  The approximately £0.5m difference relates to an accrual from 2016/17 reversing in 
month 1. £0.1m relates to the final settlement for pass through drugs and devices in the SCG 
contract.  The balance, relating to the South Devon and Torbay CCG contract and requires 
further analysis at the time of writing.  This will be reviewed and updated, potentially 
reversing for month 2.    

The adverse variance within the acute contract relates to both the SCG and NHSE contracts.  
The SCG contract is £0.2m behind plan as a result of drugs being £0.2m behind plan, 
admitted patient care activity being £100k behind plan, offset by chemotherapy income being 
£0.1m ahead of plan.  For NHSE, their contract is £0.1m behind plan as a result of small 
adverse variances within day case, elective, new outpatients and screening. There are also a 
range of small, largely offsetting variances within the other commissioners, none of which are 
material at this stage of the year. 

The block adjustment shows, for the first time an increase in income of £0.7m at month 1. 
The positive block adjustment reflects a valuation of activity under national (PbR) terms and 
conditions being lower than the Risk Share Agreement value.  This is the result of being 
behind expected activity levels in electives (£0.2m), non-electives (£0.2m), Critical Care 
(£0.2m), Maternity (£0.1m), Therapies (£0.1m) and other small variances (£0.1m), offset by 
being above plan in day cases (£0.2m). The planned activity was low in April because of 
Easter and therefore, the position is expected to improve in future months.  

Plan for 

Period

Actual for 

Period

Variance -

(adv)+fav

Variance to 

Plan -

(adv)/+fav Change

£'000 £'000 £'000 £'000 £'000

Income Operating income from patient care activities 29,373 28,385 (987)

Other Operating income 4,188 3,835 (353)

Total Income 33,560 32,220 (1,340) 0 0

Expense Employee Benefits - Substantive (18,064) (18,211) (147)

Employee Benefits - Agency (992) (405) 587

Drugs (including Pass Through) (2,977) (2,253) 724

Clinical Supplies (1,978) (1,744) 234

Non Clinical Supplies (405) (333) 72

Other Operating Expenditure (9,351) (9,653) (302)

Total Expense (33,767) (32,599) 1,168 0 0

EBITDA (207) (378) (172) 0 0

Items outside EBITDA Depreciation - Ow ned (1,141) (827) 315

Depreciation - donated/granted (69) (53) 16

Interest Expense, PDC Dividend (477) (467) 10

Gain / Loss on Asset Disposal 0 0 0

Impairment 0 0 0

SURPLUS / (DEFICIT) (1,893) (1,724) 169 0 0

Control Total NHSI Adjusted Position (Control Total)

Donated Asset Income (83) 0 83 0 0

Depreciation - Donated / Granted 69 53 (16) 0 0

Gain / Loss on Asset Disposal 0 0 0 0 0

Impairment 0 0 0 0 0

Control Total NHSI Adjusted Surplus / (Deficit) (1,907) (1,672) 236 0 0

M emo Adjusted Surplus/(Deficit) excluding Risk Share agreement (1,907) (1,436) 472 0 0

Note - Donated Asset income now in Other Opetrating income and included in EBITDA (as per NHSI guidance)

Year to Date - Month 01 Previous Month YTD
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Other Operating income is behind plan by £0.27m, largely due to reduced Risk Share 
income, having returned funds to commissioners as a result of the month 1 bottom line 
income and expenditure position being better than plan. 

Further income analysis can be seen in Appendix 1 

Pay Expenditure 

Total pay costs are underspent against plan in month 1 by £440k. Substantive pay costs 
(including bank) are overspent £147k, offset by an underspend in agency costs of £587k.  

The main area of overspend in substantive costs is in reserves due to phasing and allocation 
of budget, partly offset by an underspend in agency and reserves. There are underspends 
within most Service Delivery Units, with the exception of Medicine. 

Run rates have increased in substantive costs across the Service Delivery Unit due to the 
pay award in April 2017. There has however been a reduction in agency costs across the 
majority of Service Delivery Units, other than a small increase from the previous month in 
Surgical Services and Torbay Pharmaceuticals.  The reduction in the run rate of agency 
expenditure is mainly the result of Medical locums not being replaced in month, and the 
redeployment of staff displaced in the Community Hospital closure programme being 
redeployed to vacancies previously covered by agency staff.  

The agency spend cap for April 2017, set by NHS Improvement is £991k (5%).  Actual 
expenditure at £405k (2%) is £586k (3%) below that capped level.   

Further analysis on Agency spend can be seen in Appendix 2 

Non Pay 

Drugs are underspent £724k, with £626k due to pass through items that are also reflected in 
reduced income and is therefore neutral to the overall income and expenditure position. Run 
rates also show a reduction from the previous month mainly in healthcare at home, out-
patient prescribing and high cost drugs. 

Clinical supplies are underspent against plan by £234k at month 1, mainly in Surgical 
Services and Torbay Pharmaceuticals, with run rates also reducing from the previous months 
in these areas. 

Non clinical supplies are underspent by £72k mainly in Estates management, with run rates 
also reducing from the previous month. 

Other Expenditure is £302k overspent, comprising 

 Purchase of healthcare from NHS bodies (£102k), mainly due Medical Services provided 
in Medicine and Women and Child’s Health.  This relates to recharges for Consultant 
time from other NHS organisations.  A change in guidance issued since the plan was 
submitted has resulted in these charges moving from pay to non-pay headings.  This is 
therefore a classification and presentation rather than over-spend issue.  Budgets will be 
changes in month 2, but it will remain a variance against the annual plan throughout the 
year. 

 Purchase of social care (£103k) – Independent sector (£37k), and Continuing Health 
Care costs (£53k) 

 Premises (£138k) – this is showing in reserves due to the allocation of the savings 
requirement target  

 Other (£136k) – mainly due to SSP target set in Medicine and Independent Sector  

 Underspends in establishment costs £54k,Transport £29k, Education and Training £47k, 
Reserves £47k 
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Items outside EBITDA 

There is a favourable variance on depreciation largely due to the increase in asset lives 
processed toward the end of 2016/17. 

Financial position – SDU level 
 

 

Key drivers of financial performance across Service Delivery Units are as follows:- 

 Community and Community Hospital services – Savings due to decommissioning of 
Community Hospitals, reduction in intermediate care costs (vacant posts) and delays in 
planned care model expenditure. 

 Independent sector  - Over spends due to the under achievement of SSP savings target 

 Continuing healthcare  - Over spends due to the under achievement of SSP savings 
target 

 Acute Services – A reduction in both income and non-pay expenditure, reflecting a 
reduced level of prescribing in ‘pass through drugs’ (£626k), combined with a favourable 
position in Surgical Services, reflecting reduced levels of elective surgery and ICU not yet 
being fully operational to 10 beds. 

 Corporate and services- Adverse position due to unallocated savings target in reserves, 
to be allocated month 2 following further cost pressure review, offset by a reduction in 
depreciation due to the increase in asset lives processed toward the end of 2016/17. 
 

A more detailed analysis at SDU level can be seen in Appendix 3. 

 

Income and Expenditure Summary - Year to Date Month 01 2017/18

Plan Actual Variance

£ £ £

Community Block Income 4,972 4,828 (144)

IN-Income from patient care activities 53 50 (2)

IO-Other operating income 28 35 7

EP-Operating expenditure (Pay) (3,907) (3,213) 694

EN-Operating expenditure (excl Pay) (984) (780) 205

FI-Financing items (151) (145) 5

TWIP / SSP Target 276 0 (276)

Position (excluding Block Income) (4,685) (4,052) 633

Net Position 287 776 488

IS Block 2,897 2,927 30

IN-Income from patient care activities 802 795 (7)

IO-Other operating income 22 17 (5)

EP-Operating expenditure (Pay) (111) (104) 7

EN-Operating expenditure (excl Pay) (3,766) (3,721) 44

TWIP / SSP Target 90 0 (90)

Position (excluding Block Income) (2,962) (3,013) (51)

Net Position (65) (86) (21)

CHC Block 2,669 2,669 0

IN-Income from patient care activities 2 0 (2)

EP-Operating expenditure (Pay) (105) (86) 19

EN-Operating expenditure (excl Pay) (2,707) (2,700) 8

TWIP / SSP Target 83 0 (83)

Position (excluding Block Income) (2,728) (2,786) (58)

Net Position (59) (117) (58)

Acute Contract Income 17,837 16,988 (849)

IN-Income from patient care activities 20 26 6

IO-Other operating income 183 245 62

EP-Operating expenditure (Pay) (11,327) (10,767) 560

EN-Operating expenditure (excl Pay) (5,003) (4,128) 875

TWIP / SSP Target 504 0 (504)

Position (excluding Block Income) (15,623) (14,625) 998

Net Position 2,215 2,363 149

IN-Income from patient care activities 120 102 (19)

IO-Other operating income 3,302 2,933 (370)

EP-Operating expenditure (Pay) (4,323) (4,445) (121)

EN-Operating expenditure (excl Pay) (3,890) (3,534) 356

FI-Financing items (326) (322) 5

TWIP / SSP Target 846 605 (241)

Net Position (4,271) (4,660) (389)

Trust Overall Position (1,893) (1,724) 169

Acute Clinical 

Services

Corporate  & 

Support 

Services

Independent 

Sector

Continuing 

Health Care 

(CHC)

Year to Date - Month 01

Community 

and 

Community 

Hospital 

Services
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Run rates charts  

The following run rates are main areas of expenditure over the past 12 calendar months 
(May 2016 – April 2017) 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Substantive and bank costs  increase in month 

1 due to pay awards

Reduction in agency costs  due to reduced 

agency locums in Medicine, and 

decommiss ioning of Community Hospita l  

Services

Reduction in drugs  costs  mainly in Medicine 

and Surgica l  Services

Reduction in cl inica l  suppl ies  in Medicine 

and Torbay Pharmaceutica ls

Reduction on Non Cl inica l  suppl ies  in Surgica l  

Services
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Balance Sheet 

 

 

Cash 

 As reported to the Trust Board in April 2017, the Trust ended the financial year with a cash 

balance that was significantly below plan.  The principal reasons for this being a lower 

income figure being secured through the risk share agreement (in comparison with the 

planned PBR contract), some emerging cost pressures and also a shortfall in the Trust’s 

saving plans. 

 The cash position has improved during the month as debtor balances have been reduced. 

 The Trust currently has a shortfall against its planned savings target for 2017/18 and 

consequently may also miss the ability to secure the planned Sustainability 

Transformational Funding during 2017/18.   These three factors may result in the Trust 

having to use its approved Revolving Working Capital Facility during 2017/18.  With the 

agreement of the Board, the Finance Team is developing more detailed forecasts to 

determine if / when and by how much the facility might need to be accessed to facilitate 

early discussion with the Independent Trust Financing Facility. 

 

 

 

 

Plan Actual Variance

£m £m £m

Intangible Assets 10.23 8.42 (1.81)

Property, Plant & Equipment 166.38 157.70 (8.68)

On-Balance Sheet PFI 18.34 14.92 (3.42)

Other 1.67 2.19 0.52 

Total 196.61 183.23 (13.38)

Current Assets

Cash & Cash Equivalents 1.35 8.60 7.25 

Other Current Assets 27.81 25.90 (1.92)

Total 29.17 34.49 5.33 

Total Assets 225.78 217.72 (8.06)

Current Liabilities

Loan - DH ITFF (7.12) (6.81) 0.31 

PFI / LIFT Leases (0.64) (0.67) (0.03)

Trade and Other Payables (30.08) (33.10) (3.02)

Other Current Liabilities (1.95) (1.83) 0.12 

Total (39.79) (42.41) (2.62)

Net Current assets/(liabilities) (10.63) (7.92) 2.71 

Non-Current Liabilities

Loan - DH ITFF (64.63) (63.41) 1.22 

PFI / LIFT Leases (20.24) (20.30) (0.06)

Other Non-Current Liabilities (3.94) (3.95) (0.01)

Total (88.80) (87.65) 1.15 

Total Assets Employed 97.18 87.65 (9.53)

Reserves

Total 97.18 87.65 (9.53)

Year to Date - Month 01

Non-Current Assets

FPQW Report.pdf



   

Public 

Capital  

 

 The Trust submitted an Annual Plan to NHS Improvement in March of this year, 
assuming that the Trust will produce an Income and Expenditure surplus in year.  That 
projected surplus, coupled with planned external sources of finance, i.e. Independent 
Trust Financing Facility (ITFF) loans and some asset disposals was to fund a planned 
capital program totalling £29.58m during 2016/17.   

 With uncertainty over the delivery of the savings programme, there is also a degree of 
uncertainty as to whether the Trust will be successful in securing further ITFF loans to 
support capital projects.  Consequently, the Director of Estates and Commercial 
Development is leading a process of reassessing the relative priorities of the planned 
program, which will incorporate a Quality Impact Assessment, the outcome of which will 
be reported to a future Trust Board meeting.      
  

 The planned capital program for 2017/18 used, as a starting point a forecast 2016/17 
capital spend sum.  The actual spend in 2016/17 was circa £2.5m less than this 
forecast and it is likely that the majority of this underspend will be required to roll 
forward into 2017/18 to enable the completion of some projects.  The actual 
underspend required to be carried forward into 2017/18 is currently being assessed by 
the Finance Team.  The outcome of this review once finalised will, again be reported to 
a future Trust Board meeting.    

Activity 
 

The Trust level Contract Monitoring Schedule showing activity and income across all 
commissioners (Appendix 4) 
 
For admitted patient care (APC), key variances from plan are day cases at 6% above plan 
and elective in-patients 14% under plan.  Non-electives are broadly on plan.  The main 
specialties under-performing in in-patients are Trauma & Orthopaedics, Colorectal Surgery 
and Urology.  The main specialties over performing in day cases are Trauma & 
Orthopaedics, ENT and Gynaecology. 
 
For out-patient services, the biggest variance is within follow up attendances which are 3% 
behind plan.  This under-performance is mainly within Dermatology and Audiology, 
although there are several other specialties under/over performing by small amounts.  New 
appointments are broadly on plan, although there are variances within several specialties.   
 
A&E activity is 3% above plan for the month.   

 
 

 NHS Improvement (NHS I) Operational Performance Indicators 4.

 

 Introduction 4.1

This report for Month 1 reflects the current NHS I national Single Oversight Framework 
(SOF) Operational Performance metrics introduced from October 2016.  Performance 
against these standards is reported monthly to NHSI and monitored against agreed 
trajectories as part of the regulator’s overall performance assessment of the Trust. NHS I will 
be updating the SOF shortly which will include new standards for ED performance.   
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 Sustainability Transformation Fund 4.2

In 2017/18 the 4-hour standard, for the time spent in ED departments, is used to inform 
access to the Sustainability Transformation Fund (STF). In April the ED 4 hour performance 
achieved the agreed trajectory.  

 NHSI operational performance metrics  4.3

Against the agreed ‘operational plan improvement trajectories’ submitted in our operational 
plan all three operational performance trajectories were met.  In month 1 the cancer 62 day 
performance also achieved the National standard (85%). 
 
Trust performance against NHSI operational metrics for Month 1 is set out in the table below: 
 
Table 4: M1 Performance against National standards and operational plan trajectories 

Indicator 
National 
Standard 

Operational 
plan trajectory 

(M1) 

Trust 
performance 

(M1) 
 

A&E 4hr waits 
(STF ) 

95% 89% 94.3% 

RTT 18 week waits 92% 87.2% 87.23% 

62 day Cancer 
waits 

85% 85% 91.5% 

Diagnostics waits 
< 6 weeks 

99% N/A 98.26% 

 
Red = National standard or agreed operational trajectory not achieved 
Green =  National standard or agreed operational trajectory achieved 
 

 4 Hour standard for time spent in A&E: RAG RATING: GREEN 4.4

For April, the combined performance of Emergency Department (ED) and Minor Injury Units 
(MIUs) improved to 94.3% (94.2% last month) and exceeds the agreed STF target agreed 
with the CCG and NHS I of 89% for April. 

 
The following graph illustrates the monthly performance against the agreed STF trajectory 
and the 95% National Standard:  
 
 
 
 
 
 

FPQW Report.pdf



   

Public 

Table 5: Graph of Monthly Performance against agreed STF trajectory and 95% national standard  

 

 Comment on performance and factors influencing performance against ED 4.4.1
standard 

Improved daily performance continued throughout April with positive signs that system 
changes had contributed to maintaining patient flow.  
 
Comparison to a rolling 12 month position of total attendances from October 2016 (rolling 
data Oct 15 – Oct 16) shows an increase in community MIU attendances overall by 2% and a 
decrease in total attendances at the DGH of 1%.  
 
Performance to date in May has deteriorated however (15th May 89.1%). During the period 
following the early May bank holiday it is noted that patient flow through inpatient beds and 
onward to intermediate care placements and care packages slowed. This was a result of 
increased numbers of patients requiring admission immediately following the bank holiday 
and a build-up of delays in moving patients through the system.  
 
At the Patient Flow board on 10th May it was agreed to reprioritise time throughout the 
organisation around the objective of maximising the effectiveness of the new Care Model and 
maximising our performance on early day discharge to support delivery of the May ED 
trajectory. These actions build on the experience of the perfect week in February and will 
support the next phase of the bed restructure programme. 
 
The on-going monitoring of quality metrics and escalation actions taken have provided 
assurance that patient care was not compromised. It is also noted that the unannounced 
CQC visit took place on 3rd and 4th May during this time of system flow pressures.  Initial 
comment from the visiting team is that that escalation systems and processes worked well 
and the improvement from the last visit in February 2016 was noticeable.   

Urgent Care Improvement and Assurance 

In accordance with the on-going assurance process the April ‘flash report’ for Urgent Care 
Improvement and assurance was circulated by the emergency department clinical leadership 
team to the Patient Flow Board. The Flow Board met again on 10th May. The report 
demonstrated continued focus on all of the current actions within the emergency department  
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 Referral to Treatment Incomplete Pathways: to maintain flow and quality of 4.5
patients care: RAG RATING: AMBER 

At the end of April, 87.36% of patients waiting for treatment have waited 18 weeks or less at 
the Trust.  This is assessed as AMBER as the performance is in line with the agreed 
trajectory (not STF trajectory) of 87.2% however remains below the 92% national standard. 
 
The Trust’s position is forecast to remain below the National standard of 92% and follow the 
agreed trajectory of gradual improvement with 92% forecast to be achieved in March 2019. 
This is a long term forecast and we would expect to have some in year variance to this plan. 
The plan is dependent upon introducing demand management to release capacity and allow 
waiting numbers to decrease. The plan is also expected to see an overall reduction in activity 
in-line with financial plans. 
 
Risks to delivery of the revised improvement trajectory include:  

 Demand Management – This totals 24% reduction in elective referrals by the end of 
March 2019.  Shortfalls in delivery of the demand management programme will 
impact directly on the trajectory and a further deterioration in RTT performance – 
progress against this will be closely monitored and reported to the board.  

 Choice of provider – Changes in referral between providers could have an impact 
on the delivery of the trajectory. 

 Recruitment and locum cover – Any delays in recruitment to vacant posts or locum 
cover to maintain capacity in high risk areas will impact significantly on the ability to 
deliver this recovery trajectory. 

 
Table 6: Graph of RTT trajectory refresh 

 
 

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

 Cancer 62 days from urgent referral to treatment: RAG RATING: GREEN 4.6

In April, the provisional performance is 88.3% (target 85%) before final validation late 
histology results and any shared breaches with other trusts are declared. It is noted that this 
remains provisional and could change once provider returns are confirmed in June. 
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Table 7: Graph of cancer 62 day from urgent referral 

 

 

 Diagnostic tests waiting over 6 weeks : RAG RATING: RED 4.7

In April, the standard for diagnostic waits was not achieved with performance of 3.42% (130 
patients) waiting longer than 6 weeks against a target of 1%. Last month 1.74% (68 patients) 
were waiting over 6 weeks at the end of the month. 

 
The breakdown by test not achieving the standard at the end of April is shown in the table  
below: 
 
Table 8: Diagnostic tests not achieving the standard 

Test Total waiting Number > 6 week %  

MRI 460 28 6% 

CT 628 44 6% 

Ultrasound 1293 36 3% 

Colonoscopy 248 13 5%  

Cystoscopy 28 4 14% 

 

 MRI – numbers waiting have reduced from over 800 in December to under 500 at the 
end of April. Forecast is for the number of long waiters to reduce with indications that 
referrals have been lower in recent weeks. 

 CT- The outsourcing continues and is core to maintaining performance – In April 
there have been a number of breakdowns resulting in a prioritisation of IP work over 
routine scheduled tests impacting on WL numbers. There remain capacity constraints 
for the availability of specialist clinical support for cardiac CT scans representing the 
largest number of long waiting patients > 6 weeks 

 Ultrasound – on-going staffing pressures have seen an increase in the numbers 
waiting. The service is reliant on agency to achieve targets 
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 Performance Indicators – Local 5.

The standards set out below are the requirements agreed by the Trust through the contract 
with the CCG and NHS England Specialised Services.  They are in addition to the NHSI 
operational performance standards.  
 

 Referral to Treatment (RTT) over 52 weeks: RAG RATING: RED 5.1

At the end of April, 18 patients were reported as waiting over 52 weeks for treatment (17 last 
month). 
 
The analysis of the end of month 52 week wait patients is shown in the following table 
including the number carried forward from the previous month. 
 
Table 9: Number of patients waiting over 52 weeks from referral to treatment 

Month 
Number at month 

end 

Carried 

forward from 

previous 

month 

Carried forward 

for 3rd month 

Carried 

forward for 4th 

month 

October 11       

November 13 8 (Oct)     

December 12 10 (Nov) 6 (Oct)   

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

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

March 17 5 (Feb) 3 (Jan) 0 (Dec) 

April 18 6 (Mar) 2 (Feb) 2 (Jan) 

 
The analysis does show that we are treating the longest waiting patients albeit with a 
significant carry forward with some new patients tipping into the > 52 week band each month 
(6 in April). 
 
Of the 18 patients being reported at the end of April, 17 are Upper GI. 

 2 have IPDC dates in May. 

 13 have not had an offered date 

 2 have cancelled or DNA’s IPDC dates 

 1 patient awaiting May outpatient appointment 

 
Service capacity 

 Outsourcing - there are no outsourcing arrangements in place due to on-going 
financial constraints.  

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

  
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Looking further ahead there is an increased number of pathways approaching 40+weeks 
requiring foot and ankle (F+A) surgery. With the gradual increase in waiting times there 
remains a high risk that these will become >52wk breaches in Oct/Nov 2017.  The current 
plan is to recruit a locum consultant and is a result of a resignation of F+A surgeon earlier in 
the year.  Support has also been requested from other Trusts in Devon under the STP 
collaborative working network being led by the Medical Director. 
 
The forecast is that we are unlikely to see a reduction in 52 week waiters until additional 
capacity is available for Upper GI surgery. 
 

 Clostridium Difficlie (c-diff) : RAG RATING: GREEN 5.2

The 2017/18 National threshold for the number of c-diff cases remains unchanged at 18 
cases for admitted patients. For NHS I compliance reporting, the number reported is the 
number being identified as a "lapse in care" following root cause analysis.   
 
In April, there are no new cases to report.  
 

 Cancer Standards: RAG RATING: RED 5.3

Provisional data for April is shown in the following table:  
 
Table 10: Cancer  Standards Performance Month 1 2017 

 
 
In April the standard for urgent referral within 14 days and for breast symptomatic patients 
has not been met. The underperformance already puts the Q1 position at high risk and the 
forecast is for the Q1 position not to be achieved. 
 
The areas contributing to this position are Dermatology (63 breaches) and Urology (12 
breaches). In Dermatology the waiting times are improving with the wait at 11th May being 2.5 
weeks (still outside the standard). This improvement may not be sustainable until additional 
locum capacity is confirmed. On a positive note the approval of the business case for the 
additional clinics in JPU will provide greater capacity clinics once the works are complete. 
 
Operational risks have however been escalated in the following areas: 

 Radiology capacity, specifically within the breast service, which is impacting on the 
delivery of the 2ww standard. In addition there has been an increase in referrals with 
limited ability to increase clinic capacity due to the Radiology capacity constraints. 
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14day 2ww ref 93.0% 905 145 84.0%

14day Br Symp 93.0% 84 38 54.8%

31day 1st trt 96.0% 140 1 99.3%

31day sub drug 98.0% 77 0 100.0%

31day sub Rads 94.0% 54 2 96.3%

31day sub Surg 94.0% 32 1 96.9%

31day sub Other  - 26 0 100.0%

62day 2ww ref 85.0% 67.5 8 88.1%

62day Screening 90.0% 9 0 100.0%

April 2017
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 Dermatology – Capacity for 2ww and on-going surgical procedures. The 2ww 
standard is forecast not to be met in April. 

 Histopathology – longer waits for histology reporting – up to 2 weeks and staffing 
pressures impacting on MDT meetings.  

 Ambulance Handover Delays: RAG RATING: RED 5.4

The target for ambulance handover is zero delays over 60 minutes and no more than 30 per 
month for delays over 30 minutes from arrival by ambulance to handover to staff within the 
Emergency Department. 
 
In April given the continued good performance in waiting times against the 4 hour target a 
low number of handover delays would be expected. This is the case for delays over 60 
minutes with 6 patients were delayed (last month 4). The number of handover delays over 30 
minutes reduced in April from 110 recorded in March to 64. We continue to work closely with 
SWAST to manage daily escalations and ensure accurate recording, meeting weekly to 
review systems and responses. 
 

 Cancelled Operations: RAG RATING: AMBER 5.5

In April, 0.9% of operations (25 patients) were cancelled on the day of admission by the 
hospital, just exceeding the national standard of 0.8%.  This however continues the recent 
trend of improved performance. 
 
Cancellation reasons for April are summarised in the following table: 
 
Table 11: Reasons for Cancelled Operations 

 

Reason for cancellation April 
2017 

Ran out of theatre time 9 

Trauma/Priority patient 5 

Workforce (sickness) 4 

No bed 3 

Equipment / facilities 4 

Total 25 

 
In April, one patient requiring admission following cancellation was not re-admitted within 28 
days of cancellation.   
 

 Care Planning Summary (CPS) Timeliness: RAG RATING: RED 5.6

There remain challenges with the time it takes to complete CPS conflicting with Junior Doctor 
clinical commitments. In April, 65.4% of CPSs sent to GPs within 24 hours on weekdays 
(target 77%) and 27.9% achieved against weekend discharges (target 60%).This is a 5% 
improvement on both weekday and weekend metrics over last month. 
 
In light of the continuing challenges to improve performance for timely CPS completion, the 
medical director is leading an improvement plan involving physician associates. 
 
 

 A&E 12 hour Trolley waits: RAG rating GREEN 5.7

 
In April, no 12 hour Trolley waits were recorded.  
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 Quality Framework Indicators 6.

 

 Hospital Standardised mortality rate (HSMR): RAG RATING: RED 6.1

The latest months risk rating for mortality is showing a higher number of in hospital deaths to 
that expected using the clinical benchmarking tool Dr Foster. Although this is not unusual to 
have a single month increase particularly during the winter months there has been an overall 
increasing trend when looking at a rolling 12 month view. The 12 month rolling position to 
end of January (data 3 months in arrears) is showing a relative risk rating of 106 against the 
national benchmark of 100. A review of the HSMR position is being undertaken with Dr 
Foster and a report is being prepared for the medical director.  
 

 Stroke patients spending 90% of time on stroke ward: RAG RATING: GREEN 6.2

In April, 89.1% of patients are reported as spending 90% of more of their time on the 
dedicated stroke ward. The target is 80%.  This remains a significant achievement with the 
recent improvement is being maintained. 
 

 Medication errors: RAG RATING: RED 6.3

In April, there are two medication errors reported. These were both Moderate Harm and the 
details reviewed by the Quality team. 
 

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

The standard of completing a dementia assessment for 90% of emergency patients admitted 
to hospital over 75 years continues to be a challenge. In April, the data collection has been 
affected by a change of recording for patients who are transferred to a community bed. 
These movements are now recorded as transfers and not discharges. This has temporarily 
affected the data collection which only uses the status at the point of discharge from the 
acute wards and patients now transferred to community not being picked up. This will be 
rectified in coming months. 
 

 Follow-up Appointment Waiting Times: RAG RATING: RED 6.5

The number of patients waiting for an outpatient follow up appointment and waiting six or 
more weeks beyond their clinically recommended 'see by date' increased significantly in April 
with 8,229 patients recorded (last month 7,196). The biggest increases are in Ophthalmology 
and Audiology. By removing these specialties from the overall position the impact is only a 
modest aggregate increase. Further investigation will be done to understand these 
increases. 
 
Teams have previously provided assurance that appropriate prioritisation is in place and 
made quality of care impact assessments. This remains a risk and teams are being 
challenged to bring these waits into line with clinical expectations. Monitoring is by the RTT 
risk and assurance group.  
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 Community and Social Care Framework 7.

 Delayed Discharges : RAG RATING: RED 7.1

In April, the number of community hospital bed days lost due to patients being delayed in 
their discharge was lower than the previous month with 142 days lost (last month 310 days). 
Acute delays have increased this month to 202 days delayed (138 days last month).  While 
operational monitoring would indicate that capacity in care homes and domiciliary care in 
certain localities is a contributory factor, further work is being done to analyse the key drivers 
for this increase. Bed days lost by month are set out in the following table: 
 
Table 12: Bed days lost due to delayed discharges 

Month (2016/17) Acute Non-Acute Total 

APRIL 2016 8 351 359 

MAY 58 166 224 

JUNE 52 355 407 

JULY 70 422 492 

AUGUST 92 425 517 

SEPTEMBER 52 110 162 

OCTOBER 61 180 241 

NOVEMBER 93 441 534 

DECEMBER 2016 59 375 434 

JANUARY 2017 39 179 218 

FEBRUARY 2017 41 223 264 

MARCH 2017 138 310 448 

April 2017 202 142 344 

 
This equates to a daily average of 13.5 beds lost to delayed transfers of care (85% 
occupancy) from the total Trust available inpatient beds.   

 Community Hospital Admissions (non stroke): RAG RATING: RED 7.2

The number of community hospitals admissions has reduced in April and is at an all-time 
low. This is a result of the community bed closures introduced at the end of March with 
patients now increasingly accessing the alternative pathways of care being embedded 
through the ICO care model. 
The RAG rating tolerances for this indicator will be adjusted to reflect the new community 
bed base. 
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 Workforce Key Performance Indicators 8.

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

The following highlights progress at trust level in respect of workforce plans and workforce 
key performance indicators.  

 Workforce Plan: RAG RATING: GREEN 8.1

The table below shows the planned staff in post over the next 5 years by staff group.  This 
plan takes into account the effect of the care model, trust wide improvement programmes, 
reductions in the vacancy factor etc.   
 
Table 13: Planned staff in post 

 
 
The further table below shows the planned WTE changes from the opening position at 
31.03.2017 for each month of the financial year until the 31.03.2018.  The plan is to have 
5001.3 WTE substantive staff in post at the end of the financial year. 
 
This table also shows the outturn against the plan at the 31.03.2017 and for the month of 
April 2017.  Monthly WTE against plan will continue to be monitored and included in this 
Integrated Performance Report each month.  
 
Table 14: Planned WTE changes by month 

 
 
As detailed above the plan is a total of 5164.3 WTE staff in post at the end of 2016/17.  The 
plan was above this target number of WTE staff by 21.8 WTE at end of March.  However it 
was anticipated that the effects of all the actions to correct the plan in the last quarter of 
2016/2017 may be delayed and this has been the case, with a reduction that has resulted in 
the number of staff being 25.0 WTE below the planned number by end of April 2017.  
 
The tables below show the WTE in post figure by staff group for each month from September 
2015, the month before the Integrated Care Organisation (ICO) commenced, up to April 
2017. 
 
 
 
 
The increase in medical and dental and total WTE staff in post in the tables below differ from 
those above due to the Trust taking responsibility for the recruitment and payment of 54 WTE 

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

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

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

Ambulance Staff 4.00 4.00 4.00 4.00 4.00 4.00

Healthcare Scientists 182.99 198.30 198.30 198.30 198.30 198.30

Support to Clinical Staff 1510.64 1508.60 1490.60 1477.86 1473.86 1473.86

NHS Infrastructure Support 1119.75 1017.28 921.28 917.28 913.28 911.28

General Payments 6.80 6.80 6.80 6.80 6.80 6.80

Medical and Dental Staff 423.40 423.40 423.40 423.40 423.40 423.40

Total 5164.27 5001.28 4815.70 4768.40 4748.49 4746.49

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

Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

Plan 5,164.3 5,151.8 5,145.4 5,136.3 5,125.3 5,114.9 5,104.0 5,088.8 5,074.7 5,056.5 5,035.2 5,016.5 5,001.3

Outturn 5,186.1 5,126.8

Difference -21.8 25.0
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GP Trainees, for which the Trust is fully funded including for the costs of providing the 
service.  The figures used in the comparison of planned WTE against outturn WTE above 
have been reduced by the 54 WTE GP Trainees to enable an accurate comparison as shown 
below. 
 
Table 15: WTE in post by staff group 

 
 
It should be noted that there are some variances in the staff groups in the table above 
compared to those that follow.  These variances are due to NHSi requiring reporting for 
operations plans in different categories to those reported nationally via the Employee Staff 
Record.  Work to use occupation codes for all reporting and correct this position is on-going. 
In the tables that follow table 16 shows current whole time equivalent staff in-post by staff 
group from September 2015 (prior to the ICO commencing) to April 2017.  Table 17 shows 
the number of staff by pay bands.  Those staff in band 8 are predominantly in management 
roles.  Table 18 shows the same pay bands by ratio.  Tables 19 and 20 show the number of 
Non-Executive Directors and Executive Directors over the same period. 

Medical 

and 

Dental 

WTE

All Staff 

WTE

ESR Total 489.4 5,180.8

GP Trainees 54.0 54.0

Total 435.4 5,126.8
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Staff Group 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02 2017 / 03 2017 / 04

Add Prof Scientific and Technic 274.87 278.06 275.37 271.26 270.39 269.40 270.11 271.91 269.82 269.99 272.51 276.33 282.27 281.14 286.91 285.36 291.77 297.41 294.51 295.15

Additional Clinical Services 1,016.24 1,007.25 1,033.17 1,028.82 1,028.39 1,030.39 1,039.05 1,040.18 1,042.61 1,035.41 1,041.09 1,048.29 1,058.88 1,065.89 1,063.65 1,071.48 1,083.40 1,073.65 1,074.07 1,073.68

Administrative and Clerical 1,345.55 1,349.40 1,350.86 1,340.31 1,343.24 1,343.04 1,342.79 1,341.35 1,348.83 1,347.28 1,337.05 1,331.75 1,340.26 1,341.11 1,340.90 1,343.18 1,340.63 1,320.80 1,296.02 1,266.87

Allied Health Professionals 403.03 410.43 410.43 405.49 400.89 400.93 398.12 389.07 391.16 395.43 392.53 392.79 397.08 400.53 402.82 404.03 405.83 406.37 405.45 400.93

Estates and Ancillary 389.95 385.49 393.13 392.72 393.23 393.86 389.27 388.77 399.33 403.99 401.63 394.72 399.86 403.44 402.93 402.69 401.83 399.59 392.31 382.48

Healthcare Scientists 92.69 92.64 91.54 89.80 90.49 92.59 91.59 91.59 90.89 89.89 91.99 91.99 93.75 92.39 93.39 92.39 91.25 90.25 91.85 92.27

Medical and Dental 425.99 425.52 425.67 418.77 413.57 415.72 414.22 412.97 408.82 408.00 445.46 429.91 437.41 442.79 439.14 434.01 433.81 436.12 435.57 489.40

Nursing and Midwifery Registered 1,182.09 1,196.23 1,190.01 1,187.12 1,184.78 1,196.58 1,197.97 1,186.98 1,180.04 1,178.16 1,172.66 1,172.62 1,192.73 1,199.27 1,206.68 1,207.26 1,208.62 1,200.36 1,194.85 1,177.54

Students 5.69 5.69 5.69 5.69 5.69 5.09 5.09 5.09 5.09 5.09 5.09 1.90 3.90 3.90 3.90 2.90 1.50 1.50 1.50 2.50

Grand Total 5,136.11 5,150.71 5,175.87 5,139.99 5,130.68 5,147.59 5,148.21 5,127.92 5,136.61 5,133.23 5,160.01 5,140.29 5,206.14 5,230.45 5,240.33 5,243.31 5,258.65 5,226.05 5,186.13 5,180.81

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

Bands 1 - 7 4461.09 4478.85 4504.21 4478.25 4479.41 4491.16 4492.38 4475.33 4489.72 4487.66 4474.84 4471.45 4531.51 4551.23 4564.00 4570.31 4590.64 4557.26 4525.20 4468.54

Band 8 and Above 249.02 246.34 246.00 242.97 237.70 240.71 241.61 239.62 238.06 237.57 239.72 238.93 237.22 236.43 237.19 238.99 234.20 232.67 225.36 222.87

M&D 425.99 425.52 425.67 418.77 413.57 415.72 414.22 412.97 408.82 408.00 445.46 429.91 437.41 442.79 439.14 434.01 433.81 436.12 435.57 489.40
Grand Total 5,136.11 5,150.71 5,175.87 5,139.99 5,130.68 5,147.59 5,148.21 5,127.92 5,136.61 5,133.23 5,160.01 5,140.29 5,206.14 5,230.45 5,240.33 5,243.31 5,258.65 5,226.05 5,186.13 5,180.81

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

Bands 1 - 7 86.86% 86.96% 87.02% 87.13% 87.31% 87.25% 87.26% 87.27% 87.41% 87.42% 86.72% 86.99% 87.04% 87.01% 87.09% 87.16% 87.30% 87.20% 87.26% 86.25%

Band 8 and Above 4.85% 4.78% 4.75% 4.73% 4.63% 4.68% 4.69% 4.67% 4.63% 4.63% 4.65% 4.65% 4.56% 4.52% 4.53% 4.56% 4.45% 4.45% 4.35% 4.30%

M&D 8.29% 8.26% 8.22% 8.15% 8.06% 8.08% 8.05% 8.05% 7.96% 7.95% 8.63% 8.36% 8.40% 8.47% 8.38% 8.28% 8.25% 8.35% 8.40% 9.45%
Grand Total 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

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

Non-Executive Directors 14.00 7.00 7.00 7.00 7.00 6.00 6.00 6.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00
Grand Total 14.00 7.00 7.00 7.00 7.00 6.00 6.00 6.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00 7.00

Table 5
Staff Group 2015 / 09 2015 / 10 2015 / 11 2015 / 12 2016 / 01 2016 / 02 2016 / 03 2016 / 04 2016 / 05 2016 / 06 2016 / 07 2016 / 08 2016 / 09 2016 / 10 2016 / 11 2016 / 12 2017 / 01 2017 / 02 2017 / 03 2017 / 04

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

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

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

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

Other Directors 3.00 3.00 3.00 3.00 3.00 3.00 4.50 4.50 4.50 4.61 4.61 5.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00 4.00
Grand Total 9.00 7.00 7.00 7.00 7.00 7.00 8.50 8.50 8.50 8.61 8.61 9.00 8.00 8.00 8.00 8.00 8.00 8.00 8.00 8.00

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

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

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

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

The increase in Medical and Dental staff in April 2017 in table 1 is due to the Trust taking responsibility for 54 WTE GP Trainees.  The total staff WTE for comparison purposes is therefore 5,126.8

Table 1
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 Staff Sickness Absence Rate: RAG RATING: RED 8.2

The annual rolling sickness absence rate of 4.32% at the end of March 2017 represents a small 
reduction for the second month this year.  However, this is still higher than the target rate of 3.80% 
for the end of March 2017.    
 
