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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 / quality 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. Care Quality Commission’s rating ‘requires improvement’ and the inability to
deliver sufficient progress to achieve ‘good’ or ‘outstanding’.

Board Corporate Objectives.pdf
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MINUTES OF THE TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST
BOARD OF DIRECTORS MEETING
HELD IN THE BOARD ROOM, TORBAY HOSPITAL
ON WEDNESDAY 8TH MAY 2019
PUBLIC
Present:

Sir Richard Ibbotson
Professor C Balch
Mrs J Lyttle
Mr P Richards
Mr R Sutton
Mrs S Taylor
Mrs V Matthews
Mr J Welch
Ms L Davenport
Mrs D Butler
Mr P Cooper
Mrs L Darke
Mrs J Falcao
Mr J Harrison
Professor J Viner

In attendance:

Ms S Burns

Dr J Watson

Lead Freedom to Speak up Guardian
(item 75/05/19)
Company Secretary
PA to Chief Executive
Joint Head of Communications
Matron, Elderly Patients Wards and
Stroke Service (item 66/05/19)
Consultant Candidate
Consultant Candidate
Head of Adult Care Operations and
Health, Devon County Council
Assistant Medical Director

Mrs W Marshfield
Dr C Davidson
Mrs M Lewis

Mr B Bryant
Mrs A Hall
Mrs E Welch

Mrs J Downes
Mrs S Fox
Ms J Gratton
Mr A Mortimer
Dr T Nightingale
Dr P Squires
Ms K Storey

Governors:

Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Interim Director of Transformation and
Partnerships
Director of Finance
Director of Estates and Commercial
Strategy
Director of Workforce and
Organisational Development
Chief Operating Officer
Chief Nurse

Mr P Coates
Mrs L Hookings
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ACTION
PART A: Matters for Discussion/Decision
66/05/19

User Experience Story
Andy Mortimer, Matron for the Elderly Patient Wards and Stroke Service,
presented the User Experience Story which concerned an elderly patient who
had experienced frequent admission to the Trust across a number of
hospitals. During these admissions she suffered from frequent falls and her
risk of falling did not appear to be communicated between the hospital sites.
Sadly, the lady passed away, and her family have since been working with the
Trust to learn from their experiences and make improvements for others.
As part of the family’s experience, there were occasions when their Mother
had fallen and triggered the alarm and no one came to help and also at meal
times her food was not cut up and she was unable to eat it without assistance,
which was not provided.
The family stated that they could not fault the care and compassion they
received from staff when their Mother was at end of life, however they had
been left feeling that more could have been done whilst their Mother was
receiving care from the Trust during her hospital admissions.
Mr Mortimer informed the Board that one improvement that had already been
made following working with the family was the introduction of the ‘Patsy
Band’. This meant that patients who were assessed to be a falls risk wear a
wristband so that staff can quickly support anyone if they were seen to be
trying to get up unaided.
The Chief Executive asked the family if they felt involved in planning their
Mother’s care and they said that they had not and the Chief Executive said
she felt this was another opportunity to learn from their experiences and make
improvements. Also, when their Mother was end of life, the family were
informed that she would be moved to Brixham Hospital and ultimately this did
not take place due to a lack of staff and the family said that promises should
not be made to families unless it was clear they could be kept. The family
added that the impact on their Mother and her recovery each time she fell
would also impact on the Trust in additional costs and increased lengths of
stays and this was acknowledged.
In closing, the Chairman thanked the family for presenting their story to the
Board, when it clearly was difficult and emotional for them to do so.

67/05/19

Board Corporate Objectives
The Board Corporate Objectives were noted.
PART A: Matters for Discussion/Decision

68/05/19

Apologies for Absence
Apologies were received from the Medical Director.
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69/05/19

Declaration of Interests
There were no declarations of interests.

70/05/19

Minutes of the Board meeting held on the 3rd April 2019 and Outstanding
Actions
The minutes of the meeting held on the 3rd April 2019 were approved as an
accurate record subject to one amendment to paragraph three of minute
62/04/19 the word ‘reconfigure’ to be amended to ‘refocus’.

71/05/19

CEPA

Report of the Chairman
The Chairman briefed the Board as follows:


The Chairman welcomed Professor Chris Balch to the Board as the
newly appointed Non-Executive Director.



Plymouth University had an aspiration to increase the number of junior
doctor trainees they supported as a result of changes to national junior
doctor quota numbers. The implication for the Trust was that it could
expect some more F1 trainees in the next academic round.



Plymouth University were also keen to move into areas such as
pharmaceutical delivery and the Chairman had suggested they make
contact with Torbay Pharmaceuticals.



The induction sessions held at Exeter Racecourse for staff who had
joined the Trust as part of the Children and Young Persons contract
were felt to have been a real success. The Chairman wished to place
on record his thanks to the staff who have joined the Trust and those
Directors who were able to be part of the induction sessions.



Over the past month a number of consultant interview panels have
taken place and a number of good candidates have been appointed to
posts within the Trust. The Chairman wished the Board to be aware
that a number of these candidates had actively sought out employment
at the Trust.



The Brixham Friends Centre was holding its official opening event later
in the week and the Chairman wanted to place on record the Board’s
thanks to the Brixham League of Friends for its support to the Centre,
not least through their funding of £800,000. The joint working between
the Trust, League of Friends and Voluntary Sector that had taken place
to make the Centre a reality was a reflection of the integrated approach
to the provision of health and social care.

The Chairman’s report was received and noted.
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72/05/19

Report of the Chief Executive
The Chief Executive highlighted the following key points:


Reflecting on the Chairman’s report on the opening of the Friends
Centre, the Chief Executive said the Board should not underestimate
the importance of the development because the Brixham community
had, at one point, lost trust with the Trust due to the decision to close
St Kildas. Work between the Trust and the Brixham community on the
Friends Centre had enabled the close working relationship to be forged
that now existed. She said she hoped that this would set a precedent
for health and wellbeing centres in other communities. The Chief
Executive also wished to thank the Director of Estates and Commercial
Development, her team, and the Assistant Director for Operational
Change, for their work on the project.



The Chief Executive referred to the Trust gaining a ‘green’ rating for
smoke-free status and the links this had to the health and wellbeing of
staff and patients.



The new Devon Clinical Commissioning Group (CCG) had gone live at
the start of April and the Trust would now be working with this Group.
Dr Paul Johnson had been appointed as Clinical Chair of the Group.



The Chief Executive wished the Board to be aware of the publication of
Devon County Council’s report on Adult Social Care which was
structured around priorities and outcomes agreed by organisations
across the health and care system in Devon.