Given the previous upward trend in sickness absence and continued under achievement of the 
workforce target a ‘sickness absence deep dive’ is being undertaken.  The deep dive seeks to; 
 

 Provide an analysis of the data with specific reference to seasonal fluctuations, composition 
of absence (LT/ST), reasons for absence, absence by staff group/job role and ‘hot spot’ 
areas. 

 Summarise the initiatives currently being deployed in managing absence and identify those 
considered to be most effective. 

 Make recommendations for future approaches based upon conclusions and research 

 
Based upon the intelligence so far a bespoke action plan has been developed to supplement the 
existing methods of support provided to managers.  The action plan reflects the move towards a 
prevention strategy whilst still incorporating the essential requirements of active management.  The 
initiatives include; programmes around ‘mindfulness’, coaching, revision of leadership training, 
promotion of wellness recovery action plans for staff living with long term conditions, supporting staff 
with MSK and promotion of the wellbeing agenda. 
 
Table 21: Graph of rolling 12 months sickness absence rate 
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 Turnover (excluding Junior Doctors): RAG RATING: GREEN 8.3

The following graph shows that the Trusts turnover rate was 12.00% for the year to April 2017. This 
is a decrease from last month and within the target range of 10% to 14%.  The recruitment challenge 
to replace leavers from key staff groups remains significant.  
 
Table 22: Graph of all staff rolling 12 month turnover rate 

 
 
This recruitment challenge includes Registered Nurses due to the supply shortage as reported 
elsewhere and for which the Trust has a long term capacity plan to address, which maximises the 
use of all supply routes including overseas recruitment, return to nursing, growing our own etc.  The 
turnover rate for this staff group has risen in the last 2 months but is still within the target range of 
10% to 14%. 

Table 23: Graph of RGN rolling 12 month turnover rate 
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 Appraisal Rate: RAG RATING: RED 8.4

The following graph shows that the appraisal rate has been maintained at 81% which is below the 
target of 90%. This overall decrease from the levels of the end of last year is an anticipated outcome 
of the “Call to Action” activity including managers in clinical areas increasing their clinical input.  
Managers continue to receive monthly workforce reports detailing compliance. In addition, workforce 
KPIs which include appraisal rates, are a standard agenda item for discussion at senior manager 
meetings in the Trust and are incorporated into Divisional/Directorate reports. 

Table 24: Graph of % Appraisal Rate 

 
 

 Statutory and mandatory training compliance: RAG RATING: AMBER 8.5

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 84% is just below the target rate.  
The reduction is thought to be due to the “Call to Action” activity.  The new learning management 
system called the Hive went live at the start of May 2017 and it is anticipated that as this new system 
is embedded compliance rates will further increase.  Individual modules that remain below their 
target are detailed in the table below: 
 
Table 25: Statutory and mandatory training compliance 

Module Target Performance 

Information Governance Training 95% or above 77% 

Conflict Resolution 85% or above 81% 

Fire Training 85% or above 81% 

Infection Control 85% or above 81% 

Manual Handling 85% or above 74% 
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Table 26: Graph of statutory and mandatory training compliance % rate 

 

 Agency Spend and % of Staff Expenditure: RAG RATING 8.6

NHSI has set Trusts a cap for agency expenditure which is based on a percentage of the Trust’s 
workforce bill. For our Trust the cap for agency spend for each of the next two years is £6.58 million, 
which equates to 3% of the workforce expenditure. 
  
The table below shows the current agency spend by staff group for 2016/17, and the required 
reduction proportioned post the community hospital closures to the remaining departments. These 
agency reductions are being targeted as cost avoidance in order to deliver the cap budget as 
submitted in the 17/18 annual plan. 
 
Table 27: Agency Spend and % of Staff Expenditure 

Agency Reduction Review 2016/17 2016/17 2016/17 
 

2017/18 2017/18 2017/18 

Staff Group 
Target/Cap 

£ 
Actual 

£ 

Over 
(Under) 
against 
Cap £ 

 
Target/Cap 

Reduction 
Required - £ 

Reduction 
required in 

% 

Medical Staff 3,211,963   3,514,846      302,883     3,211,963  -     302,883  -9% 

Qualified nursing, midwifery and health visiting 
staff (agency) 

2,786,595   4,398,776   1,612,181     2,786,595  -  1,612,181  -37% 

Qualified scientific, therapeutic and technical 
staff (AHP) 

317,033   1,204,560      887,527        317,033  -     887,527  -74% 

Healthcare Assistant 70,660        35,948  -     34,712          36,000                52  0% 

Ancillary/Admin & Managers 199,750      574,797      375,047        234,410  -     340,387  -59% 

Total Agency Cost 6,586,000   9,728,927   3,142,927     6,586,000  -  3,142,927  -32% 

 
Plans to deliver the agency reduction are currently being developed and progress within the SDUs 
will be monitored through the Performance Review Meetings. Q4 16/17 showed significant progress 
to reduce expenditure to the level of the Agency Cap was achieved, and in M1 of 17/18 expenditure 
was below Agency Cap for the first time, with £405k monthly spend in April 17 against the monthly 
cap of £550k.  
 

Future reports will RAG rate the Trust’s progress towards these targets, as set out below: 
 
• 3% or below – GREEN 
• 3.01% - 4% - AMBER 
• 4.01% and above - RED 
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Nursing & HCA Bank and Agency  

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

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

 
 Table 28: Nursing and HCA Bank and Agency 

 

Apr-
16 

May-
16 

Jun-
16 

Jul-
16 

Aug-
16 

Sep-
16 

Oct-
16 

Nov-
16 

Dec-
16 

Jan-
17 

Feb-
17 

Mar-
17 

Apr-
17 

WTE REQUESTED 281 305 306 319 283 245 279 285 290 279 251 274 210 

WTE COVERED BY BANK 207 223 221 238 217 193 213 218 213 215 198 219 178 

WTE COVERED BY 
AGENCY 

56 63 66 58 48 32 40 45 48 42 31 32 17 

WTE UNASSIGNED 18 18 19 23 18 20 26 22 28 22 22 23 15 

TOTAL WTE COVERED 263 287 287 296 265 225 253 263 261 257 228 251 195 
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Income Analysis           Appendix 1 

  

   

  

    

 

Plan Actual Variance
Variance to 

Plan -(adv)/+fav
Change

£'000 £'000 £'000 £'000 £'000

South Devon & Torbay Clinical Commissioning Group 13,916 13,444 (472)

North, East & West Devon Clinical Commissioning Group 399 385 (15)

NHS England - Area Team 609 506 (104)

NHS England - Specialist Commissioning 2,372 2,202 (170)

Other Commissioners 541 452 (89)

Sub-Total Acute 17,837 16,988 (849) 0.00 0.00 

South Devon & Torbay Clinical Commissioning Group (Placed 

People and Community Health) 6,723 6,754 30

Other Commissioners 214 161 (53)

Sub Total Community 6,938 6,915 (23) 0.00 0.00 

Total Acute and Communuity 24,775 23,903 (873) 0.00 0.00 

Medical Services 6,901 6,882 (19)

Surgical Services 6,140 5,087 (1,053)

Women's, Childrens & Diagnostic Services 3,492 3,483 (9)

Community Services 6,938 6,915 (23)

Non-Clinical Services / Central Contract Income 1,304 1,536 232

Total 24,775 23,903 (873) 0.00 0.00 

Activity Activity Activity Activity Activity

Elective In-Patient Admissions 332 333 1

Elective Day Case Admission 2,278 2,370 92

Urgent & Emergency Admissions 9,165 9,604 439

Out-Patients 33,371 32,729 (642)

Community Services

Total 45,146 45,036 (110) 0 0 

£'000 £'000 £'000

Torbay Council - ASC Contract income 3,097 3,016 (81)

Torbay Council - Public Health Income 497 493 (4)

Torbay Council - Client Income 798 795 (3)

Total 4,393 4,304 (88) 0.00 0.00 

Other Operating income from pateint care Activities

Private Patients 197 18 (179)

197 18 (179) 0.00 0.00 

£'000 £'000 £'000 £'000 £'000

Donated Asset Income 83 0 (83)

R&D / Education & training revenue 756 778 22

Site Services 174 170 (4)

Revenue from non-patient services to other bodies 449 346 (103)

Sustainability Transformational Funding (STF) Income 292 292 0

Risk Share Income 292 55 (237)

Misc. other operating revenue 2,059 2,195 57

Total 4,105 3,836 (348)

Memo Plan Actual Variance
Changes PbR 

to RSA Plan

Variance to 

RSA Plan

£'000 £'000 £'000 £'000 £'000

CCG Block adjustment 912 692 (220)

Total 912 692 (220) 0.00 0.00 

Year to Date - Month 1 Previous Month

Healthcare Income  - Commissioner Analysis

Healthcare Income  - By Business Unit

Healthcare Activity - By Setting

Social Care Income

Other Income

Year to Date - Month 1 Plan Changes

CCG Block adjustment
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Agency Spend          Appendix 2 

 

 

 

 

 

 

 

 

Torbay and South Devon NHS Foundation Trust

Trust Agency Information

Financial Year 2017/18

April YTD 2017-18

£m £m

(0.991) (0.991)

(19.056) (19.056)

5% 5.20%

April YTD 2017-18

ICO Actual £m £m

Total Agency Staff Cost (0.405) (0.405)

Total Actual Staff Cost (18.625) (18.625)

% of Agency Costs against Total Staff Cost 2% 2.17%

April YTD 2017-18

Variance against Revised Ceiling £m £m

Total Agency Staff Cost 0.586 0.586

% of Agency Costs against Total Staff Cost -3% -3.03%

Nursing only April YTD 2017-18

ICO Actual £m £m

(0.111) (0.111)

Total Actual Staff Cost (4.613) (4.613)

2% 2%

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

Senior Business management Team, Exec 

Improvement Plan

All Staff Group

NHS Improvement (NHSI) Ceiling

Total Planned Agency Cost

Total Planned Staff Costs

% of Agency Costs against Total Staff Cost 

Total Agency Staff Cost

% of Agency Costs against Total Staff Cost 

M1 Agency Actual is lower than 

the ceiling by £0.6m, 3.03% less 

than the planned ceiling of 5.2%.  

M1 Total Agency is £0.4m across 

all Staff Group, the lowest spend 

in the last two years.
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Financial Position SDU level         Appendix 3 

  

 

 

Income and  Expend it ure Summary by SD U  -  Y ear t o  D at e M ont h 0 1 2 0 17/ 18 Plan A ct ual V ariance

£ '0 0 0 £ '0 0 0 £ '0 0 0

C ont ract  Income Community Block Income 4,972 4,828 (144)

IS Block 2,897 2,927 30

CHC Block 2,669 2,669 0

Sub  t o t al C ont ract  Income 10 ,53 8 10 ,4 2 4 ( 114 )

C ommunit y Services IN-Income from pat ient care act ivit ies 46 50 5

IO-Other operat ing income 27 31 4

EP-Operat ing expenditure (Pay) (2,725) (2,353) 372

EN-Operat ing expenditure (excl Pay) (675) (525) 151

TWIP /  SSP Target 115 0 (115)

Posit ion ( exclud ing  B lock Income) ( 3 ,2 13 ) ( 2 ,79 6 ) 4 16

Hosp it al Services IN-Income from pat ient care act ivit ies 7 0 (7)

IO-Other operat ing income 1 4 3

EP-Operat ing expenditure (Pay) (1,182) (860) 322

EN-Operat ing expenditure (excl Pay) (309) (255) 54

FI-Financing items (151) (145) 5

TWIP /  SSP Target 161 0 (161)

Posit ion ( exclud ing  B lock Income) ( 1,4 72 ) ( 1,2 56 ) 2 16

Independent  Sect o r IN-Income from pat ient care act ivit ies 2 0 (2)

EP-Operat ing expenditure (Pay) (105) (86) 19

EN-Operat ing expenditure (excl Pay) (2,707) (2,700) 8

TWIP /  SSP Target 83 0 (83)

Posit ion ( exclud ing  B lock Income) ( 2 ,72 8 ) ( 2 ,78 6 ) ( 58 )

C ont inuing  Healt h C are ( C HC ) IN-Income from pat ient care act ivit ies 802 795 (7)

IO-Other operat ing income 22 17 (5)

EP-Operat ing expenditure (Pay) (111) (104) 7

EN-Operat ing expenditure (excl Pay) (3,766) (3,721) 44

TWIP /  SSP Target 90 0 (90)

Posit ion ( exclud ing  B lock Income) ( 2 ,9 6 2 ) ( 3 ,0 13 ) ( 51)

C ommunit y Services N et  Posit ion 16 3 573 4 10

C ont ract  Income -  A cut e C linical ServicesAcute Contract Income 17,837 16,988 (849)

0 0 0

M edical Services IN-Income from pat ient care act ivit ies 4 4 (0)

IO-Other operat ing income 62 83 21

EP-Operat ing expenditure (Pay) (3,784) (3,722) 62

EN-Operat ing expenditure (excl Pay) (2,593) (2,102) 491

TWIP /  SSP Target 207 0 (207)

Posit ion ( exclud ing  B lock Income) ( 6 ,10 4 ) ( 5,73 6 ) 3 6 8

Surg ical Services IN-Income from pat ient care act ivit ies 8 15 6

IO-Other operat ing income 54 91 36

EP-Operat ing expenditure (Pay) (4,221) (3,891) 330

EN-Operat ing expenditure (excl Pay) (1,625) (1,293) 332

TWIP /  SSP Target 169 0 (169)

Posit ion ( exclud ing  B lock Income) ( 5,6 15) ( 5,0 79 ) 53 5

W omen's, C hild ren's & D iagnost ics IN-Income from pat ient care act ivit ies 8 7 (0)

IO-Other operat ing income 67 72 4

EP-Operat ing expenditure (Pay) (3,322) (3,155) 167

EN-Operat ing expenditure (excl Pay) (785) (733) 52

TWIP /  SSP Target 128 0 (128)

Posit ion ( exclud ing  B lock Income) ( 3 ,9 0 4 ) ( 3 ,8 0 9 ) 9 5

A cut e C linical Services N et  Posit ion 2 ,2 15 2 ,3 6 3 14 9

C orporat e Support  Services

Est at es & Facil it ies M anagement IO-Other operat ing income 303 287 (16)

EP-Operat ing expenditure (Pay) (1,012) (886) 126

EN-Operat ing expenditure (excl Pay) (817) (777) 40

TWIP /  SSP Target 90 0 (90)

N et  Posit ion ( 1,4 3 7) ( 1,3 76 ) 6 1

F inancing  C ost s IO-Other operat ing income 83 0 (83)

EN-Operat ing expenditure (excl Pay) (1,063) (765) 298

FI-Financing items (260) (266) (6)

TWIP /  SSP Target 12 0 (12)

N et  Posit ion ( 1,2 2 8 ) ( 1,0 3 1) 19 8

Int ernal A ud it IO-Other operat ing income 148 157 9

EP-Operat ing expenditure (Pay) (160) (56) 104

EN-Operat ing expenditure (excl Pay) 14 (101) (115)

TWIP /  SSP Target 0 0 0

N et  Posit ion 1 ( 0 ) ( 1)

Ot her Income IN-Income from pat ient care act ivit ies 63 63 0

IO-Other operat ing income 292 57 (235)

EN-Operat ing expenditure (excl Pay) (5) (5) 0

TWIP /  SSP Target 0 0 0

N et  Posit ion 3 4 9 114 ( 2 3 5)

Pharmacy M anuf act uring IN-Income from pat ient care act ivit ies 37 26 (10)

IO-Other operat ing income 1,286 1,062 (224)

EP-Operat ing expenditure (Pay) (467) (402) 65

EN-Operat ing expenditure (excl Pay) (525) (443) 82

FI-Financing items (60) (53) 7

TWIP /  SSP Target 26 0 (26)

N et  Posit ion 2 9 7 19 0 ( 10 8 )

Out pat ient  Pharmacy U nit IO-Other operat ing income 4 3 (2)

EP-Operat ing expenditure (Pay) (16) (12) 4

EN-Operat ing expenditure (excl Pay) (9) (10) (1)

FI-Financing items (2) (2) 0

TWIP /  SSP Target 0 0 0

N et  Posit ion ( 2 2 ) ( 2 0 ) 2

R esearch & D evelopment IO-Other operat ing income 119 108 (11)

EP-Operat ing expenditure (Pay) (116) (124) (8)

EN-Operat ing expenditure (excl Pay) (5) (2) 3

TWIP /  SSP Target 1 0 (1)

N et  Posit ion ( 0 ) ( 17) ( 17)

C orporat e Support  Services IN-Income from pat ient care act ivit ies 21 13 (8)

IO-Other operat ing income 748 802 54

EP-Operat ing expenditure (Pay) (2,860) (2,707) 153

EN-Operat ing expenditure (excl Pay) (1,617) (1,419) 198

FI-Financing items (5) (1) 4

TWIP /  SSP Target 119 0 (119)

N et  Posit ion ( 3 ,59 4 ) ( 3 ,3 13 ) 2 8 1

R eserves IO-Other operat ing income 319 457 138

EP-Operat ing expenditure (Pay) 308 (258) (566)

EN-Operat ing expenditure (excl Pay) 138 (12) (150)

TWIP /  SSP Target 598 605 7

N et  Posit ion 1,3 6 3 79 2 ( 571)

C orporat e Support  Services N et  Posit ion ( 4 ,2 71) ( 4 ,6 6 0 ) ( 3 8 9 )

T rust  Overall  Posit ion ( 1,8 9 3 ) ( 1,72 4 ) 16 9

Y ear t o  D at e -  M ont h 0 1
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Public 

Activity                                    Appendix 4 

 

 

Torbay & South Devon NHS Foundation Trust

Cumulative Period to: April 2017

setting
 Annual Plan 

2017/18 (Activity) 

 2017/18 YTD Plan 

V.2.0 (Activity) 

 2017/18 Month 

01 (Activity) 

 Cumulative 

Variance - 

activity 

 Annual Plan 

2017/18 £ 

 2017/18 Demand 

Plan V.2.0 £ 
 2017/18 Month 01 £ 

 Cumulative 

Variance - £ 

Day Case 31,827                   2,278                          2,411                133                     20,108,036£              1,343,431£              1,478,213£                   134,782£              

Elective 4,456                     332                             284                    48-                       15,051,938£              1,114,755£              875,543£                      239,212-£              

Non-Elective Emergency 28,343                   2,302                          2,270                32-                       55,099,790£              4,349,434£              3,902,291£                   447,143-£              

Non-Elective Non-Emergency 3,480                     266                             315                    49                       7,487,768£                547,359£                 740,232£                      192,873£              

Non-Elective CDU 3,930                     258                             338                    80                       247,590£                   16,254£                   21,294£                        5,040£                   

Non-Elective AMU 1,649                     135                             158                    23                       1,181,720£                99,500£                   120,148£                      20,647£                 

APC Total 73,685                   5,571                          5,776                205                     99,176,842£              7,470,733£              7,137,720£                   333,013-£              

F-Up 275,131                 20,096                       19,470              626-                     23,874,772£              1,728,113£              1,655,071£                   73,041-£                 

New 103,114                 7,596                          7,608                12                       15,105,511£              1,082,832£              1,126,024£                   43,192£                 

OPA Total 378,245                 27,692                       27,078              614-                     38,980,283£              2,810,945£              2,781,095£                   29,850-£                 

76,280                   6,204                          6,496                292                     9,346,138£                761,142£                 828,843£                      67,701£                 

A&E Total 76,280                   6,204                          6,496                292                     9,346,138£                761,142£                 828,843£                      67,701£                 

ACC -                          -                              -                     -                      4,924,529£                529,993£                 263,479£                      266,513-£              

ACC Total -                          -                              -                     -                      4,924,529£                529,993£                 263,479£                      266,513-£              

PCC -                          -                              -                     -                      371,433£                   30,953£                   30,953£                        -£                       

NCC -                          -                              -                     -                      1,851,372£                139,948£                 146,942£                      6,994£                   

PCC/NCC Total -                          -                              -                     -                      2,222,805£                170,901£                 177,894£                      6,994£                   

Palliative Care   621,336£                   47,644£                   29,054£                        18,590-£                 

Palliative Care Total -                          -                              -                     -                      621,336£                   47,644£                   29,054£                        18,590-£                 

Chemotherapy  6,621,797£                456,510£                 567,493£                      110,983£              

Chemotherapy Total -                          -                              -                     -                      6,621,797£                456,510£                 567,493£                      110,983£              

Radiotherapy -                          -                              -                     -                      2,063,500£                163,770£                 186,064£                      22,293£                 

Radiotherapy Total -                          -                              -                     -                      2,063,500£                163,770£                 186,064£                      22,293£                 

OPA 28,291                   2,269                          2,204                65-                       2,987,843£                238,916£                 217,138£                      21,778-£                 

GP 45,398                   3,410                          3,447                37                       1,837,841£                135,508£                 134,501£                      1,008-£                   

Imaging Total 73,689                   5,678                          5,651                27-                       4,825,684£                374,425£                 351,639£                      22,786-£                 

Maternity Pathway -                          -                              -                      4,952,379£                412,698£                 332,746£                      79,952-£                 

Maternity Pathway Total -                          -                              -                     -                      4,952,379£                412,698£                 332,746£                      79,952-£                 

Block 14,028,035£              1,169,004£              1,169,004£                   -£                       

Acute variation orders -                          -                              -                     -                      997,000£                   83,083£                   83,083£                        -£                       

Block Total -                          -                              -                     -                      15,025,035£              1,252,087£              1,252,087£                   -£                       

PTP Drugs -                          -                              -                     -                      22,495,998£              1,874,666£              1,674,625£                   200,042-£              

PTP Drugs Total -                          -                              -                     -                      22,495,998£              1,874,666£              1,674,625£                   200,042-£              

PTP Bloods -                          -                              -                     -                      866,000£                   72,167£                   55,044£                        17,123-£                 

PTP Bloods Total -                          -                              -                     -                      866,000£                   72,167£                   55,044£                        17,123-£                 

PTP Excluded Devices -                          -                              -                     -                      1,479,665£                123,305£                 135,177£                      11,871£                 

PTP Excluded Devices Total -                          -                              -                     -                      1,479,665£                123,305£                 135,177£                      11,871£                 

PTP Other -                          -                              -                     -                      1,567,457£                130,621£                 84,129£                        46,492-£                 

PTP Other Total -                          -                              -                     -                      1,567,457£                130,621£                 84,129£                        46,492-£                 

New Cost & Volume -                          -                              -                     -                      12,614,575£              1,051,215£              934,305£                      116,910-£              

New Cost & Volume Total -                          -                              -                     -                      12,614,575£              1,051,215£              934,305£                      116,910-£              

CQUIN -                          -                              -                     -                      4,686,055£                390,505£                 390,505£                      -£                       

CQUIN Total -                          -                              -                     -                      4,686,055£                390,505£                 390,505£                      -£                       

Elective Readmissions -                          -                              -                     -                      230,460-£                   19,205-£                   19,205-£                        -£                       

Elective Readmissions Total -                          -                              -                     -                      230,460-£                   19,205-£                   19,205-£                        -£                       

Non-Elective Readmissions -                          -                              -                     -                      188,376-£                   15,698-£                   15,698-£                        -£                       

Non-Elective Emergency Readmissions Total -                          -                              -                     -                      188,376-£                   15,698-£                   15,698-£                        -£                       

Emergency Adjustment -                          -                              -                     -                      3,905,000-£                325,417-£                 325,417-£                      -£                       

Emergency Adjustment Total -                          -                              -                     -                      3,905,000-£                325,417-£                 325,417-£                      -£                       

Acute contract sub total 601,899                 45,145                       45,001              144-                     228,146,242              17,733,008              16,821,580                   911,428-                 

Phasing adjustment -£                            996,400£                 -£                               996,400-£              

Block Adjustment 10,952,749-£              912,729-£                 692,760£                      1,605,489£           

-                          -                              -                     -                      10,952,749-£              83,671£                   692,760£                      609,089£              

Acute contract total 601,899                 45,145                       45,001              144-                     217,193,493£           17,816,678£           17,514,340£                302,339-£              

Community Block - Dental & PH 1,306,000£                108,833£                 108,833£                      -£                       

Community Block - Council PH 5,965,000£                497,083£                 493,356£                      3,727-£                   

Community Block - ASC 37,200,000£              3,100,000£              3,100,000£                   -£                       

Community Block - CCG 79,256,000£              6,604,667£              6,604,667£                   -£                       

Community Variation Orders - CCG 744,200£                   62,017£                   62,017£                        -£                       

Community contract total -                          -                              -                     -                      124,471,200£           10,372,600£           10,368,873£                3,727-£                   

RSOG adjustment -                      

Grand Total Income 601,899                 45,145                       45,001              144-                     341,664,693£           28,189,278£           27,883,212£                306,066-£              

Events Sum of income

FPQW Report.pdf
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NHS I - FINANCE AND USE OF RESOURCES

Capital Service Cover 4 4 4 4 4 4 4 4 4 4 4 4 4 4

Plan n/a n/a n/a n/a n/a n/a 4 4 3 3 3 3 4 4

Liquidity 1 1 1 1 2 2 2 2 3 3 3 3 4 4

Plan n/a n/a n/a n/a n/a n/a 2 2 2 2 2 2 4 4

I&E Margin 4 4 4 4 4 4 4 4 4 4 4 4 4 4

Plan n/a n/a n/a n/a n/a n/a 3 3 3 3 2 2 4 4

I&E Margin Variance from Control Total (during 2016/17: Variance 

From Plan)
2 2 1 2 2 2 3 3 4 4 4 4 1 1

Plan (during 2016/17: not used by NHSI) n/a n/a n/a n/a n/a n/a 1 1

Variance from agency ceiling 3 3 4 4 4 4 3 3 3 3 3 3 1 1

Plan n/a n/a n/a n/a n/a n/a 2 2 1 1 1 1 4 4

Overall Use of Resources Rating 3 3 3 3 3 3 3 3 4 4 4 4 3 3

Plan (during 2016/17: not used by NHSI) 3 3

FINANCE INDICATORS - LOCAL

4 EBITDA - Variance from PBR  Plan - cumulative (£'000's) -950 -823 -361 -3053 -5439 -7.639 -9934 -12.922 -15310 -173 n/a

4 Agency - Variance to NHSI cap -2.00% -1.87% -1.56% -1.45% -1.38% -1.33% -1.32% -1.28% -1.27% 3.03% n/a

4 CIP - Variance from PBR plan  - cumulative (£'000's) 800 2381 1685 1114 -403 -1287 -2354 -3518 -2430 -401 n/a

4 Capital spend - Variance from PBR Plan - cumulative (£'000's) 3699 3104 4195 6792 9269 12002 17176 18254 17324 2116 n/a

4 Distance from NHSI Control total (£'000's) -354 320 14 -1902 -3493 -4887 -7083 -7924 -9549 234 n/a

4 Risk Share actual income to date cumulative (£'000's) 3504 4156 4505 5836 5844 7169 8389 8637 9107 -236 n/a

1 Safe, Quality Care and Best Experience

2 Improved wellbeing through partnership

3 Valuing our workforce

4 Well led

Corporate Objective Key NOTES

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

[STF] denotes standards included within the criteria for achieving the Sustainability and Transformation Fund

Performance Report - April 2017
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Performance Report - April 2017

NHS I - OPERATIONAL PERFORMANCE

A&E - patients seen within 4 hours [STF] >95% 89.4% 87.4% 91.6% 92.3% 92.9% 92.6% 95.5% 91.6% 86.6% 86.9% 89.2% 94.2% 94.3% 94.3%

A&E - trajectory [STF] >92% 82.5% 84.8% 86.8% 89.9% 90.5% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 92.0% 89.0% 89.0%

Referral to treatment - % Incomplete pathways <18 wks [STF] 92.1% 92.5% 92.0% 91.4% 90.5% 89.3% 89.4% 88.7% 87.3% 87.6% 87.8% 87.5% 87.2% 87.2%

RTT Trajectory [STF] 90.9% 91.2% 91.3% 92.0% 92.6% 92.9% 93.1% 93.2% 93.2% 93.1% 93.3% 93.3% 87.2% 87.2%

1 Cancer - 62-day wait for first treatment - 2ww referral [STF] >85% 88.5% 90.8% 92.4% 88.0% 88.4% 87.9% 83.1% 94.5% 88.9% 84.2% 91.6% 88.0% 88.3% 88.3%

1 Diagnostic tests longer than the 6 week standard [STF] <1% 1.2% 1.1% 1.2% 1.1% 0.5% 1.3% 1.7% 1.8% 4.7% 2.9% 1.6% 1.7% 3.4% 3.4%

LOCAL PERFORMANCE FRAMEWORK 1

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

1 Cancer - Two week wait from referral to date 1st seen >93% 96.5% 96.8% 97.4% 98.1% 88.7% 69.4% 72.0% 67.8% 88.2% 96.2% 97.0% 98.0% 83.8% 83.8%

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

breast patients
>93% 97.7% 99.0% 97.2% 97.4% 97.8% 100.0% 95.8% 97.9% 95.9% 89.3% 94.6% 96.2% 54.8% 54.8%

1 Cancer - 31-day wait from decision to treat to first treatment >96% 96.3% 98.9% 95.8% 98.5% 96.7% 95.2% 98.4% 98.4% 97.6% 95.5% 98.0% 99.4% 99.3% 99.3%

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

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

Radiotherapy
>94% 93.5% 98.2% 98.6% 93.9% 98.2% 94.4% 97.3% 97.0% 100.0% 94.7% 96.0% 96.2% 96.2% 96.2%

1 Cancer - 31-day wait for second or subsequent treatment - Surgery >94% 100.0% 93.2% 100.0% 94.6% 91.2% 93.2% 96.7% 96.6% 93.9% 97.7% 96.7% 100.0% 97.1% 97.1%

1 Cancer - 62-day wait for first treatment - screening >90% 90.5% 100.0% 100.0% 93.8% 90.9% 100.0% 93.8% 85.7% 85.7% 92.3% 100.0% 100.0% 100.0% 100.0%

1 RTT 52 week wait incomplete pathway 0 4 6 5 11 8 10 11 13 12 15 17 17 18 18

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

1 On the day cancellations for elective operations <0.8% 1.5% 1.4% 1.6% 0.9% 1.0% 1.0% 1.3% 1.1% 1.0% 1.1% 0.7% 0.6% 0.9% 0.9%

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

>92%1

1

FPQW Report.pdf
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Performance Report - April 2017

LOCAL PERFORMANCE FRAMEWORK 2

Ambulance handover delays > 30 minutes 102 111 37 54 36 24 44 129 129 123 62 110 64 64

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

1 Ambulance handover delays > 60 minutes 0 26 6 0 1 2 3 2 30 10 22 10 4 6 6

1 A&E - patients seen within 4 hours DGH only >95% 84.5% 81.2% 87.2% 88.3% 88.7% 88.6% 93.4% 87.9% 81.1% 81.4% 84.3% 91.5% 91.6% 91.6%

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 2 0 0 0 0 2 0 0 1 2 0 0 0 0

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

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

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

Weekday
>77% 63.6% 56.2% 59.4% 51.2% 54.8% 57.0% 58.1% 57.5% 54.5% 62.8% 65.3% 60.7% 65.4% 65.4%

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

Weekend
>60% 25.0% 22.4% 35.0% 20.4% 24.0% 22.8% 28.4% 22.4% 26.2% 30.3% 28.7% 23.7% 27.9% 27.9%

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

01

FPQW Report.pdf
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Performance Report - April 2017

QUALITY LOCAL FRAMEWORK

1 Safety Thermometer - % New Harm Free >95% 96.8% 96.0% 97.0% 96.5% 96.7% 95.9% 97.8% 96.9% 97.1% 96.6% 98.1% 98.0% 97.3% 97.3%

1 Reported Incidents - Major + Catastrophic * <6 4 4 1 4 0 2 3 0 0 2 3 2 3 3

1
Avoidable New Pressure Ulcers - Category 3 + 4 *

(1 month in arrears)

9

(full year)
0 2 1 1 1 1 0 1 0 0 1 0 0 0

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

1
Strategic Executive Information System (STEIS)

(Reported to CCG and CQC)
0 9 4 4 3 4 6 1 4 2 4 4 3 3

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

Teams
0 2 0 0 0 0 0 0 2 0 1 1 0 1 1

1 Formal Complaints - Number Received * <60 29 42 40 24 37 36 28 38 26 29 26 32 16 16

1 VTE - Risk assessment on admission - (Acute) >95% 96.7% 95.0% 94.3% 92.8% 91.8% 92.0% 93.2% 94.4% 93.5% 95.3% 94.7% 94.7% 93.4% 93.4%

1 VTE - Risk assessment on admission - (Community) >95% 92.5% 92.9% 91.2% 92.2% 97.5% 97.6% 99.2% 95.0% 97.0% 95.4% 93.5% 96.1% n/a n/a

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

1 Medication errors - Total reported incidents (trust at fault) N/A 42 46 39 62 38 27 40 57 48 52 42 61 55 55

1 Hospital standardised mortality rate (HSMR) - 3 months in arrears <100% 109.5% 115.4% 98.7% 105.0% 95.1% 104.3% 122.3% 94.1% 85.6% 119.2% 96.7%

1 Safer Staffing - ICO - Daytime (registered nurses / midwives) 90%-110% 101.2% 101.4% 102.8% 100.5% 95.6% 96.5% 102.9% 101.2% 101.7% 101.3% 99.5% 96.2% 97.2% 97.2%

1 Safer Staffing - ICO - Nightime (registered nurses / midwives) 90%-110% 97.3% 96.2% 97.5% 97.0% 94.6% 93.1% 97.4% 98.2% 100.5% 98.7% 97.6% 95.5% 94.4% 94.4%

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

1 Fracture Neck Of Femur - Time to Theatre <36 hours >90% 69.0% 89.5% 85.2% 76.3% 70.7% 94.3% 67.9% 85.3% 88.6% 76.9% 84.6% 76.1% n/a n/a

1 Stroke patients spending 90% of time on a stroke ward >80% 61.4% 79.6% 71.4% 79.5% 87.2% 85.5% 94.9% 84.6% 88.2% 82.9% 90.9% 89.1% 89.2% 89.2%

1 Dementia - Find - monthly report >90% 43.9% 29.8% 31.9% 36.8% 36.6% 36.4% 49.4% 59.2% 48.6% 59.9% 65.8% 62.7% 54.4% 54.4%

1 Follow ups 6 weeks past to be seen date 3500 6082 6073 6219 6601 6919 6533 6582 6201 7034 7028 7050 7196 8229 8229

FPQW Report.pdf
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Performance Report - April 2017

COMMUNITY & SOCIAL CARE FRAMEWORK

1 Number of Delayed Discharges (Community) *
2216

(full year)
351 188 594 411 425 110 180 441 375 179 223 310 142 142

1 Number of Delayed Transfer of Care (Acute)
NONE

SET
8 58 52 81 92 52 61 93 59 39 41 138 202 202

1
Timeliness of Adult Social Care Assessment assessed within 28 days 

of referral
>70% 85.7% 78.7% 72.1% 72.9% 73.7% 69.5% 69.0% 68.8% 69.4% 69.8% 70.7% 71.2% 78.8% 78.8%

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

Carers Assessments Completed year to date 5.9% 11.9% 18.6% 21.9% 25.2% 28.5% 30.0% 32.5% 34.9% 35.8% 37.0% 38.3% 4.4% 4.4%

Carers Assessment trajectory 3.3% 6.7% 10.0% 13.3% 16.7% 20.0% 23.3% 26.7% 30.0% 33.3% 36.7% 40.0% 3.6% 3.6%

Number of Permanent Care Home Placements 628 624 626 614 626 635 641 649 649 636 636 642 634 634

Number of Permanent Care Home Placements trajectory 634 632 631 629 628 626 625 623 622 620 619 617 639 639

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

SET
131 137 131 117 126 140 156 177 191 191 189 219 n/a

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

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

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

in arrears)

NONE

SET
n/a n/a 9.2% n/a n/a 8.2% n/a n/a 7.8% n/a n/a 7.8% n/a n/a

1
Safeguarding Adults - % of high risk concerns where immediate action 

was taken to safeguard the individual [NEW]
100% 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 Bed Occupancy 80% - 90% 92.8% 89.8% 86.4% 92.7% 90.2% 92.6% 92.7% 93.4% 87.9% 88.7% 86.1% 88.2% 89.7% 89.7%

1 CAMHS - % of patients waiting under 18 weeks at month end >92% 86.7% 78.3% 85.1% 87.1% 89.1% 94.2% 100.0% 100.0% 96.3% 88.6% 88.6%

1 DOLS (Domestic) - Open applications at snapshot
NONE

SET
586 576 578 583 590 612 610 602 579 593 609 597 603 603

1 Intermediate Care - No. urgent referrals 113 106 100 109 120 124 160 199 151 149 155 155

1 Community Hospital - Admissions (non-stroke)
NONE

SET
238 236 249 226 267 297 310 278 258 201 201

2
40%

(Year end)

<=617

(Year end)
3
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Performance Report - April 2017

WORKFORCE MANAGEMENT FRAMEWORK

2 Staff sickness / Absence (1 month arrears) <3.8% 4.11% 4.13% 4.19% 4.23% 4.25% 4.27% 4.31% 4.34% 4.39% 4.40% 4.36% 4.33% 4.33%

2 Appraisal Completeness >90% 82.00% 82.00% 82.00% 81.00% 83.91% 83.91% 83.91% 84.00% 83.00% 78.00% 79.00% 81.40% 81.42% 81.42%

2 Mandatory Training Compliance >85% 87.85% 87.85% 88.00% 87.00% 87.25% 87.25% 86.00% 88.00% 87.38% 85.00% 85.41% 84.90% 84.00% 84.00%

2 Turnover (exc Jnr Docs) Rolling 12 months 10% - 14% 12.78% 12.77% 13.21% 12.99% 12.87% 12.61% 12.61% 12.00% 11.87% 11.51% 12.39% 12.66% 13.11% 13.11%

CHANGE FRAMEWORK

3 Number of Emergency Admissions - (Acute) 2797 2974 2947 3078 2935 2997 3015 3012 3088 3036 2754 3155 2789 2789

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

3 Hospital Stays > 30 Days - (Acute) 35 34 26 21 26 24 15 26 16 19 18 25 13 13

FPQW Report.pdf
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REPORT SUMMARY SHEET 

 

Meeting Date 
 

24th May 2017 

Report Title 
 

Safety Scorecard 

Lead Director 
 

Medical Director 

Corporate Objective 
 

 Safe, quality care and best experience  

 Well led 

Corporate Risk/ 
Theme 
 

 Failure to achieve key performance standards 

 Care Quality Commission requirement notice sets out significant 
concerns regarding safe quality care and best experience 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

The Safety Scorecard contains high level performance information with regard to 
safety in our Trust.  This is collated and reported nationally. 
Our benchmarked performance on mortality and other markers of quality of care 
has been high. 
 