The Trust, along with others the country, continued to be challenged in
terms of filling vacancies and workforce development and these
difficulties now had a national profile with the GP workforce. As part of
this, NHSI had launched an Interim People Strategy to look at different
approaches to manage the workforce challenges.



The announcement that NHS England would be expanding specialist
perinatal mental health support was welcomed and would improve the
service the Trust was able to offer to mothers both before and after
childbirth.



The Trust’s Cardiology team have introduced a technique called
‘Rotablation’ which meant that patients in Torbay and South Devon
suffering from coronary artery disease could now undergo a life-saving
procedure at Torbay Hospital. This continued the Trust’s strong history
of innovation and development.

The Chief Nurse reminded the Board that the new operational delivery
management structure was now live and suggested it would be helpful for the
Board to be briefed on the new structure and this was agreed. It was noted
that the last time the CQC visited they highlighted the Trust for not having full
understanding of the new ICO structure and it would be disappointing if the
same comment was levelled at the Trust when they visited again.

COO
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The Chief Executive said that she had already begun to see some of the
benefits of the new structure, in particular the greater voice of clinicians
working with managers to drive the day to day management of the Trust’s
services and also in taking forward transformation. She agreed that the Board
needed to be able to clearly articulate the transition from the old to new
structure and what the new structure aimed to deliver.
Mr Richards said it would also be useful to understand what service users felt
about the new structure and how they could help to influence the work and for
this to be included in the report. The Chief Executive agreed, and added that
it would also be helpful to include the view of the Trust’s partners in the
community.

COO

The Board received and noted the report of the Chief Executive.
Strategic Issues
73/05/19

Devon Sustainability and Transformation Partnership Update
The Interim Director of Transformation and Partnership reported that a
number of Directors were involved in the ongoing negotiations at STP level to
define a balanced Annual Plan, which was acknowledged.
The Devon Sustainability and Transformation Partnership Update was
received and noted.
Delivery Issues

74/05/19

Integrated Performance Report (IPR) – Month 12
The IPR set out the headline performance for Month 12 (March) 2018/19
against the key quality and safety, workforce, performance, and financial
standards that together represent the Trust’s operational plan for 2018/19.
Performance: National NHS I Single Oversight Framework:
In March the Trust did not meet the following national performance standards
or agreed planned improvement trajectories:
 Urgent care 4 hour standard: 81% (trajectory 90%)
 Referral to Treatment times (RTT): 81.3% (trajectory 82.5%)
 Cancer 62 day wait for first treatment from urgent referral: 76.9%
against standard 85%
 Diagnostic waiting times: 10.1% over 6 weeks (target 1%)
 Dementia Find: 89.4% (90% target)
The Chief Operating Officer reported as follows


The Trust’s 4 hour performance continued to be challenged. As part of
improving performance the Trust had been able to reopen the
assessment space in the Emergency Department and this had already
started to show signs of supporting improvements to performance. The
longer the Trust could keep the assessment space open the more
headroom would be created for teams to work on improvements in
other parts of the system to support the 4 hour target.
Page 5 of 13
Public

19.05.08 - Board of Directors Minutes Public.pdf
Overall Page 13 of 136



RTT performance had remained stable over the last month. Meeting
the 52 week target would remain challenging until Theatres A&B were
reopened later in the year. Lengths of wait for patients on the Cancer
2 week wait and 62 day trajectories had reduced over the last few
months.



Diagnostic performance continued to be challenged and was
significantly above the national standard. The Diagnostics Team were
working on plans to detail how that performance would be recovered.

Mr Richards queried the new System Improvement Board and its
membership. The Chief Operating Officer informed him that it was chaired by
the Director of Operations from the CCG and that the meeting focused on
reviewing performance against the action plan the Trust had put in place to
improve delivery against targets.
Mrs Matthews asked what actions needed to be taken to ensure that the
assessment space could remain open and the Chief Operating Officer
explained that there needed to be good flow through the system and for the
Trust to hold its nerve and not close it if patient flow started to be challenged.
He said that earlier in the week the Trust had 90 ambulances arrive at the
Emergency Department and the assessment space had contributed to
keeping patient flow moving through the department. He added that other
areas that impacted on patient flow included the number of patients that
remained in the Trust for over 21 days which had increased, and work needed
to take place to reduce these lengths of stays to support the discharge of
patients.
The Chief Nurse raised community services performance and the
intermediate care target which had been rated red for some time. She queried
the work that was being undertaken to improve performance. The Chief
Operating Officer explained that the Service Improvement Group, led by one
of the Trust’s Locality Clinical Directors was working to improve performance
which would in turn help improve patient flow through the Trust.
Financial performance against 2018/19 plan:
 The Trust had agreed its Operational Plan with NHS Improvement,
including delivery of the Control Total; a surplus of £1.725m, which
includes income from the Provider Sustainability Fund (PSF).
 Maintaining the same Control Total, a refreshed Operational plan was
submitted in June 2018 to NHS Improvement, re profiling the income and
the CIP plan based on the latest information known.
 The financial position at 31 March 2019 was a £0.54m deficit, which was
£2.82m behind the budgeted position. Included within this value was a
technical adjustment for impairment of £4.1m which was excluded by
NHSI for reporting purposes. The underlying deficit to date excluding this
value was £4.68m.
 Excluding the income and expenditure not used by NHS Improvement in
their assessment framework, a deficit of £5.37m was recorded; £7.10m
behind the budget for the year to date. NHS Improvement were also
measuring financial performance of the Trust against the Control Total
excluding PSF; on this metric the Trust was worse than plan showing a
deficit of £8.17m, a variance of £3.74m.
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 The Trust did not earn the performance element of the Provider
Sustainability Fund (PSF) at Q1 to Q4, however, the Trust was able to
recoup 50% of this through the Risk Share Agreement (RSA) with the
CCG. The finance element of the PSF was secured at Q1 - Q3, but this
position had reduced available cash balances by £1.68m relating to Q1 Q4 performance risk and finance related performance in Q4.
 The CIP target for year to date was £26.93m, against which a total of
£18.5m had been delivered; an underachievement of £8.43m due to
undelivered pay and non-pay schemes offset by additional income
received.
 Total pay run rate in M12 (£19.71m) was lower by £0.44m compared to
previous month; substantive and agency staff run rate was lower offset
by an increase in bank run rate.
 Non-pay expenditure cost of £16.54m in M12 was adverse against
budget due to unachieved CIP target in month and increase in the run
rate.
 The cumulative capital expenditure at 31 March 2019 totalled £15.35m,
which was £11.99m less than the profiled plan.
 The Finance Risk Rating slipped to a 4 at M12, as was previously
forecast. Significant adverse ratings include the I&E Margin rating (due
to the adverse I&E position) and the agency rating (due to the difficulty in
containing agency cost pressures).
The Director of Finance reported as follows:


The Trust’s Annual Accounts would report a surplus of £2.2m, which
would not change the overall deficit position of £8.2m against Control
Total. How this message was shared with through the organisation
was important given the continued need to focus on implementing
savings and efficiencies into the new financial year.



The pay run-rate had reduced for the first time in March.



There had been increased capital spend in March but performance
was still behind plan. Reasons for this included delayed spend on the
Emergency Department/Urgent Care Centre and Radiology.



The Trust’s CIP plans had delivered £18.5m in the year, however the
Board needed to be aware that less than half of this had been
achieved recurrently.

Mr Richards asked if the Trust’s Auditors had raised any concerns in respect
of the end of year accounts and the Director of Finance confirmed that they
had not. He reminded the Board of the issues reported at earlier Board
meetings in respect of the depreciation of the Trust’s estate and a change in
RICS guidance, and also ongoing conversations with the Auditors around
their opinion in respect of cash flow. Neither of these items were material to
the Trust’s accounts.
Professor Balch queried the impact on the Trust’s accounts if the capital
budget had been fully spent. The Director of Finance explained that as the
Trust was cash challenged it would have had to draw down more cash to
support the capital spend.
Page 7 of 13
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Operating Plan 2019/20 Submission:
This report confirmed the headlines for the final operating plan for 2019/20
which was submitted to the Trust’s regulator on 4th April 2019. The report also
described the background of the Devon STP system position which had
contributed to a challenging financial planning round this year. The Trust and
STP were required to deliver a revised Operating Plan for 2019/20 by 23 May
2019 in recognition of the need to progress plans to move towards bridging
the system deficit for this year.
Workforce
The Director of Workforce and Organisational Development reported as
follows:


Turnover had slightly moved from last month’s position.



Appraisal performance had reduced slightly and work was taking place
to highlight out of date appraisals to Executive Directors and the Senior
Leadership Team.



Statutory and Mandatory training performance remained static against
planned target levels.



Sickness absence was an area of concern as it had increased in
January and February. A lot of work had taken place to benchmark the
Trust’s performance against previous years; reasons for sickness; the
national average; and other Trusts. The Trust was performing better
than the national average and the patterns being experienced were
reflected by neighbouring Trusts. Reasons for sickness included flu,
which was usual for the time of year, but highlighted the need to
continue to work to improve take up of the flu vaccine by staff. It was
felt that the better performance compared to others was reflective of
the strategies around health and wellbeing that had been put in place.
Human Resources Managers were also working with team leaders to
support them if they had staff on long term sickness absence.

The Chief Nurse asked if sickness prevalence was spread across the Trust or
related to certain areas. It was noted that there were no specific areas. The
Director of Workforce and Organisational Development added that they had
looked at the age profiling of sickness and found that 37% of the Trust’s
workforce was over 51 and that there could be some correlation between age
and profession. Work was taking place to better understand any correlation.
In addition, take up of annual leave was being investigated to see if there was
any correlation between staff not taking any annual leave in the last few
months of the year because it had all been used and sickness, to which no
correlation had been found.
Mrs Matthews suggested the statement in the draft Annual Report around
being able to correlate staff engagement to a reduction in absence was
difficult to support given recent performance. The Director of Workforce and
Organisational Development agreed and said that consideration was being
given to setting absence targets at a local level for teams where it was known
they struggled to meet the target.
Page 8 of 13
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The Chief Executive raised the quality of appraisals, as this was an area that
had been highlighted in the Staff Survey. The Director of Workforce and
Organisational Development reminded the Board that the appraisal system
had been refreshed around a year ago which had aimed to improve the
quality of appraisals and the dialogue that took place in those appraisals. She
said that the work to continue to improve the quality of appraisals would be
picked up as part of the Staff Survey action plan.
The Director of Estates and Commercial Development added that work also
needed to take place around culture and the focus on the conversations that
took place at appraisals not just completing the paperwork.
Quality
The Chief Nurse referred to the Dementia Find performance and said that she
hoped this would improve over the next month because weekly performance
was now at 100%.
She also raised the issue of VTE performance and the fact that the Trust was
working with a hybrid paper and electronic system in the absence of a full
electronic system. She said that nursing staff were ensuring that all paper
assessments were completed and she was discussing with the Medical
Director how to support medical colleagues to bring performance back above
the 95% target.
There had been a number of STEIS reported incidents in Month 12; two in
obstetrics; three falls; and two pressure ulcers. This reflected on the number
of falls that took place in the Trust and the experience of the family that had
presented their story earlier in the meeting.
Mr Welch expressed concern at the lack of communication between hospital
sites when patients transferred, and said that he understood records
transferred with patients. The Chief Nurse confirmed that they did. He added
that he would have hoped there was a unified system between all health care
providers so that staff could understand a patient’s condition if they were
treating them. It was agreed that this would form the basis for a deep dive at
the Quality Assurance Committee.
The Board received and noted the Integrated Performance Report.
Governance Issues
75/05/19

Freedom to Speak Up Guardians (F2SUG) Six Month Update
The Board noted that the Freedom to Speak Up Guardian report was
submitted every six months to enable the Board to maintain a good oversight
of Freedom to Speak Up matters and issues.
Sarah Burns, Freedom to Speak Up Guardian Lead, attended for this item
and the following was discussed:
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The Board was asked to support the Freedom to Speak Up Strategy
which had been written with support from the Director of Workforce and
Organisational Development and NED Lead (Mr Welch). It had been
prepared with input from F2SUG users and endorsed by system
leaders.



The Board Self-Review tool was noted and identified areas for
improvement. The Board was asked to review this document.



Work continued to identity potential barriers to staff seeking support
from Guardians, and the Board was asked to share information data
from incident reporting to support this work.



The Board noted that 16 concerns had been raised since the last
report which was in line with benchmarking information. The main
concerns related to bullying and harassment and the staff group raising
the most concerns was nursing.



In terms of the number and types of concerns raised, the Trust was in
line with other Trusts, and work was taking place to support work to
address bullying and harassment.



The F2SUG anonymous boxes had been rolled out across the Trust
and concerns raised through them mainly related to car parking and
nepotism.