The content of the report is in the process of redesign as it was recognised that 
there was duplication with the Integrated Quality and Performance Report. 
 

Key Issues/Risks 
 

There is a growing divergence of the 2 main reported markers of mortality 
(HSMR and SHMI).  This has now been flagged by Dr Foster and is under 
investigation. Crude mortality data is not rising, suggesting that the disparity is 
most likely to be a reporting issue. 
 

Recommendations 
 

 

 Detailed investigation of our benchmarked mortality is required. 

 Board members are asked to feed back on the new format and any 
additions or changes to the report for the future. 

 

Summary of ED 
Challenge/Discussion 
 

The outcome of this investigation should be reported to Quality Improvement 
Group (QIG), Quality Assurance Committee (QAC) and next Trust Board 
 

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

There is CCG, Public and Governor oversight of the QIG and QAC 

Equality & Diversity 
Implications 
 

 
None 
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MAIN REPORT 

 
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, Department of Health (DH), and Dr Foster, The data in the 
appendices has in the main been displayed as run charts. The report is generated for various groups and 
committees including the Board, Quality Improvement Group and Quality Assurance Committee as well as 
local governance groups. 
 
Data & Graphs – Run Charts 
 
The run charts used 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. 
 
Information  
 
Dr Foster Hospital Standardised Summary Ration (HSMR) for a full explanation please see the Dr Foster 
toolkit as below – page 6 gives methodology and explanations. 
 

 

HSMR_Toolkit_Versio

n_9_July_2014.pdf
 

 

Department Health: Summary Hospital Mortality Indicator (SHMI): SHMI for a full explanation please 
see below  
 
 

SHMI_FAQs.pdf

 
 
 

Report to Trust Board 

Date 24th May 2017  

Lead Director Medical Director 

Report Title Safety Score Card No. 43 
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Table 1: Torbay & South Devon NHS Foundation Trust Data Sources  
 
 

Safety Indicator 
 

Data Source  
Target 

 
Monthly 
RAG  

Appendix 1 
 

 Hospital Standardise Mortality 
Rate (HSMR)  

 HSMR Peer Review  

 Summary Hospital Mortality 
Index (SHMI)    

 

       M
o
rta

lity
  

   Dr Foster 2015/16 
benchmark Month  
 
DH SHMI data 

HSMR ≤90      
 

 

Appendix 2 
 

 Unadjusted Mortality rate  
 

Trust Data Yearly Average 
≤3% 

 

Appendix 3 
 

 Dr Foster Patient Safety 
Dashboard 

 

Dr Foster  All 15 safety 
indicators positive 

 
 

 

 
 
 

 
 

Data Source  
 
The Safety Score Card (SSC) is based on data from Dr Foster, DH and internal Trust data.   
 
The data is now being expressed for the new Integrated Care Organisation, including all the community 
hospitals.  
 

 
Overview: 
 
The HSMR has risen above the 100 rate in January, and the rolling 12 month view is showing a slightly 
increasing HSMR above the 100 average, however, the data points are remaining within the expected 
range.  This rise in January mirrors the rise in the crude mortality already reported within the Trust. The 
latest two data points for crude mortality have returned to normal values and the HSMR, when available, is 
expected to follow suit.    
 
That said the rise is being investigated with Dr Foster and a number of factors have come to light.  
Examination of the rise shows a weekday bias and further examination of Dr Foster has highlighted a rise 
in the number of older patients who have been coded with zero comorbidities.   A rise in zero 
comorbidities, results in a lower than expected number of deaths and this can adversely affect the HSMR.  
A reduction in the palliative care coding has also been observed and this is being investigated further.    
 
Overall crude mortality is showing a reduction over time  
 
The SHMI is performing better than the average and a gap between SHMI and HSMR is apparent. We 
have ask Dr Foster to investigate this in conjunction with ourselves. 
 
This report will be taken to the Mortality Surveillance Group for review and action. 
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Appendix 1 
 

This metric looks at the two main standardised mortality tools:  
(1A) Hospital Standardised Mortality Rate (HSMR) and   

     (1B) Summary Hospital Mortality Index (SHMI) 
(Data obtained from Dr Foster) 

 

 
Hospital Standardised Mortality Rate (HSMR) based on the basket of 56 using the 16/17 
monthly benchmark 
 
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.  
 

 
Chart A - HSMR by Month Jan 16 – Jan 17 
 
The monthly view of HSMR is showing a rise in January and this mirrors the rise seen in the unadjusted 
mortality (please see appendix 2).  Whilst seasonality needs to be factored in, these data points need to 
be reviewed, understood and monitored over time. 
 

 
 
Chart B – HSMR from January 2014 – January 2017 as a longitudinal view  

 
Chart B allows a more longitudinal view of HSMR by month ranging from Jan 14 – Jan 17 and shows the 
natural variation. 
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Chart C  - HSMR by Quarter 2014 - Current 
 
The quarterly view allows for easy comparison over the time periods, from Q1 2016 the trend appears to 
be showing a slight increase in HSMR. This is evident in Chart B (as above). The last data point is made 
up of only one month and therefore incomplete for comparison.  
 

 
Chart D - HSMR by Rolling 12 Month Periods 
 
The 12 monthly rolling picture of HSMR is also showing a slow rise above the 100 rate commencing 
Feb/March 16   
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Examining this rise by viewing the weekday / weekend split (Charts E & F), we can see the rise in HSMR 
being attributable to weekday admissions.  Analysis of these admissions has shown a disproportionate 
number of patients being coded as having zero comorbidity, especially in the elderly populations and in the 
zero length of stay groups.  This is being looked into further.   The number having palliative coding has 
also reduced. 
 
Chart E  

  
 
Chart F 
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The final sets of data are HSMR by Trust Hospital site and by HSMR Peer Group  
 
Table 1 HSMR by Hospital Site  
 

 
 
 
Chart G - HSMR by Peer Group  

 
 
This is a South West peer group (16 Acute hospitals) showing HSMR for a rolling year and indicates 9 
above the 100 average, 3 at 100 and 4 below. 
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(B) Summary Hospital Mortality Index (SHMI) Reporting period  Oct 2015 – 
Sept 2016 

SHMI is derived from Hospital Episode Statistics (HES) data and data from the Office of National Statistics 
(ONS).  SHMI is based upon death up to 30 days post discharge from hospital and this is the main 
difference between SHMI and HSMR.  The data is released on a 3 monthly basis and is retrospective; 
therefore, please note the following data is from Oct 2015 – Sept 2016 and will be 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 July 2015 – June 2016.  All are within expected range and show the in-hospital deaths at a 
very low relative risk. What this chart does highlight is the differential between HSMR and SHMI and we 
have asked Dr Foster to look into this with a report to follow in mid-June 
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The below chart highlights the position of similar sized trusts within England and allows a comparison 
against these organisations using SHMI.   
 

 
 
The next chart (as below) allows a comparison of the mortality clinical classification software (CCS) groups 
for in hospital and all deaths (i.e. within 30 days post discharge).  All areas are within normal range or 
performing better than the norm.  
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The penultimate chart, as above, highlights SHMI by quarter since 2010.   
 
The final charts highlight the weekday/weekend SHMI which is performing better than the average.  
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Appendix 2 
 

Unadjusted death rate as a %  
This data looks at the number of deaths in hospitals  

 
This percentage is defined as the monthly unadjusted or ‘raw’ mortality. It is computed as follows: 
 
Determine the numerator: the total number of in hospital deaths (TD) for the current month (excluding 
stillbirths and deaths in A & E). 
Determine the denominator: the current month’s total number of deaths (TD) + live discharges (LD). 
Calculate the actual percent monthly-unadjusted mortality by dividing (TD) by (TD + LD) and then multiply 
by 100. 
 
The current run chart (as below) highlights a rise in the January data. This is also reflected in January’s 
HSMR data.  Each year, mortality normally records a peak period, which in 2016/17 appears to be January 
as the corresponding month’s data points have returned to their normal values.   
 
The unadjusted mortality has to be viewed along with the more in-depth analysis provided by HSMR  and 
SHMI. 
 

 
The following chart displays the number of deaths by month and is current to Mar 2017 
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The final chart shows a rolling 12 month view over a long time period which highlights reducing crude 
mortality suggestive that in-hospital deaths are reducing.  

 
The table below highlights mortality by location /month/ number as well as by averages (median & mean). 
 

 
 
 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Median Mean

ACUTE MEDICAL UNIT 1 1 1

AINSLIE 2 1 2 2 2 4 1 4 4 2 2 6 1 5 2 3

ALLERTON 6 8 7 9 6 6 6 2 5 1 4 2 3 9 3 4.5 4

CARDIAC CATHETER SUITE 1 1 1

CHEETHAM HILL 12 21 14 16 14 9 10 12 10 16 17 9 19 14 13 12 11

CROMIE 5 4 4 6 4 4 3 7 7 4 5 4 3 2 3 3

DELIVERY SUITE 1 1 1 1

DUNLOP 5 12 8 8 6 3 8 8 3 4 1 7 12 2 4 5 6

EAU3 9 3 7 6 8 5 5 5 5 5 5 6 7 3 3 6 6

EAU4 7 8 5 9 6 4 5 8 2 6 10 20 7 4 6 7

ELIZABETH 1 1 1

ELLA ROWCROFT 2 3 1 1 1 1 1 2 1 1

ENDOSCOPY UNIT 1 1

FORREST 1 5 5 4 1 1 3 1 3 5 4 2 1 2 2

GEORGE EARLE 14 10 13 8 12 6 10 6 5 17 7 9 15 9 6 9 9

INTENSIVE CARE UNIT 9 5 9 8 8 10 11 7 12 12 13 17 12 9 13 9 9

LOUISA CARY 1 1 1

LOUISA CARY -HDU 1 1

MCCALLUM 3 1 1 1 1 3 1 2 1 1

MIDGLEY 13 16 17 18 11 5 12 11 16 15 9 11 19 8 12 13 12

MOTHER AND BABY 1 1

RICKY GRANT DAY CARE 1 1

SIMPSON 9 12 8 7 9 14 12 12 5 6 4 5 8 12 7 8 8

THEATRE 1 1 1 1 1

TORBAY CHEST PAIN UNIT 1 1 1 1

TORBAY CORONARY CARE BEDS 2 3 4 3 4 3 1 1 3 2 1 3 1 1 3 3

TURNER 9 6 7 8 6 6 9 8 6 6 11 9 5 8 7 6 6

WARRINGTON 2 2 7 6 1 1 1 2 3 3 5 5 1 8 3 4

Grand Total 102 122 123 116 104 83 97 90 95 98 87 103 145 89 90 95 95

20172016
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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 in turn is  
based on procedure codes used in the NHS. 
 
The date range for this data is Jan 2016 to December 2016  
 
 
All of the 15 indicators, as above, are within the expected norm.   

  
This position remains the same as in the prior reports.  
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REPORT SUMMARY SHEET 

Meeting Date 
 

24th May 2017 

Report Title 
 

Quality Account 2016/17  

Lead Director 
 

Chief Nurse 

Corporate Objective 
 

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

Corporate Risk/ 
Theme 
 

 
Failure to achieve key performance standards 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 
Strategic Context 
 

Mandated requirement to publish an annual account of the quality of care within 
the organisation 
 

Key Issues/Risks 
 

Meets the  requirements for quality reports for foundation trusts as the report is 
audited alongside the annual report and financial accounts 
 

Recommendations 
 

Approval  of final report (Draft tabled  at May Board)  
 

Summary of ED 
Challenge/Discussion 
 

 
Reflection of work undertaken against improvement priorities and  accuracy of 
information 

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

 
Inclusion of stakeholder feedback  

Equality & Diversity 
Implications 
 

None 
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Quality Account 2016/17 

 

 

 

 

 

 

 

 

N.B   This is a draft document. A more user friendly version will be designed 
incorporating graphics and photographs prior to final publication and the data will be 
updated to show the full end of year position.
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About this document 

 

What is the Quality Account and why is it important to you? 

 
Torbay and South Devon NHS Foundation Trust is committed to improving the 
quality of the services we provide to our patients, their families and carers.  
 
Our 2016/17 Quality Account is an annual report which shows: 
 
 

 How we have performed over the last year against the quality improvement 
priorities which we laid out in our 2016/17 Quality Account. 
 

 The quality of the NHS services provided and the development of our care 
model. 
 

 How well we are doing compared to other similar hospitals. 
 

 How we have engaged staff, patients, commissioners, governors, 
Healthwatch and local Overview and Scrutiny Committees (OSCs) in deciding 
our priorities for the year. 
 

 Statements about quality provided by our commissioners, governors, OSCs, 
Healthwatch and Trust directors. 
 

 Our quality improvement priorities for the coming year (2017/18). 
 

If you would like to know more about the quality of services that are delivered   at the 
Trust, further information is available on our website 
www.torbayandsouthdevon.nhs.uk 
 
 
Do you need the document in a different format? 

This document is also available in large print, audio, braille and other languages on 
request. Please contact the equality and diversity team on 01803 656680. 
 

Getting involved 

We would like to hear your views on our Quality Account. If you are interested in 
commenting or seeing how you can get involved in providing input into the Trust’s 
future quality improvement priorities, please contact susan.martin@nhs.net or 
telephone 01803 655690. 

Quality Account 2016-17.pdf
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Part 1:  Introduction and statement of quality from the chief 
executive 

 
 

 
This report sets out how the Trust has delivered against our 
quality targets over the past year, and sets out our quality 
improvement priorities and plans for 2017/18.  

 
In Torbay and South Devon, we have a proud history of 
leading on integration of health and social care to provide 
better outcomes for our population and a better user 
experience for the individual.  In the current challenging 
financial environment, we must deliver this in a way that is affordable and cost 
effective.   This document sets out how we are focused on delivering this strategy by 
keeping an unwavering focus on the quality of our care.   
 
Over the past year we have made significant progress in delivering our new model of 
care, working with individuals to understand what matters to them and helping them 
to live independent and healthy lives in their local communities for as long as 
possible. We have made significant investment in additional and enhanced 
community services, extending the availability of our care outside hospital, and also 
made significant improvements to our urgent and emergency care services to make 
this a reality. You can read in the pages of this Quality Account some real-life stories 
of how we are making a difference through initiatives such as our new wellbeing co-
ordinators, more integrated working with GPs and pharmacists and making best use 
of technology, for example using video-conferencing to provide remote clinical 
diagnosis and support.    
 
As more people are supported at home and in their local communities, through our 
new health and wellbeing centres, we need fewer hospital beds, both in our 
community hospitals and at Torbay Hospital. We worked with our local Clinical 
Commissioning Group to carry out a large scale public consultation on our new care 
model which has delivered important decisions about the reconfiguration of our bed 
based care, minor injuries provision, new health and wellbeing hubs and local teams.  
We are now working with local communities to fully implement these changes and 
have made good progress.  We are continuing to monitor the impact of these 
changes on the quality of our care.  
 
Of course, sometimes people still need the intensive medical or surgical support of 
Torbay Hospital, and here too we have made real investments in quality. This year 
we had a particular focus on improving people’s experience of our emergency 
services and have seen a sustained increase in our performance against key targets 
such as the number of people triaged within 15 minutes and seen by a doctor within 
an hour. Our work on the treatment pathway for stroke patients has also been very 
successful, resulting in our highest ever performance against 10 key indicators.  We 
have also invested in our physical environment and this year opened a new state-of-
the art intensive care unit.  
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A commitment to research and development is also a strong indicator of quality 
commitment.  You will read in this document the range – both breadth and depth – of 
studies and data analysis that we are involved in. 
 
For our service users, the way we deliver care is really important, and I am privileged 
to lead a Trust whose skilled and committed staff have a reputation for being caring 
and compassionate. It is important that our staff feel valued and supported to do their 
work well and with compassion.  Each year the NHS carries out a national survey of 
staff, and this year I am pleased that we have maintained or improved our position 
since last year in 30 out of 32 ratings, and performed better than or as well as the 
national average in 27 out of 32 indicators.  This sits against a context of 
considerable change for staff across the Trust, and a challenging financial 
environment for the NHS, making this improvement even more notable. 
 
We will continue to support our staff to deliver excellent services and to learn new 
skills so we can be at the forefront of delivering new treatments, technology and 
ways of working to improve both quality and cost effective care.  We are working in 
partnership, within the Devon Sustainability and Transformation Plan, with all NHS 
and Local Authority bodies in Devon as well as our GPs and voluntary sector 
partners to make sure our services are resilient and cost-effective now and into the 
future. Quality is a key consideration as we consider what ‘best care’ for Devon is, 
and how we deliver affordable services within the funding we receive.  
 
 
I commend this Quality Account to you and confirm that, to the best of my 
knowledge, the information in the document  is accurate. 
 
Mairead McAlinden, Chief Executive  
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Part 2: Priorities for improvement  
 

Looking back: 2016/17 

In our 2015/16 Quality Account we reported that we would focus on five priority 
areas for quality improvement in the period 2016/17. These were all locally agreed 
priorities developed in conjunction with key stakeholders including Healthwatch, 
Trust governors, commissioners and local councillors as well as our front line health 
and care teams. 

Patient safety   

Priority 1: to improve the consistency and reliability of complaint 
investigations and associated systems for organisational learning within our 
integrated care organisation. 

In 2016/17 our objectives were: 

 To review the information we currently provide to people who use our  health 
and care services, and to make it more easily accessible. We agreed we 
would undertake this review in the first quarter of the year and identify any 
remedial action via the Learning from Complaints Group. We also said we 
would strengthen the governance and reporting framework following a 
complaint, with particular regard to learning from the findings.  

 To roll out the complaint investigation documentation devised in the 
community across our integrated care organisation.  

 To review the training we provide for our staff, with a particular emphasis on 
staff awareness of the potential issues experienced by older people in making 
a complaint.  

 To re-evaluate the training requirements for those undertaking complaint 
investigations and complete a training needs analysis for staff and then put 
appropriate training in place.  

The reason for this improvement work arose out of the publication of the 
Parliamentary and Health Service Ombudsman report ‘Breaking down the barriers: 
older people and complaints about health care’ published in 2015.  

This report noted that older people were very often worried about telling health and 
social care providers when they have concerns about their care. This may be 
because they are worried that by complaining it may impact on their current and 
future care.  Also, some older people may require help to make their complaint and 
may not know how to go about making a complaint or raise a concern.  
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At the beginning of the complaints project we began by reviewing the information 
available to our patients, families and carers both on paper and electronically. We 
reviewed and updated the content whilst bringing together our two Trust feedback 
and engagement teams into one service function serving the new integrated care 
organisation.    
 
We now have two main contact numbers for the public and we aim, wherever 
possible, to ensure that initial and subsequent contacts about a complaint or concern 
are undertaken by the same staff member. 

The new contact numbers are: 

  

 

 

We have also designed a new information leaflet for all services and have 
information about ‘how to complain’ displayed on all wards across the Trust. 

As part of the project we also worked on our objective of improving learning from 
complaints. As a result of the work undertaken, we now have more forums to share 
findings from complaints and concerns. Examples include the senior sisters and 
matrons meetings, the Quality Improvement Group and the end of life care group. 
The latter group is also developing their own patient experience dashboard which will 
include a review of themes and actions arising from any contacts regarding end of 
life care or bereavement.  

As well as increasing the number of groups to share learning, the Trust Learning 
from Complaints Group continues to meet monthly. Health and care professionals 
from the various services areas also attend alongside the engagement and feedback 
team to discuss specific issues of concern. This may include the complaints process 
as well as the complaints and concerns raised.  
 
One of the most recent small but significant improvements has been including the 
contact details for the feedback and engagement team at the end of complaint 
response letters. Until recently there were potentially several points of contact, 
leading to confusion and to a poor experience. 

To increase knowledge and awareness of investigating complaints, we have rolled 
the five step investigation pack to all front line teams. The aim of this pack is to 
ensure all health and care teams apply a clear and consistent way of undertaking 
investigations. Rolling out the pack has been a challenging process and we have 
learned that there are some aspects of the pack which could be further revised and 
shortened. We are actively working with the different service areas to improve the 
pack. 

Freephone:  
0800 0282037 

Text Phone:  
01803 654742 
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We have also improved hands on staff complaints training, particularly focusing on 
staff caring for older patients. During the past year, we worked with Healthwatch 
Torbay and devised an improvement project involving a senior sister, staff and 
patients from a care of the elderly ward. We adapted a short internal training 
programme called ‘Take a quarter’ and taught it on the ward. The focus of the 
session was concentrating on concerns and worries, as well as complaints and 
handling them as they arose.  

Although it was a small project, the feedback was positive. One nurse reported that 
she has “used what she had learned to address a situation and was able to deal with 
the issue without a formal complaint being placed”.  We are now working on how we 
can provide further targeted ward and community based teaching sessions. 

Finally, as part of the project, we asked Healthwatch to observe the way we 
communicated with patients, their families and carers as well as undertake a post 
discharge survey. This work is due for publication shortly and we will use the findings 
to improve the way we work.  

 

 

Priority 2: to integrate two existing early warning trigger tools developed by 
Torbay Hospital and community services into one trigger tool which can be 
used across any health and care setting supported by the integrated care 
organisation.  

Over the last ten years, the NHS has developed early warning trigger tools which 
enable service areas to highlight where services are becoming pressured in terms of 
the quality of care, allowing service managers and teams to intervene early to ensure 
that the quality of patient care is not compromised. 

Within Torbay and South Devon, we have had two complementary early warning 
trigger tools used by community teams and ward staff. Over the last twelve months 
we have been working systematically with all our health and care teams to develop 
one integrated early warning trigger tool used across our integrated care 
organisation. This tool is known as the Quality and Effectiveness Safety Trigger Tool 
(QuESTT) 

In order to complete the work:  
 

 In quarter one we worked with surgical services to develop specific service 
sensitive questions in collaboration with ward matrons, piloting them on 
surgical wards. 
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 In quarter two and quarter three we worked within medical services and  
women’s, children’s, therapies and diagnostics to further develop the tool and 
develop specific sensitive questions in each of their service areas. 

 In quarter four we completed the work. 

As a result of developing one tool for the Trust, we now have a Trust wide colour 
coded dashboard which senior managers and leaders can see at a glance and 
shows them where services are particularly pressured.  

 

 

Where services are rated amber or above health and care managers use a clear set 
of guidelines to manage and mitigate any risks so that the quality of care is not 
compromised. An example of managing and mitigating risks is when an acute ward 
team had a high score and the Deputy Director of Nursing was able to implement a 
supportive process that led to a positive outcome for the team. The community 
physiotherapy service had a red rating and a decision was made to redeploy staff 
from the acute service to the community service. This enabled the team to return to 
amber. 

As well as the health and care teams using the dashboard, a written report is 
generated monthly for the Trust’s Quality Improvement Group to review. This 
ensures that any issues can be escalated if particular service areas are suffering 
high levels of sustained pressure. Also the ward section of the dashboard is shared 
with the Trust Board monthly, as part of the quality and safety report. Over ninety 
teams now use the electronic QuESTT tool as part of their monthly routines and the 
tool is firmly embedded into Trust processes.  During 2016, 6 teams have been rated 
red which prompts immediate intervention form the Deputy Director of nursing and 
senior management team. In each case actions have been taken to ensure the rating 
returns to amber the following month. Over the year the orthopaedic theatre team 
have been rated amber and work to address vacancies and theatre efficiency are 
delivering results. 

Snapshot 

of 

dashboard 
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In 2017/18 our plans are to continue to review with care teams any further changes 
they require as a result of any planned or new service changes. This ensures the 
QuESST tool is responsive, ensuring any risk to the quality of care and patient safety 
are appropriately captured and acted on.  

Clinical effectiveness 

Priority 3:  to improve the timeliness of assessment within the emergency 
department as demonstrated through reliable achievement of:  

 Time to triage, initial assessment and vital signs for all appropriate 
patients (15 minute standard) 

 Time to initial medical review (60 minute median standard) 

 Compliance with sepsis bundle 

For several years this Trust has not met the four hour wait A&E standard, and 
following our CQC inspection in February 2016 the Trust was rated as ‘inadequate’ 
for our urgent and emergency care service.   There has been significant work to 
identify the causal factors and to systematically address these through a Director-led 
system-wide improvement programme and significant investment in additional 
staffing within the Emergency Department and some other key areas.   

The issues affecting the patient experience and safety in ED have been a particular 
focus within the wider improvement programme and since the CQC inspection the 
ED team, led by the ED matron and the ED clinical director, have been 
systematically working to improve the timeliness of assessments and, as a result, to 
help reduce waiting times and improve patient experience. 

The team have delivered improvements in the nurse triage process and area for 
patients. The triage area has been designed to enable patient privacy whilst ensuring 
a rapid initial assessment.  The nurse triage capacity has been increased with 
additional staffing and typically will take a set of vital signs as well as ask a small 
number of clinically appropriate questions to ensure the patient is seen quickly by the 
right team. 

Since implementing these quality-driven changes, there has been a significant 
improvement in the timeliness and quality of the triage process in ED, and the target 
of 80% of patients being seen within 15 minutes of arrival is now being consistently 
met. It is notable that even during the winter when our ED can be very busy, we have 
maintained this standard. This means that risks to patient safety are managed when 
this service experiences surges in demand, addressing a key concern raised at the 
time of the CQC inspection.  
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For all patients that need to be seen by a doctor the Trust has adopted the best 
practice standard of sixty minutes (median time to clinician seen).  The Improvement 
Team have adopted and embedded new ways of working and the Department is now 
more consistently achieving this standard. 

 

 

The Trust has invested in additional Consultant staff and revised the rostering of 
these senior clinicians which has allowed the Team to establish a rapid assessment 
area in the emergency department which is used 24/7. This ensures patients coming 
in via ambulance or triaged patients who need to be assessed rapidly are quickly 
seen by an ED doctor and subsequently treated by the team.   

The ED Team have also continued to work on other time-critical assessments and 
treatments including severe sepsis. Sepsis is a time-critical condition that can lead to 
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organ damage, septic shock and eventually death. It is caused by the body’s 
immune response to a bacterial or fungal infection.  

As a Trust we undertake weekly case note audits within ED and quarterly audits of a 
random sample of patients who have presented with severe sepsis or septic shock.  
We check whether they were treated with antibiotics within the hour, which is the 
national standard, as well as check whether they have had a timely antibiotic review. 

.  

These two audits in ED provide assurance that over 80% of patients are being seen 
and treated within the one hour standard. In 2017/18 there is a commitment to 
improve this, aiming for 90% of patients treated within ED within the ‘golden hour’. 
Improvement work is underway on the sepsis screening and treatment rate for 
inpatients, which is being measured for the first time nationally this year, 

Sepsis will continue to be a Trust priority and reported to Quality Improvement Group 
on a regular basis and led by the Director of Patient Safety, supported by our Patient 
Safety Lead. 

 

Priority 4: To improve the stroke pathway across our organisation through 
improving stroke coordination and remapping the whole pathway, focusing 
first on the acute elements of the pathway. The outcome will be improved 
performance against the national standards.  

All NHS organisations with stroke services are required to participate in a national 
stroke audit called the Sentinel Stroke National Audit Programme (SSNAP). SSNAP 
measures performance against a series of targets seen as key indicators of the 
quality of care patients receive throughout their whole pathway up to six months post 
admission. 
 
In response to the deterioration in our performance in the first quarter of 2016 we 
committed as part of the Quality Account to map the stroke pathway for people 
presenting with a stroke or suspected stroke particularly focusing on the quality of 
the hyper-acute and acute pathway resulting in patients not getting to George Earl in 
a timely manner. 
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An improvement event was held in April 2016 with members of the stroke team to 
map these elements of the patient pathway. This event, facilitated by the quality 
improvement team, identified some key areas for improvement, areas where the 
process did not support the desired outcome and highlighted the vulnerability and 
variability of this aspect of the stroke pathway across the 24 hour period. It also 
identified that the stroke pathway was most reliable and resilient when stroke co-
ordinators, who are specialist nurses, were present to direct the pathway.  
 
In addition work was undertaken to understand other reasons for the deterioration in 
stroke performance. A stroke improvement plan was drawn up to address the issues 
identified. The SSNAP DIY tool was used on a regular basis to self-evaluate 
progress against the SSNAP targets and the number of team meetings to monitor 
and discuss concerns and actions was increased and attended by a multidisciplinary 
team of staff nurses, therapists, managers and clinicians. 
 
Some improvements were seen during April to July and a further event was held in 
September attended by key stakeholders including staff that worked across the 
whole pathway, commissioners and former users of stroke services locally. This 
event sought to describe how the service could improve and what a fully integrated 
stroke service could look like.  
 
Shortly after this event a team of clinicians and managers also visited Yeovil 
Hospital, a similar sized, local Trust to learn how they both improved and maintained 
their performance which was consistently good.  
 
This visit reinforced the requirement for accurate and repeated self-evaluation and 
monitoring and also that domain 2, which measures access to and time spent on a 
stroke unit, was dependent upon everyone working together to ensure that people 
getting to the stroke unit in a timely manner was seen as an organisational priority. 
 
The Patient Flow Board was used as a means of gaining cross-hospital support and 
engagement for ensuring patients reached the stroke unit as a matter of priority and 
from November the stroke co-ordinator nurses were based in ED to support the 
pathway and education of the ED team.  
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Results published in February 2017 showed a significant improvement across 8 of 
the 10 domains in SSNAP for the acute setting resulting in an overall SSNAP level of 
B; the highest ever achieved in Torbay hospital. 

 
 
Performance for the Trust’s stroke rehabilitation ward (Teign Ward at Newton Abbot 
Hospital) has also improved to an overall A; a significant improvement on the 
previous three reporting periods. 

 
 
A second objective - to fully scope and plan the steps required to create a single fully 
integrated stroke service - commenced at the same time as the SSNAP 
improvement work. 
 
Work has been undertaken and plans developed to create a single therapy 
workforce under one clinical team leader. This includes occupational therapists, 
speech and language therapists and physiotherapists. It was hoped that this plan 
would come into operation in the early part of 2017. Following discussion with the 
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chief operating officer and chief nurse there was a decision to “pause” the 
formalising of arrangements so plans could be put in place to also bring nurses into a 
single nursing and therapy structure for stroke. 
 
Although the new structure has been paused, there has been an increased level of 
joint working at senior management level with regular meetings and discussions 
between the clinical lead, consultant therapist and system manager.  
 
Therapy teams have been working more closely together; the occupational therapy 
lead moved from the stroke rehabilitation ward to the acute stroke ward to provide 
leadership in addition to hands-on clinical input for patients. The consultant therapist 
for stroke is now interim manager for both the community teams and occupational 
therapists on the acute stoke ward at Torbay.   
 
In 2017/18 the aim is to build on the work undertaken in 2016/17 maintaining the 
2017 standards achieved to date, and continuing to build a single fully integrated 
stroke pathway.  
 
 
Patient experience 
 

Priority 5:  Test the impact of using the ‘Institute of Health Improvement’s 
teach back’ method to improve communication between patients, families and 
health and care professionals. 

Clear communication between health and social care staff is an important aspect of 
people’s experience of care. Teach back is a simple method of asking the person to 
repeat back what they have understood of the discussion. In this way if the first 
communication has not been clear enough there is the opportunity to correct any 
misunderstanding or to fill in any gaps. It is also a practical way for health and social 
care staff to assess and make improvements to their style of communication. 
 
In 2016 there was a plan to test out this approach across three areas: 
 

 As part of our feedback and engagement team work plan, we would test this 
method when people contact us by telephone.  
 

 As part of the patient flow (SAFER) bundle work on one area we would use 
the methodology to improve our communication and planning of discharge 
from hospital. 
 

 As the care model progresses we would select one care pathway to trial the 
teach back method in clinical assessment. 
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The improvement journey started first by testing the use of the teach back method 
with two of our teams that deal with patients and our local population on a daily 
basis, namely our bereavement and engagement and feedback teams. 
 
Most of their work is undertaken over the telephone, so we asked each member of 
the team to listen to the telephone conversation of a colleague and to provide 
comments on the interaction with the member of the public. Although the teach back 
method had not been designed specifically for telephone interactions, it was still  
found to be a helpful tool and the team were able to use elements of the tool such as 
assessing whether a member of the team had used a caring tone, asked open ended 
questions and used plain language. 
 

Ten elements of competence to use teach back effectively 
 

1. Use a caring tone of voice and attitude. 

2. Display comfortable body language and make eye contact. 

3. Use plain language. 

4. Ask the patient to explain back, using their own words. 

5. Use non-shaming, open-ended questions. 

6. Avoid asking questions that can be answered with a simple yes or no. 

7. Emphasize that the responsibility to explain clearly is on you, the provider. 

8. If the patient is not able to teach back correctly, explain again and re-check. 

9. Use reader-friendly print materials to support learning. 

10. Document use of and patient response to teach-back. 

 
The team have agreed to continue to use aspects of the tool when training new 
members of the team and to periodically check each other’s communication with the 
public. 
 
With regards to the other two objectives, there has been no progress in 2016/17. The 
resource required for the projects was underestimated and the project lead left the 
organisation which compounded the problem.  
 
We are committed to using teach back as a method to improve communication and 
to this end in 2017/18 we will revisit the tool for use within the on-going discharge 
improvement work and transfers of care priorities. These objectives will be integrated 
into the work plan of the experience and engagement team over the coming year. 
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Continuous quality improvement in 2016/17 

Over the last 12 months, as a new integrated care organisation, we have been 
working together to deliver our vision of: 
 
“ A community where we are all supported and empowered to be as well and 
as independent as possible, able to manage our own health and wellbeing, in 
our own homes.”    

We now have new and improved services in the community including health and 
wellbeing teams and enhanced intermediate care.  We also have been working with 
our partners, such as the Clinical Commissioning Group to provide an improved NHS 
111 service, and the Torbay Community Development Trust who work directly with 
local people and the voluntary sector. 

Below are several examples of how we are working differently.   

Delivering enhanced intermediate care services 

Our enhanced intermediate care services support people to recover more quickly 
following a period of ill-health and, wherever possible, to remain in their own home or 
local community. The aim of these services is either to prevent the need for a 
hospital admission, or to help people to return home in a more timely way, following 
an inpatient stay.  

Our intermediate care teams include nursing, physiotherapy, occupational therapy 
and social care staff, who can assess and support a wide range of complex needs 
outside of hospital, for up to six weeks. Additionally, we can provide a reablement 
service, for up to six weeks, supporting individuals to regain their independence and 
reduce reliance on long term care.  

We can provide intermediate care and reablement in a person’s own home or in a 
care home placement. It is highly co-ordinated with the teams working in a multi-
disciplinary way. This means all professionals work together to assess need, plan 
care and make decisions, focusing on rehabilitation and actively supporting recovery. 
We are also able to offer personal care and night sitting through our rapid response 
service for up to 7 days, which works alongside our intermediate care and 
reablement teams. 