It was noted that the majority of concerns were raised by acute staff.
Community staff have raised concerns informally, but did not want to
go through a formal process.

The Chief Executive thanked Ms Burns for her report and the work of the
Guardians that supported staff in raising and resolving concerns. She
highlighted the Board Self-Assessment tool and Ms Burns said that it had
been suggested a small group be established to go through the document
and establish a priority workplan and this was supported.

DWOD

The Director of Workforce and Organisational Development stated that the
report highlighted the positive support that staff received whilst going through
the process and she said the Trust should ask them what went right for them
in the process so that learning could be used to support teams, especially as
the Trust moved to a self-organising team structure.
In respect of bullying and harassment the potential need for training was
discussed and how managers can find holding certain conversations with staff
difficult which could result in a view that staff were being bullied. This was
acknowledged and that were was a need for training, and also to manage
expectations of staff around what outcomes they might expect to see
following such conversations.
The need to raise the profile of the Guardians in the community was
discussed and it was noted that a new community Guardian had been
Page 10 of 13
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appointed and it was hoped she would be able to access more community
sites and staff.
The Chairman added that the staff that had joined the Trust as part of the
Children and Young Person service were not aware of the service provided by
the Guardians and Ms Burns said that this was an area that the Guardians
needed to address.
Mr Welch suggested that it would be helpful to have a junior doctor as a
member of the team and Ms Burns said that this was already in the process of
being established.
In closing, the Director of Workforce and Organisational Development said
that she met regularly with Ms Burns and that they wished to put in place a
clear programme of work for the next year with clear objectives. A sub-group
of the Board would be established to devise the work programme and would
bring a report back to the Board once this work had been completed.

DWOD

The Board approved the following:


The Freedom To Speak Up Vision and Strategy.



Leadership and governance arrangements in relation to FTSUG to
be reviewed to identify areas to develop and improve.



Sharing of information and data from incident reporting in order
to triangulate and identify potential barriers to speaking up.



Key messages to be shared with wider workforce.

PART B: Matters for Approval/Noting without Discussion
Reports from Board Committees
76/05/19

Finance, Performance and Digital Committee – 30th April 2019
The Board noted the report of the Finance, Performance and Digital
Committee Chair.
Mr Welch informed the Board that he had chaired the meeting in Mr Sutton’s
absence and he presented his report of the meeting to the Board for
information.
The Company Secretary added that the meeting had discussed the financial
risk register and how the scope of the register needed to be broadened to
include digital elements. The registers would be reviewed at each meeting
with a deep dive on one item at each meeting.
The Board received and noted the report of the Finance, Performance
and Digital Committee.
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Reports from Executive Directors
77/05/19

Report of the Chief Nurse – Safer Staffing
The monthly Safer Staffing report as required by the Chief Nursing Officer.
was presented. The report provided a brief update on the Nursing Workforce
Programme streams.
The Board received and noted the Chief Nurse’s Safer Staffing Report.

78/05/19

Report of the Chief Operating Officer
The Chief Operating Report provided an overview of ongoing work to
introduce the new delivery structure. The areas of work being delivered in the
five localities were set out. Transitional arrangements have been mapped
and delivery would be supported through the development of self-organised
teams.
The report highlighted some themes from each of the revised two systems.
The Board received and noted the report of the Chief Operating Officer.

79/05/19

Maternity Governance Safety Report
The Maternity Governance Safety report informed the Board of the work being
undertaken by the Maternity Governance Group. It was an expectation of
the Clinical Negligence Scheme for Trusts (CNST) maternity incentive
scheme that a quarterly report will be presented to the Trust Board.
Future reports will contain information relating to compliance with CNST
Maternity Incentive Scheme key safety actions.
The Board received and noted the Maternity Governance Safety Report.

80/05/19

Compliance Issues
There were no compliance issues raised.

81/05/19

Any Other Business Notified in Advance
There was no business notified in advance.

82/05/19

Date of Next Meeting – 9.00 am, Wednesday 29th May 2019

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

1

Issue

Lead

Progress since last meeting

Matter
Arising
From
03/04/19

Include progress report on the reconfiguration of Community
Services in the induction programme for new Torbay Councillors and
Trust Governors.
Future CE Vlog to focus on Charitable Funds and the use of
donations.
Bring report to future Board meeting following work to explore the
impact of the pension and tax changes.

IDTP
CS

Completed

CE

03/04/19

MD

In the process of being arranged –
remove from action list.
8th May update – work in progress.
Linking to STP. Feedback to Board at its
meeting on 29th May 2019. Remove from
action list.

CEPA

Completed

08/05/19

6

Amend minutes of the meeting held on the 6th March 2019 as
detailed above.
Provide briefing paper for Board members on the new delivery
structure and to include in that paper the views of service users and
how they could influence work programmes and the community.
Set up a small group to review the F2SUG Board Self-Assessment.

7

Set up a Board sub-group to establish a F2SUG Work Programme.

2
3

4
5

03/04/19

COO

08/05/19

DWOD

08/05/19

DWOD

08/05/19
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Trust Board of Directors
Report title: Chief Executive’s Report

Meeting date:
29 May 2019

Report appendix

n/a

Report sponsor

Chief Executive

Report author

Company Secretary
Joint Heads of Strategic Communication

Report provenance

Reviewed by Executive Directors 21 May 2019

Purpose of the report To provide an update from the Chief Executive on key corporate
and key issues for
matters, local system and national initiatives and developments since
consideration/decision the previous Board meeting.
Action required
(choose 1 only)
Recommendation

For information
☐

To receive and note
☒

To approve
☐

The Board are asked to receive and note the Chief Executive’s Report

Summary of key elements
Strategic objectives
supported by this
report

Is this on the Trust’s
Board Assurance
Framework and/or
Risk Register
External standards
affected by this report
and associated risks





Safe, quality care and best
experience
Improved wellbeing through
partnership

X
X

Valuing our
workforce
Well-led

Board Assurance Framework
Risk Register

X
X

Risk score
Risk score

Care Quality Commission
NHS Improvement
NHS England

Terms of Authorisation
Legislation
National policy/guidance

X
X
X

X
X

X
X

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.
Failure to achieve financial plan.
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Report title:
Chief Executive’s Report

Meeting date:
29 May 2019

Report sponsor

Chief Executive

Report author

Company Secretary
Joint Heads of Strategic Communication

This report covers the period since the last board meeting at the beginning of May and
does not reflect a full calendar month. The period of purdah is also ongoing due to EU
elections taking place this month.
1