Within the last year we have also enhanced these services so we are able to offer: 

 Support seven days a week. 

 A dedicated pharmacist working in each locality to assist with prescribing and 
medicines review. 

 Daily GP input into the intermediate care multidisciplinary team. 
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Our teams also work closely with other community services, GPs, Torbay hospital 
and the ambulance service to ensure that patients receive the highest quality of 
care. 

 

 

 

 

 

 

 

 

 

 

 

 

From October 2016 to April 2017 there has been 2,068 referrals to intermediate care 
service compared to 1,884 in the previous six months. The graph below shows the 
increased use of intermediate care compared to the same period the year before. 
Referrals will continue to increase as we fully develop the service. 

 

 

 

 

 

 

 

 

 

 

Case study: delivering enhanced intermediate care 

Ivor is an 89 year old gentleman who lives with his 86 year old wife, Jean. Ivor is 
housebound with very limited mobility, and has a history of falls at home. Ivor has 
parkinsons disease, cellulitis, osteoporosis and several other long-term conditions. 
He has also previously had cancer.  

When Ivor fell recently at home, an ambulance was called. Rather than take Ivor 
straight to hospital, the ambulance crew treated Ivor’s injury and referred him to the 
local intermediate care team, who came to see Ivor at home that day.  

Ivor was seen by a team of staff who assessed his needs. His medication was 
reviewed by a pharmacist and the team liaised with his GP. He was prescribed with 
antibiotics and medication for his cellulitis. The team also liaised with Torbay hospital 
staff to arrange an outpatient appointment for his Parkinson disease. 

Instead of having to be admitted to Torbay hospital, Ivor was able to remain at 
home, close to his family. The medication and support he received for his 
Parkinson’s should help to reduce his risk of further falls. 
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Developing integrated health and wellbeing teams 

Health and wellbeing teams are made up of a number of organisations and 
agencies, working together to provide care and support services which meet a wide 
range of health and wellbeing needs of local people. This includes the NHS, other 
public sector organisations as well as the independent and voluntary sector. The 
development of these teams in each of our five localities across Torbay and South 
Devon is helping to bring together a range of services with the health and wellbeing 
teams working in a more integrated and co-ordinated way.  

The pace of development is different in each locality, depending on how established 
local relationships were initially.  

All the health and wellbeing teams are working to deliver improved health and 
wellbeing outcomes for their local community including: 

 Supporting the development of community resources and working in 
partnership with the voluntary sector with the aim of reducing social isolation 
and connecting local people to groups and activities which support their 
wellbeing and help them to live more fulfilled lives. 
 

 Focusing on prevention, self-care and wellbeing 
 

 Integrating our existing health and social care teams so that care is better co-
ordinated with a multi-disciplinary team approach; and ensuring that primary 
care and independent providers have greater input into care planning. 
 

 Enhancing our community services with increased medical and pharmacy 
support, so that people with complex needs can be supported at home or in 
their local community, rather than having to go into hospital. 
 

Case study: Improving health and wellbeing 

Joyce is a 79 year old lady whose husband has dementia and lives in a specialist care home. Joyce 
has myalgic encephalitis and chronic obstructive pulmonary disease (COPD) which limits her mobility. 
She often feels lonely and despondent, as she is too unwell to visit family members or do many of the 
activities she enjoys, and her husband is so far away.  

Joyce’s GP identified her as someone who would benefit from input from the health and wellbeing 
team. Through an open conversation with a support worker, Joyce was able to identify what really 
matters to her in living well, and to pinpoint some goals that were important to her. Joyce was linked 
into a befriending scheme and transport service offered by a local voluntary group. As a result of their 
support, Joyce was able have days out, monthly shopping trips and to visit her husband 65 miles 
away.  

Joyce was also referred to the rapid response service, which can provide her with personal care when 
she is suffering an acute episode of COPD. She has also been able to join a local peer support group, 
which has encouraged her to try Tai Chi. The Trust’s integrated personal commissioning scheme has 
funded six sessions for her
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Improving communication and access to specialist input 

One of the key elements in improving patient experience is to make it easier for 
people to access the services they need. In South Devon, there is already a single 
point of contact for health and care service. In Torbay this has not been the case 
until recently. 

In August 2016, a single telephony point of contact for Torbay was launched and is 
now fully operational. The single number provides the public living in Torquay, 
Paignton and Brixham with consistent and timely access to community health and 
social care services. The people providing the telephone service are able to give 
information, advice and signposting to all community services in and around Torbay 
as well as deal with individual health and care issues. 

We are also working to improve access to specialist advice and input outside of the 
hospital, and have been testing the use of video-conferencing technology to enable 
community teams, care homes, GPs, and specialists at Torbay hospital to 
communicate more easily and in real-time; both during and outside of patient 
consultations.  

The technology has been successfully tested in several care homes, enabling care 
home teams to access specialist medical support via a video link when residents 
become unwell. This provides rapid advice and reassurance to both patient and care 
home staff, and can prevent people being brought into hospital unnecessarily. This 
pilot has now been extended to some GP practices and community teams, with an 
ambition to use the technology in other clinical settings. 

Case study: Using technology to improve care  

‘I was asked to review a patient attending the Lower Limb Therapy Clinic, whose wound had 
deteriorated since the previous appointment. Normally the clinic nurse would have taken a photo 
and sent an email referral through to the tissue viability team requesting review. This would have 
been answered when a specialist nurse was available and email advice would have been given or 
a joint visit arranged for the next appointment, dependent on the availability of the tissue viability 
nurse. Either way, the patient would have to return to a further appointment before receiving 
specialist nurse advice.  

By using the new video-conferencing technology, I was able to review the wound instantly. I was 
also able to talk to the patient and Clinic staff and gain a more comprehensive understanding of 
the history of deterioration. I was also able to get the staff to move the camera so that I could see 
the wound from all angles.  

Using this technology meant that I was able to give real-time advice for onward referral, and also 
advise on an appropriate dressing regime that could be initiated without delay. Not only does this 
reduce the risk of further deterioration of the wound but also ensures that the patient receives 
timely interventiTns and has the reassurance of being able to see and hear the advice for 
themselves;  thereby giving a greater sense of involvement in their care.  

This also meant that the tissue viability team have saved the expense, both in time and money, of 
attending a community clinic but without a reduction in the care offered to the patient”. 
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Building voluntary sector partnerships  

The Trust has been working closely with Torbay Council, Torbay Community 
Development and the Wellbeing Partnership in South Devon to find out about the 
voluntary and community groups, activities and services that are available for the 
local population. 

Torbay Community Development Trust and the South Devon Wellbeing Partnerships 
are part of the voluntary sector and work closely with their local communities and the 
Trust to both develop new services and activities and improve access to existing 
services and activities which can improve health and wellbeing. This may be as 
diverse as joining a choir or to attend cooking classes. The voluntary sector and local 
communities are critical in supporting people to improve their wellbeing and to feel 
less isolated and more involved in their local area. 

In the last 12 months the Trust has invested in a wellbeing coordination service. The 
wellbeing co-ordinators are employed by the voluntary sector to support individuals 
in accessing non-statutory groups, activities and services in their local community.  

The coordinators meet with individuals to discuss what the person’s aspirations are, 
their strengths and capabilities; helping them to identify what matters most to them 
and connecting them with things which will help them to live better.  

This could include things such as a peer support group for people with a long term 
condition, a knit and natter club, a singing group, access to voluntary transport 
services or a walking football group. The aim is to help people to connect with those 
around them, build local support networks and improve their sense of wellbeing, 
helping them to get more out of life and potentially improve their physical health as 
well.  

In the first three months of setting up the service there have been 351 referrals to the 
service and 205 people have started a wellbeing programme. By the end of seven 
months 757 referrals have been made to the service.  

Early outcomes for those who have already completed a programme show a 24% 
increase in wellbeing, a 40% increase in social connectedness as well as 
improvement in activation (a person’s knowledge, skills and confidence to manage 
their own health and wellbeing). 
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Case study: Setting up a peer support group 

A group of people who were being supported by the wellbeing co-ordinators in Totnes were invited 
to come together to help us learn more about patient experience of this service. These individuals 
were not known to each other; however over tea and cake they started to share their own stories 
and recognised that they shared many things in common.  

An initial group of eight individuals requested support in setting up a peer-support group, with an 
offer to widen the group to others with similar challenges. Expert speakers would be invited to talk 
with the group,around issues that mattered to them.  The majority of these issues were around 
pain, fatigue and mobility management.  In addition many of the group expressed a concern that 
they were socially isolated and that by developing friendships with others who were experiencing 
similar challenges, they would feel less isolated and alone with their experiences.  Talking to other 
people in a similar situation also facilitated peer support and sharing of solutions to support their 
self-care.  

Totnes Caring agreed to facilitate an initial eight weekly sessions lasting approximately 2 hours in 
the gym at Totnes Hospital.  After this initial eight weeks, the group felt that they had formed a 
sustainable group that would continue to meet, support and be managed by the group members 
themselves.  

The group members have expressed a positive sense of involvement, enjoyment, empowerment 
and support from the group.  

 

 

 

National improvement initiatives  

Currently the Trust is involved in two national improvement initiatives namely: 

 Improving patient safety through the sign up to safety campaign/ 

 Improving the quality of care through implementing the Duty of Candour 
regulations which came into force in spring 2015.  

Sign up to safety 

In 2016/17 our safety improvement worked focused on a number of key areas, 
namely acute kidney injury, sepsis, pressure ulcers, falls prevention and E – 
prescribing.   The aim of the work was to enhancing our existing services in terms of 
patient safety and being more inclusive with our GPs and community services to 
build on our care model.   
 
The following outlines the work to date:  

Acute kidney injury  
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Acute kidney injury (AKI) is recognised as an underdiagnosed condition that may be 
associated with increased mortality, morbidity and length of hospital stay.  It may be 
prevented in up to 30% of cases according to the national confidential enquiry into 
patient outcome and death (2009). Good care for patients with AKI is part of a 
national campaign, the ‘Think kidneys’ campaign.  

AKI is characterised by a sudden decline in kidney function.  It can occur without 
symptoms and is detected through a routine blood test.  It has many different causes 
and usually occurs alongside other serious illnesses such as infection or dehydration 
and is common in patients in hospital. It can be caused by medications.  Those at 
increased risk of acute kidney injury include the elderly and those with chronic 
illnesses. 

In 2016/17 Torbay hospital has reviewed its systems for managing AKI with the 
support of an AKI working group including acute physicians, intensive care 
physicians, biochemists, pharmacists, critical care outreach nurses, junior doctors 
and the patient safety team.  The biochemistry department has implemented a 
national algorithm that supports the easy identification of patients with AKI and can 
flag this on our electronic blood results system.  Advice is then available on a linked 
protocol, which is also printed on all medication charts to ensure the link between 
AKI and medications is not missed.  Pharmacists on the wards are highlighting 
patients with AKI and where their medications may be implicated or need 
adjustment.  The critical care outreach nurses review all patients with the most 
severe stage of AKI to support good care.  Communication with GPs about AKI and 
necessary on-going monitoring is achieved via the care planning summaries which 
has a guidance section specifically for AKI.  Patient information leaflets are also 
available on the Trust Safebook. 

The AKI work has been underpinned by a campaign of education and awareness for 
medical and nursing staff, both in formal teaching sessions, induction sessions and 
via ward visits.  A training video and lanyard aide memoires are also available.   

The next stage of AKI work both nationally and locally will be to identify those at risk 
of AKI.  To achieve this, the Trust has been involved in a multi-centre national study 
to better identify those at risk of AKI.  The results of this study are expected within 
the next 6 months.  To further augment and improve patient safety a new renal 
physician has been appointed and he will be supporting the on-going AKI work. 

 

Sepsis. 

Sepsis is a rare but serious reaction to an infection. If you get an infection, your 
body's immune system responds by trying to fight it. Sepsis is when this immune 
system response becomes overactive and starts to cause damage to the body itself.  
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It can be hard to tell if you have sepsis. You might not even have a fever or high 
temperature; you may just feel very unwell. Sepsis needs to be treated urgently 
because it can quickly get worse and lead to septic shock.  

The trust has continued its focus on sepsis with the screening tool being 
incorporated into the emergency department electronic assessment system.  All 
patients are now screened on admission and those that trigger have a sepsis review 
and appropriate treatment of intravenous antibiotics, intravenous fluid and oxygen 
within 1 hour.  This on-going work now also includes the new updated NICE 
guidance, released in the summer of 2016.   

 

E-prescribing  

With the advancement of technology in healthcare particularly within the medicines 
field, the trust is moving to an e-prescribing and medicines administration system.  
This exciting progression will revolutionize the way prescriptions and medications are 
generated, recorded and administered, which will offer real safety benefits to our 
patients.   

The E-prescribing system has been purchased and is being introduced via a project 
group.   The system was tested in March 2017 on Templar ward at Newton Abbott 
hospital.  It is now being evaluated and changes made as a result of the feedback. 
The aim is to have the system fully implemented by 2018. 

 

Pressure ulcers 

The reduction of avoidable pressure ulcers remains a Trust priority for the patients 
and service users in our care. To support this work the newly Integrated Tissue 
Viability Service has introduced the collaborative pressure ulcer prevention 
programme of work across all the acute settings. This mirror’s the collaborative 
pressure ulcer prevention agenda that had already been introduced across the 
community settings. 

The Trust target for pressure ulcer prevention via this initiative, between April 2016 
and March 2017, was a 50% reduction in avoidable grade three and four pressure 
damage. This has been achieved, which in real terms, means that nine patients have 
not developed significant pressure damage which was deemed avoidable.  

There have been no avoidable Grade 3 or 4 pressure ulcers within the community 
hospitals, which is the same as last year’s performance 

The collaborative has achieved an overall reduction this by standardising 
documentation across the organisation and introducing the daily completion of the 
SSKIN (see below) template for in-patients.   
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This template identifies five elements to be reviewed and actioned for each patient 
as often as is indicated and follows the format, as below. 

 

The collaborative has also focused on education, via mandatory training  and 
through the champion’s programmes: Each area of practice, across acute and 
community settings, has appointed a tissue viability champion who will be the link in 
the implementation of the pressure ulcer initiative and ensure all staff members are 
engaged, educated and involved in the process. 

 

Falls 

Across the Trust work continues to reduce falls and harm from falls through a 
collaborative approach between the various care pathways 

The falls team have introduced the fallsafe audit.  This audit, from the Royal College 
of Physicians, uses a care bundle approach i.e. combining a number of elements 
which when all completed contribute to a higher level of safe care.  

This has now been rolled out across both the acute and community hospital wards 
and the audit is helping to drive up assessments and keep awareness of falls 
prevention high on the staff’s agenda.   

The falls steering group was re-launched at the end of 2016 and is a combination of 
falls, fractures and bone health special interest groups.  This joined up approach is 
designed to drive through change in keys areas of falls prevention, maintain quality, 
and safety for patients who are at risk of falls.  The group is also a great vehicle for 
the learning and dissemination of themes from incident review. 

The trust has purchased and introduced 10 new ultra low beds which supplement the 
existing compliment of hi lo beds the has in both acute and community settings.  

Other quality improvement work has included visual assessments for inpatients at 
risk of falls, pharmacy assessments regarding patients on sedation, the continued 

 
 S- Skin integrity- All ‘at risk’ areas of a patient’s skin are checked to ensure blood 

supply remains constant with no evidence of tissue damage. 

 S- Support Surfaces- Mattresses and cushions are checked to ensure they are set 

appropriately and are suitable for the patients’ needs. 

 K- Keep moving- Patients are encouraged to reposition/walk as often as required. 

 Incontinence- Patients are offered toilet breaks to reflect their needs and are 

monitored on a regular basis. 
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use of sensor mats, non-slip socks/anti embolic stockings and lying and standing 
blood pressure checks.  

The work to date has resulted in a continued reduction in falls. 

 

 

Duty of Candour 

There is a requirement for all providers of care to be open and transparent with 
people who use their services; specifically when harm is caused to a person during 
care. Best practice guidance about being open when a patient safety incident occurs 
was published by the National Patient Safety Agency, as a result of which we 
produced policy guidance for staff in fulfilling this obligation. The Care Quality 
Commission (CQC) has now formally adopted the duty of candour into its regulatory 
framework and it is reviewed as part of the CQC inspection regime.  

As a Trust we have included a duty of candour prompt in our incident reporting 
procedures via the online incident reporting system. Our investigation documentation 
includes a duty of candour section and the form also includes any particular 
questions the patient or family have in relation to the incident.  

We have also updated our internal guidance for staff to include a letter, to be sent to 
the patients and family once a discussion has taken place 
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Priorities for improvement  

 

Looking forward: 2017/18 

The Trust has identified five quality improvement priorities for the year. These have 
been developed through discussions with health and care teams, senior clinical, care 
and business leaders in our organisation and commissioners.  

In recognition of our continued working as a joined-up care system we have worked 
closely with our other health and care partners to develop a shared set of 
improvement priorities. We have also taken into account the views of key 
stakeholders when discussing and agreeing the priorities for 2017/18. (See annex 1) 

These priorities have been signed off by our Board.  

In brief the improvement projects are: 

Patient safety  

Priority 1: to develop and use a core multidisciplinary standardised risk 
assessment booklet and nursing care plan assessment booklet for all adult 
inpatients on any ward in the Trust.  

When patients are admitted to a ward, the clinical team undertake a range of risk 
assessments to ensure a patient’s needs are effectively met during their in -patient 
stay. This will include risks around falls, nutrition and pressure ulcers. Also nurses 
complete care plans during a patient’s stay to support holistic care delivery and 
reflect needs identified from the risk assessments. 

Currently these plans and risk assessments lack standardisation leading to 
information not being consistently recorded. Also as a patient moves through 
different ward settings, for example from an acute inpatient bed to a community 
rehabilitation bed, information can be duplicated unnecessarily. The risk assessment 
booklet and care plan will follow the patient and reduce such duplication. 

In 2017/18 we will: 

 Produce one standardised document for core risk assessments for use across 
adult inpatient beds, excluding intensive care and obstetric patients.   

 Meet with Matrons to plan for a phased roll out and agree a launch date 

 Roll out the new documentation and remove any old documentation. 

 Audit  the usage of the new tool including  the quality of information  included 
(accuracy, timeliness, completeness)  
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 Run a staff feedback survey and use the results to improve the new booklet. 

The work will be led by the Deputy Director of Nursing (Nursing Professional Practice 
& Standards) working with the Health Records Committee as well as the clinical 
teams. Board level support will be provided by the Chief Nurse. Progress against 
these objectives will be monitored through the Quality Improvement Group, reporting 
quarterly.   

 

Clinical effectiveness 

Priority 2: to redesign outpatients in order to make these services more patient 
centred and use resources effectively. 

Outpatient specialist care in the Trust continues with a recognisably similar set up to 
when the NHS began in 1948. Whilst innovative practices have begun already in 
some specialties, for the majority a clinician typically consults with a small number of 
people in a clinic as a regular working commitment.  

The appointment may or may not coincide with significant changes in health status 
and high ‘did not attend’ (DNA) rates are in part due to patients not attaching any 
value to the appointment.  

With decreasing resources, it is important to redesign outpatient pathways to better 
support people to be healthier and reduce appointments where there is no clinical 
benefit. 

In 2017/18 we will work with a minimum of ten specialist medical and surgical 
services to improve outpatient care including: 

 Improving the way patients are referred to outpatients from primary care 

 Reducing unnecessary appointments 

 Offering appointments in different ways, for example group appointments, 
telephone or video phone appointments  

 Offer patient initiated appointments for those patients that will benefit from this 
service 

 Reducing the DNA rate  

As part of the work we will also introduce patient experience measures and work with 
patients themselves to improve outpatient care. 

The work will be led by the Deputy Medical Director (Quality Improvement) working 
with the outpatients project general manager. Board level support will be provided by 
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the Medical Director. Progress against these objectives will be monitored through the 
Quality Improvement Group, reporting quarterly.   

 

Priority 3:  Provide safe, proactive and timely discharge of patients with more 
patients discharged earlier in the day and reduced delayed transfers of care. 
and reduced length of stay. 

There is considerable evidence that unnecessary delays in discharging older 
patients can lead to poorer health outcomes. For older people, in particular, longer 
hospital stays can also increase long term care needs.  People quickly lose their 
mobility and ability to undertake everyday tasks such as washing and dressing.  

A 2016 National Audit Office report ‘Discharging older patients in hospital’ has 
highlighted that just ten days of bed rest in a healthy older adult can led to a 14% 
reduction in leg and hip muscle strength and a 12% reduction in aerobic capacity; 
the equivalent of ten years of life.  

Delayed discharge also has a serious impact across our community, reducing the 
ability of our emergency department to respond to people’s needs quickly and 
providing an inpatient bed when most needed. 

In 2017/18 our objectives are to: 

 Increase the percentage of patients discharged by midday at Torbay hospital. 
As of March 2016 only 13% of patients due to be discharged are discharged 
by lunchtime. 

 Reduce the number of delayed transfers of care. 

 Monitor and reduce our length of stay across our health and care system. 

The work will be led by the Deputy Medical Director (Quality Improvement) working 
with the health and care teams across the Trust. Board level support will be provided 
by the Chief Operating Officer. Progress against these objectives will be monitored 
through the monthly Patient Flow Board. 

 

Priority 4: Provide reliable, accurate and timely information at the point of 
handover on all inpatient wards at Torbay hospital through the implementation 
of a new hand held electronic tool called Nervecentre. 

During a patient’s stay it is important that staff are able to have to hand and to be 
able to update easily key clinical patient information. Also when staff change shifts it 
is important that this information is shared and that it is accurate and up to date. 
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The Trust has invested in a new electronic system called Nervecentre. This system 
records clinical data which is accessible both on staff computers and secure mobile 
devices. Information can be updated at the bedside as well as shared at the nurse’s 
station.   

In 2016/17 we tested the system with two of our wards and are now ready to 
implement the system on all the remaining inpatients wards at Torbay hospital. 

Our objectives for the year are to: 

 Rollout Nervecentre for patient handover onto the remaining pilot ward in 
quarter 1 

 Complete the rollout of Nervecentre onto the remaining acute wards in Torbay 
hospital by the end of quarter 3. 

 Set up the reports required for the Trust to capture compliance with dementia, 
nutrition, VTE and waterlow assessments. 

 Undertake a staff survey by the end of quarter 4 as a method to capture future 
improvement requirements. 

The work will be led by Nervecentre project manager supported by the Nervecentre 
Project Board, chaired by the Medical Director. 

Board level support will be provided by the Director of the Health Informatics Service. 
Progress against these objectives will be monitored through the Health Informatics 
Service Board. 

 

Patient experience 
 
Priority 5:  Improve our patient experience measures so they more fully reflect 
our service users’ experience of care in the integrated care organisation. 

With the development of the integrated care organisation and a new model of care 
which provides more community facing services, such as wellbeing coordination and 
enhanced intermediate care, it is important that we measure patient experience at all 
point of contact with our care.  

Also, as part of becoming an integrated care organisation we said we would work 
towards people having the opportunity to ‘tell their story once’. To measure this we 
need to measure the experience of our patients, families and carers. 

We also know that feedback to staff about patient experience contributes to 
increased job satisfaction and also we can use patient experience to improve 
services. 

Quality Account 2016-17.pdf



32 
 

In 2017/18 our objectives are to: 

 Undertake a gap analysis of all our services to understand where we measure 
patient experience and where we don’t. 
 

 Map out the types of patient experience measures we collect, the frequency 
and the value attributed to the measures for both staff and patients. 
 

  Research and review available validated experience measures. 
 

 Systematically adopt a range of patient experience measures across the 
Trust. 

In quarter one and two we will map all established methods of gaining feedback from 
service users across the Trust and from this develop a gap analysis. We will also 
map out the types of measures collected and their effectiveness, in consultation with 
the clinical service delivery units and experience user groups. 

During quarter two we will also research how other organisations providing 
integrated care measure experience systematically. 

During quarter three we will select a minimum of two services areas to test 
experience measures which reflect the integrated care organisation. 

In quarter four we will evaluate the test areas from quarter three and provide 
recommendations to the Trust for measuring experience systematically. 

The work will be led by the Deputy Director of Nursing (Safety and Experience) 
working alongside the Deputy Medical Director (Quality Improvement). The matrons 
will lead on the testing of the experience measures with the health and care teams 
and the people using our services. 

Board level support will be provided by the Chief Nurse and progress against the 
objectives will be monitored through the Quality Improvement Group on a quarterly 
basis. 
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Statements of assurance from the Board 

Review of services 

During 2016/17 Torbay and South Devon NHS Foundation Trust provided and/or 
sub-contracted 51 relevant health services. 

Torbay and South Devon NHS Foundation Trust has reviewed all the data available 
to it on the quality of care in 51 of these relevant health services. 

The income generated by the relevant health services reviewed in 2016/17 
represents 86% of the total income generated from the provision of relevant health 
services by Torbay and South Devon NHS Foundation Trust for 2016/17. 

The data and information reviewed and presented covers the three dimensions of 
quality, namely patient safety, clinical effectiveness and patient experience.  

Participation in clinical audits  

For the purpose of the Quality Account, the National Advisory Group on Clinical Audit 
and Enquiries has published a list of national audits and confidential enquiries. 
Participation in these is seen as a measure of quality of any Trust’s clinical audit 
programme. The detail which follows relates to this list. 

During 2016/17, 38 national clinical audits and 3 national confidential enquiries 
covered relevant health services that Torbay and South Devon NHS Foundation 
Trust provides. 

During that period Torbay and South Devon NHS Foundation Trust participated in 
100% of the national clinical audits and 100% of the national confidential enquiries of 
the national clinical audits and national confidential enquiries which it was eligible to 
participate in.  

The national clinical audits and national confidential enquiries that Torbay and South 
Devon NHS Foundation Trust was eligible to participate in during 2016/17 are as 
follows: 
 

National audits Eligibility Participation 

Acute coronary syndrome or Acute myocardial infarction Yes Yes 

Adult Asthma Yes Yes 

Adult cardiac surgery audit No N/A 

Asthma (paediatric and adult) care in emergency departments Yes Yes 

Bowel  Cancer Yes Yes 

Cardiac Rhythm Management Yes Yes 

Adult critical care (Case Mix Programme) Yes Yes 

Child Health Clinical Outcome Review Programme Yes Yes 

Chronic kidney disease in primary care No N/A 
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National audits Eligibility Participation 

Congenital heart disease 
(Paediatric cardiac surgery) 

No N/A 

Coronary angioplasty/National Audit of Percutaneous Coronary 
Interventions (PCI) 

Yes Yes 

Diabetes (Paediatric) Yes Yes 

Elective surgery (National PROMs Programme) Yes Yes 

Endocrine and Thyroid National Audit Yes Yes 

Falls and Fragility Fractures Audit Programme, includes National Hip 
Fracture Database 

Yes Yes 

Head and Neck Cancer Audit Yes Yes 

Inflammatory Bowel Disease (IBD) Yes Yes 

Learning Disability Mortality Review Programme  (LeDeR Programme) Yes Yes 

Major Trauma Audit  Yes Yes 

National Audit of Dementia Yes Yes 

National Audit of Pulmonary Hypertension No N/A 

National Cardiac Arrest Audit  Yes Yes 

National Chronic Obstructive Pulmonary Disease (COPD) Audit 
Programme 

Yes Yes 

National Comparative Audit of Blood Transfusion  Yes Yes 

Diabetes (Adult) ND(A), includes National Diabetes Inpatient Audit  Yes 
Inpatient – Yes 

Adult – No 

National Emergency Laparotomy Audit Yes Yes 

National Heart Failure Audit Yes Yes 

National Joint Registry Yes Yes 

National Lung Cancer Audit  Yes Yes 

National Neurosurgery Audit Programme No N/A 

National Ophthalmology Audit Yes Yes 

National Prostate Cancer Audit Yes Yes 

National Vascular Registry, including CIA and elements of NVD Yes Yes 

Neonatal intensive and special care Yes Yes 

Nephrectomy audit Yes Yes 

Oesophago-gastric cancer Yes Yes 

Paediatric Intensive care (PICAnet) No N/A 

Paediatric Pneumonia Yes Yes 

Percutaneous Nephrolithotomy Yes Yes 

Prescribing Observatory for Mental Health (POMH-UK) 
(Prescribing in mental health services) 

No N/A 

Radical Prostatectomy Audit Yes Yes 

Renal Replacement Therapy (Renal Registry) No N/A 

Rheumatoid and early inflammatory arthritis Yes Yes 

Sentinel Stroke National Audit Programme (SSNAP) Yes Yes 

Severe Sepsis and Septic Shock – care in emergency departments Yes Yes 

Stress Urinary Incontinence Audit Yes Yes 
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National audits Eligibility Participation 

UK Cystic Fibrosis Registry No N/A 

 
 
 
Patient outcome programme incorporating national confidential 
enquires 

Eligibility Participation 

Child health programme Yes Yes 

Maternal, Infant and Newborn Clinical Outcome Review Programme 
(MBRRACE) 

Yes Yes 

Medical and Surgical programme: National Confidential Enquiry into 
Patient Outcome and Death (NCEPOD) 

Yes Yes 

Mental Health programme: National Confidential Inquiry into Suicide and 
Homicide for people with Mental Illness (NCISH) 

No N/A 

 

The national clinical audits and national confidential enquiries that Torbay and South 
Devon NHS Foundation participated in, and for which data collection was completed 
during 2016/17, are listed below alongside the number of cases submitted to each 
audit or enquiry as a percentage of the number of registered cases required by the 
terms of that audit or enquiry.  

National clinical audit and patient outcome programme incorporating 
national confidential enquires 

Cases 
submitted 

% 
Cases 

Acute coronary syndrome or Acute myocardial infarction Outstanding  

Adult Asthma 22 110 
Asthma (paediatric and adult) care in emergency departments 35 70 
Bowel cancer 221 100 
Cardiac Rhythm Management 227 100 
Adult critical care (Case Mix Programme) 700 100 
Coronary angioplasty/National Audit of Percutaneous Coronary 
Interventions (PCI) 

447 100 

Diabetes (Paediatric) 139 100 
Endocrine and Thyroid National Audit Outstanding  
Falls and Fragility Fractures Audit Programme, includes 
National Hip Fracture Database 

 
466 

 
100 

Head and Neck Cancer Audit Outstanding  
Inflammatory Bowel Disease (IBD) Outstanding  
Major Trauma Audit  
Core Measures 
Head & Spinal Injuries 

 
411 
104 

 
100 
100 

National Audit of Dementia 23 100 
National Cardiac Arrest Audit  Outstanding  
National Chronic Obstructive Pulmonary Disease (COPD) Audit 
Programme 

Outstanding  

National Comparative Audit of Blood Transfusion – Audit of Patient Blood 
Management  in Scheduled Surgery 
Audit of red cells and platelet transfusion in adult haematology 
Lower gastro-intestinal bleeding and the use of blood 

23 
 
 

23 

100 
 
 

100 
Diabetes (Adult) ND(A), includes National Diabetes Inpatient Audit :- 
Inpatient 
Foot care 

55 
191 

100 
100 

National Emergency Laparotomy  Audit 180 100 
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National Heart Failure Audit 520 100 
National Joint Registry 711 100 
National Lung Cancer Audit  213 100 
National Ophthalmology Audit Outstanding  
National Prostate Cancer Audit 277 100 
National Vascular Registry, including CIA and elements of NVD 95 100 
Neonatal intensive and special care 344 100 
Nephrectomy audit Outstanding  
Oesophago-gastric cancer 148 100 
Paediatric Pneumonia 62 100 
Percutaneous Nephrolithotomy Outstanding  
Radical Prostatectomy Audit Outstanding  
Rheumatoid and early inflammatory arthritis Outstanding  
Sentinel Stroke National Audit Programme (SSNAP) 607 100 
Severe Sepsis and Septic Shock – care in emergency departments 66 132 
Stress Urinary Incontinence Audit Outstanding  

 

Patient outcome programme incorporating national confidential 
enquires 

Cases 
submitted  

 

% 
cases

Child health programme Outstanding  

Maternal, infant and newborn clinical outcome review programme 
(MBBRACE) 

Outstanding 
 

Medical and Surgical programme: National Confidential Enquiry into 
Patient Outcome and Death (NCEPOD) 
Acute pancreatitis 
Treating as one, Mental Health Study 

 
 

2/5 
1/5 

 
 

40 
20 

 

The reports of 33 national clinical audits were reviewed by the provider in 2016/17 
and Torbay and South NHS Foundation Trust intends to take the following actions to 
improve the quality of healthcare provided:- 
 

Ref Recommendations / actions  

0022 (BASHH) SAS National Audit of the management of young people in UK Sexual Health 
Clinics  - Re-audit of the management of under 16s (13-15 years old) attending Sexual Health 
Services 

 Undertake another audit of sexually transmissible infections screening uptake in young people 
attending Torbay Sexual Medicine Services. 

0041 (BTS) Paediatric Asthma 

 Work towards integrated care pathway for paediatric asthma, working jointly with emergency 
department medical team. 

 Share audit report with paediatric and emergency department medical and nursing teams. 

 Devise information leaflet for children less than two years old admitted with viral induced wheeze. 

 Devise Discharge checklist for nurses to improve documentation and capture data.  

0143 (CEM) Procedural Sedation in Adults 

 Introduction of sedation record to Symphony. 

 Education of staff (Sedation Training Day). 
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 Review of training and education of staff. 

 Introduction of new sedation documentation. 

 Undertake an additional local audit after above actions implemented. 

61 (CEM) Vital signs in majors 

 Discuss with senior nursing staff and suggest further education. 

 Undertake an additional local audit after above action implemented. 

0142 (CEM) Venous Thromboembolism (VTE) in patients with lower limb immobilisation 

 Education for Medical and Nursing staff. 

 Introduce Royal College of Emergency Medicine VTE recommendations. 

 Prompt added to Symphony for risk assessment and documentation. 

 Undertake an additional local audit after above actions implemented. 

0121 National Audit of Inpatient Falls Audit Report 2015 

 Identify Executive and Non-Executive Director Leads for leadership and support on falls. 

 Re-format Falls Steering Group to include all inpatient areas, with new terms of reference and falls 
dashboard. 

 Hi-lo beds - decide on hire or purchase options, identify any funding and put procedures in place to 
help reduce harm from falls. 

 Increase uptake of lying and standing blood pressure measurements through us of ‘The Buzz’, 
promoting three measurements by poster (as Vitalpac will not accommodate) and through FallSafe 
audit. 

 Improve use of falls care plan - updated version now colour and promoted in induction training & 
with link staff, FallSafe audit now includes falls history.  Initial discussion with the new e-clinical 
management system underway which will be available on i-pads/ i-phones. 

 Assessment of vision - vision question now included in falls care plan, once introduced undertake 
an audit to ascertain if patients are being asked.  Part of Comprehensive Geriatric Assessment 
form being considered for frailty patients. 

 Written information is available to download but not printed; budgets required for printing and 
involve FallSafe link staff for distribution to patients/ carers. 

 Oral information - Health & Social care videos on the intranet but currently not accessible in 
discharge lounge/ TV screens.  Leads to emphasise need to document any falls prevention advice 
given. 

 Fear of falling, continence, call bell, urinalysis, medication review, safe footwear and bed-rails are 
all care bundle elements on the FallSafe audit which is in the later stages of roll out across the 
acute hospital.  These areas will be monitored on a monthly basis and should show improvement 
through falls link nurses on the ward. 

 Maintain/ distribute FallSafe monthly audit to ward areas with electronic data collection to help 
keep falls on the agenda/ develop small cycles of change to improve patient care/ compliance with 
falls initiatives and reduce falls rate. Add to falls dashboard. 

 

0051 (ICNARC) Adult Critical Care (Case Mix Programme) Report 2014/15 

 No actions required. 

0053 (NBOCAP) Bowel Cancer Audit – National Bowel Cancer Audit Report 2015 

 Poor on data input in one category alone: Pre-op status.  This is a data entry problem as all of our 
patients, with the exception of emergency cases, have a formal complete physical examination/ 
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assessment.  Issue addressed this with multi-disciplinary team co-ordinator to action this with our 
data input team. 

0053 (NBOCAP) Bowel Cancer Audit – National Bowel Cancer Audit Report 2016 

 No actions required. 

0107 (NELA)  National Emergency Laparotomy Audit : The second patient report of the 
National Emergency Laparotomy Audit (NELA) Dec 14 to Nov 15 

 Multispecialty Mortality and Morbidity (M&M) meetings to incorporate scale of 'preventability' of 
death when it is finally published. 

 Discussions regarding Surgical Assessment Unit on-going. 

 On-going efforts to further improve data collection. 

 Discussions regarding enlarging number of surgical consultants on hot week rota and different 
ways of working to ensure NELA compatible timely review of patients. 

 

0043 (NHFD) National Hip Fracture Database – An analysis of 30 day mortality in 2014 - 
Annual Report Supplement 2015 

 No actions required. 

0043 (NHFD) National Hip Fracture Annual Report 2016 

 Reduce number of un-cemented hip replacement implants for hip fracture patients (i.e. Austin 
Moore implant). 

 Review definition of mobilisation for potential coding issue. 

 Increase uptake of follow-up for hip fracture patients by outreach team & discuss options to extend/ 
manage follow-up. 

 Optimise referral mechanisms to specialist falls clinic. 

 Look at options to secure funding for continuing/ reinstatement of bone health assessment 
(Fracture Liaison Team - Osteoporosis). 

 Review 2016 data of time of admission to ward to check accuracy. 

 Review difference of through-put extended Trauma list trial. 

 Review pre-operative nerve block data as potential inconsistences in data collection. 