Trust key issues and developments update

Key issues and developments to draw to the attention of the Board since the last Board
of Directors meeting held on 8 May 2019 are as follows:
1.1

Safe Care, Best Experience

1.1.1 Major trauma peer review outcome
Torbay and South Devon is a designated Trauma Unit and has participated for many
years in the Major Trauma Network, with Derriford Hospital being the major trauma
centre. Each year we host a peer review.
This year’s review was held on 14 May and received very positive feedback including
the following commendations:
 The Trust provides a system-wide response for its trauma and rehabilitation
patients, which was described as “well oiled”.
 We have some of the best “unexpected excess survival rates” in the country
when compared with other trauma units.
 Our patients requiring transfusion and tranexamic acid all receive it within 3
hours of injury.
 High praise for our new paediatric transfusion protocol.
 Trauma liaison service – we are introducing for 2019 a co-ordinated service to
highlight and manage trauma patients throughout the system.
 Excellent roll out of rehabilitation prescription across acute and community.
 Co-ordinated management of patients requiring community rehab services.
 The presence of an Ortho-geriatrician in the team.
 Special Thanks to Chris Manlow as the Trust Trauma Lead and the well
organised, evidenced and supported peer review.
Two issues were highlighted for us to address:
 The Trauma Review Group had not achieved the level of engagement necessary
and is reliant on a few enthusiasts – we need to ensure we have surgical
specialty representation.
 Trauma Audit and Research Networks (TARN) audits – requirement for an
automated algorithm to identify patients for audit purposes. This had been
delayed due to issues with the IT server but a daily report is now in place.

Report of the Chief Executive.pdf
Overall Page 24 of 136

1.1.2 Scientific research visit to Trust
A delegation of scientists from the DHSC Senior Research Directorate visited Torbay on
17 May 2019. The group of prominent scientific advisers to the government visited to
better understand the health challenges faced by local residents and to see how
research can help address these challenges. Dr Louise Wood, one of government's top
research funding and policy leads who also works with the National Institute for Health
Research (NIHR) - the nation's largest funder of health and social care research – met
with representatives from Torbay Council and the Trust. As part of her visit, Dr Wood
learnt about the population of Torbay and programmes of work around supporting
people with complex needs and the needs of children across the Bay. She called into
the ‘Action for Children’s Zig Zags Children Centre’ to see the work that is being
undertaken in Torquay. The day’s agenda also focused on prevention, showcasing
projects which are designed to help keep residents well.
1.2

Well Led

1.2.1 Month 1 - Performance against the NHS Improvement Single Oversight
Framework:
In April, the Trust did not meet the following national performance standards:
Urgent care 4 hour standard: In April, the Trust achieved 79.1% of patients
discharged or admitted within 4 hours of arrival at Accident and Emergency
Departments (ED); the previous month (March) the Trust achieved 81%.
Referral to Treatment times (RTT): RTT performance has been maintained in April at
80.1%. This is working towards the Operational Plan trajectory of 81.50% but below
national standard of 92%. For April, 72 people will be reported as waiting over 52
weeks, this being a slight decrease on last month’s 79 and is below the agreed recovery
trajectory (94 in April). Due to the continued loss of capacity in main theatres we have
confirmed that the number of long waiting patients will not start to decrease until August
when the two refurbished clean air theatres are due to become operational.
Cancer waiting times: At 79.7% for April (as of 10th May 2019) forecast performance
is below the 85% national standard, but slightly ahead of the recovery trajectory
(78.3%). A significant element of achieving the 62 day treatment standard is the 14 day
from urgent referral to appointment. In April we have seen improvement in times for
urgent two week wait referrals to be seen in clinic. Plans are on track to bring colorectal
referral to appointment waits to 14 days by the end of Q1 2019/20 (currently at 8
days). Urology plans are in place, with waiting times reducing (currently at 4 to 5
weeks).
Diagnostics: The diagnostics standard was not met in April with 13.69% of patients
waiting over 6 weeks against the standard of 1%. This is deterioration from last month
(10.1% last month) but in line with our recovery trajectory 13.70%. The performance
reflects capacity pressures in both CT and MRI waiting times and recent increase in
echocardiography.
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Comment:
We are continuing to experience significant pressure on our services. We are closely
monitoring this and ensuring that those who are waiting are doing so safely. We are
very aware that any significant wait has a huge impact on patient experience and
ensuring that we continually review processes to ensure that improvement can be
made. A key part of this is our review of clinical services transformation programme to
improve experience and decrease waiting times.
1.2.2 Month 1 performance against 2019/20 Plan


Overall financial position: The financial position at 30th of April 2019 is a
£7.49m deficit, which is £4.63m behind the £2.86m plan submitted to NHSI.
 CIP savings delivery position: The CIP target for year to date is £17.50m;
Work is ongoing to identify the CIP opportunities for the Trust to meet the target.
 Capital expenditure: Capital expenditure at 30th of April 2019 totals £0.6m,
which is £0.2m more than the profiled plan of £0.4m
1.3