 Discuss contingency plan for imminent retirement of orthogeriatrician. 

0042 (NJR) National Joint Registry 13th Annual Report 2016 

 No actions required. 

0035 (NNAP) National Neonatal Audit Programme 2016 Annual Report on 2015 data 

 Concern:  Temperature record within one hour of birth (lower than national average). Action: 
Nurses to document temperature with one hour of birth. Acton:  Correct entry in Badger (educate 
Foundation and Specialty grade doctors at induction and monitor quality of data monthly. 

 Concern - Administration of antenatal steroids. Action: Write to Obstetric lead to improve steroid 
administration and better documentation. 

 Concern - First consultation with parents. Action: Better documentation in Badger. Action:              
Communication sheet as a separate document to be introduced in special care baby unit. 

0027 (SSNAP) The second Sentinel Stroke National Audit Programme SSNAP Annual Report 
01/04/14-31/3/15 

 Domain 1.  Disparity between SSNAP data and data pulled following coding of inpatient episodes. 

o Detailed analysis of breaches including time of day & reason/ theme. 
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o Explore use of SSNAP data input by auditor for local contemporaneous performance 
reporting which will be used for all local updates including board report - DIY tool being 
used.   

o SSNAP Admin post currently vacant.  Stroke co-ordinators currently supporting completion 
of SSNAP by clinical staff.  Post now recruited to & will start mid-March. 

o Breach analysis highlighted issues with validation.  Need to identify means of local 
contemporaneous clinical validation to ensure SSNAP submission is accurate & informs 
improvement. 

 2.  Stroke protocol exists to get patients from emergency department (ED) to acute stroke unit 
swiftly for medical clerking on unit but only effective between 09:00-15:00 due to consultant & 
junior doctor availability. 

o  Discuss with Lead Consultant extending a) flexing use of junior doctors to cover later in 
the day b) George Earle accepting patients direct from ED without clerking until 16:00 – 
Discussed but neither option possible. 

o  Discuss with ED Clinical Director about ED team clerking patient and writing drugs chart to 
send patient direct to George Earle (as per protocol) later in afternoon & out of hours. 

o  ED medical team update training for direct to CT/ thrombolysis. 

 3. Delayed communication with stroke team resulting in patients not going to George Earle swiftly. 

o  Education/ discussion with ED clinical teams and EAU clinical teams. 

o Stroke bleep to be held by hospital at night manager. 

 4. Breach analysis identified concerns re: "ownership" of pathway and proactive co-ordination 
along Pathway from ED to George Earle.  

o Concern that Stroke Co-ordinators are frequently delivering care on George Earle and 
therefore not free to co-ordinate patient pathway; review of George Earle nursing workforce 
has identified significant funding gap to redress balance - Business case to be completed. 

o Mapping of acute stroke pathway to be undertaken with all key stake holders; seek 
agreement on roles & responsibilities. 

o Focused education/ support for stroke co-ordinators to ensure consistency in delivery of 
core duties/ responsibilities. 

o Output of stroke mapping has identified areas for improvement/ clarity.  Steering group 
(see action 8.1) to "own" improvement plan & further mapping sessions to be planned. 

 5.  Medical expected (GP referred) patients presenting direct to Acute Medical Unit (AMU) rather 
than ED will automatically breach as AMU is counted as an admission 

o Explore whether AMU can be counted in the same way as ED/ Coronary Care Unit (CCU)/ 
High Dependency Unit (HDU) i.e. patients presenting to this area are not considered 
breaches - Not possible. 

o Medical expected (GP referred) patients presenting direct to AMU rather than ED will 
automatically breach as AMU is counted as an admission. 

o To avoid suspected strokes going to AMU, GP's to be asked "is this a potential stroke?”, if 
"yes" patient to go to ED. 

o Explore introduction of "stroke phone" for GP's to call if patient with suspected stroke. - No 
applicants in last round of recruitment and not possible until minimum of three consultants. 

 6. Capacity on George Earle to take stroke patients. 

o Agreement for ring-fencing of two male & two female stroke beds reducing to one in 
escalation. - Not currently happening consistently due to pressures on flow. 

o Provision of beds for Neurology rehabilitation patients requiring level 3 ‘rehab’ on Teign 
Ward. - Scoping completed.  Costs available for three additional beds on Teign.  Initial 
Scoping complete.  Action:  Neuro rehab to be on action plan of Steering group. 
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 7. Capacity on George Earle to take suspected stroke patients. 

o Scope provision of a hyper-acute Bay (six beds) plus step-down "acute" stroke provision 
(six beds).  Would require alternative provision for general medical patients.  To be scoped 
as part of options appraisal for hyper-acute stroke services being developed. 

 8. Integrated approach to stroke delivery and improved performance 

o Meeting planned to launch a "steering group" for stroke improvement. 

o Terms of reference written & regular meetings planned. 

 

0027 (SSNAP) Acute Organisational Audit Report November 2016 

 Staffing/ Workforce 

o Establishment of band 6 and band 7 nurses for 10 stroke unit beds does not meet national 
recommendations and there are not three or more nurses per 10 type 1 and 3 beds.  A plan for 
a sustainable stroke service including nursing staffing has been completed as part of 
preparation for the sustainability and transformation plan (STP) stroke review and will be 
considered along with options for acute stroke services. 

o There is no access to at least one whole time equivalent qualified clinical psychologist per 30 
SU beds.  The STP stroke process will be making recommendations for Devon on staffing 
levels for all allied health professional groups - target date 30-04-17. 

 7 day working 

o Specialist led ward rounds – Devon wide STP currently looking at this to make proposals for a 
Devon wide plan to deliver.  Also, the Trust is looking at seven day working which could 
achieve this target within the proposed weekend working – plans awaiting final STP stroke 
conclusions. 

o 7 day therapy working - There is not 7 day working for at least two types of qualified therapy.  
Includes occupational therapy (OT), physiotherapy (PT) and speech and language therapy.   
There is currently access to one profession at weekends in some parts of the pathway. There 
was a recent pilot of 7 day working for OT and PT on George Earle ward - this will be built into 
the plan in response to the STP process. 

 Access to specialist treatment and support 

o Thrombectomy audit report indicates that patients cannot access intra-arterial (thrombectomy) 
treatment - this is incorrect.  Thrombectomy is currently available by referral (Mon – Fri) during 
working hours and our hospital has a pathway in operation delivering this service.  STP 
process currently discussing options for delivering ‘24/7’ thrombectomy and as this plan 
emerges we would be able to offer this service 24/7.  SSNAP are unable to update the report 
to reflect this. 

o Transient Ischemic Attack (TIA) services - Current TIA services daily Mon- Fri.  All patients 
referred are seen without risk stratification in our rapid access (walk in) TIA clinic.  By this we 
are able to see most of our patients (probably up to 90%) within 24 hours of referral.  This is 
one of the best ways of service delivery within the existing resources but still not meeting the 
national standards for seven day service.  TIA services across Devon are being discussed as a 
part of STP for stroke and if a new model delivering seven day TIA clinic is developed, this 
would be implemented.  Target date: 31-07-16. 

 Patient and carer engagement 

o Report indicates formal survey is not undertaken seeking patient/ carer views on stroke 
services.  This is incorrect, the stroke patient and public involvement (PPI) group meet every 
two months and reviews reports of friends and family test and reviews all comments submitted. 

66 National Audit of Cardiac Rhythm Management (CRM) Devices 2014-15 

 Ensure our procedural database includes the latest CRM audit dataset. 

 Ensure that the procedural database can link directly with ‘NICOR’ to upload data. 
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 Ensure that operators take responsibility for checking entry of the critical data fields (as is the case 
for percutaneous coronary intervention. 

 Ensure the data for implants after April 1st 2016 are confirmed as correct and meeting the 
minimum dataset requirements. 

 

0049 Coronary Angioplasty – National audit of percutaneous coronary interventions: Annual 
Public Report 2014 

 No specific actions are required by this audit. 

0039 National Heart Failure Audit April 14-March 15 

 Need to dedicate more time to collect/ verify ‘NICOR’ audit data (this needs more heart failure 
nurse time). 

 Need to increase heart failure nurse involvement during inpatient stay (particularly for heart failure 
and a preserved ejection fraction patients on outlying wards). 

 Need to increase proportion of patients seen 10-14 days post-discharge. 

 All the above is dependent on appointing another heart failure nurse to help with inpatients and 
free up community teams who currently support and cover leave. 

0120 National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme: Resources 
and organisation of pulmonary rehabilitation services in England & Wales 2015 

 One area that has been highlighted for improvement is referral to enrolment time.  With 
improvement in administrative support our aim will be for all patients to be enrolled within three 
months of referral. 

 Our aim will be to improve referral time post exacerbation to one month in line with British Thoracic 
Society (BTS) guidelines for patients wishing to attend. 

 Undertake an additional local audit after above actions implemented. 

0093 National comparative audit of blood transfusion programme – Lower Gastro-intestinal 
bleeding and the use of blood 

 Patients admitted with lower GI bleeding should have at least a digital rectal examination/ 
protoscopy/ rigid sigmoidoscopy (78% had a rectal examination compared to 87% nationally).  It 
has been fedback at our post graduate surgical meeting to all junior doctors the need to do this on 
all patients. 

 The major haemorrhage protocol was appropriately triggered in all patients. Two out of five did not 
receive Vitamin K (NB National Mortality 9.6% Local Mortality 5.6%). This has been fed back at 
Departmental Meeting. 

 Overall Trust twice as good as the national standard for restrictive red blood cell transfusion and 
transfused a median of two units compared to three nationally.  However it was felt a single unit 
transfusion could be used more often.  This has been fedback at Departmental meeting. 

 Organisational aspects highlighted no defined emergency endoscopy slots for ‘Flexi sig’ or 
colonoscopy.  For the purposes of the audit we do not meet their criteria however we have slots for 
upper GI bleeds on a daily basis and with a highly efficient and functional endoscopy unit these are 
fitted in appropriately either in endoscopy or main theatres (the following week day or weekend 
day). 

 The British Society of Interventional Radiologists and the Royal College of Radiologists have made 
recommendations stating a minimum of six consultant interventional radiologists are required for a 
safe and sustainable out of hours rota.  Due to retirements this number is currently four (two at 
each site).  This is not sustainable in the medium to long term; I understand these posts are being 
advertised. 

0093 National comparative audit of blood transfusion programme – 2016 audit of red cells & 
platelet transfusion in adult haematology patients 
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 Remind all medical and nursing staff in haematology of the need to record indication for transfusion 
carefully - discuss at departmental meeting. 

 Discuss transfusion thresholds for haematology inpatients at internal meeting with colleagues. 

 Discuss avoidance of prophylactic platelets for patients with chronic marrow failure at internal 
meeting with colleagues. 

 Discuss standards at Regional Transfusion Committee meeting. 

0131 National Diabetes Audit Programme – National Pregnancy in Diabetes Audit Report 2014 

 Improve informing the retinal screening service by letter every time we see a newly pregnant 
patient with diabetes. 

 Develop a checklist to put in the patient notes so we can accurately record that this has been 
actioned. 

0131 National Diabetes Audit Programme – National Diabetes Inpatient Audit 2015 

 The results highlight the need for more education at ward level to improve patient outcomes, 
patient experience, reduce diabetes-related complications and reduce length of stay.  Appointing a 
new diabetes nurse specialist for the wards and, once staffing issues are sorted; a new education 
initiative for the wards will be introduced. 

0131 National Diabetes Audit Programme – National Diabetes Foot Care Audit (NDFA) 2014-15 

 Only 50% of potential new diabetic foot ulcers were included in the audit.  Not able to include 100% 
as patient has to have capacity to provide consent. 

o Introduce community NDFA champion(s). 

o Reinforce at every staff meeting. 

o League table to provide motivation. 

o Ensure all paperwork at hand for key ulcer and assessment clinics. 

 60.8% of our patients were either current or ex-smokers compared to a national average of 43.2%. 

o Podiatrists to continue to actively promote smoking cessation services. 

o Podiatrists to continue to follow current pathway for circulatory checks. 

o Smoking cessation literature to be available in the diabetic foot clinic. 

 27.6% of patients met their NICE recommended HbA1c treatment target compared to the national 
average of 44.1%.  We acknowledge that current targets are not suitable for elderly/ frail patients 
and believe patients should have individualised targets. 

o Diabetes Specialist Nurse to attend Podiatry departmental team meeting to provide 
education regarding HbA1c levels and what they mean. 

o Podiatrists to alert GP to abnormally high HbA1c in patients with medium and high risk 
diabetic feet. 

 ‘SINBAD’ scoring system to grade diabetic foot ulcers. 

o To introduce SINBAD as preferred grading tool to replace TEXAS score. 

o Adapt local podiatry referral form to reflect new grading system. 

 Time to treat shows 22% of patients seen 3-13 days post presentation of foot ulcer and 16.9% 
seen between 14 days and two months post presentation of new foot ulcer. 

o Undertake a review of those patients who were late to be seen to get more information 
as to why there was a delay. 

 At the 12 week check 18.6% of patients had no outcome compared to the national average of 8.1% 

o NDFA sticker has been introduced to alert Podiatrist to patient involvement in audit and 
prompt return of audit form.  
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o Introduction of community champion to help with audit data input. 

o Allocated time to allow inputting of data. (Estimated time per week = 30 minutes). 

 

0131 National Diabetes Audit Programme – National Pregnancy in Diabetes Audit Report 2015 

 Continue to highlight the importance of planning pregnancy both in every opportunity in Secondary 
and Primary Care through support service visits, local meetings and also healthy lifestyles team. 

0139 National End of Life Care Audit – End of life Care Audit – Dying in Hospital, March 2016 
– Organisational & Case Review 

 Present audit results at appropriate clinical meetings within the hospital. 

 Participate in national end of life audit on a yearly basis. 

 Use results of audit to highlight key areas of end of life care provision when delivering teaching. 

 Present at regional quality improvement event. 

 Undertake review of end of life documentation. 

 Undertake review of education around end of life care across the Trust. 

 Review structure for monitoring end of life care within the Trust. 

 Review policies and guidelines relating to end of life care across the Trust. 

 Continue to plan for palliative care team to move towards six day working. 

 Undertake an additional local audit after above actions implemented. 

65 (NPDA) National Paediatric Diabetes Audit – 2015-16 Parent/ Carer PREM Reports 

 Waiting times: Continue to improve on waiting times for appointments by group education in the 
waiting rooms and having age specific clinics in order to facilitate this education. 

 Advice and guidance: Focus on regular teaching sessions for trainees so they are giving safe and 
helpful advice to families. 

 Advice and guidance: Present the latest data on complications in type 1 & 2 diabetes and then to 
have a discussion about giving enough information on complications. 

 Received information:  Secure Continuous Glucose Monitoring (CGM) devices so that we can set 
up for children in clinic as a temporary measure to help them in their diabetes care and also apply 
for funding for the CGM devices. 

0065 (NPDA) National Paediatric Diabetes Audit – National Paediatric Diabetes Audit Report 
2014-15 Part 1 Care Process and Outcomes 

 Aim for 20% of our patient population to have an HbA1c, 58mmol/ mol by 2017/ 18. 

 Increase the number of children/ young people with an HbA1c < 48mmol/ mol by 5% each year. 

 Aim for 80% of our newly diagnosed patients to have HbA1c <58mmol/ mol two years post 
diagnosis. 

We aim to achieve this through: 

 A  care pathway for newly diagnosed children that starts ‘carb counting’ and adjusting insulin dose 
accordingly from diagnosis - Care Pathway now complete and in operation. 

 Setting out tight target blood glucose and HbA1c levels from diagnosis. 

 An intensive multi-disciplinary follow up programme including home, school visits and clinic 
appointments. 

 A newly diagnosed advanced diabetes self-care education program which is age and 
developmentally specific that all newly diagnosed patients are enrolled in from diagnosis. 
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 Empowering patients and their families to have confidence and competence in adjusting their 
insulin to carb and correction ratios. 

 Newly diagnosed family evening events to allow families to meet and network with each other. 

 Increasing the proportion of our patients over 12 years old who have had all seven care processes 
to 30% by 2016-17 - We aim to achieve this target by giving families request forms for the blood 
tests required as part of the annual care processes and booking blood clinic appointments either 
prior to the annual review clinic or at the preceding clinic.  A letter is sent to the GP if patients are 
going to have their blood taken rather than outpatient clinic. 

 Reducing the number of patients with an HbA1c of <80mmol/ mol by at least 5% per year - We aim 
to achieve target by better understanding the obstacles to good self-care on an individual and 
family setting through closer communication within the team of problems individuals are facing.  
More inclusive role of psychology services within the team.  Working closer with allied services - 
school, GPs and social care. 

 To see children in a way which impacts least on their schooling and is convenient for them - We 
aim to achieve this by setting up clinics in school - The 1st action to achieve this is to liaise with 
Practice Managers and the school to scope logistics of setting this up. 

0086 National Oesophago-Gastric Cancer Audit 2016 

 The oncology team will review outcomes in their patients receiving palliative chemotherapy and 
feedback to the multidisciplinary team (MDT) . 

 NHS Trusts/ Health Boards should assess the data collection process for patients who receive an 
endoscopic/ radiological palliative intervention and adapt the process to improve levels of data 
completeness. 

 All members of MDT, Endoscopic team and MDT Co-ordinator post procedure to ensure that they 
are recorded in the patient record. 

0033 National Vascular Registry 2016 Annual Report 

 Ensure that the joint Multidisciplinary Team (MDT) in Exeter functions well and is set up to meet 
our requirements. 

 Ensure we document all patients presenting with Ruptured Abdominal Aortic Aneurysms (RAAA) 
who are palliated. 

 Clarity is required from the National Vascular Registry as to whether a supra-renal clamp during 
Abdominal Aortic Aneurysm (AAA) repair constitutes a complex repair as this procedure is 
undertaken at Torbay but classified as an elective infra-renal repair. 

0157 BASHH – tSMS peer review audit on the provision of sexually transmitted infection (STI) 
screening in patients requesting intrauterine contraception (IUC) 

 Need to improve sexual history taking and documentation prior to IUC insertion - this will be 
achieved by amendment of ‘Lillie EPR IUD/IUS counselling’ template to include:  

o STI screen offered and documented.  

o Document last sexual intercourse (date, gender, type and condom usage). 

o Document past sexual intercourse (date, gender, type, condom)  

o Document number of sexual partners. 

o Undertake an additional local audit after above actions implemented. 

0031 National IBD Audit – National Clinical Audit of Biological Therapies UK Audit Sept 2015 
 No actions required. 
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The reports of 49 local clinical audits were reviewed by the provider in 2016/17 and 
Torbay and South Devon NHS Foundation Trust intends to take the following actions 
to improve the quality of healthcare provided.  

Ref    Recommendations / actions 

6411 Podiatry Care for Rheumatology Patients 

 Present Rheumatology audit to Podiatry department. 
 Ensure that all Podiatrists make sure that every patient has an up to date treatment plan in place 

within the last 12 months including a neurovascular review. 
 Produce a set of guidelines and a treatment plan for Podiatrists to follow when treating patients with 

rheumatological disease.  This will include: 
o A recorded assessment on footwear. 
o A recorded assessment/ observation of current disease activity. 

 Assess current Podiatry leaflets/ literature issued to patients with rheumatological disease to ensure 
they are up to date and contain best advice and information on disease management.  Podiatrist to 
ensure this advice is discussed, issued to patient and recorded. 

 
6479 Infection Control and Podiatry Nail Surgery 
 Podiatry staff to be trained in ‘donning and doffing’ their Personal Protective Equipment (PPE) as it 

was often not taken off in the correct order.  Podiatrists to watch infection control BUZZ training on 
intranet. 

 Staff will be taught aseptic technique procedure. 
6480 Podiatry Ulcer Clinics 
 Review the issues identified and compare policy to practice, amending/ updating whichever is to be 

changed. 
 Develop regular review tool based on audit tool. 
6489 International Treatment Effectiveness Project (ITEP) at Walnut Lodge 

 Review the current in-house training package for the ITEP model and change the programme to 
ensure that the expectations of delivery are aligned to the commissioned requirements and that all 
staff are fully aware of their responsibilities in this respect. 

 Develop a consistent standard concerning the recording of discussions with service users regarding 
the outputs of client evaluation of self (CESI) and client evaluation of self in treatment (CEST) 
questionnaires and the associated graphs (Drug team only). 

 Supervision template to be amended to ensure that there is more focus on the linkages between the 
outputs of the CESI/ CEST graphs and the goals stated on the individual recovery plans (IRP’s) 
(Drug team only). 

 CEST graph completion expectations to be discussed at drug team clinical meeting and audited 
monthly until improvements are seen (Drug team only). 

 IRP review recording to be standardised. 
 

6474 Emergency Department (ED) Triage Tool 

 Liaison Psychiatry will not accept ED referrals unless the tool has been completed. 
 Present results to ED nursing staff. 
6408 Management of open lower limb fractures in Emergency Department (ED) 
 Incorporate open lower limb fracture protocol onto Symphony system in ED. 
 Improve timely administration of IV antibiotics and tetanus through raising awareness at trauma 

multidisciplinary team meeting. 
6548   Assessing for Cognitive Impairment in Older People 
 Educate medical staff about the Royal College of Emergency Medicine (RCEM) recommendations 

with regard to the cognitive assessments of over 75's, through SHO and middle grade teaching 
sessions and departmental Induction sessions. 

 Educate medical staff about the abbreviated mental test score (AMTS) tool on Symphony (as it may 
be that AMTS's are being conducted but not recorded in the correct place), through SHO and middle 
grade teaching sessions and departmental Induction sessions. 
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 Investigate if it's possible to programme Symphony with a prompt to remind staff to complete an 
AMTS for over 75's. 

6467 Vital signs in children (Re-audit of Royal College of Emergency Medicine (RCEM) audit)  
 Two weekly snapshot of five cases. 
 Rolling feedback to Urgent Care Action and Improvement Group (UCAIG). 
 Change Symphony Paediatric Early Warning Score (PEWS) field to mandatory to ensure 

completion. 
6416 Vitamin D insufficiency in adults >65 admitted with a fall 
 High risk patients rarely have vitamin D levels tested or treatment initiated.  Department of Health 

(DH) states that all patients over the age of 65 who are at high risk of vitamin D deficiency should be 
supplemented - Discuss/ meet with Medical Director and Divisional General Manager to implement/ 
authorise change in testing or prescribing practice. 

6421 Physiological Pacing in Sick Sinus Syndrome (SSS) 
 
 No plan required. 
6444 Appropriate use/ request of ligand (123 ( 1-2 beta-carbometoxy-3beta-(4-iodophenyl_-N-(3- 

fluoropropyl) notropane (FP-CIT) dopamine transporter (DaT) scan single photon emission 
computed tomography (SPECT) brain imaging 

 Education will be organised to ensure structural scans are ordered prior to DaT scans. 
 Education will be organised to ensure indications for DaT scan are being met. 
 Education will be organised to ensure interfering medication is withdrawn prior to DaT scan. 
 Produce 'appropriate use criteria' for intranet publication. 
 Add 'appropriate use criteria' to request forms. 
6459 Management of Decompensated Liver Cirrhosis Care 
 Emphasise taking blood cultures and coagulation screen in patients with decompensated liver 

cirrhosis - Staff to request bloods on Cyberlab to ensure all relevant blood tests are requested. 
 Introduce Medical Team to British Association for the Study of the Liver (BASL) cirrhosis care bundle 

through presentation at Medical Unit meeting. 
 Raise awareness to Medical Team through Medical Unit meeting that it's important to look for 

infection in these patients. 
 Write/ publish a local guideline based on BASL care pathway for intranet. 
6482 Last Days of Life prescribing 
 Continue education and dissemination of good practice across the Trust focusing on: 

o Transdermal analgesia for End of life care. 
o Convert regular oral analgesia to syringe pump. 

6418 Maternal temperature at caesarean section 
 No plan required. 
6465 Use of blood products and tranexamic acid (TXA) in patients with moderate blood loss 
 No plan required. 
6448 Allergic reactions to blue dye sentinel node biopsy 
 Amend guideline to include intra-operative blue dye reactions. 
6476 Appropriate GP referral to Breast Services 
 Nurse clinics to look into managing anxious patients in clinics. 
 Engage with GPs through education and continuing professional development. 
 Feedback results to local commissioners. 
 Reduce cost by managing demand on breast one-stop clinic. 
6483 Pre-operative  Methicillin-Resistant Staphylococcus aureus (MRSA) and  
         Meticillin-Sensitive Staphylococcus Aureus (MSSA) screening in patients undergoing    

   breast surgery 

 Amend guideline and work closely with Day Surgery, Pre-operative Assessment, Anaesthetics and 
Surgery focusing on education and increasing awareness of MSSA. 

 Pre-operative Assessment team need to check results over Bank Holidays and action by a named 
person. 

6410 Endoscopic nasal polypectomy 
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 Information leaflet for patients to be designed.  This will be distributed in clinic by nursing and 
medical teams when decision made that the patient is to have surgery. 

 Analgesia prescribing for in-patients to be discussed with ward teams at Morbidity and Mortality 
(M&M) meeting to ensure ‘To Take Away’ (TTA) prescribed. 

6447 Practice for Adeno-Tonsillectomy for Paediatric Disorders of Sleep Physiology Action 
Plan 

 Produce regional guidelines for the surgical management of this condition. 
 Feed results into regional audit project. 
6452 Acupuncture for Xerostomia 
 No plan required. 
6400 Abdominal radiograph (AXR) requests in a District General Hospital 
 Produce posters to remind staff of guidelines. 
 Publicise/ Highlight audit results and posters.  Place posters on ward as soon as produced and 

present audit results to Post Graduate Meeting (PGM). 
6463 Transurethral Resection of Bladder Tumour (TURBT) Quality indicators 
 Amend Galaxy template to clearly show and include (in)complete resection and Mitomycin. 
6484 Venous Thromboembolism (VTE) prophylaxis in colorectal cancer operations 
 New rotation of F1 doctors should be clearly instructed regarding VTE requirements. 
6486 Muscle invasive bladder cancer (MIBC) follow-up 
 There is a need for further discussion concerning who is responsible for following up these patients 

and how best to co-ordinate it. 
 If there are good clinical reasons to deviate from NICE guidelines, there should be a different formal 

policy agreed locally for follow-up of these patients in its place.  This is particularly important as 
when the NICE guidance was initially assessed (Aug-15), the Trust was advised that the 
recommendations had been "implemented". 

6443 NICE (CG-85) Glaucoma guidelines 
 No plan required. 
6446 Torbay Eye Casualty notes 
 Bleep and GMC number must be in notes so obtain stamps for all clinicians/ practitioners. 
 Notes must be fully fastened with no loose sheets, highlight through teaching session. 
 Ensure consultant identified on all records, consider adding pre-printed initials to continuation 

sheets. 
 Patient sticker to be on every sheet, both sides. 
 Full and clear documentation of presenting complaint must be in place, highlight through teaching 

session. 
6433 Incidence of Oral Mucositis (OM) in Head and Neck (H&N) Cancer (Ca) Patients  
 No plan required. 
6451 Patient experience of treatment for sleep apnoea with a Mandibular Advancement Splint 

(MAS) 
 Ensure all patients have a follow up appointment booked.    
 Manage patients’ expectations of what the MAS will be like by showing them an example prior to 

beginning therapy.  
6473 Success rates of craniofacial and dental implants following head and neck cancer treatment 
 
 No plan required.  
6487 Reversal of Warfarin prior to surgery in hip fracture patients 
 Investigate if Vitamin K can be stored in neck of femur (NOF) box held in A&E so they can 

administer. 
 Review current policy to see if we can improve practice. 
6436 Lee Silvermann Voice Treatment (LSVT) 
 Consistency to be agreed on the measures that should be routinely collected (Feedback form 

currently being trialled). 
 Ensure that reviews at four to six months are established through discussion with colleagues at a 

team meeting. 
6427 Overnight Transfusion 
 Blood bank will be encouraged to challenge requests for transfusion outside of core hours. 
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 Guidelines will be made available on the hospital intranet. 
 Further teaching and education sessions to raise awareness will be undertaken. 
6440 Consent to Surgery 
 Develop new education package to form a part of mandatory training and induction. 
 Re-design consent form. 
6462 Enhanced Recovery Protocol (ERP) in fractured Neck of Femur (NOF) at Torbay Hospital 
 Review the information regarding the "Nutritional Proforma" in the Fractured Neck of Femur care 

pathway due for review this year to ensure that it is easy to complete. 
 Change (in prescription on) drug charts to Ensure Plus Advance due to the presence of HMB 

(reduces muscle wasting in bed-ridden patients) and higher vitamin D content.  Two bottles/ day for 
patients below 60kg, three bottles/ day for patient above 60kg. 

 Provide educational training for members of staff involved in the ERP, in particular nurses and 
healthcare assistants with two minute training sessions run by the dietitian and/ or dietetic assistant. 

 Continue to discharge patients home with two weeks supply of nutritional supplements.  Clinical 
judgement will be used in situations where this is not felt to be appropriate. 

 Review nutritional section in Patient information booklet titled "Fractured Neck of Femur" ready for 
when this is reviewed. 

6466 Blood Conservation strategies 
 Add guidelines to the hospital intranet. 
 Further teaching and education sessions to be organised to raise awareness. 
 Introduce new blood authorisation paperwork to allow for better blood prescribing (currently at 

printers). 
 Blood bank to be encouraged to challenge rationale behind a two unit transfusion. 
6434 Assessment and management of post- operative pain in mastectomy and breast  

reconstruction (BR) patients 
 0-3 pain scoring tool felt not to be sensitive enough to be used in Breast Surgery patients so agreed 

to investigate other pain tools such as ‘Torchlight’. 
 Nefopam is a painkiller which is used to relieve persistent pain which is not being controlled by other 

painkillers such as paracetamol or aspirin.  The Pain team seem to be prescribing this more and 
more - to investigate cost effectiveness of this drug. 

6431 Paediatric Fever/Sepsis 
 No plan required. 
6450 Paediatric Early Warning Score (PEWS) Management 
 Draft an ‘alert’ sticker for hospital notes - to be produced and inserted by nurse following alert from 

VitalPac, charted observations or Short Stay Paediatric Assessment Unit (SSPAU) when PEWS3+ is 
calculated. 

 Louisa Cary ward communication book to include above action for discussion at future nurse team 
meetings. 

 Circulate results to Paediatric and Anaesthetic/ ITU medical teams. 
 Produce a poster highlighting PEWS escalation policy for display in clinical areas. 
6460 Neonatal Life Support (NLS) – Cord Clamping in normal deliveries 
 Write/ publish a local policy based on NLS recommendations clearly highlighting the requirement for 

documenting delay in cord clamping. 
6470 Clinicopathological outcome of children bronchiolitis 
 No plan required. 
6453 Management of Heavy Menstrual Bleeding (HMB) 
 Produce pro-forma for use in clinic for patients with HMB.  This will enable clear documentation of 

examination for all patients if history is indicative of histological or structural abnormalities or before 
fitting Mirena coil. 

  Pipelle/ endometrial biopsy for all women above 45 years presenting with HMB to exclude atypical 
hyperplasia or endometrial cancer. 

 Clear documentation of all offers of less invasive surgery; Ablation, Embolisation, Myomectomy 
before hysterectomy when applicable. 

6454 Hypertension in Pregnancy 
 Advise Midwives that they need to add patients with hypertension to the medical review book so that 

a doctor can complete the discharge summary to GP. 
 Update policy to reflect that care only needs to be Consultant led if pre-term delivery. 
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 Explore the possibility of adding a list of risk factors to the ‘STORK’ form. 
6341 Time from GP chest radiograph (CXR) to diagnosis of lung cancer 
 Inform GPs to clearly categorise CXR as two week wait (2WW) or routine requests 
 If requesting CT using CXR report, remember to specify as 2WW (Consultants advised through audit 

meeting) 
 If referring to chest clinic, consider if CT needed (may add unnecessary delay if wait for respiratory 

outpatient appointment [OPA]).  Consultants advised through audit meeting. 
6445 Extravasation of contrast media in computerised tomography (CT) 
 Highlight through Clinical Effectiveness meeting need for more consistent recording of information 

when extravasations occur. 
 Raise awareness of need to document risk of Intravascular contrast agents (Addresses issue of 

‘consent’). 
 Produce patient information leaflet to advise patients as to what to do post extravasation. 
6468 Baby hip screening 
 Advanced Practitioners in Ultrasound will perform four monthly image reviews for consistency of 

Graf technique criteria, image accuracy and angle measuring. 
 High Did Not Attend rate remains a challenge and is costly but leaflets help parents realise 

importance of test. 
6469 Identification of patients at risk of fragility fractures by the Radiologist 
 Produce a list of all patients who either have the Fracture Liaison Service (FLS) code in the report, 

or have vertebral compression fractures mentioned in reports and send a monthly return to the 
Osteoporosis nurse. 

 List of patients to be sent to Osteoporosis co-ordinator to check against ‘DEXA’ scan database and 
identify missed patients 

 E-mail Consultant Radiologists to raise awareness of FLS code and ensure use in reporting. 
 Currently DEXA scans do not show on CRIS view screen, investigate if DEXAs can be added as this 

would be useful for Radiologists to see if patient is already in system. 
 Analyse data to determine if use of FLS code resulted in more patients being referred to 

Osteoporosis service. 
6456 Management of patients presenting with syphilis 
 Alter ‘Lillie’ template to: 

o Introduce mandatory field for baseline Rapid Plasma Reagin (RPR). 
o Add field for symptoms and a mandatory field for resolution. 
o Health Advisors to investigate more standardised way of recording contact outcomes. 

6457 Management of Progesterone-only injectable contraception 
 All patients having Depot for first time in Torbay Sexual Medicine Services (tSMS) to have initial 

Depot template completed. 
 All TOPAS (Torbay Pregnancy Advice Service) patients being referred for STOP (surgical 

termination of pregnancy) to have female core details AND Initial Depot template completed at initial 
assessment. 

 Lillie (TSMS computer system) amendment to document discussion regarding other methods prior to 
commencing Depot in <18yrs. 

 Lillie amendment to initial/ follow-up templates to document date next osteoporosis risk assessment 
due. 

 Lillie amendment to assess if patient has multiple risk factors for osteoporosis. 
 Lillie amendment to initial/ follow-up templates to record smear history. 
6490 Management of anogenital herpes 
 Patients starting suppression should take it initially for 12 months (supplied in three month aliquots). 

 

 

The reports of four national confidential enquiries were reviewed by the provider in 
2016/17 and Torbay and South Devon NHS Foundation Trust intends to take the 
following actions to improve the quality of healthcare provided. 
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0137 (NCEPOD) Acute Pancreatitis Study - Treat the Cause - A review of the quality of care 

provided to patients treated for acute pancreatitis 

 Recommendation 10 - Historically the target for index/ early cholecystectomy has not been met.  

This situation has been significantly improved following the introduction of "hot" upper GI surgical 

cover.  This cover remains patchy at present but will improve following the planned expansion of 

consultant upper GI Surgeons. 

 Recommendation 15 - The 2012 International Association of Pancreatology (IAP) guidelines reflect 

clinical practice, our updated guidance will include them as reference. 

 Recommendation 12 & 13 - The improvement of alcohol services within the Trust with a view to 

seven day service should remain a priority.  A business case has been submitted and remains 

under review. 

0045 (MBRRACE-UK) Maternal, Newborn and Infant Clinical Outcome Review Programme: 

Saving Lives, Improving Mothers' Care - Surveillance of maternal deaths in the UK 2011-13 and 

lessons  learned to inform maternity care from the UK & Ireland confidential enquiries into 

maternal deaths & morbidity 2009-13 

 Highlight to staff via the clinical governance newsletter that dizziness and episodes of collapse/ 

loss of consciousness are symptoms of pulmonary embolism. 

0045 (MBRRACE-UK) Maternal, Newborn and Infant Clinical Outcome Review Programme: 

Perinatal Mortality Surveillance Report – UK Perinatal deaths for births from Jan-Dec 2014 

 Work closely with MBRRACE-UK to improve coding of the cause of death & associated conditions 

(CODAC) classification system, in order to facilitate the appropriate targeting of interventions to 

reduce specific types of death. 

 Ensure missing data is uploaded following post mortem. 

 Highlight documentation of women having CO2. 

0018 National Confidential Enquiry into Head Injury into Children: Traumatic head injury in 

children & young people; a national overview 

 Clinicians who evaluate children with traumatic head injury must avoid a simplistic interpretation of 

falls and take a detailed history using a standardised pro-forma at the time of presentation to 

determine the likely risk of serious head injury and ensure that the explanation provided is plausible 

to exclude concerns about physical abuse or neglect.  The history must include items such as the 

item fallen from, the time of injury and chronology of signs and symptoms.  This requires 

Symphony to be upgraded with checklists for head injury. 

 All children with a traumatic head injury should be assessed by a health care professional who has 

been trained in the assessment and management of childhood trauma.  Many of these children are 

very young and the assessment of neurological impairment differs considerably from that in Adults; 

NICE Head Injury Clinical Guideline (CG-176) published 2014: Triage, assessment, investigation 

and early management of head injury in children, young people and adults.  Ensure emergency 

department (ED) middle grades and consultants are advanced paediatric life support (APLS) or 

advanced trauma life support (ATLS) trained. 
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 Clinical pathways and clinical training need to ensure that the following standards are improved in 

ED for children with traumatic head injury with all levels of neurological impairment, quicker time 

taken to assess children in ED with head injury, recording of Glasgow coma score (GCS) with 

details of component scores in all cases, early intubation of children with GCS < 8.  ED is currently 

working to improve time to initial observations/ assessment/ paediatric early warning score (PEWS) 

score, etc.  There is prompt support from anaesthetics/ intensivists for children with reduced GCS. 

 ED staff and hospital paediatricians must receive appropriate levels of safeguarding training that 

includes guidance on the recognition of abusive head trauma (AHT).  

 For frontline staff assessing young children with head injury, training must be provided in a manner 

that accounts for the rapid turnover of staff in ED, many of whom are adult specialists or locums.  

 The Royal College of Emergency Medicine clinical standards document published in August 2014 

recommends that ‘All ED medical and nursing staff should, as a minimum, have level 2 child 

protection training’.  

 All senior Emergency Medicine doctors (ST4 or equivalent and above) should have level 3 Child 

Protection training’.  (Taken from:  Safeguarding children and young people: roles and 

competences for health care staff published 2014.)  The Safeguarding Named Nurse advises that 

training competencies for ED and paediatrics generally meet standard.  Joint named doctors for 

Safeguarding will be considering how to tackle 'topic teaching' of clinical aspects of safeguarding 

practice specific for senior ED and paediatric doctors that are not covered in level 3 safeguarding 

training.  AHT will be one of those topics. 

 NICE Head Injury Guidelines 2007 and 2014 recommend that head CT scan should be performed 

if non-accidental head injury is suspected yet they give no explanation as to when this suspicion 

should be raised.  This should be considered in the next revision of the guidelines.  There are 

several detailed evidence based publications around this topic (www.core-info.cf.ac.uk).  

 All health care professionals involved with these children must be made aware that AHT is a 

condition prevalent in infants and toddlers and be familiar with the guidelines where AHT is 

suspected.  Joint named doctors for Safeguarding will be considering how to tackle 'topic teaching' 

of clinical aspects of safeguarding practice specific for senior ED and paediatric doctors that are 

not covered in Level 3 safeguarding training.  AHT will be one of those topics.  We will discuss with 

Education and Paediatric leads for ED about how to deliver the training to ED. 

 

Research  

The number of patients receiving relevant health services provided or sub-contracted 
by Torbay and South Devon NHS Foundation Trust in 2016/17 that were recruited 
during that period to participate in research approved by a research ethics committee 
was 1,819. 

Participation in clinical research demonstrates Torbay and South Devon NHS 
Foundation Trust’s commitment to improving the quality of care we offer and to 
making our contribution to wider health improvement. Our clinical staff stay abreast 
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of the latest possible treatment possibilities and active participation in research leads 
to successful patient outcomes.  

Torbay and South Devon NHS Foundation Trust was involved in conducting 282 
clinical research studies during 2016/17 in 32 specialities. 

During 2016/17 83 clinical staff participated in approved research at Torbay and 
South Devon NHS Foundation Trust.  

In the past year more than 15 publications have resulted from our involvement with 
the National Institute Health Research, which shows our commitment to 
transparency and desire to improve patient outcomes and experience across the 
NHS. 

Our engagement with clinical research also demonstrates Torbay and South Devon 
NHS Foundation Trust’s commitment to testing and offering the latest medical 
treatments and techniques. Here are just a few examples of how our participating in 
research improves patient care. 

Summary of the Impacts and outcomes from studies Torbay hospital has led 
or participated in. 

Clinical Specialty Study details 

Cancer  / General   
 Patients more likely to survive in research-active hospitals 

A study, supported by the National Institute for Health Research (NIHR) 
Clinical Research Network (CRN), has found that bowel cancer patients are 
more likely to survive in research-active hospitals. 

Even patients who are not involved in the trials themselves benefit from being 
in hospitals where a large amount of clinical research is taking place.  

Data collated from NIHR CRN studies over several years showed that people 
are more likely to survive after operations in these types of hospitals and are 
more likely to still be alive five years afterwards. There was nearly a four per 
cent increase in the five-year survival rate for those treated in highly research-
active hospitals. 

These findings support the increasing evidence base and confirm beliefs that a 
research-active NHS can improve care and outcomes for all patients and 
therefore we must continue to support and encourage patients and frontline 
staff to fully embrace clinical research as an integral part of the NHS. The 
majority of the hospitals conducting high levels of research were district 
general hospitals and the effects were not limited to cancer ‘centres of 
excellence. 

Cancer – breast 
cancer 

The HERA study: A randomised three arm multicentre open label global study 
evaluating the efficacy and safety of Herceptin single agent therapy following 
the completion of definitive surgery, radiotherapy (if indicated) and approved 
(neo) adjuvant chemotherapy in Her-2 positive women with early breast 
cancer. The results of the analysis after a median of 11 years of follow up were 
consistent with those previously reported (Herceptin given 3 weeks for either 1 
or 2 years improved disease free survival and overall survival rates compared 
to no Herceptin after standard adjuvant therapy and that there was no 

Quality Account 2016-17.pdf



53 
 

statistical difference in duration indicating no additional benefit treating with 
Herceptin beyond 1 year). Additionally the follow up reports shows no 
evidence for late onset congestive heart failure events (i.e. at least 4 years 
after the start of Herceptin treatment). 
 

Cancer - Malignant 
Haematology Rituximab, cyclophosphamide, doxorubicin, vincristine and 

prednisolone (R-CHOP) in the management of primary mediastinal B-cell 
lymphoma: a subgroup analysis of the UK NCRI R-CHOP 14 versus 21 
trial. 

The main study reported showed no evidence that R-CHOP 14 is better than 
R-CHOP 21, they were equally effective. However a sub group analysis was 
undertaken to evaluate the outcomes for 50 patients with World Health 
Organization 2008 classified primary mediastinal B-cell lymphoma identified 
from the trial database. At a median follow-up of 7·2 years the 5-year 
progression-free survival and overall survival was 79·8% and 83·8%, 
respectively. An exploratory analysis raised the possibility of a better outcome 
in those who received R-CHOP-14 and time intensification may still, in the 
rituximab era, merit testing in a randomised trial in this subgroup of patients. 
 

Cancer - Prostate 
Adding Celecoxib With or Without Zoledronic Acid for Hormone-Naïve 
Prostate Cancer: Long-Term Survival Results From an Adaptive, 
Multiarm, Multistage, Platform, Randomized Controlled Trial. 

Men with high-risk, locally advanced or metastatic prostate cancer who were 
initiating long-term hormone therapy were recruited into the STAMPEDE 
study. A report looking at the survival data for two celecoxib (Cel)-containing 
comparisons, which stopped recruitment early as part of an early interim 
analysis shows no overall evidence of improved survival with the addition of 
Celecoxib. 

 

Diabetes 
Prediction of protective sensory loss, neuropathy and foot ulceration in 
type 2 diabetes (funded by the Torbay Medical Research fund a local 
charity), led by local clinicians 

In a Trust led study looking prospectively to determine the clinical and 
biochemical characteristics associated with the development of peripheral 
neuropathy, loss of protective sensation and foot ulceration in persons with 
type 2 diabetes over 7 years, showed that stature and worse metabolic control 
were associated with progression to neuropathy. Mean Hb1Ac levels were 
higher in those who developed foot ulcers. Graded enriched monofilament 
testing may enrich recruitment to clinical trials and assignation of high foot risk 
for foot ulceration 

Orthopaedics 
A comparison of energy consumption between the use of a walking 
frame, crutches and a stride-on rehabilitation scooter. 

Following foot and ankle surgery, patients may be required to mobilise but 
non-weight bearing, requiring a walking aid such as crutches, walking frame or 
a Stride-on rehabilitation scooter, which aims to reduce the amount of work 
required. This study looked at the energy consumption of mobilising using a 
Stride-on scooter and showed that energy required for unit distance 
ambulation with a Stride-on device is similar to walking, and significantly lower 
than with a walking frame in single legged stance and three-point crutch 
mobilisation. This justifies its use as part of routine practice aiding early 
mobilisation of patients requiring restricted weight bearing or single legged 
weight bearing, especially in those with reduced cardio-pulmonary reserve as 
it is less physiologically demanding and does not rely on upper body strength. 
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Respiratory RESPIRE 1: A Randomized, double-blind, placebo-controlled, multicenter 
study  comparing  Ciprofloxacin DPI intermittently administered 28 days 
on / 28 days off  or 14 days on / 14 days off) versus placebo looking at 
time to first pulmonary exacerbation and frequency of exacerbations in 
subjects with non-cystic fibrosis bronchiectasis. 
 
The study showed that treatment with Ciprofloxacin DPI in the 14 day regimen 
was superior to placebo: it significantly prolonged the time to first exacerbation 
event and it significantly reduced the frequency of exacerbation events over 48 
weeks. 
 
Overall, Ciprofloxacin DPI given in a cyclic regimen of 14 days also increased 
eradication of bacterial pathogens and improved health-related quality of life 
when compared with placebo in non-CF bronchiectasis subjects. 
 
The treatment with Ciprofloxacin DPI given for 48 weeks was safe and well 
tolerated over an observation period of up to 54 weeks.  
 
Treatment-emergent development of resistant pathogens (mostly P. 
aeruginosa) in sputum samples at the regular end-of-study visit from pre-
treatment were seen in 7.3% of subjects in the Ciprofloxacin DPI 14 group, 
and 2.2% of subjects in the pooled placebo group.  

Rheumatology 
Physical activity but not sedentary activity is reduced in primary 
Sjögren's syndrome. 

PSS is a common autoimmune disease. People who have PSS may have 
symptoms including dry eyes and mouth, pain, fatigue, and experience 
difficulties with functional tasks. This in turn affects quality of life and 
employment status. Currently treatment available to these patients in the NHS 
is limited and is only partially effective at best.  

The aim of the study was to evaluate the levels of physical activity in 
individuals with primary Sjögren's syndrome (PSS) and its relationship to the 
clinical features of PSS. The study looked at self-reported levels of physical 
activity, fatigue and other clinical aspects of PSS including disease status, 
dryness, daytime sleepiness, dysautonomia, anxiety and depression using 
several validated tools  / Questionnaires and compared with healthy controls 
matched for age, sex and body mass index. The results showed that physical 
activity is reduced in people with PSS and is associated with symptoms of 
depression and daytime sleepiness. Sedentary activity is not increased in PSS 
and that clinical care teams should explore the clinical utility of targeting low 
levels of physical activity in PSS. 

Stroke 
Does the use of Nintendo Wii SportsTM improve arm function? Trial of 
WiiTM in Stroke: a randomized controlled trial and economics analysis. 

This home-based rehabilitation study was looking at the efficacy of using the 
Nintendo Wii Sports™ (WiiTM) to improve affected arm function after stroke. 
This was a multicentre, pragmatic, parallel group, randomized controlled trial 
where participants were randomly assigned to exercise daily for six weeks 
using the WiiTM or standard arm exercises at home. The trial showed that the 
WiiTM was not superior to arm exercises in home-based rehabilitation for stroke 
survivors with arm weakness. The WiiTM was well tolerated but more 
expensive than arm exercises 
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CQUIN payment  

A proportion of Torbay and South Devon NHS Foundation Trust income in 2016/17 
was conditional on achieving quality and improvement and innovation goals agreed 
between Torbay and South Devon NHS Foundation Trust and any person or body 
they entered into a contract, agreement or arrangement with for the provision of 
relevant health services, through the Commissioning for Quality and Innovation 
payment framework.  

Further details of the agreed goals for 2016/17 and for the following 12 month period 
are available electronically at: http://www.torbayandsouthdevon.nhs.uk 
 

In 2016/17 the potential value of the CQUIN payment was £4,634,000 and income 
subsequently received was £4,634,000. In 2015/16 the potential value of the CQUIN 
payment for the acute Trust was £4,727,000 and the income subsequently received 
was £4,125,000.  In 2017/18 the value of the CQUIN payment is £4,686,000 

 

Care Quality Commission 

Torbay and South Devon NHS Foundation Trust is required to register with the Care 
Quality Commission (CQC) and its current registration status is for: 

 Diagnostic and screening procedures. 

 Family planning services. 

 Management and supply of blood and blood derived products. 
 

 Maternity and midwifery services. 
 

 Personal Care 
 

 Surgical procedures. 
 

 Transport services, triage and medical advice provided remotely. 
 

 Treatment of disease, disorder or injury. 
 

 Termination of pregnancy. 

Torbay and South Devon NHS Foundation Trust has no conditions on registration. 

The Care Quality Commission has not taken enforcement action against Torbay and 
South Devon NHS Foundation Trust during 2016/17.  
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Torbay and South Devon NHS Foundation Trust has not participated in any special 
reviews or investigations by the Care Quality Commission during the reporting 
period. The Trust received no unannounced visits from the Care Quality Commission 
during 2016/17 as part of its routine monitoring programme. 

The Trust received a comprehensive inspection in February 2016 with an overall 
rating of requires improvement in June 2016.  Twelve out of the nineteen services 
inspected were rated as good or outstanding.    

Torbay and South Devon NHS Foundation Trust –  CQC ratings  

Safe Requires improvement 

Effective Requires improvement 

Caring Outstanding 

Responsive Requires improvement 

Well led  Requires improvement 

 
Source: http://www.cqc.org.uk/sites/default/files/new_reports/AAAF4827.pdf 

The inspection resulted in five requirement notices relating to: 

 Regulation 12 - safe care and treatment 

 Regulation 13 - safeguarding service users 

 Regulation 15 - premises and equipment 

 Regulation 17 - good governance 

 Regulation 18 – safe staffing 

The actions relating to these requirement notices have been completed with the 
exception of safe staffing in medicine. An establishment review has been undertaken 
and the business case is progressing with completion anticipated in May 2017. 

A CQC assurance group, led by the Governance lead, meets monthly to monitor 
improvements and compliance against the required standards.  This group reports to 
the Quality Assurance Committee and Trust Board.  

Data quality 

Data quality continues to supported and improved upon by the Trust information 
team and the Health Informatics Services. As a result of the work, during 2016/17, 
Torbay and South Devon (RA9) became the third highest scoring Trust in the south 
west region with regards to data quality. This assessment is based upon thousands 
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of clinical records submitted to NHS Digital. Our aim in 2017/18 will be to maintain 
and if possible improve on this position. 

   

April 2016 - January 2017 data 

NHS number and general practitioner registration code  

Torbay and South Devon NHS Foundation Trust submitted records during 2016/17 
to the Secondary Uses Service for inclusion in the Hospital Episode Statistics which 
are included in the latest published data.  
 
The percentage of records in the published data, as of January 2017 (Month 10), 
which included the patient’s valid NHS number was as: 
 
 

 99.6% for admitted care. 

 99.8% for outpatient care. 

 98.5% for accident and emergency care. 

The percentage of records in the published data 
 
and those which included the patient’s valid General Practitioner Registration Code 
was: 
 

 99.5% for admitted care. 

 99.3% for outpatient care. 

 98.6% for accident and emergency care. 

RA9 = Torbay & 

South Devon 

NHS Trust 
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Information governance 

Torbay and South Devon NHS Foundation Trust information governance 
assessment report overall score for 2016/17 was 75% and was graded green. The 
Trust will take the following actions to improve the score including: 

 Continued development of the information governance key performance 
indicators dashboard. 

 Creation of an up to date information asset register for corporate records 
currently maintained on paper. 

 Centralising of all policies and procedures for the Trust. 

 Creating an implementation plan in preparation for the new general data 
protection regulations. 

 
 
Clinical coding   
 
Torbay and South Devon NHS Foundation Trust was not subject to the payment by 
results clinical coding audit during 2016/17 by the Audit Commission. 
 

Data quality improvements  

Torbay and South Devon NHS Foundation Trust committed to take the following 
actions to improve data quality in 2016/17 which are noted alongside the actions 
taken below. 

 To publish and implement the business intelligence strategy. 
 
The Trust did not publish a business intelligence strategy in 2016/17. In its 
place a business information reporting group, chaired by the Director of 
Strategy and Improvement, was set up with the aim of prioritising the 
information requests to meet operational and Board assurance. One outcome 
of the work is automated reporting for a range of operational metrics including, 
emergency department, length of stay and discharges. 
 
 

 Create a baseline audit of information asset owner data-quality awareness 
and maturity by quarter two 2017 (repeat every 12 months)  
 
The baseline audit of information asset owner data-quality awareness has not 
yet been undertaken, however, this will be prioritised in early 2017/18. The 
work will be led by the Informatics Managers in the Performance and 
Information team with the Director of Health Informatics Service. 
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 Create a data vault 'one version of the data' to warehouse the different 

information collected. This will enable us to create many different timely 
reports to support improvement and change.  
 
Progress with the multi-year project to build a data-vault warehouse has been 
moving forward well and has been expanded to include adult social services 
data. The hosting platform has been migrated to open Source software during 
2016/17 and the aim is to complete the work in 2017/18. 

 

 Act on the recommendations of three quality audits undertaken by the 
external auditor in May 2016 as part of the Trust’s annual Quality Account.  

o Percentage of patients with a total time in A&E of four hours or less 
from arrival to admission, transfer or discharge. 

o Percentage of incomplete pathways within 18 weeks for patients on 
incomplete pathways at the end of the reporting period. 

o Carers’ assessment completed - Governor indicator. 

The external auditors report was published in May 2016 and no data quality 
issues were identified for A&E or incomplete pathways. With regards to carers 
no errors were identified in the sample tested.  

 

2017/18 data quality objectives  

Torbay and South Devon NHS Foundation Trust will be taking the following actions 
to improve data quality: 

 To improve the data recording of treatments undertaken in the emergency 
department. 

 To maintain or improve the Trust national SUS data quality position 

 To initiate a dedicated data assurance group to further strengthen the 
reporting and management of data quality within the Trust 

 Act on the recommendations of three quality audits undertaken by the 
external auditor in spring 2017 as part of the Trust’s annual Quality Account.  

o Percentage of incomplete pathways within 18 weeks for patients on 

incomplete pathways at the end of the reporting period.  
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o Percentage of patients with a total time in A&E of four hours or less 

from arrival to admission, transfer or discharge.  

o Delayed transfers of care - Governor indicator.  

 

Mandated quality indicators 

As part of the annual report the Trust is required to report against a number of 
mandatory quality indicators. These are described below. 

Domain 1 Preventing people from dying prematurely 

Summary hospital level mortality indicator 

July 15 – June 
16  

October 14 – 
September 15 

October 13 - 
September 14 

SHMI   0.8440 0.812 0.995

National High – Low 1.17 - 0.69 1.17 - 0.65 1.19 - 0.59

Band (Band 2 = as expected 
Band 3 = lower than expected) 3 3 2

Observed deaths  1,798 1866 1632

Expected deaths 2,130 2298 1640

Spells 47,927 45336 38875

Source of information: HSCIC 
 

The summary hospital-level mortality Indicator, or SHMI, is a measure of the number 
of patients that have died in hospital or within 30 days of being discharged from 
hospital. SHMI takes into account a number of factors including a patient’s condition.  

The SHMI score is measured against the NHS average which is 1.0. A score below 
1.0 denotes a lower than average mortality rate and indicates good, safe care. The 
SHMI data is published in arrears.   
 
The highest Trust score is 1.17and the lowest Trust score is 0.69. There is no 
national average. The Trust is performing better that the national benchmark 

 
Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 
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 Compliance with data standards for this indicator. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
reduce this number, and so the quality of its services through:  

 Monthly monitoring through the Quality Improvement Group who maintain 
oversight of mortality and clinical coding exceptions that may be identified 
from Dr Foster benchmarking. 

Palliative care coding (contextual indicator for SHMI)  

July 15 – June 
16

October 14 - 
September 15 

October 13 - 
September 14

Palliative care coding % deaths 22.1 18.9 18.6

England average 29.1 26.6 25.4

High 54.8 53.3 49.4

Low 0.6 0.2 7.5

Source of information: HSCIC 

The highest Trust score is 54.8 % and the lowest Trust score is 0.6%. The national 
average is 29.1%. 

The number of deaths recorded as coded to palliative care within the Trust has 
remained within normal range and is below the national average. The palliative care 
coding data is published in arrears.   

The latest palliative care figure is based on the integrated care organisation. There 
has been no measurable change as a result of becoming an integrated care 
organisation. 
 
Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Compliance with data standards for this indicator. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
reduce this number, and so the quality of its services through:  

 Monthly monitoring through the Quality Improvement Group who maintain 
oversight of mortality and clinical coding exceptions that may be identified 
from Dr Foster benchmarking. 
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Domain 3 helping people to recover from episodes of ill health or injury 

 
PROMS – Patient Reported Outcome measures   

Hip replacement 
April 15 – March 

16
April 14 - March 

15 
April 13 - 
March 14

Adjusted Health gain score 0.414 0.422 0.417
National average .0438 0.0437   
Highest Trust performance 0.051 0.33   
Lowest Trust performance 0.32 0.523   
    
Knee replacement   
Adjusted Health gain score 0.0343 0.309 0.338
National average 0.0320 0.315   
Highest Trust performance 0.0397 0.418   
Lowest Trust performance 0.0798 0.204   

      
 Groin hernia surgery    

 Adjusted Health gain score 

Low numbers 
data not 

published

Low numbers 
data not 

published  0.073   
 National average n/a 0.083   
 Highest Trust performance n/a 0.148   
 Lowest Trust performance n/a 0.02    
      
 Varicose vein surgery    

 Adjusted Health gain score 

Low numbers 
data not 

published

Low numbers 
data not 

published   
 National average n/a    
 Highest Trust performance n/a    
 Lowest Trust performance n/a     

 
Source of information: HSCIC 
 
 
The PROM data is published nationally in arrears. Latest published data covers the 
period April 15 – March 16. Against the four monitored surgical procedures only two 
have published results for patient reported outcomes scores. There are no published 
scores for varicose veins and groin surgery due to the low number of procedures 
performed / surveys completed. 
 
The reported procedure scores are for hip and knee replacement surgery.  The 
highest, lowest and national average figures are all shown in the table above.  
 
Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 
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 Information is collected and reported by the Department of Health. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
improve this score and so the quality of its services, through addressing areas 
requiring improvement: 

 Continuing to support patient participation in the national PROM survey. We 
maintain regular contact with the contractor conducting the PROMS survey and 
work with them to ensure participation rates are achieved and maintained. 

 

Patients readmitted to a hospital within 28 days of being discharged  

  
Oct 15 – Sept 
16 

April 14 - 
March 15 April 13 - March 14 

0-15 years old   

% readmissions 9.7% 6.96% 5.63%
Benchmark national 

benchmark 100  108 94.38 82.06

    
=>16 years old   

% readmissions 9.2% 7.47% 7.52%
Benchmark national 

benchmark 100  105 95.17 94.37

Source of information: Dr Foster 
 
There is no high or low rate for a Trust or an average. The benchmark is 100. 

The most recent data shows an increase in readmission rates. On investigation 
into the likely causes it is noted that there has been a change of pathway for 
medical assessment, meaning more patients are being admitted to hospital 
assessment areas rather than the generic A+E. This has resulted in a change 
of data and makes comparison to earlier years obsolete.  

The Trust has also in addition commissioned a clinical audit of readmissions 
with the aim of providing the board with assurance on the quality of outcomes 
for patients. 

Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Compliance with national data standards. 

Torbay and South Devon Foundation Trust has taken the following actions to 
reduce this rate, and so improve the quality of its services through: 
 

 Ensuring clinical discharge and admission thresholds are maintained. 
 Ensuring safe staffing levels. 
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 Completion of readmissions audit in 2017/2018. 
 

Domain 4 Ensuring people have a positive experience of care  
 
Overall patient experience -  

Inpatient survey 

 
Between August 2015 and January 2016, a questionnaire was sent to 1250 recent 
inpatients at each Trust who had received care in July 2015.. Responses were 
received from 681 patients at Torbay and South Devon NHS Foundation Trust. 

The survey was published in June 2016 and overall performance is shown below. 
 

Patient survey 2016 2015 Compared with 
other trusts 

Overall view of inpatient services 
(for feeling that overall they have a good 
experience)  

8.3/10 8.2/10 About the same 

Source of information: CQC 

There is no worst or best performing trust or a national average  

Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

o Information is reported nationally and to the Trust Board. 

Torbay and South Devon Foundation Trust has taken the following actions to 
increase this rate, and so improve the quality of its services through: 

 
 

o Learning from feedback received and making changes  

o Continuing to use real time feedback to augment the national inpatient 
survey 

Staff survey: staff recommendation of the Trust as a place to work or receive 
treatment 

 Staff  survey – weighted results 2016 2015 

Torbay and South Devon NHS 
Foundation Trust 

3.89 3.91 

National average for combined acute and 
community trusts 

3.71 3.71 

Source of information: CQC 

 

Scoring scale  

1= strongly disagree 

5= strongly agree  
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In 2016 the national average for combined acute and community trusts is 3.71. The best 
performing trust achieved a score of 4.20 with the lowest performing trust achieving a score of 
3.32. 
 
The Trust’s score of 3.89 is better than the national average. 
 
Torbay and South Devon  NHS Foundation Trust considers that this data is as described for 
the following reasons: 

 Information is reported nationally and to the Trust Board. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to improve 
this score and so the quality of its services, through addressing areas requiring improvement:   

 Communicated the findings with staff 
 

 Engaged with key stakeholders to develop a targeted action plan 
 

 Progress against the action plan will be monitored through the Organisations Workforce 
and Organisational Development Committee. 
 

 Where available, local findings will be provided to departments for them to develop local 
action plans which will be monitored through Executive performance reviews.  

 
 
 
Staff survey: % of staff believing that the Trust provides equal opportunities  
for career progression & promotion 

 

Source of information:  
 

 

 
In 2016 the national average for combined acute and community trusts is 87%. The 
best performing trust achieved 94% with the lowest performing trust achieving 72%.  

The Trust’s score of 88% is better than the national average. 
 
Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Information is reported nationally and to the Trust Board. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
improve this score and so the quality of its services, through addressing areas 
requiring improvement:   

 Detailed action plan developed for areas of improvement. 
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Staff survey: Percentage of staff experiencing harassment, bullying or abuse 
from staff in last 12 months 

 Staff  survey –weighted results  2016 2015

Torbay and South Devon NHS Foundation Trust    22%  25% 

National average for combined acute and 
community trusts 

  23%  25% 

Source of information: CQC 
 
In 2016/17 the national average for combined acute and community trusts was 23%. 
The best performing trust achieved 19% and the worst performing trust achieved 
32%.  
 
The Trusts finding of 22% is better than the national average for combined acute and 
community trusts. 

Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Information is reported nationally and to the Trust Board. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
improve this score and so the quality of its services, through addressing areas 
requiring improvement:   

 Detailed action plan developed for areas of improvement. 
 
 

Domain 5 - Treating and caring for people in a safe environment and protecting 
them from avoidable harm  

Patients admitted to hospital who were risk assessed for venous 
thromboembolism 

Q3 2016_17  Q4 2015_16  Q4 2014_15 

% VTE assessed UNIFY return  94% 95%  87%

National  standard  95% 95%  95%

Highest performing  100%

Lowest performing  76.4%

Source of information: HSCIC 
 

The Trust is achieving 94% just below the required standard in the latest published 
data being Q3 16/17 for the assessment of VTE on admission to hospital.  
 

The highest performing Trust is 100% and the lowest performing Trust is 76%. The 
national standard is 95%. 
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Torbay and South Devon NHS Foundation considers that this data is as described 
for the following reasons: 

 Information is reported nationally and to the Trust Board. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
improve this score and so the quality of its services, through addressing areas 
requiring improvement:   

 The chief nurse has been working closely with the ward matrons to share ward 
level performance to influence greater compliance to the standard. 
 

 It is recognised that there is a degree (up to 5%) of under reporting due to the 
way the data is captured. A new clinical system ‘Nerve Centre’ is being 
introduced and this will remove the manual transcription from medical notes for 
electronic capture. Roll out of this system has commenced and is due to be 
completed this year. 

 

Rate of C. difficile infection –  
  

C.difficile rate per 100,000 bed days – 
2yrs and over  

April 15 – 
March 16 

April 14 ‐ 
March 15 

April 13 ‐ 
March 14 

April 12 
‐ March 
13 

South Devon Healthcare NHS 
Foundation Trust  22.4 17.7 12.6  16.9

Nationally set  target for the trust  14.9 15.1 14.7  17.4

Best performing  0 2.6 1.2  1.2

Worst performing  66 62.2 37.1  31.2

 
 

Source of information: HSCIC.    Data is published in arrears 
 

In 2015/16 the C.difficile rate per 100,000 bed days increased to 22.4 from 18.6 the 
previous year and exceeded the overall national average rate. 

The best performing trust was a zero rate, this being a specialist women’s hospital 
and the worst performing trust rate 66 per 100,000 bed days. The national average is 
14.9 per 100,000 bed days. 
 

Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Information reported nationally via the Trust Performance and Information 
team. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
reduce this rate, and so improve the quality of its services through:  
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 Each of these reported c.difficile cases undergo a root cause analysis and is 
classified as either a 'lapse in care' or 'no a lapse in care'. The root cause 
analysis where a lapse in care is identified is used to inform the infection 
control group for onward action.  

 
Number of patients safety incidents recorded  

April 16 – 
March 17 

April 15 - 
March 16 

April 14 - 
March 15 

April 13 - 
March 14 

Number of incidents reported  

7056 6979 
  

5546 5188 

 
 
 
 

Source of information:  Safeguard/Datix - solely Datix from October 2016 
 
From April 2012 to March 2015 this is Torbay Hospital information only, from April 
2015 it is the new Torbay & South Devon Foundation Trust. 
 
The number of incidents reported over the last 12 months is 7056. There is no 
highest or lowest score or national average. An increase in numbers is in part of a 
reflection of a positive reporting culture across the integrated care organisation. 
 
Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Information is recorded on Trust incident reporting systems. 

Torbay and South Devon NHS Foundation Trust has taken the following actions 
to improve this number, and so the quality of its services through:  

 Continue to positively promote incident reporting within the Trust to all staff. 
 
 
 
 
 
 
 
 
 

Number and % of patient safety incidents that have resulted in severe harm 
or death  

 

Apr 16 – 
Sept 16  

Oct 15 – 
Mar 16 

 

April 15- 
Sept 15 

October 14 
March 15 

April 14 -
Sept 14 

Number of incidents 
severe harm or death 13 3 9 7 1

% of all incidents 0.3% 0.1% 0.2% 0.24% 0.05%
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Source of information: NRLS via NHS Improvement  
 

The number of incidents of severe harm or death is 13 between April 2016 to 
September 2016 for the integrated care organisation.  Information is published in 
arrears and the information until Oct 2015 is for Torbay Hospital only. 
 
Torbay and South Devon NHS Foundation Trust considers that this data is as 
described for the following reasons: 

 Information is recorded on Trust incident reporting system and reported 
nationally. 

Torbay and South Devon NHS Foundation Trust has taken the following actions to 
reduce this number, and so the quality of its services through:  

 The Trust continues to work with all teams to ensure all incidents are reported 
accurately and in a timely way and that all national reporting requirements are 
complied with.  
 

 All incidents of 'major’ and 'catastrophic' harm are formally reviewed with 
action plans monitored through the serious adverse events group. 
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Part 3: Our performance in 2016/17  
 

Overview of the quality of care based on Trust performance 

Torbay and South Devon NHS Foundation Trust has been an integrated care 
organisation since October 15. It continues to work with and be accountable to:  
 

 NHS Improvement, our regulator. 
 The Care Quality Commission (CQC). 
 The commissioners via the various health contracts. 
 The Local Authorities for social care. 
 Our local communities through our members and governors. 
 

We also continue to work with the Devon ‘STP’. The STP brings together our NHS 
organisations to develop plans and transform services across our county. In 
November 2016, the Devon sustainability and transformation plan was published and 
information about the plan and the work of the STP can be found at: 
http://www.devonstp.org.uk/ 
 

Within the Trust we have five service delivery units who are accountable for the 
quality of care provided by them. 

The units are split into: 

 Medicine, which includes the Emergency Department 

 Surgery 

 Women, children’s and diagnostics 

 Community services  

 Corporate services  

 

On a monthly basis each service delivery unit’s performance is reviewed by the 
executive team in the service delivery unit performance review meetings.  The 
meeting include regulatory performance as a standing item and allows the executive 
team to review performance and establish forward actions. The outcomes of these 
reviews and actions are incorporated as needed to inform the monthly board report. 

In 2016/17 monitoring of Foundation Trust operational performance changed from 
the risk assessment framework to the single oversight framework in October 2016. 
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As a result the summary table shown overleaf has changed from the previous year’s 
accounts. 

The table below shows performance throughout the year against the single oversight 
framework indicators as reported in board reports. The summary shows actual 
performance against the agreed trajectory of improvement where required or 
standard  

Indicator/Target 
Quality 

indicator 
Target/ 

Standard 
16/17 15/16 14/15 

Maximum  time of 18 weeks  from point of 
referral to treatment (RTT)  - incomplete 

pathways  

Experience 
92% 89.7% 91.6% 93% 

A&E: maximum waiting time of four hours 
from arrival to admission/transfer/discharge 

 

Experience 
95% 90.9% 87% 87% 

Cancer 62 day wait for first treatment from 
urgent GP referral  for suspected cancer 

Effectiveness 
85% 87.7% 89.6% 89% 

Cancer 62 day wait for first treatment  from 
NHS cancer screening service referral 

Effectiveness 
90% 94.5% 96.9%  

C.difficile year on year reduction   Safety 18 8** 10** 4** 
 
** c-diff - Only cases confirmed as lapse in care count towards target (New measure 2014/15). 
Figures for 14-15 are South Devon Healthcare NHS Foundation Trust figures prior to integration  

In 2016/17 the actions undertaken to improve our performance has focused on:  

A&E: maximum 4 hour wait standard  

From April 2016 to January 2017 in response to the CQC inspection, an action plan 
to improve 4 hour performance was developed and reviewed at regular meetings 
chaired by the chief operating office.     
 
The trust established a clear set of measures used for improvement as well as lines 
of accountability with lead clinicians presenting performance to review progress and 
actions at these meetings.  

Following significant improvement, particularly in the quality metrics used, the 
process was moved back to business as usual with the emergency services 
directorate.   

The meeting had commissioner representation and a comprehensive performance 
data pack was shared widely across the trust and biweekly exec briefing summaries 
sent out to key stakeholders. 

Referrals to treatment (RTT)  

Since April 2016, the chief operating officer or deputy chief operating officer has 
chaired a fortnightly meeting with service delivery unit lead managers and the 
commissioners to review RTT performance.  
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This operational oversight is supported by a robust process of waiting list 
management through weekly meetings with each of the clinical specialties. This 
ensures chronological priority waiting list management and also identifies and 
escalates pathway delays or capacity constraints. 

Looking ahead, the plan is to maintain these tight controls to ensure robust waiting 
list management along with quality impact assessment where waiting times are 
longest. The trajectory of improvement is for a gradual improvement throughout 
2017/18 with the 92% standard being met in March 2019. The improvement plan is 
based on demand management and productivity efficiencies rather than additional 
capacity to release sufficient capacity to bring down waiting times.  

Mandated quality indicators 

These are reported in part 2 of the Quality Account. 

Local priorities   

In addition to reporting performance against the statutory indicators for regulatory 
assessment a range of further indicators are reported to the Board.  These have 
changed slightly from the previous year’s account reflecting the priority areas for the 
integrated care organisation.. 

Other National and local priorities 
Quality 

indicator 
Target 
2016/17 

2016/17 
2015/

16 
2014/15 

Smoking during pregnancy Effectiveness n/a 15.14% 15.6% 16.% 

Breastfeeding initiation rates (% initiated 
breast feeding) 

Effectiveness n/a 68.8% 70.5 74% 

DNA rate  Effectiveness 5% 5.65% 5.6% 5.6% 

Stroke care: 90% of time spent on stroke 
ward 

Effectiveness 80% 83% 80% 64% 

Timeliness of social care assessment Effectiveness >70% 71.2% 69% n/a 

Mixed sex accommodation breaches of 
standard 

Experience 0 0 4 3 

Delayed transfer of care (bed days lost)  Experience n/a 4561 5298 6445 

Cancelled operations on the day of surgery Experience 0.8% 1.1% 1.0% 1.2% 

Diagnostic tests longer than the 6 week 
standard 

Experience 1.0% 1.7% 1.9% 1.3% 

No of children with child protection plan Safety n/a 191 147 n/a 

Never events Safety 0 1 2 n/a 

Reported incidents – Major and 
catastrophic 

Safety 60 27 27 n/a 

 
Latest years figures RAG rated Green = Standard achieved  / Amber = within local tolerance  / Red = 
outside of local tolerance.  Where no applicable target no RAG. 

 
Patient safety and delivering quality outcomes will continue to remain the highest 
priority to ensure that individuals have access to, and receive, the best possible care. 
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The Trust Board will ensure that governance arrangements will continue to provide 
the oversight and scrutiny against the quality and patient safety outcomes.  

 

Annex 1 – Engagement in developing the Quality Account 

 

Prior to the publication of the 2016/17 Quality Account we have shared this 
document with: 

 Our Trust governors, commissioners and Board 
 Healthwatch. 
 Torbay Council Health Scrutiny Board. 
 Devon County Council’s Health and Wellbeing Scrutiny Committee. 
 Trust staff. 
 Carers Group. 

As in previous years, we continue to hold an annual Quality Account engagement 
event inviting key stakeholders to come together and recommend the priority areas 
to be included in this year’s Quality Account.   

The feedback from the event continues to be positive with stakeholders feeling 
engaged in the development of the Quality Account and receiving feedback from the 
work undertaken in the previous year. 
 
In 2017/18 we will continue to share our progress against the quality improvement 
priorities and continue to work closely with the users of our services to improve the 
overall quality of care offered. 
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Statements from commissioners, governors,  OSCs and Healthwatch  

 

Statement from  Devon County Council’s Health and Wellbeing Scrutiny 
Committee on Torbay and South Devon NHS Foundation Trust Quality 
Account 2016/17 

  
Devon County Council’s Health and Wellbeing Scrutiny Committee has been invited to 
comment on the Torbay and South Devon Healthcare Trust Quality Account. All references 
in this commentary relate to the reporting period 1st April 2016 to 31st March 2017 and refer 
specifically to the Trust’s relationship with the Scrutiny Committee. 
 