Valuing our Workforce, Paid and Unpaid

1.3.1 Staff Heroes Awards open for nominations
As well as recognising the achievement s of our staff in a bi-monthly celebration
breakfast at the Bay View restaurant, we are this year re-introducing an annual evening
awards ceremony. Nominations are welcome from everyone – whether staff, governors,
members, volunteers or service users and their families. Staff and volunteers of Torbay
and South Devon NHS Foundation Trust including Torbay Pharmaceuticals can be
nominated in all categories. We also welcome nominations for staff and volunteers
working with partner organisations in the following categories:
Outstanding contribution to right care in the right place
•
•
Outstanding contribution to sharing information
•
Outstanding contribution to strengthening partnerships
•
Outstanding contribution to prevention and staying well
Nominations received by 5pm on 2 July will be considered for the annual awards on
Thursday 26 September. Nominations can be made via the Trust website:
www.torbayandsouthdevon.nhs.uk/about-us/working-with-us/staff-recognition-schemes/
The full range of categories is shown below.
Outstanding contribution to right care in the right place
Outstanding contribution to right care in the right place
Outstanding contribution to right care in the right place
Outstanding contribution to right care in the right place
Outstanding contribution to sharing information
Outstanding contribution to strengthening partnerships
Outstanding contribution to wellbeing at work
Outstanding contribution to prevention and staying well
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1.3.2 New Director of Adult Services at Torbay Council
The Director of Adult Services at Torbay Council, Caroline Taylor, will be retiring from
her role at the end of May, after working for the local authority for almost 13 years.
Jo Williams, our current Deputy Director of Adult Services, has accepted a 12-month
secondment as the new Director of Adults Services at Torbay Council from June.
Recruitment is planned to fill Jo’s substantive role at the Trust.
Comment: Caroline has made an outstanding contribution to the work of this board and
to the integration of health and social care during her 13 years at Torbay Council. On
behalf of the executive team, and the Trust Board I would like to place on record our
appreciation and thanks for the shared progress and achievements we have seen
together. We look forward to an ongoing close working relationship, as Jo Williams
takes on the role. She will no doubt put her skills to good use, ensuring that we continue
to have a safe and effective adult social care service.
1.3.3 Carers week in June
Carers UK estimate that unpaid carers in England save the NHS more than the entire
NHS England budget for 2019/20 of £121.8 billion. The role they carry out is hugely
valuable – to health and social care services, and especially to their family member or
friend in need of care. They very often know the individual better than anyone else and
can advise on what support is likely to be needed, what interventions may be helpful
and even what might trigger a problem. Carers support to people who are in hospital
frees up staff time, ensures better communication, and can help support good
discharge, good rehabilitation and reduced re-admissions. During national Carers Week
in June, we will be focussing on the ‘triangle of care’ – that very important and very
special relationship between the professional, the carer and the individual. We
recognise that many of our own staff also have unpaid carer responsibilities, and will be
looking at how we can better support them. The Trust will be promoting Carers Week
from 10 June.
2. Chief Executive Engagement: May
I continue to meet with external stakeholders and partners. Meetings I have attended
during May are shown below.
Internal

External











Medical Staff Committee
Staff Side
Board to Board with Torbay
Pharmaceuticals
Patient Access Team
Meeting
Community Dieticians
Community Midwives Team









Director of Adult Services and Housing,
Torbay Council
Meeting with the Interim Accountable
Officer, New Devon CCG/ South Devon and
Torbay CCG
STP Chief Executives’ Meeting
Chief Officer, Adult Care & Health Digital
Transformation & Business Support, DCC
Hosted new Torbay Councillors’ Induction
Session
Opening of the Brixham Friends’ Centre
CYP Partnership Board Meeting
Professor Bridie Kent, Executive Dean,
Faculty of Health & Human Sciences,
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University of Plymouth
Chair and Chief Executive, Rowcroft
Hospice

3

Local Health and Care Economy Developments

3.1

Service Developments/Changes

3.1.1 Opening of Brixham Friends Centre
The new Friends Centre in Brixham officially opened this month (Thursday 9 May 2019).
Brixham Community Hospital’s League of Friends, Brixham Does Care and Torbay and
South Devon NHS Foundation Trust all worked in partnership to bring together day
care, health and wellbeing services in one place.
The Friends Centre forms part of the Trust’s strategy to bring people the right care, in
the right place and helping people to stay well and independent in their own
communities, as well as strengthening partnership working between the voluntary sector
and NHS. Local people in Brixham will now be able to access the widest range of health
and wellbeing services from one site with the community hospital and friends centre
being co-located.
The Trust provided the land for the Brixham Community Hospital site and Brixham
Community Hospital’s League of Friends donated £800,000 covering the full cost of the
build the building has been named after the League to recognise the significant
contribution that they made to the project.
The centre is run by ‘Brixham Does Care’ - a well-established local charity with 40 years
of experience helping people who are vulnerable and working with people to reduce
isolation and loneliness. The new centre hosts carer services, a local wellbeing
coordinator, day care, outpatient clinics and many more services. There are also rooms
available to hire for the local community and other services that are complementary to
people’s health and wellbeing.
3.1.2 Torbay Council 0-19 services
Last month, I reported on the launch of Children and Family Health Devon, providing
children and young people’s community services across Devon and Torbay. As well as
leading the alliance of providers delivering this service, our Trust and its partners
(Action for Children and the Children’s Society) were also recently awarded the 0-19
Integrated Service contract by Torbay Council. The service, known as Torbay 0-19
Partnership, will be the first of its kind in the region and possibly the UK, and aims to
combine, develop and deliver services both universally and targeted for the Torbay
children, young people and their families/carers.
Our Vision for the service is:
To work alongside our communities in Torbay to provide an excellent service that
supports and helps children, young people and their families/carers be safe, happy,
healthy and reach their full potential.
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Key elements of the future model of delivery are as follows:
 Family Hubs (from existing Children’s Centres)
 Single point of access (telling your story once)
 Prevention and Early Help (level 1 & 2)
 Integrated Workforce
 Trauma informed
 Progressive Universalism
 Strengths based & building community capacity
Comment: As we move forward we want to involve as many people as possible in
developing services towards this vision including children, young people and their
families/carers, staff and stakeholders, to make sure we work towards and achieve the
vision. In the meantime services will continue to operate in their current format, provided
from the same locations and referrals for children and young people will be received in
exactly the same way as now. In the coming months, during our mobilisation phase we
will be working with our teams and our stakeholders to develop the service delivery
model. We will communicate changes to the delivery of the service as they develop.
3.2

Partner and partnership updates

3.2.1 Senior staff changes at Devon CCG
There have been a number of changes and new appointments at Devon CCG:
 Sonja Manton became Director of Commissioning for Devon CCG for 12 months
from 1 April 2019.
 Jo Turl became Director of Transformation
 Penny Harris has joined the CCG to work with the strategy team and STP
partners to lead the production of our local Devon Long Term Plan and
Integrated Care System development.
In addition, three non-executive appointments have been made:
 Charlotte Burrows, Non-Executive Lay Member - Patient and public involvement
 Glynis Atherton, Non-Executive Lay Member - Assuring quality of services
 Judith Hargadon, Non-Executive Lay Member - Primary care and prevention
3.2.2 Induction for new Torbay Council members
Following the local government elections, we were pleased to host an induction session
at the Horizon Centre for newly-elected members. Along with Caroline Taylor and Sonja
Manton, from the CCG, I presented on how we are working in partnership to integrate
health and social care. It was an excellent opportunity to inform the new councillors
about our new model of care and how we are working in partnership with the voluntary
sector and other statutory organisations to centre our services around individuals’
needs. We shared the evidence base for making the changes in services, as well as
what early data tells us about the difference this is now making – from a reduction in
hospital stays and ED attendances to a 40% increase in the number of people cared for
at home. We also talked through examples of how local people are able to use their
Health and Wellbeing Centres.
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3.2.3 New nursing programme with the University of Exeter
We are delighted to be part of a new collaboration with The University of Exeter, after its
pioneering new Nursing programme received official approval from the Nursing and
Midwifery council. The programme, which aims to develop outstanding nursing leaders,
reflects Exeter’s commitment to developing the future of nursing. The curriculum has
been developed in collaboration with nurses and patients, and with Devon Partnership,
North Devon, the Royal Devon and Exeter, as well as our Trust.
3.2.4 Engagement on Devon Long Term Plan
Devon is developing its own version of the Long Term Plan and CCG-led local
engagement is taking place in June and July 2019. The proposed seven themes of the
engagement are: greater focus on population-based health outcomes; helping people to
live healthier lives; enhancing how we help those needing mental health support;
improving out-of-hospital care; better integrating health and social care services;
reviewing and developing hospital-based clinical services; children and early start.
The outcomes of the consultation will influence the final plan, which will be submitted in
October 2019.
3.2.5 Mother and Baby Unit, Exeter
Jasmine Lodge, Devon’s new Mother and Baby Unit (MBU) in Exeter, is set to accept its
first admissions towards the end of May. The new, state-of-the-art unit will mean that
significant numbers of local people with mental health needs, and their families and
supporters, will no longer need to travel outside Devon for their care and support
4
National Developments and Publications
Details of the main national and regional developments and publications since the last
Board meeting on 8 May have been circulated to Directors through the weekly
developments update briefings. The item of particular note that I wish to draw to the
attention of the Board as follows:
4.1