The Scrutiny Committee commends the Trust on a comprehensive Quality Account 2017-18 
and believes that it provides a fair reflection of the services offered by the Trust, based on 
the Scrutiny Committee’s knowledge.  
 

In terms of the priorities for 2016-17 Members recognised the work undertaken by the Trust 
in the last year to improve the consistency and reliability of complaint investigations and 
associated systems for organisational learning. The Committee notes however that the 
objective to create a single fully integrated stroke service that supports patients, their 
families and carers has not progressed as rapidly as would be hoped and needs to continue 
to be a priority for improvement. 

The Committee fully supports the Trust’s Quality Priorities for Improvement 2017-18; in 
particular in terms of reducing delayed transfers of care which has been an issue of 
significant concern to members. The NHS needs to work closely with the County Council to 
ensure a more integrated approach across health and adult social care.  

The Committee also supports improvements to patient experience measures to reflect 
service users’ experience of care in the integrated care organisation. Members welcome the 
development of a new model of care which provides more community facing services, such 
as wellbeing coordination and enhanced intermediate care and recognises the need for 
patient experience to be measured at all points of contact with care.  

Following the Health and Wellbeing Scrutiny Committee’s spotlight review on Quality, the 
Committee very much hopes that regular quality and performance information will be shared 
via the CCG in a regular reporting cycle. 

The Committee welcomes a continued positive working relationship with the trust in 2017/18 
and beyond to continue to ensure the best possible outcomes for the people of Devon. 
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Statement from Torbay Council’s Health Scrutiny Board on Torbay and South 
Devon NHS Foundation Trust Trust’s Quality Account 2016/17 

 

Torbay Council’s Overview and Scrutiny Board are not in a position, at this point in time, to 
offer a commentary on the Quality Accounts.  A review will take place after the end of the 
Pre-Election Restriction on Publicity period at which time a commentary will be provided for 
consideration. 

 

 

Statement from South Devon and Torbay Clinical Commissioning Group  on 
Torbay and South Devon NHS Foundation Trust Quality Account 2016/17 

 
South Devon and Torbay Clinical Commissioning Group (SDT CCG) is lead commissioner 
for Torbay and South Devon NHS Foundation Trust (TSDFT) and is pleased to provide our 
commentary for the Trust’s Quality Account for 2016_17. 

SDTCCG has taken reasonable steps to corroborate the accuracy of data provided within 
this account. We have reviewed and can confirm that the information presented in the 
Quality Account appears to be accurate and fairly interpreted, from the data collected 
regarding the services provided. The Quality Account demonstrates a high level of 
commitment to quality in the broadest sense and we commend this. 

We are pleased to see the progress in the development of a fully integrated care 
organisation following the joining of services delivered by South Devon Healthcare NHS 
Foundation Trust and Torbay and Southern Devon NHS Trust in 2015. In this past year we 
have worked alongside the amalgamated Trust’s to establish the new care model to deliver 
secure, sustainable and effective high quality care to our increasingly complex population. 
The Trust has made advances to support our community to live independent healthy lives in 
their preferred location. TSDFT supported engagement and discussions with the wider 
population to plan delivery of health care for our local population. The new Health and Well-
being Centres will allow for more people to be supported at home with assistance of health 
and wellbeing hubs in the community. We have gained assurance that the impact of this 
transition is monitored by the Trust. 

We would like to particularly commend the Trust on the extensive work undertaken in the 
Emergency Department (ED) to maintain patient safety and increase positive patient 
experience following the CQC visit in 2016 . We support the work undertaken to improve 
flow and ensure timely intervention and acknowledge the efforts by the team maintaining a 
sustainable improvement in quality and performance. We further note the work undertaken 
by the Trust to progress to system wide improvement working with South West Ambulance 
Foundation Trust (SWASFT) and Devon Partnership Trust (DPT).  
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Looking Back 

We were pleased to support the quality priorities selected by the Trust last year in particular 
the initiative to improve the timeliness of assessment within ED as noted above. The 
sustained improvement of time to triage, time to medical review and compliance with the 
sepsis bundle has been achieved and we will continue to monitor this with the Trust.  

We are also pleased to note the integration between the two existing early warning trigger 
tools to support prompt escalation of pressured areas to ensure timely support and 
intervention, prioritising safety and experience. The work undertaken over the last 12 months 
has ensured that each area has a bespoke series of questions to highlight any strain  or 
areas of pressure in the service. Furthermore this tool feeds into a Trust wide dashboard 
which allows an overview of pressure points in the system. This dashboard is available to 
staff at all levels. Where areas are rated as amber targeted action is taken to ensure safe, 
high quality care is maintained. Where areas score red intervention is initiated, this is 
escalated to the senior management team and the Trust Board. 
 

In order to ensure success we have been able to monitor the use of this intelligence as part 
of the TSDFT governance structure and are assured that this intelligence is used as an early 
warning system to improve quality.  

Looking Forward 

We are happy to support the five quality improvement priorities the Trust has developed 
through discussions with health and care teams working within the boundaries of the new 
care model and CCG.  

The intention to standardise a risk assessment and nursing booklet for all adult inpatients is 
a positive step to allow for effective documentation of various patient safety issues which  or 
that we know can cause inpatients harm. These include pressure ulcers, falls and 
assessments of capacity. A singular record used by the multi-disciplinary team will ensure all 
professionals involved in care are sighted on each patient’s condition. As a patient moves 
through the system and is discharged this booklet will accompany them to clarify their needs 
and level of risk. In completing this priority we hope to see improved documentation and 
fewer incidents in relation to these harms. 

The redesign of the outpatients pathway will be beneficial across the system in reducing 
duplication and improving capacity. This innovative work stream will utilise a range of 
appointment offers and monitor the experience of patients who use the service.  

The Trust has experienced pressures in achieving early discharge of patients at Torbay 
Hospital. We know that delayed discharge can have a significant impact on patients and can 
even result in deterioration their condition. We want patients in our community to be 
discharged whilst fit or when fit in order to allow for the best outcomes in recovery. This in 
turn will positively impact length of stay and free bed capacity for those in need. We have a 
particular interest in this work in reference to the implementation of the new care model.  

We are also pleased to note the focus on patient experience with reference to the new care 
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model and feel assured that the views of patients, families and carers will be accounted for 
in this transitional time. It will be valuable to have a bespoke set of experience indicators to 
highlight poor and positive experience. This will be utilised by staff in those areas and by the 
Trust Board.  

General Comments  

Quality Accounts are intended to help the general public understand how their local health 
services are performing and should therefore be clear and readable. TSDFT have produced 
a comprehensive understandable Quality Account which is simple to understand and clearly 
set out.  

We feel that the Trust’s attention to quality and safety is commendable and we are pleased 
to note the work this undertaken in this past year to evidence sustainable improvement 
within the ED using clear, comprehensive data. We are also pleased to see a continued 
improvement in patient safety matters, including a reduction of avoidable pressure ulcers by 
50% led by the Pressure Ulcer Prevention Group.  

Our requirements as a CCG are to gain continual assurance that providers are 
demonstrating safe, high quality care for all and by working in collaboration with the Trust we 
are able to gain these assurances and hope to maintain this collaborative relationship. 

Overall we are happy to commend this Quality Account and TSDFT for its continued focus 
on quality of care, patient safety and a positive patient experience. 

 
 

 
 

Statement from Governors on Torbay and South Devon NHS Foundation Trust 
Quality Account 2016/17 

 
 
2016/2017 has been a particularly challenging year for the Trust with unprecedented levels 
of activity within a very tight financial framework compounding the position. 
 
Following the formation of the Integrated Care Organisation extensive consultation has taken 
place with the public governors, partners and other statutory organisations regarding the 
introduction of the new integrated care model.  This has resulted in the closure of a number 
of community hospitals and also acute beds to support the provision of care becoming 
community focused, and supporting the provision of seven-day services. 
 
The CQC final report received in June 2016 identified a number of recommendations to 
improve service provision.  The areas predominantly focused on Emergency Department 
(ED) with a particular focus on patient safety and the patient experience. 
 
Significant work has led to the identification of casual factors and there has been a 
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systematic approach to addressing these, with significant investment in ED and other areas. 
 
It is an indication of how well led and a whole team approach commitment that there has 
been considerable development and implementation in the design of the new models of 
care. 
 
This is also demonstrated in the Trust for the first time in a number of years consistently 
meeting the four hour target for ED and that 80 per cent of attendees are clinically assessed 
within 15 minutes. 
 
The Trust however continues to be challenged in meeting the Referral to Treatment (RTT) 
18 week waits and 52 week waits. 
 
Performance on the cancer targets are good with all cancer targets being met and 
maintained. 
 
Governors continue to be actively involved in observing the performance of the Trust.  This 
is facilitated by the governor observer role continuing, with membership of both statutory and 
strategic committees.  Providing the opportunity for governors to review the actions and 
performance of non-executive directors and committees against the CQC key lines of 
enquiry.  This is central to ensuring governors engagement with the safety and quality 
agenda and the providing of assurance on the quality of service provision, which is reported 
to the Quality and Compliance Committee. 
 
Council of Governors’ representatives again participated as stakeholders in the annual 
process for agreeing Trust priorities.  The governor indicator for 2015/16 was completion of 
the Carers Assessment.  Governors are pleased to advise that there were no errors in the 
sample testing of this audit. 
 
For 2017/18 the governor indicator chosen for the quality account will be delayed discharge 
of care, an area which has not previously been audited. 
 
Governors are able to confirm that they continue to receive assurance of the Trust’s 
commitment to the safest and highest quality of health and social care.  However, we do 
recognise that Torbay and South Devon NHS Foundation Trust provide health and social 
care to a population whose age and social demography provides particular challenges and 
that this provides even further pressure on service provision combined with the financial and 
human resource constraints of the NHS. We look forward to continuing to develop our 
participation in working together in the future. 
 
 
 

Statement from Healthwatch (Torbay) on Torbay and South Devon NHS 
Foundation Trust Quality Account 2016/17  
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Healthwatch Torbay is the local consumer champion in health and social care.  We ensure 
the voice of the consumer is strengthened and heard.  We do this through a variety of 
methods, including direct contact and using digital and social media. 

In 2016/17 we were able to develop this role more than ever before in our work with the 
Trust.  We were heavily involved, throughout the year, in championing the voice of the public 
in the ongoing redesign of the way services will be delivered in the future.  We reported how 
the public commented on their current experiences and the quality of the care they received.  
We were, additionally, requested to survey public opinion on the proposals for the redesign 
of the nurse triage area for the emergency department (ED) and to talk to patients about 
their experience following from the Take a Quarter staff training, both being proposals in last 
year's Account. 

We are especially supportive of the use of patient experience, as stories within the report 
and to the development of the single point of contact for patient concerns and complaints.  It 
is unfortunate that the Teach Back project did not complete, in this period, due to resourcing 
issues, as less than perfect patient transfer of care, or discharge, remains an area of both 
national concern and can be a cause of distress to patients and their family.  The Account 
does describe how work to enable more patients to be discharged earlier in the day is 
successful in contributing to improvement in this experience. 

The Account is written in a style that the public will find accessible. In our opinion, it presents 
a good overview of the Trust’s performance, is reliable and accurate and identifies 
appropriate internal controls and assurances.  

 

Statement from Healthwatch (Devon) on Torbay and South Devon NHS 
Foundation Trust Quality Account 2016/17 

 

For the 2016/17 report we have supplied HealthWatch Torbay with all necessary data to enable a 

single response to be provided. The HealthWatch Torbay response includes all relevant input from 

HealthWatch Devon. 
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Annex 2 

Statement of Directors’ responsibilities in respect of the Accounts  

The directors are required under the Health Act 2009 and the National Health 
Service (Quality Accounts) Regulations to prepare Quality Accounts for each 
financial year.  
 
NHS Improvement has issued guidance to NHS foundation trust boards on the form 
and content of annual quality reports (which incorporate the above legal 
requirements) and on the arrangements that NHS foundation trust boards should put 
in place to support the data quality for the preparation of the quality report.  
 
In preparing the Quality Report, directors are required to take steps to satisfy 
themselves that:  
 

 the content of the Quality Report meets the requirements set out in the NHS 
foundation trust annual reporting manual 2016/17 and supporting guidance  

 the content of the Quality Report is not inconsistent with internal and external 
sources of information including:  
 
  board minutes and papers for the period April 2016 to June 2017  

 

 papers relating to quality reported to the board over the period April 2016 
to June 2017  
 

 feedback from commissioners dated 15/05/2017 
 

 feedback from governors dated 15/05/2017 
 

 feedback from  local Healthwatch organisations dated 15/05/2017 
 

 feedback from Overview and Scrutiny Committee dated 15/05/2017 
 

  the trust’s complaints report published under regulation 18 of the Local 
Authority Social Services and NHS Complaints Regulations 2009, dated 
24/05/2017  
 

 the 2016 national patient survey 08/06/2016 
 

 the 2016 national staff survey 07/03/2017 
  

 the Head of Internal Audit’s annual opinion of the trust’s control environment 
dated 24/05/2017 
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 CQC inspection report dated 07/06/2016  
 

 the Quality Report presents a balanced picture of the NHS foundation trust’s 
performance over the period covered  

 the performance information reported in the Quality Report is reliable and accurate  

 there are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Report, and these controls are subject to review 
to confirm that they are working effectively in practice 

 the data underpinning the measures of performance reported in the Quality Report is 
robust and reliable, conforms to specified data quality standards and prescribed 
definitions, is subject to appropriate scrutiny and review and  

 the Quality Report has been prepared in accordance with NHS Improvement’s 
annual reporting manual and supporting guidance (which incorporates the Quality 
Accounts regulations) as well as the standards to support data quality for the 
preparation of the Quality Report.  

The directors confirm to the best of their knowledge and belief they have complied with 
the above requirements in preparing the Quality Report.  
 
 
By order of the board  (Signature to be added post Board approval)  
 
 

 ..............................Date.....24.05.17........................................................Chairman 
 
 

 …………………….Date …24.05.17………………………………….Chief Executive  
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REPORT SUMMARY SHEET 

Meeting Date 
 

24th May 2017 

Report Title 
 

Report of the Guardian for Safe Working Hours 

Lead Director 
 

Medical Director 

Corporate Objective 
 

 

 Safe, quality care and best experience  

 Valuing our workforce 

 Well led 
 

Corporate Risk/ 
Theme 
 

 

 Failure to achieve key performance standards 

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

 Failure to achieve financial plan 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

Implementation of the new junior doctor contract continues in line with national 
plan.   
 
This report is part of the mandatory monitoring of the implementation of the 
contract. 
 

Key Issues/Risks 
 

 
1 The implementation is proceeding smoothly and on plan in terms of 

redesign of rotas and working hours 
 

2 The monitoring process has identified some areas of high workload and 
likely non-compliance, facilitating redesign of rotas with benefit to 
trainees. 
 

3 There are frequent infringements of working hours (in line with other 
Trusts) but no fines have been levied. 
 

4 There are additional costs of the new contract (previously identified  at 
Trust Board) of between £550K and £1M in the first year.  At this stage of 
implementation additional costs are low but will increase. 
 

5 Difficulties in maintaining rotas is anticipated later in the year when 
transition to the new contract is more complete. 

 

Recommendations 
 

 

 Monitoring of the contract implementation continues 

 Action is required to find solutions using other workforce groups to cover 
rota gaps and areas of high activity 

 A detailed plan to cover the additional cost is required. 
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Summary of ED 
Challenge/Discussion 
 

 

 There is support for deployment of Physicians Associated in areas 
identified as high risk 

 The additional cost of the new contract has been added to the SDU cost 
pressure reduction plan led by the Chief Operating Officer 

 

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

The Trust Chair acts as lay support to the Guardian of Safe Working Hours 

Equality & Diversity 
Implications 
 

It has been recognised that the new junior doctor contract has greater impact on 
women trainees 
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MAIN REPORT 

 
 
1. Introduction 

Implementation of the new junior doctors’ contract continues in line with national requirement. The 
following describes progress to date and early experience of working within the new conditions. 
 
The frequency and broad content of this report to Trust Board is mandated within the new contract. 

 Total number of doctors/dentists in training = 214 

 Total number of doctors/dentists in training on the 2016 Contract = 68 

 Amount of time available in the Job Plan for the Guardian role = 1PA  (Four hours per week) 

 Admin support provided to the Guardian = 10 hours per week 

 Amount of Job-planned time for Educational Supervisors – 0.25 PAs per trainee 

 
2. Progress on transition to the 2016 Junior Doctor contract 

To date the following doctors have transitioned to the new contract: 
 

Grade Number 

F1 36 

F2 13 

Core Surgical Trainee 3 

GPST 4 

STR 12 

Total 68 

 
3. Exception Reports 

07 December 2016 to 16 May 2017 
 

Total number of reports  147 

Number by specialty/rota Surgery (F1s) 69 

 Surgery (F2s) 1 

 Medicine (F1s) 76 

 O and G ST3+ 1 

 Psychiatry F2 0 

Nature of exception Additional hours 145 

 Missed training 2 

Outcomes Time off in lieu 48 

 Overtime Payment 46 

Report to Trust Board 

Date 24 May 2017 

Lead Director Medical Director 

Report Title Report of the Guardian of Safe Working Hours 
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 Compensation and work schedule review 14 

 No further action 20 

 Outstanding 19 

 
3.1  Overview of situation 
 
3.1.1 Surgery 
 
Changes in the Surgical F1 rota which were made as a result of evidence from Exception Reports appear 
to have had a positive effect in that the rate of Exception Reporting has decreased along with the amount 
of additional hours worked. 
 
3.1.2 Medicine   
 
Analysis of the Medical F1 Exception Reports has been undertaken with the highest number of Exception 
Reports from Warrington and EAU3.  This is unsurprising as these are rapid turnover wards with acutely 
unwell patients needing active management and associated additional administrative work. 
 
This analysis has been shared with Dr Alan Desmond, Lead for the Physicians Associates Programme 
within the Trust, with a possibility of allocating a Physicians Associate to the rapid turnover wards. 
 
3.2  Rota Gaps and additional work carried out by trainees 
 
During the transitional phase it is difficult to accurately identify how much internal locum work has been 
undertaken but the following should be noted: 
 
Anaesthetics :  24 additional CT shifts 
 
ENT:  One trainee vacancy resulting in a rota change from 1:5 to 1:4 with locum cover for seven weekend 
on-calls to ensure rota compliance. 
 
General Surgery:  One CT vacancy with additional locum in place 
 
Medicine:  10 additional F1 shifts 
 
Obs and Gynae:  Three Specialist Registrar vacancies and one GP specialist trainee with locum cover 
filled by internal, agency and other locums. 
 
4. Administrative issues 

There has been some improvement to the nationally mandated software for the management of the 
Exception Reports though analysis of the data is still a laborious task. 
Educational Supervisors continue to respond and are becoming more familiar with the electronic system.  
An administrative process has been developed to manage reminders and track progress to completion. 
 
5. Financial Effects 

From 01 December 2016 – 16 May 2017 the amount of financial compensation paid to Junior Doctors is 
£1625. 
 
In addition to this are the costs for the payment of locum cover for rota gaps, some of which I have 
referred to above.  The implications of this are discussed in the conclusion to this report. 
 
6. Engagement with Doctors 

The first meeting of the Guardian Assurance Group (GOG) will take place on 12 June 2017 and will be 
chaired by the Guardian of Safe Working Hours.  Attendees will include the Director of Medical Education 
and at least three Junior Doctors.  Terms of Reference have been agreed by JLNC. 
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As Guardian for Torbay I am actively engaged with the South West Guardian Group, which provides 
support and sharing of ideas and solutions. This also helps to ensure a consistent approach for trainees 
across the region. 
 
7. Conclusion 

Transition to the new Junior Doctor contract continues despite concerns about reduced overall hours and 
flexibility. The Exception Reporting system has provided some useful data on additional work over and 
above contracted hours. This has led to some changes in working patterns and is being used to inform 
workforce planning with respect to allocation of Physician Associates.  
 
There have not been any Guardian Fines levied to date which is reassuring in that we can say that the 
doctors who are currently on the new contract are working safe hours. However, the full impact of the new 
contract will not be felt until August and beyond as all of the junior doctors will then be on the new contract. 
There is some data from specialties on internal locum activity being undertaken at present, which may 
prove more problematic come August. 
 
As Guardian of Safe Working Hours I have also become aware that it is not unusual for some junior 
doctors to be asked to cover not only their own duties but also those of a missing colleague. Whilst this 
situation may be unavoidable in the short term, it is obviously not ideal when the workload is high. I shall 
be working with the new Hospital @ Night lead over the next few weeks and months to plan for a more 
robust system. 
 
 
Dr Nuala Campbell, Consultant Anaesthetist and Guardian of Safe Working 
24 May 2017 
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REPORT SUMMARY SHEET 

Meeting Date 24 May 2017 

Report Title Board Assurance Framework 

Lead Director Director of Finance 

Corporate Objective Well led 

Corporate Risk/ 
Theme 

All 
 

Purpose 
 

Information Assurance Decision 

   

Summary of Key Issues for Trust Board 

Strategic Context 
 

This report provides the Board of Directors with the latest version of the 
Board Assurance Framework (BAF) as at attachment one for approval. 
 
The BAF continues to receive detailed reviews and any changes are 
reflected in the attached document.  Further scrutiny and enhancements 
will continue to take place throughout the year by the Risk Group, 
Executive Team and various committees. 
 
On 12 April 2017, the Audit and Assurance Committee meeting received 
an updated BAF.  Two Corporate Level Risks (1073 and 1083) were 
highlighted to the Committee for a more in-depth review. 
 
At least two deep dive reviews continue to take place at each meeting of 
the Audit and Assurance Committee (except May’s meeting), the Quality 
Assurance Committee (QAC) and Finance, Performance and Investment 
Committee (FPIC). 
 
A ‘heat map’ to summarise the Board Assurance Framework on one 
page, supported by the detail can be found as at attachment two. 
 

Key Issues/Risks 
 

The nine overarching corporate risk themes for 2016/17 were: 
 
1. Available capital resources are insufficient to fund high risk / high 

priority infrastructure / equipment requirements / IT Infrastructure and 
IT systems 

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 
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 Referral to 
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Treatment (RTT) breach. 
 
Risks are grouped under these headings in the Corporate Risk Register, 
with detail carried through to ensure there is a clear link with the 
operational risk management systems and to enable clear description of 
planned management actions. 
 

Recommendations 
 

1. The Board of Directors reviews, comments and accepts the latest 
version of the Board Assurance Framework as at attachment one. 

2. The Board of Directors discusses whether any new strategic risks 
need to be incorporated onto the Board Assurance Framework. 

Summary of ED 
Challenge/Discussion 
 

Following the Executive Directors development session on 5 May 2017 
the presentation and nature of corporate risks have been discussed by 
the Executive Team.  These will be presented to Board for agreement, 
and the next iteration of this framework updated to reflect the agreed 
themes. 
 
At their meeting on 9 May 2017, the Executive Team agreed the 
following: 
 
- Downgrading of two Corporate Level Risks to Non-Corporate Level 

Risk status. 
- One risk rejected as a Corporate Level Risk and risk owner has been 

asked to re-consider the risk description and scoring. 
- One risk accepted as a Corporate Level Risk subject to the risk 

description being re-worded to ensure the difference between actions 
within the Trust’s control and those that are not are well-defined. 

 
Executive Team accepts the attached Board Assurance Framework is 
under continuous review and development and keen to obtain feedback 
from the whole Board to assist the Company Secretary in developing the 
document for 2017/18. 
 

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

The Board Assurance Framework and supporting risk registers should 
identify all possible issues against the Trust’s ability to deliver its strategic 
and supporting objectives.  If equality and diversity are key business 
objectives as per patient, client, public, service user and governor 
involvement, then these would be recorded on one of the risk registers 
and/or Board Assurance Framework.  A governor observer regularly 
attends the Audit and Assurance Committee, Finance, Performance and 
Investment Committee and Quality Assurance Committee.  

Equality & Diversity 
Implications 

None identified. 
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MAIN REPORT 

 

1. Background Information 
 
1.1 The Board Assurance Framework (attachment one) is reviewed primarily by the Audit and 

Assurance Committee and the Board of Directors.  Accountability for recording the 
information is with the Executive Leads.  The Company Secretary oversees the Board 
Assurance Framework and key risk registers e.g. Surgical Services Delivery Unit.  The 
Corporate Risk Register will be reviewed regularly by the Executive Team e.g. following a 
Risk Group meeting. 

 
1.2 Assurance may be recorded within the risk registers, but more importantly is that 

assurance is captured within the Board Assurance Framework.  The risk registers are 
reviewed primarily by the different Groups/Service Delivery Unit and the Risk Group.  
Accountability for capturing the information is with the Service Delivery Units or 
Departmental Leads.  

 
2. Positional Update 
 
2.1 The Risk Group continues to conduct deep dives at its monthly meetings e.g. Medical 

Service Delivery Unit, Torbay Pharmaceuticals and Health Informatics Services. 
 
2.2 The weekly Executive Team meeting continues to receive a report from the Risk Group 

after every meeting. 
 
2.3 At the end of April 2017, all Corporate Level Risks had received deep dive reviews at 

either the Audit and Assurance Committee, Quality Assurance Committee or Finance, 
Performance and Investment Committee. 

 
2.4 On 10 May 2017 Internal Audit issued its final report on ‘SDU Governance Arrangements 

(Risk Management)’.  The report has been circulated to all non-executive directors and will 
be discussed along with other audits at the Audit and Assurance Committee on 24 May 
2017.  Satisfactory assurance was provided by the auditors including five 
recommendations; all with a risk rating of six or below. 

 
3. Attached to this Report 
 

Attachment one -  Board Assurance Framework  
Attachment two -  Board Assurance Framework Heat Map 
 

Report to Board of Directors 

Date 24 May 2017 

Lead Director Director of Finance 

Report Title Board Assurance Framework 
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A Datix Risk Module Report
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1050 Corporate Theme 1 :  

Available capital 

resources are insufficient 

to fund high risk / high 

priority infrastructure and 

equipment requirements.
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1. Safe, Quality Care and 

Best Experience

20 Cause: Failure of ventilation due to age and condition of plant causing major 

failure in Special Theatres (Acute).

Effect: Loss of Surgical Activity.

1. Enhanced maintenance / normally scheduled Planned 

Preventative Maintenance (PPM.)

2. Plan in place to replace theatres (medium to long term). 

3.Operational contingency plan in place.

4. Monitoring, reporting and escalation of critical failure.

5. New theatres scheduled for completion 2017/18.

6. No option to replace equipment in the short-term.

20 Ctrl 1 & 2. Detailed maintenance and engineering performance 

data and records, held on the electronic backtraq system. Live 

and real time performance of the mechanical and electrical 

systems shown on the electronic Building Management System 

(BMS). Annual insurance inspection, Annual authorised 

engineer assessment of systems.

Ctrl 3. Outline plans in place. Business Case submitted for 

Loan funding. In the process of appointing the design team. 

Theatre strategy being finalised through the theatre strategy 

group led by the lead Medical Director.

Ctrl 3. Revised/approved contingency plan.

Ctrl 4. Capital Infrastructure and Environment Group report to 

Finance, Performance and Investment Committee.

Ctrl 1.PPM/enhanced maintenance not sufficient to avoid 

breakdown.
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1083 Corporate Theme 1 :  

Available capital 

resources are insufficient 

to fund high risk / high 

priority infrastructure and 

equipment requirements.
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1. Safe, Quality Care and 

Best Experience, 4. Well 

Led.

25 Cause: Lack of available capital funding to spend on backlog maintenance 

and contingency for Estates emergency expenditure.

Effect: Failure of key plant or building fabric resulting in impact on service 

delivery.

1. Risk assessment, prioritisation and approval process in place 

to manage highest risks. High risk elements prioritised in the 

capital programme. 

2. Robust planned preventative maintenance regime in place.

3. PPM performance and critical failures reported and 

monitored monthly via Capital Infrastructure and Environment 

Group, Finance, Performance and Investment Committee, 

Infection Prevention and Control, exceptions to the Board of 

Directors.

4. Responsible Persons  in post (statutory).

5. Rolling programme for  testing in place. 

6. Capital allocation identified to deliver action plan.

7. Annual review of system management by externally 

appointed Authorising Engineer.

8. Asset register in place.

9. Estates Strategy presented to Private Board in May 2016.

10. Board has approved plan based on actively considered  

risks versus maintaining a cash balance.

11. Seek additional appropriate capital allocation to reverse 

deteriorating trend and reduce current catastrophic risk level.

12. Insufficient funds allocated to reduce risks.

13. Robust planned preventative maintenance regime in place - 

failing.

25 Ctrl 2. Robust planned preventative maintenance regime in 

place.

Ctrl 3. Scheduled Finance reports provided to Board and 

Executive Team through the Finance, Performance & 

Investment Committee.

Ctrl 3. Scheduled Financial reports provided to the Board by 

the Executive Team.

Ctrl 3. Scheduled development reports provided to the Board 

and Executive Team by the Senior Business Management 

Group.

Ctrl 3. Scheduled Infrastructure and Environment reports 

provided to Board and Executive Team by the Infrastructure 

and Environment Group.

Ctrl 1. 3. 7. 8. 9. Scheduled Progress and KPI's reports 

provided to Board and Executive Team as depicted in the 

Governance Reporting Structure including but not limited to:

- PPM performance and critical

 failures reported monthly

- exceptional reporting to Board.

- Monthly monitoring of departmental PPM records in place.

- Patient environment issues reported to infection - Prevention 

& Control Committee.

Ctrl 4. Responsible Persons in post (statutory)

Ctrl 5. Rolling programme for testing in place. 

Ctrl 1. 6. Capital allocation identified to deliver action plan.

Ctrl 10. Approved plan.

None identified. Ctrl 6. Future Board decision to provide more funding.
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1159 Corporate Theme 1 :  

Available capital 

resources are insufficient 

to fund high risk / high 

priority infrastructure and 

equipment requirements.
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4. Well Led. 20 Cause: Lack of available capital funding to spend on IT infrastructure and IT 

Systems. 

Effect: Failure of key IT infrastructure and IT systems resulting in impact on 

service delivery.

Note: Our plans are predicated on an on-going capital investment plan to 

ensure optimum performance of service.

Linked to Risks:

DRM ID No 1158 Malware Attack. (10)

DRM ID No 1161 Meeting the Information Governance standards set by 

Connecting for Health, supported by Monitor. (15)

DRM ID No 1162 Business Continuity and Information Security. (8)

DRM ID No 1168 National Programme for IT HSCIC. (10)

DRM ID No 1172 Quickest Access to Diagnosis and Treatment. (8)

DRM ID No 1173 Strategic Hardware Platform. (16)

DRM ID No 1174 Increasingly Software Companies Are Changing Their 

Licensing. (16)

DRM ID No 1181 Unauthorised Staff May Have Inappropriate Access. (3)

DRM ID No 1183 Cost Pressure Relating To Support of IHCS. (9)

DRM ID No 1719 IM & T Strategy to Support Care Model Delivery (5) from 

(10)

DRM ID No 1723 Lack of Shared or Centralised Care Records Across the 

System. (12)

1. ICT Strategy with supporting policies and procedures e.g. 

Business Continuity Plans

2. Well-developed IM&T service.

3. Upgrade current key systems to mitigate effect.

4. IT Projects and Programme governance in place and linked 

to organisation's executive groups. IM&IT Group reports, 

reports to Finance, Performance and Investment Committee.

5. Investment planning to maintain and develop infrastructure 

capacity.

6. Continued IM&T Strategic investment.  Risk assessment 

based on need and prioritised accordingly.

7. Continual review of emerging technology and adoption 

where suitable.

8. Minimising critical failure.

9. Management of failure.

10. Internal audit reviews

11. Actions following Information Commissioners Office visit 

(Sept 2015).

Ctrls 5.6.7 Insufficient funds allocated to reduce risks. 16 Ctrl 1. ICT Strategy in place and approved every four years.

Ctrl 2. Service Desk user surveys.

Ctrl 4. Information Asset Support Team Manager processes.

Ctrl 4. Agenda's, reports and minutes/notes.

Ctrl 5. IT Projects Group minutes and IT Projects Dashboard

Ctrl 6. Annual capital plan (infrastructure).

Ctrl 7. Annual capital plan (projects).

Ctrl 8. HIS TeamTalk minutes.

Ctrl 10. Internal Audit Reports e.g. IT Projects Cradle to Grave 

(Feb 16) Information Asset Owner Business Continuity 

Planning (Oct 14)

Ctrl 11. Action plan in place and monitored/reviewed by the 

Information Governance Steering Group.

Ctrl 1-11 IA Report - SDU Governance arrangements. (May 

2017)

Ctrl 1. External assessment as part of Digital Roadmap/STP 

programmes.

Ctrl 5. 6. 7. Finance monthly capital expenditure reports.

Ctrl 8. 9. HIS Board/IM&IT Group regarding system failures.  

Escalated to Board via Finance, Performance and Investment 

Committee.

Ctrl 3. Upgrade current key systems to mitigate effect.
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1070 Corporate Theme 2 :  

Failure to achieve key 

performance standards.
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1. Safe, Quality Care and 

Best Experience

25 Cause: Patient demand exceeding capacity within the ED department.

Effect: Failure of the 95% standard, poor patient experience and possible 

adverse clinical outcomes as patients not cared for in the correct 

environment. 

Linked to Risk:

DRM ID No 1242 Poor Patient Experience in ED (15)

DRM ID No 1264  Delays to first clinician. (12)

1. Delivery of service improvements in ED action plan and Flow 

Improvement Programme   to improve flow across whole 

system. Themes within the plan included.

2. Further data analysis to help understand causes, target 

appropriate responses and identify new themes for 

improvement plans.

3. Escalation policy in place.  Challenging when there are high 

rates of admission and low rates of discharge i.e. Unable to 

adjust thresholds further to allow a patient to go home.

4. 3 x daily control meetings with real-time information and 

appropriate management responses.

5.  Ward discharge coordinators have daily meetings to review 

ward discharges.

6. AMU re-provided on Level 2 from 21/03/16  to divert 

medically expected patients from ED.  

7. Policies and procedures.

8. On call executive rota.

10. Safer bundle piloted in all areas which are applicable.

11. Programme of bed configuration started but not yet 

complete.

12. Phlebotomy resource limited due to sickness and 

recruitment issues                                                       

13. Linkage of the overcrowding risk score not formally linked 

to the escalation policy.

20 Ctrl 1. Scheduled performance, progress and KPI report 

provided to Executive Team and Board via Quality Assurance 

Committee.  Progress reports distributed to governors.

Ctrl 1. Up-to-date action plan.

Ctrl 4. 5. 7. Agenda's, papers, minutes/notes.

Ctrl 2. After Action Reviews (AARs) post incidents 

Ctrl 3. Up-to-date policies and procedures

Ctrl 9. Up-to-date on call executive rota 

CQC self-assessment

Ctrl 1. 7. External independent assessment (Oct 16)

Ctrl 1-8 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 1. Combined patient flow action plan.

Ctrl's 1 - 9. CQC re-assessment within 12 months of last visit

C
h

ie
f 
O

p
e

ra
ti
n
g

 O
ff
ic

e
r 

(L
iz

 D
a

v
e

n
p

o
rt

)

1266 Corporate Theme 2 :  

Failure to achieve key 

performance standards.
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1. Safe, Quality Care and 

Best Experience

20 Cause: Supply and demand imbalance in surgical division across most 

specialities to meet waiting time, leading to an inability to deliver elective and 

urgent care access standards.  

Effect: Poor patient experience and quality of care, reputational impact for the 

community and the Trust, regulator intervention and commissioners seeking 

to apply financial penalties.

Linked to Risks:

DRM ID No 1103 General Surgery (Upper UGI, Achieve RTT within the 18 

weeks target. (15)

DRM ID No 1104 Urology, Achieve RTT within the 18 weeks target. (15)

DRM ID No 1311 Failure to meet RTT's in Dermatology. (20) was (16)

DRM ID No 1295 Ear Nose and Throat,  Outpatient & Inpatient RTT (15) 

DRM ID No 1464 Trauma & Orthopaedics. (15)

1. Performance reporting and action plans via directorate 

meetings, RTT/Diagnostic Risk & Assurance Group (meets 

fortnightly with COO and operational leads), governance 

meetings, DGM meetings, Divisional Board meetings, Senior 

Business Management Group, Executive Team meeting, 

Finance, Performance and Investment Committee and Trust 

Board.  Reports shared with the CCG.

2. Waiting list management process

3. Operational teams identifying additional capacity on an ad 

hoc basis i.E. Extra lists

4. Support from other specialties within Surgery taking on some 

of this backlog of work on specific patients i.e. Hernias and Lap 

Choles helping to create additional capacity for this group. 

5. Established clinic timetable.

6. PTL monitoring and tracking in place.

7. Policies and procedures.

8. Saturday list until the end of the year - dependent on number 

of theatre and medical staff volunteering.

9. Insufficient training grades resulting in consultants having to 

action down.

10. Inability to outsource complex patients - outsourcing ceased 

due to funding considerations with the CCG.

11. Funding considerations not supporting recruitment of 

consultant surgeons.

12. Approved business case for additional consultants.

16 Ctrl 1. Scheduled performance, progress, KPI and action plan 

reports provided to  Executive Team and Board via Quality 

Assurance Committee.

Ctrl 1. 4. Agenda's, papers, minutes/notes

Ctrl 2. 6. Weekly PTL meeting.

Ctrl 3. Investment.

Ctrl 3. Additional weekend lists.

Ctrl 5. up-to-date timetable

Ctrl 7. up-to-date policies and procedures.