Government

4.1.1 NHS pensions rule change mooted
The government is considering changes to the NHS pension scheme with the aim of
helping stem the number of senior members of medical and management staff leaving
the NHS due to current pension allowance limits and the consequential impact on
personal tax liabilities.
Comment: As a Trust we are experiencing significant problems relating to the tax
position for new pension arrangements. This problem has been highlighted nationally
and discussed in the Houses of Parliament.
Unexpected large tax bills are being received by senior members of medical and
management staff. This is a concern for a significant proportion of senior medical staff
(up to 30% in a recent national survey). In some cases, because of the complex way
that the tax is calculated, a member of staff receiving a pay rise or being paid for
additional work to support achievement of clinical targets can receive a tax bill that is
larger than the additional pay that they received. This is clearly unjust on a personal
level.
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The issue has been identified as a risk for the Trust’s ability to respond to variation in
demand or cover of colleagues’ leave due to sickness or recruitment problems. It has
also been identified as a reason for early retirement of some staff. It is therefore a
serious concern for the Trust as an employer and service provider, as well as for
individuals.
The Trust is examining the possibilities to deal with this problem and discussions are
being held across the STP to see how we can work together to reduce the impact.
There is some evidence that the Treasury have recognised the problem though a
national resolution is not yet agreed.
4.1.2 Junior doctor’s contract
In an update to junior doctor members, the BMA have said the ongoing negotiations to
the terms and conditions will conclude in late May. Members will be updated after this.
A referendum will be held in June on whether members accept the new version of the
contract.
4.1.3 Review of A&E targets
Fourteen Trusts, including University Hospitals Plymouth NHS Trust, are trialling
proposed new A&E standards in the coming weeks as part of a major review.
4.1.4 NHS maternity funding
The NHS has confirmed plans to double the funding to transform maternity services (to
£40m) with a key part of the funding providing women access to the same midwife or
small team of midwives during pregnancy, the birth of their child and after the birth. The
Government hopes that over a third of expectant mothers should benefit from the plans
by March next year, rising to more than half by 2021. The continuity of care plan will be
prioritised for those women and unborn children who would benefit from it the most,
including those who have complex medical needs or are from disadvantaged
backgrounds.
4.2

NHS England and NHS Improvement

4.2.1 Year end results shows many trusts in deficit
Figures from NHS Improvement reveal that there was a combined overspend of £850m
at ten NHS Trusts, with the worst deficit shown by one Trust in London of £182m.
Analysts at the Nuffield Trust health think-tank cited the deficits on government
underfunding of the NHS, staff shortages and the fast-rising demand for care rather
than profligacy or mismanagement. The NHSI report also found that 73 Trusts were
expected to end 2018-19 in the red and that 60 trusts had already run up bigger deficits
than planned after nine months of 2018-19, up from 44 in the previous quarter.
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5

Local Media Update

5.1.1 News release and campaigns highlights:







6

Our Chief Nurse, Jane Viner took part in a radio show celebrating nursing. Jane
spoke about why she became a nurse, how nursing had changed and the
importance of care, compassion and kindness.
Over the Bank Holiday weekend, we again promoted how to use NHS services
appropriately - including a personal video message from Jane Viner. These
messages reached nearly 20,000 people on social media.
We promoted the opening of the Friends Centre in Brixham, which received a
great deal of local and regional media coverage and was well covered on social
media.
We took part in a system-wide response to media coverage about emergency
services for people experiencing a mental health crisis. The response included
reference to better recording of attendance at EDs, ensuring mental health
experience and expertise is on-hand across all four of Devon’s local emergency
departments and three new crisis cafes.
A wide range of our staff took part in a series of short conversations hosted by
BBC Radio Devon to celebrate the 70th year of the NHS. The pieces were run on
the Breakfast Show and roles featured ranged from nurses to cleaning staff.

Recommendation

Board members are asked to review the report and consider any implications on the
Trust’s strategy and delivery plans.

JD/CF/JG
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Trust Board of Directors
Report title: Integrated Performance Report (IPR):
Month 1 2019/20 (April 2018)
Report appendix
Report sponsor
Report author

Meeting date:
29 May 2019

Month 1 - IPR Part 1
Month 1 - Dashboard
Interim Director of Transformation and Partnerships
Director of Finance
Head of Performance

Report provenance

SBMT (16 May 2019)
Executive Director scrutiny (22nd May 2019)
Finance, Performance, and Digital Committee (22 May 2019)
Purpose of the report The IPR sets out the headline performance for Month 1 (April) 2019/20
and key issues for
against the key quality and safety, workforce, performance, and
consideration/decision financial standards that together represent our operational plan for
2019/20.
Areas that the Board will want to focus on where the Trust is off
trajectory are highlighted below and detailed in the attached main
report.
The Board is asked to note there are no Part 2 Focus Reports for Month
1 due to the timing of publication of this paper. Focus reports will be
provided in Month 2.
Performance: Against the national NHS I Single Oversight
Framework:
In April the Trust did not meet the following national performance
standards or agreed planned improvement trajectories:





Urgent care 4 hour standard: 71.1% (trajectory 90%)
Referral to Treatment times (RTT): 80.1% (trajectory 81.5%)
Cancer 62 day wait for first treatment from urgent referral: 79.7%
against standard 85%
Diagnostic waiting times: 13.7% over 6 weeks (target 1%)

Financial performance against 2019/20 plan:
The financial position at 30th of April 2019 is a £7.49m deficit, which is
£4.63m behind the £2.86m plan submitted to NHSI.