Ctrl 1-7 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 1. Enhanced reporting Ctrl 1. The quality safety and user experience impacts of under 

performance are not fully measured and reported.

Ctrl 3. Approval to continue Saturday lists in the New Year.
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1697 Corporate Theme 3 :  

Inability to recruit / retain 

staff in sufficient number / 

quality to maintain service 

provision.
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1. Safe, Quality Care and 

Best Experience, 2. 

Improved Wellbeing 

Through Partnership, 3. 

Valuing Our Workforce, 4. 

Well Led.

16 Cause: National shortages mainly due to the deficit between the numbers 

required and the number of training places.

Effect: Difficulties in delivering on corporate objectives and national targets.  

Increase in temporary workforce usage including agency leading to budget 

overspends.

Linked to Risks:

DRM ID No 1080 Emergency Services, inability to recruit experienced Senior 

(middle grade) doctors (15)

DRM ID No 1112 Breast Care, reduction in Radiologists( 20) 

DRM ID No 1149 Child Health, Cannot sustain a full middle grade rota and 6 

person rota (20)

DRM ID No 1299 Community Hospitals (Ashburton, Bovey, Dartmouth & 

Paignton). (16)

DRM ID No 1432 Laboratory Medicine, Histopathologists. (20)

DRM ID No 1464 Trauma & Orthopaedics, Foot & Ankle Consultant. (15)

DRM ID No 1736 General Medicine, George Earl Ward, Staffing level 

inadequate.(20)

1. Recruitment updates are reported to Board bi-monthly as 

part of Workforce Report.

2. Medical Recruitment is being looked at as part of the Trust's 

Recruitment Strategy working groups.

3. Performance Report identifies where compliance with 

RTT/ED/STC impacted by workforce shortage.

4. Nursing workforce strategy in place including capacity plan 

that identifies demand and supply routes (including overseas 

nursing, redesign and vocational career pathways) monitored 

by Workforce and OD group.

5. E-Rostering system in place for nursing staff.

6. Restricted use of agency staff.

7. Use of bank staff wherever possible.

8. Additional support from current staff. 

9. Risk discussed at Local level with escalation process for 

risks 10. 15+ being linked to this risk. 

11. Risk discussed at HR SDU meetings. R+R Groups. 

Workforce OD Group,. Nursing working board group meeting,  

Risk Group meeting, Executive Team meeting, Audit & 

Assurance meeting and Trust Board meeting.

Ctrl 5. E-Rostering system not in place for all staffing groups.

12. Link between requirement to train additional staff and 

sufficient capacity to deliver placements for students and other 

trainees.       

16 Ctrl 1.2.3.4.6.7.9 Scheduled performance, progress, KPI and 

action plan reports provided to  Executive Team and Board via 

Workforce and Organisational Development Group meetings.

Ctrl 3. Reports cross referenced with entries on Datix Risk 

Module and report to Executive Team and Board via Risk 

Group meetings.

Ctrl 4. Plans monitored by the Executive Vacancy Risk Group 

to manage vacancies and redeployment during the care model 

implication should lead to reduction in the vacancy gap for 

nursing.

Ctrl 5. E-Rostering guidelines in place and management 

working with HR_OD to ensure effective implementation.

Ctrl 11.  Agenda's, reports and minutes/notes.

Ctrl 8. Overtime being offer to current staff to cover shifts 

where applicable. 

Ctrl 5. Guideline can not be implemented if staffing group is not 

on E-Roster.
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75 Corporate Theme 4 :  

Lack of available Care 

Home / Domiciliary Care 

capacity of the right 

specification / quality.
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1. Safe, Quality Care and 

Best Experience

16 Cause: Reduction in supply of care homes and care providers due to 

financial safeguarding/quality concerns.

Effect: Inability to provide assessed care in a timely way, resulting in delayed 

transfers of care.  Need to find alternative care for clients of failed domiciliary 

care or care home providers.

Note: Risk included at request of Lead Director, Sustainability of care home 

and nursing home provision within the community at risk.

Linked to Risks:

DRM ID No 78 (NCLR) care Home Fee Challenge (12)

DRM ID No 1223 (CLR)Financial Sustainability Risk Rating (20)

DRM ID No 1695 (CLR) Mears Group Risk (20)

DRM ID No 1715 Independent Sector Market. (20) from (15)

1. There is a robust operational/action plan and procedure in 

place that manages care home closures.

2. CQC inspection reports monitored by Trust Safeguarding 

Lead and QAIT team.

3. Financial viability of care homes is being monitored by the 

Adult Social Care (ASC) commissioners.

4. Quality is monitored via QAIT team and bi-annual care home 

visits.

5. Escalation process in place.

6. Domiciliary market under Mears but capacity remains 

problematic across Torbay and South Devon.

7. External contractor (Mears) rated inadequate and required to 

produce action plan. DRM ID No 1695 

8. Enhanced contract management arrangements.

9. Market development in progress, strategy to be finalised.

10. Care home fees 2017/18 not yet agreed. DRM ID No 78

16 Ctrl 1. Scheduled performance, progress and KPI reports 

provided to Safeguard / Inclusion Group, Executive Team, 

Quality Assurance Committee and Board by Chief Nurse.

Ctrl 1. Up-to-date operational/action plan

Ctrl 1. Up-to-date procedures.

Ctrl 2. CQC inspection reports.

Ctrl 3. Agendas, papers, minutes/notes of meetings.

Ctrl 4. Outputs/reports from QuESST and bi-annual reports of 

care home visits.

Ctrl 5. Up-to-date process for specific escalation of 

safeguarding issues. 

Ctrl 1. 4. 5. Bi Monthly control report considered at Community 

services Board by Quality Improvement team.

Ctrl 1 - 5. Placed People's Board engagement with CCG.

Ctrl 1-5 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 1. Receipt of Mears action plan.

Ctrl 1. CQC oversight of plan

Ctrl 3. Cost based assessment of care home fees being 

undertaken to inform 16/17 settlement.

None Identified.
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1695 Corporate Theme 4 :  

Lack of available Care 

Home / Domiciliary Care 

capacity of the right 

specification / quality.
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1. Safe, Quality Care and 

Best Experience, 2. 

Improved Wellbeing 

Through Partnership

20 Cause: Lack of management processes and staff at Mears as evidenced by 

the Care Quality Commission and Healthwatch reports.

Effects: Adequate and volume of Devon County provision that effects:

1. Safety and quality of care delivered to clients compromised due to failure 

to visit/provide double handed care.

2. Delayed discharges across the Acute and Community hospitals.

3. Lack of public confidence in the provider and the Trust.   

4. Impact on the residential and nursing home market capacity as winter 

pressures start.

5. Increased level of complaints.

6. Risk to organisational strategy for the new model of care development.

Linked to Risks:

DRM ID No 631 Insufficient Capacity for Domiciliary Care. (8) Closed

DRM ID No 1398 Mears Contract. (12) Closed

DRM ID No 1671 Mears Personal Care Delivery Failure Concerns Across 

Torbay & South Devon. (8) Closed

1. Provider of Concern process invoked to hold the provider to 

account.  

2. Senior Managers time released to lead the operational 

response and action plan.

3. Weekly quality review meeting overseeing delivery of action 

plan by Mears.

4. Daily review of the Outstanding package of care list daily 

calls with provider to anticipate any issues.

5. Sample of Mears clients contacted by the Trust to see and 

perform a light touch review.

6. Off contract protocol in place to procure Domiciliary Care 

from alternative sources.

7. Liaison with Devon County Council.

8. Working with the Communication Team re media responses 

and letters to clients.

9. Monitor of complaints and incidents.

10. Mears are incentivising staff and their sub contractors to 

promote better retention and take up of work.

11. KPI's and performance reports remain inadequate from 

Mears.

12. Staff training in Mears on MCA/DOL's not adequate.

13. Capacity within the subcontractor market not confirmed. 

14. Torbay's wider domiciliary care market has limited capacity 

and will incur higher cost implications.

15. Other organisational priorities at a time of change impact on 

senior managers time.

20 Ctrl 1. 3. 7. Agenda's, papers, minutes/notes.

Ctrl 1. CQC report

Ctrl 1. Healthwatch report

Ctrl 4. Reports logged and notes reported on.

Ctrl 5. List of clients

Ctrl 5. Up-to-date protocol

Ctrl 6. Protocol in place to use other providers other than 

Mears.Ctrl 8. Letters to clients

Ctrl  4. 9. Complaint and incident reports.

Ctrl 1-10 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 1. CQC follow-up review

Ctrl 1. Healthwatch follow-up review

Ctrl 1. Release from provider of concern process

Ctrl 2. Receipt of Mears action plan.

Ctrl 2. CQC oversight of plan.

Ctrl 10. Staff training records

Ctrl 10.  Staff turnover rates within Mears and sub-contractor.

Ctrl 1-10. Capacity analysis of domiciliary care sector.
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1196 Corporate Theme 5 :  

Failure to achieve 

financial plan.
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4. Well Led. 20 Cause: Management not identifying sufficient staffing posts to reduce 

workforce numbers 

Effect: Failure to achieve the required staffing cost savings.

Linked to Risk:

DRM ID No 1223 (CLR) Financial Sustainability Risk Rating (20)

1. Agreed criteria for holding posts.

2. Vacancy Control Panel in place.

3. Implementation of workforce redesign via the integrated 

Workforce  Strategy.

4. Monitoring of workforce reduction reported via Workforce 

Report to Board.

5. Revised arrangements including Executive Vacancy Risk 

Group implemented to control establishment.

6. Shared, robust and agreed CIP plans that include workforce 

changes need to be clearly identified and monitored.         

16 Ctrl 1. Scheduled progress and KPI's  provided via Quality 

Improvement Group and reports to Executives and Board.

Ctrl 2. Scheduled progress and KPI's reports provided to the 

Board by the Executive Team.

Ctrl 3. Scheduled progress and KPI's reports provided to Board 

and Executive Team through the Workforce and Organisational 

Development Group.

Ctrl 4. Scheduled progress and KPI's reports provided to Board 

and Executive Team through the Finance, Performance and 

Investment Group.

Ctrl 5. Group meets once per month to discuss any posts 

outside of run rate and any non front line posts.

None identified None identified
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1223 Corporate Theme 5 :  

Failure to achieve 

financial plan.
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4. Well Led. 25 Cause: Inability to meet total recurrent CIP savings target.

Effect: Failure to achieve business plan objectives for 2016/17.

Linked to Risks:

DRM ID No 75 (CLR) Viability of Care Homes and Nursing Homes (16)

DRM ID No 1196 (CLR) Supporting the Delivery of the CIP Plans through HR 

Workforce Strategies & Support (16)

DRM ID No 1228 Spend On Variable Staffing. (25)

1. Performance reports at Senior Business Management 

Group, Efficiency Delivery Group,Joint Executive meeting for 

SWSP, Finance, Performance and Investment Committee, 

Financial Improvement Scrutiny Committee and Board.

2. Deep dives on schemes undertaken at Efficiency Delivery 

Group and Finance, Performance and Investment Committee.

3. Programme office and management function established, 

monitoring and reporting delivery of schemes.

4. Regular updates provided to the Social Care Programme 

Board.

5. Exec-led performance monitoring of SDUs/support 

directorates.

6. CIP plan established for 2017/18.

7. Trust-wide improvement programme for 2017/18 onwards 

with potential savings verified with reference to external reports.

8. Executive sponsors and management leads identified for 

schemes.

9. Mark Hackett Check and Challenge meetings.

10. NHS-E and NHS-I monthly review process under the NHS 

E Capped Expenditure Programme.

11. Schemes do not yet meet target level. 20 Ctrl 1. Scheduled Progress and KPI reports provided to Board 

via Finance, Performance and Investment Committee. 

Ctrl 1. 2. 4. 5. Agenda's, papers, minutes/notes from these 

meetings.

Ctrl 1. Approved budgets to Board via Finance, Performance 

and Investment Committee.

Ctrl 3. 8. Agreed CIP schemes registered with the Programme 

Office.

Ctrl 1. Bi-weekly review of CIP delivery via Efficiency Delivery 

Group.

Ctrl 3. Programme office exception reporting

Ctrl 3. 8. Programme office distributing scheme updates / flash 

reports to scheme leads and executive sponsors.

Ctrl 9.10 Executive has considered draft report form  Mark 

Hacket and  incorporated  agreed actions into the  PMO plans

Ctrl 6. 7. PwC as external auditor.

Ctrl 1. 6. 7. NHS Improvement feedback / letters.

Ctrl 6. 7. Audit South West review of CIP.

Ctrl 6. 7. Future publication of reference costs.

Ctrl 6. 7. Future publication of Carter process.

Ctrl 1. 6. 7.  Performance report demonstrating full delivery

None identified.

S
tr

a
te

g
y
 a

n
d

 I
m

p
ro

v
e

m
e

n
t 
(A

n
n

 W
a

g
n

e
r)

1236 Corporate Theme 5 :  

Failure to achieve 

financial plan.
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4. Well Led. 20 Cause: Increased expenditure on the Independent Sector (Placed People, 

Adult Social Care) budgets.

Effect: This could lead to un-budgeted overspend and effect the Trust's ability 

to achieve the current business plan objectives.

1. Performance reporting through Service Delivery Units, 

Finance, Performance and Investment Committee and Board.

2. Placed People Oversight Group

3. Standing Financial Instructions (SFIs) and Scheme of 

Delegation

4. ICO joined Devon County Council, Torbay Council, Plymouth 

Council, NEW Devon CCG and South Devon and Torbay CCG 

2017/18 fee setting process.

5. Policies and procedures for care planning and package 

approval.

6. Care home fee model and care market consultation 

process.

7. Policies and procedures for outside of fee rate.

8. Torbay Council consultation responses could result in 

increased cost if accepted.

9. Outcome of Torbay Council judicial review unknown.

10. Universal standard use of NHS contract

11. Inability to attract packages of care within agreed fee 

structure.

12.Still awaiting outcomes.

16 Ctrl 1.Scheduled progress, performance and KPI reports 

provided to Finance, Performance and Investment Committee 

and Board. 

Ctrl 1. 2. Agenda's, reports, minutes/notes.

Ctrl 3. Board approved SFIs and Scheme of Delegation.

Ctrl 4. Agreed process

Ctrl 5. 7. Up-to-date policies and procedures.

Ctrl 6. Agreed care home fee model and care market 

consultation process.

Ctrl 4. Benchmark rates of expenditure.

Ctrl 4. Potential use of a combined Devon County Council fee 

model.

Ctrl 4. Market strategy

Ctrl 6. Outcome of judicial review consultation process.

Ctrl 1. Board report detailing output of client level audit / review.
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1237 Corporate Theme 5 :  

Failure to achieve 

financial plan.
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4. Well Led. 20 Cause: South Devon and Torbay CCG and Torbay Council financial positions 

becoming increasingly challenged. CCG to be cash limited to control total by 

NHS E

Effect: CCG in ability to pay contract debt on time and increased challenge to 

Trust income. 

1. Regular updates to the Trust Board detailing the  key 

financial risks facing the health and care system for 2017/18 

provided during the annual planning process.

2. Regular reporting through Finance, Performance and 

Investment Committee and Board on progress with Risk Share 

Agreement management and negotiations.

3. RSA drafted for 2017/18 Q1-3,arbitration mechanism 

specified.

4. RSA Oversight Group meeting monthly.

5. Routine reporting of PbR implications informing Finance, 

Performance and Investment Committee and Trust Board of 

implications if Risk Share Agreement (RSA) fails.

6. Contract meetings on going for implications of 2017/18 Q4

7. NHS-E and NHS-I Monthly review process under the NHS E 

Capped Expenditure Programme

8. Productive engagement with NHS Improvement and NHS 

England where Risk Share Agreement (RSA) can be 

maintained.

9. Contract to be signed

15 Ctrl 1. 2. 5. Scheduled progress, performance and KPI reports 

provided to Finance, Performance and Investment Committee 

and Board. 

Ctrl 1. 2. 4. 5. 6. Agenda's, papers, minutes/notes.

Ctrl 3 Signed contract.

Ctrl 3. Payment of risk share Invoices.

Ctrl 4. Agreed system plan for 2017/18 None identified.

New: Controls 7
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1239 Corporate Theme 5 :  

Failure to achieve 

financial plan.
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4. Well Led. 25 Cause: Failure to achieve control total.

Effect: Failure to achieve Sustainability and Transformation (STF) and 

subsequent impact on financial performance plan. Damage to risk rating and 

reputation with the regulator.

1. Annual plan control total.

2. Performance reporting and escalation through Service 

Delivery Units, Finance, Performance and Investment 

Committee, Financial Improvement Scrutiny Committee and 

Board.

3. Core financial controls (budget setting, Standing Financial 

Instructions / Scheme of Delegation)

4. Cash management, cash planning and working capital in 

place.

5. Reporting to regulators.

6. Engagement with regulators to ensure aspects of the Single 

Oversight Framework covered.

7. Assistance from NHS-I with Mark Hackett

8. Building relationships with NHS-I team

9. NHS-I monthly review process under the NHS E Capped 

Expenditure Programme.

10. Sufficient detailed CIP plans to cover a Risk share the 

contract challenge and deliver the control total.

11. Building relationships with new NHS Team.

13. Cross referencing gaps in CIP and income.

14. System wide savings plans being developed.

25 Ctrl 1. 4. 5. NHS Improvement returns (routine and ad hoc)

Ctrl 2. Agenda's, papers, minutes/notes.

Ctrl 2. Self-certifications.

Ctrl 2. 4. Detailed monthly cash flow forecasts, monthly closing 

cash balance/budgets and year-end cash balance process.

Ctrl 3. Board approved SFIs and Scheme of Delegation. Up-to-

date policies and procedures for budget setting.

Ctrl 5. 6. NHS Improvement correspondence to Trust.

Ctrl 7-9. Executive has considered draft report form  Mark 

Hacket and  incorporated  agreed actions into the  PMO plans

Ctrl 1. Approved plan (due 20 December)

Ctrl 5. 6. NHS Improvement segmentation.

Ctrl 2. 3. 4. PwC use of resources assessment (3 Es)

Ctrl 2. 3. 4. Internal audit reviews (CIP, review of Standing 

Financial Instructions / Scheme of Delegation)

None identified
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1772 Corporate Theme 5 :  

Failure to achieve 

financial plan.
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4. Well Led. 25 Cause: Trust has given notice on Risk share agreement pending agreement 

of New Risk share for Q4 of 2017/18.

Effect: CCG and Council revert to challenging income under the national 

contract. Council mitigating actions cause reduced patient flow in ASC.

1. Joint Executive meeting with executive leads across system 

regular contract meetings. 

2. Joint Technical Working group to address technical PBR 

challenges.

3. Contract negotiations meetings progressing to address a 

revised risk share agreement.

4. Work on splitting costs for ASC and Placed People has 

commenced jointly with CCG and Torbay Council concluded 

spend above funding £10m.

5.Council proposal of additional funding considered by Board in 

May.

6. Joint understanding of financial effect of Risk share notice.

7. Formal approval of offer by council of the additional ASC 

funding (board accepted in principle in May) RSA discussions 

continuing with CCG but NHS E Directions and Capped 

Expenditure Process now a further complication.

25 23-02-2017 - New Corporate Level Risk. Assurances being 

obtained.
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952 Corporate Theme 6 :  

Delayed delivery of ICO 

care model.
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1. Safe, Quality Care and 

Best Experience

20 Cause: Budget reductions to the "Public Health Services" commissioned by 

Torbay Council are confirmed.

Effect: This cut will impact on the financial delivery of the service causing an 

overspend.  This cut will impact significantly upon all public health provided 

services and future "Care Model" delivery. In addition there will be increase 

clinical risks for each service. 

Linked to Risk:

DRM ID No 1698 Sexual Health, Uncertainty Over 2017-18 Public Health 

Grant. (16) 

DRM ID No 1729 Lifestyles Service Decommissioned (9)

1. Performance reporting and escalation through Finance, 

Performance and Investment Committee and Board.

2. Redesign of services to deliver against a reduced budget.

3. Good relationships with PH commissioners with informal 

discussions in relation to financially supporting the redesign 

process this year.

4. Implementation phase for reducing services using redesign 

and skill mix will not be possible to achieve in time to totally 

reduce the run rate from the 1st of April 2017 for the lifestyles 

service. The financial exposure is being scoped with finance

20 Ctrl 1. Agenda's, papers, minutes/notes. Implementation plans 

to deliver reduced services are underway.

Ctrl 1. Controlled through Finance Plans and procedures with 

budget holders.

Ctrl 2. Lifesyles, working with PH Commisiners to redesign 

service model.

Ctrl 1-3 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 2. Mayor's final budget published.  This has now been 

published.  Impact on the reduction of the Lifestyles service 

and the development of the new service model and the impact 

on the Care Model not fully understood.

Ctrl 2. Health Visisting and School Visting - Draft Plan for April.

Ctrl 2. Recruiting to Skill mix post.

Ctrl 2. Mayor's final budget published.  This has now been 

published.  Impact on the reduction of the Lifestyles service 

and the development of the new service model and the impact 

on the Care Model not fully understood.

New: Control 3
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1238 Corporate Theme 6 :  

Delayed delivery of ICO 

care model.
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4. Well Led. 20 Cause: Inability to meet the Care Model savings of £12m within agreed 

timescales. 

Effect: Failure to achieve the Long Term Financial Model.

Linked to Risks:

DRM ID No 1713 Implementation of Disinvestment Programme. (12)

DRM ID No 1716 Outpatient Innovations Does Not Release Cash Saving in 

Timescale. (20) from (15)

DRM ID No 1718 Insufficient Project Support Capacity. (12)

DRM ID No 1720 Lack of Clinical and Analytical Capacity. (12)

DRM ID No 1725 Adoption of Rehabilitation Unit Model. (16)

DRM ID no 1726 ACS Conditions Has Been Underestimated. (8)

DRM ID No 1757 Estates Capacity to Support Disinvestment(12)

DRM ID No 1890 Phase 1 Acute Bed Disinvestment - Savings Shortfall. (15)

DRM ID No 1891 Acute Bed Disinvestment Phase 2 Not Viable (20) from(15)

1. Care Model programme is managed through the Care Model 

Delivery Group which reports to Senior Business Management 

Group.

2. Detailed implementation plan.

3. Approval of investment proposals as required under the 

Investment Policy. 

4. Disinvestment workstream now in place to support delivery 

of changes that will deliver savings. Additional support from 

1WTE B7 project manager now in place.

5. Stress testing underway to reduce investment and maximise 

savings against each project.

6. There has been a review of the disinvestment and 

investment profiles with the finance team, and as a result the 

investment profile is going to reduce. There are further 

reductions which are possible, which will require Executive 

discussion and decision; commissioner approval and possible 

public consultation.

7. Disinvestment trajectory for the £9 million for 17/18 and 

18/19 (linked to bed disinvestment) is on track to deliver but 

subject to change; according to redeployment risks.

8. Savings not identified against all projects.

9. Stress testing is taking longer than expected due to capacity 

constraints of finance team.

10. Disinvestment workstream is still not resourced with 

sufficient capacity to meet deadlines - update 08/05/17, 

capacity and capability of organisational-wide support to 

Disinvestment workstream in place.

11. Benefit of outpatient innovations unclear - update 08/03/07: 

This workstream has now been transferred to Elective Care 

Programme, along with associated costs and benefits

12. Consultation outcomes will determine overall service 

configuration will not be confirmed until January/ February 

2017 - update 08/03/17: consultation outcomes now confirmed 

and care model thresholds met to begin disinvestment in March 

2017 (detailed plans in place)

13. Reconfiguration of services are interdependent with 

alternative estate options which are not yet finalised.

15 Ctrl 1. Agenda's, papers, minutes/notes.

Ctrl 1. Monthly reporting via smart sheet.

Ctrl 2. Detailed implementation of actions within plan.

Ctrl 3. Approved Investment plans.

Ctrl 4. 5. Disinvestment work plan and reporting via Care Model 

Operational Group.

Ctrl 2. Detailed delivery task level action plans by locality. 

Ctrl 2. Detailed delivery task level action plans by programme 

for all non-locality specific actions.

Ctrl 4. 5. Identifying additional finance and performance 

resource (underway but not yet complete).

None identified

New: Controls 6-7
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1101 Corporate Theme 7:  

Patients lost from the 

"Follow Up" system may 

not receive required 

appointments resulting in 

critical diagnoses being 

missed.
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1. Safe, Quality Care and 

Best Experience

20 Cause: Inability to meet Medical retina demand for follow-up patients within 

sub-specialties within ophthalmology.

Effect: Increased risk of loss of vision for patients not seen on a timely basis.

1. Reviewing patients to ensure clinical priority is achieved in 

appointments but unable to reduce this number without 

affecting other sub-specialties backlogs.  

2. Running additional clinics including virtual clinics.

3. We now include the clinic accommodation at Newton Abbot 

within our timetables which will enable  improved utilisation.

4. We have instigated a timetable review and meetings are on 

going.

5. Utilisation of clinic activity within Newton Abbot

6. Established clinic timetable.

7. PTL monitoring and tracking in place.

8. Extra clinical space is now complete and new equipment is 

being purchased.

9. Virtual clinics now running in trial phase to establish best use 

of the time and equipment as well as issues with other sub-

specialties.

Ctrl 8. Despite putting control in place there are still 4000 

patients waiting passed to be seen by date.

20 Ctrl 1-2-3.Patients all have an allocated consultant responsible 

for their care.

Ctrl 1-2-3-4. The list of patients are regularly sent to the 

consultants so that they are aware of the delays.

Ctrl 1. The list of patients are monitored at sub-specialty level 

to ensure higher risk patients are prioritised.

Ctrl 2-3. Work to increase the accommodation has been 

completed and extra clinics are now running.

Ctrl 5. Agenda's, Minutes and Reports from these meetings.

Ctrl 6. Completed the timetable with the new rooms, this 

control is in place and working effectively.

Ctrl 7. Weekly PTL meeting.

Ctrl 9 –  We are currently running at about 90% of expected 

final capacity.

Ctrl 1-9 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 1.Continued work to increase capacity for the patients most 

at risk.

Ctrl 1. Action Learning Set with GP's and Commissioners 

discussing progress and further work that can be done to help.

Ctrl 8. Three more pieces of equipment arriving.  One is 

imminent and the other two after that.  Installation staggered to  

maintain a safe level of care for all patients due to the 

disruption.

Ctrl 4. Continued growth in demand may outstrip new capacity.
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1110 Corporate Theme 7:  

Patients lost from the 

"Follow Up" system may 

not receive required 

appointments resulting in 

critical diagnoses being 

missed.
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1. Safe, Quality Care and 

Best Experience, 4. Well 

Led.

15 Cause: Lack of a robust follow-up appointment process across the Trust.

Effect: Patients at risk of disease progression. Consequences are for poor 

patient care, poor patient experience, adverse impact on the reputation of the 

Trust and may leave the Trust open to litigation.

1. Documented / updated process in place.

2. Random sample of 2,500 outpatient records identified some 

failures in the old system.  No failures identified in the new 

system.

3. Bank staff employed to review all outstanding patient 

records, this is being monitored by our service improvement 

manager.

4. Trust Board report.

5. Long-term IT solution.

6. Systematic report for all patients with a follow-up 

7. Completed review of 1,509 day case records to identify any 

lost to follow up patients.

15 Ctrl 1. Approved process.

Ctrl 2. All patients identified as lost to follow up have had a root 

cause analysis completed. 

Ctrl 2. All patients in Urology have had their initial review.

Ctrl 2. Tests of new system not identified any patients lot to 

follow-up.              

Ctrl 4. Scheduled performance, progress and KPI reports 

provided to Finance, Performance and Investment Committee 

and Board.

Ctrl 4. Agenda's, papers, minutes/notes. 

Ctrl 1-4 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 1 Approved action plan.

Ctrl 2. Routine reporting from PAS.

Ctrl 3. Completed review of all outstanding records.

None identified
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1264 Corporate Theme 8: CQC 

requirement notice sets 

out significant concerns 

regarding safe quality 

care and best experience.
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1. Safe, Quality Care and 

Best Experience

25 Cause: Delays to first clinician (60 min target for patients in Cat. 1-3)

Effect: Failure to meet Emergency Department quality standards.

Linked to Risks: 

DRM ID No 1070 (CLR) Achievement of 4-Hour Standard. (20)

DRM ID No 1093 Compliance to CEM recommendations. (6) Closed

DRM ID No 1098 Patients will have a clinical assessment (observations) 

within 15 minutes  of attending ED (10) Closed

DRM ID No 1099  Patients will be nursed safety in Resus within ED (5) 

Closed

DRM ID No 1242 Poor Patient Experience in ED (15) 

1. Emergency Department Recovery Plan includes CQC safety  

measures for time to first Dr review. 

2. ED  safety measures reporting process to ensure reports are 

relevant, accurate  and timely. 

3. Revised ED recovery plan governance framework.

4. Non-executive director oversight. 

5. Discussed at governance meetings

6. ED staff engagement. 

7. Capacity to deliver improvements at pace. 

8. Staffing levels across medical rotas.

9. Lack of response from Trust escalation plans.

12 Ctrl 1. 3. Implementation of up-to-date plan and governance 

framework with CCG (bi-weekly) involvement

Ctrl 2. CIAG performance reports on key indicators to Senior 

Business Management Group, Finance, Performance and 

Investment Committee and Board.

Ctrl 4. Feedback from non-executive director.

Ctrl 5. Agenda's, papers, minutes/notes.

Ctrl 1-5 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

None identified, None identified.
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1095 Corporate Theme 8: CQC 

requirement notice sets 

out significant concerns 

regarding safe quality 

care and best experience.
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1. Safe, Quality Care and 

Best Experience

20 Cause: Overcrowding due to exit block and capacity issues throughout the 

hospital meaning no flow through department.  

Effect: Non-achievement of ED quality standards,  delayed ambulance 

handovers.  No capacity creates delays to patient assessment, diagnostics, 

treatment and represents a clinical risk to patients.

1. Intentional rounding and departmental escalation policy in 

conjunction with hospital escalation plan.  Challenging when 

there are high rates of admission and low rates of discharge i.e. 

Unable to adjust thresholds further to allow a patient to go 

home.

2. Two hourly board rounds during high volume situations; pilot 

use of overcrowding score to be used in conjunction with Trust 

wide actions.  

3. Early escalation of capacity problems to on-call teams. 

Escalation to Bronze and Silver command in SWAST.

4. ED dashboard will support greater understanding of ED 

pressures

5. Performance closely monitored through ED governance 

process and trust flow board

6. Policies and procedures including clear SOP's

7. On call executive rota.

8. 3 x daily control meetings with real-time information and 

appropriate management responses.

9. Ward discharge coordinators have daily meetings to review 

ward discharges.

Ctrl 1: Freeing up ward capacity.

 

Ctrl 3: Review required of the support required to be provided 

to the department by the 104/110 bleep holder to be instigated.

15 Ctrl 1. These are audited monthly by the departmental Senior 

Sisters and 2 hourly escalation sheets held in department of 

internal actions taken.

Ctrl 2. Evidence available via internal escalation record sheets.

Ctrl 3. Part of internal escalation plan.

Ctrl 4. SAFER bundle to be rolled out on EAU4 w/c 07/11/2016 

- ALAMAC no longer in use as replaced by ED dashboard and 

internal escalation tool.

Ctrl 5. 8. 9. Agenda's, papers, minutes/notes.

Ctrl  5. 8. 9. Agenda's, papers, minutes/notes.

Ctrl 6. Up-to-date policies and procedures.

Ctrl 8. Up-to-date on call executive rota. 

Ctrl 1-9 CQC self-assessment.

Ctrl 1-9 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.

Ctrl 3. New pilot on EAU3 where direct medical and surgically 

expected patients are being transferred to reduce overcrowding 

in dept.

None identified
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1504 Corporate Theme 8: CQC 

requirement notice sets 

out significant concerns 

regarding safe quality 

care and best experience.
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1. Safe, Quality Care and 

Best Experience

15 Cause: 2-3 Occurrence's weekly where vulnerable patients are admitted to 

the EAU's awaiting Mental Health Beds.

Effect:  

1. Delays in transferring patients to appropriate units due to bed availability.

2. Poor patient experience. 

3. Huge strain placed on these wards, often requiring extra staffing to 

support, adding stress/workload for ward teams.

1. Situation regularly escalated. (Averaging weekly occurrence)

2. Extra staffing can be requested via temporary staffing (as 

available).

3. Psychiatric liaison team available in hours.

4. Manager on call and/or Executive team

5. Appropriate discussion in progress with Devon Partnership 

Trust.

6.Not enough mental health bed capacity.

7.Reduced mental health staffing overnight means long delays 

for review and support.

8. Not an appropriate place of safety.

9. EAU staff do not have specific mental health training.

15 04-04-2017 - New Corporate Level Risk. Assurances being 

obtained.

Ctrl 1-5 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory.
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1073 Corporate Theme 9: 

Capacity in neurology 

leading to lack of new 

patient appointments,  

leading to long delay to 

initial assessment, threat 

of RTT breach.
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1. Safe, Quality Care and 

Best Experience

20 Cause: Consultant team at reduced capacity due to loss of 3 consultants 

(75% team) within 4 months. Now have 2 consultants plus agency registrar 

and part-time GP. 

Effect: 

1. Significant threat to RTT in medicine and impact on Trust RTT position due 

to clinic capacity . 

2. Clinical risk to patients of undiagnosed conditions or delays in treatment. 

3. Now 52-week RTT breaches within service.

1. Action plan in place.

2. RTT trajectory updated regularly in consultation with CCG 

and monitored via RTT Risk & Assurance Group.

3. Reports via Quality and Performance Review Meeting.

4. Agency locum registrar secured extended until end of August 

2017

5. Agency locum registrar now working without direct 

supervision and doing 5 clinics per week (additional 2 clinics)

6. Established clinic timetable.

7. PTL monitoring and tracking in place.

8. Residual vacancies e.g. Agency locum consultant.

9. Urgent slots provided at cost of routine slots thus extending 

wait for new routine appointment. 

16 Ctrl 1. Up-to-date action plan

Ctrl 2. Regular meetings/e-mail communication with CCG

Ctrl 2. 3. Agenda's, papers, minutes/notes.

Ctrl 4. Contract in place for agency locum until end Feb 2017.

Ctrl 4. 5. 6. Clinic templates in PAS.

Ctrl 4. E-mail confirming approval of ECF for substantive 

appointment.

Ctrl 6. Contract signed for 2 GP sessions. (Start date to be 

confirmed).

Ctrl 7. Weekly PTL meeting.

Ctrl 1-7 IA Report - SDU Governance arrangements. (May 

2017), Assurance level satisfactory

None identified None identified.
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Board Assurance Framework (BAF) Heatmap 
Current Scores by Risk Number from BAF  

Risk Title:  

1. Corp Theme 1, DRM ID No 1050 ñSpecial Theatres Ventilation.ò �n   

2. Corp Theme 1, DRM ID No 1083 ñInsufficient Capital Expenditure.ò �n�q  

3. Corp Theme 1, DRM ID No 1159 ñCurrent IT Systems & Infrastructure Will Not Meet Future Demands.ò �q  

4. Corp Theme 1, DRM ID No 1231 ñFailure To Raise Sufficient Capitalò �q  

5. Corp Theme 2, DRM ID No 1070 ñOutpatient & Inpatient RTTò �n  

6. Corp Theme 2, DRM ID No 1266 ñPoor Patient Experience And Quality Of Careò �n  

7. Corp Theme 3, DRM ID No 1697 ñInability to Attracted Service Critical Staff.ò �n�o�p�q  

8. Corp Theme 4, DRM ID No 75     ñViability of Care Homes and Nursing Homesò �n 

9. Corp Theme 4, DRM ID No 1695 ñMears Personal Care Delivery, Failure Concerns Across Torbay & South Devon.ò �n�o  

10. Corp Theme 5, DRM ID No 1196 ñTo Support The Delivery of the Trust's CIP Plans Through HR Workforce Strategies & Supportò �q  

11. Corp Theme 5, DRM ID No 1223 ñFinancial Sustainability Risk Ratingò �q  

12. Corp Theme 5, DRM ID No 1236 ñIncrease In Overspends On The Independent Sectorò �q  

13. Corp Theme 5, DRM ID No 1237 ñSignificant Financial Challenge For 2016/17ò �q  

14. Corp Theme 5, DRM ID No 1239 ñFailure To Secure Fund Moniesò �q  

15. Corp Theme 5, DRM ID No 1772 ñSignificant Financial Challenge For 2017/18ò �q  

16. Corp Theme 6, DRM ID No 952   ñUncertainty Over 2016-17 Public Health Grant.ò �n  

17. Corp Theme 6, DRM ID No 1238 ñCare Model Savingsò �q  

18. Corp Theme 6, DRM ID No 1101 ñMedical Retina Demand.ò �n  

19. Corp Theme 7, DRM ID No 1110 ñFollow Up Appointments Are Followed Up In Agreed Timescales.ò �n�q  

20. Corp Theme 8, DRM ID No 1095 ñSafer Care - No Delays in ED.ò �n  

21. Corp Theme 8, DRM ID No 1504 ñDelays to Mental Health Pathwaysò �n  

22. Corp Theme 8, DRM ID No 1264 ñED Delays in Triage and Time to Initial Assessment.ò �n  

23. Corp Theme 9, DRM ID No 1073 ñTimely And Effective Access To Neurology Service.ò �n 

15 

4 
8 12 10 

14 

11 16 

13 17  

9 

6 3 

5 

1 

Trust Strategic Objectives 2016/18 
�n = Safe, Quality Care and Best Experience  

�o = Improved wellbeing through partnership 

�p = Valuing our workforce 

�q   = Well led 
7 18  

19  20  

22  

2 23  
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