Pay in M1 totals £22.23m which is £1.59m overspend against the
plan of £20.64m.
Non pay expenditure cost of £19.71m in M1 is slightly higher than
plan by £0.09m.
Financing costs of £1.42m is slightly higher than plan.
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Operating Plan 2019/20 Submission:
The board will note that this month’s report reflects the key headlines for
the operating plan which was submitted on 4th April 2019 which at the
time of preparation was still the current operating plan agreed by the
board.
The board will be aware that on the 23rd May we resubmitted our
operating plan to NHSI which described a significant change in our
Trust financial position. The Trust resubmitted plan reflects the
agreement reached by the STP with regulators and which has in turn
informed a new STP operating plan also submitted on the 23rd May.
This system plan describes the aim to deliver a gross system deficit of
£70m, in return for which the system will earn £56m of additional,
external sustainability funding. To deliver this and deal with the
significant performance challenges, including eliminating 52-week waits,
meeting core national standards for cancer (2-week and 62-day waits)
and improving A&E performance, the system has set out an ambitious
plan, requiring system wide transformation and maximum focus on
delivery throughout 2019/20.
The system will deliver this position by;
1. Managing demand and activity growth down by 2% from previous
planning assumptions through the changes described in revised
plans
2. Accelerating shift in delivery mode from inpatient to day case and
day case to outpatient to the performance of best in Devon
3. Increasing anticipated non-recurrent benefits from system
investment
4. Developing a system risk share to drive collective delivery
As a critical partner in the STP we are committed to working towards
achieving this goal recognising the significant scale of ambition and our
part in contributing towards the change at system level. We recognise
that this scale of change is necessary also to enable us to deliver our
transformation strategy which we are advancing at pace.
Action required
(choose 1 only)
Recommendation

For information
☐

To receive and note
☒

To approve
☐

The Board is recommended to receive the documents and note the
evidence presented.
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Summary of key elements
Strategic objectives
supported by this
report

Is this on the Trust’s
Board Assurance
Framework and/or
Risk Register
External standards
affected by this report
and associated risks

Safe, quality care and best
experience
Improved wellbeing through
partnership

Yes Valuing our
workforce
Well-led

Board Assurance Framework
Risk Register

Yes Risk score
Yes Risk score

Yes
Yes

Care Quality Commission Yes Terms of Authorisation
NHS Improvement
Yes Legislation
NHS England
Yes National policy/guidance Yes
This report reflects the following corporate risks:
 Failure to achieve key performance standards.
 Inability to recruit/retain staff in sufficient number/quality to
maintain service provision.
 Failure to achieve financial plan.
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1. Introduction and Context
Purpose
The purpose of this report is to bring together the key areas of delivery
(including, quality and safety, workforce, operational performance, and
finance) into a single integrated report to enable the Finance,
Performance, and Digital Committee (FPDG) and Trust Board to:




Take a view of overall delivery, against national and local
standards and targets, at Trust and Service Delivery Unit (SDU)
level.
Consider risks and mitigations.
Determine whether the Committee is assured that the Trust is
on track to deliver the key milestones required by the regulator
and will therefore secure Provider Sustainability Funding and
ultimately retain our license to operate.

Report Format
The main detail of the report, which follows from this Performance
Summary, is contained in a separate PDF file Performance Focus
Reports. The Focus Reports are split into four main sections of Quality
Focus; Workforce Focus; Operational Focus; and Finance Focus and are
supported by the following appendices:
Appendix 1: Board Dashboard (PDF file) – No Financial metrics in
Month 1
This Performance Summary and the Focus Reports have been informed
by discussions and actions at:




SBMT updates and scrutiny (16 May 2019)
Executive Director scrutiny (17-21 May 2019)
Finance, Performance, and Digital Committee (22 May 2019)

Operational Plan 2019-20
The Trust submitted the final Operational Plan for 2019/20 on 4 April
2019. The plan described the position of the organisation going into a
financially challenging year and set out the focus for the organisation
working with its partners in the delivery of a significant transformation
strategy. In line with the requirement to resubmit the Devon STP
system plan on 23rd May our organisation is also required to resubmit
its full plan on the same date demonstrating alignment between
system and organisational plans. The timescales to achieve alignment
of system and Trust plans is very short and it should be noted that the
risk of last minute adjustments to our plan to ensure system alignment
will present challenges in the completion of the technical templates.
A reminder of the Key headlines of the plan submitted 4th April:
 Control Total –The Trust is not in a positon to confirm
acceptance of the 2019/20 £4.3m surplus control total.
 CIP – The ICO has made a 4.4% efficiency assumption in this
year’s submission leaving a deficit of £18.8m (after variable risk
share agreement). This year’s CIP programme is £17.5m.
Whilst not sufficient to bridge the gap to deliver the Control
Total, it is above the NHSI’s guidance that more than 4% is
rarely delivered in any one year, and higher than the potential
identified in the recently issued Model Hospital opportunity
tracker.
 Capital - The ICO will start the year having used £10.5m of its
£11m working capital facility and will require distressed FT cash
support.
 Workforce – The plan requires an overall reduction in
headcount of 170 wte posts at average pay band.
 Quality – The ICO was rated as ‘outstanding’ for care in 2018
and is aspiring to reach ‘outstanding’ in the next inspection with
2
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a focus on governance, mandatory training, and patient’s
records.
Performance Constitutional Standards – Our plan sets out
trajectories of improvement for 4 hour ED waiting times, people
waiting over 52 weeks for treatment; diagnostic waiting times;
with delivery of all cancer standards by March 2020.

Figure 1: STP Growth rates initial planning submission

Devon System Context
Our operational plan is developed in the context of the wider Devon
System and we have an important responsibility to inform the Devon
STP System operating plan that has also been submitted to the
regulator. The STP Plan is describing a combined deficit of circa £119m
against a control total set by the regulator of £43m deficit.
The STP core team alongside senior colleagues across all Trusts have
been working together in the development of a revised system plan
that describes a credible delivery framework that bridges the significant
system deficit and shows a trajectory of improvement over the next
two year. Revised STP and provider level plans need to be submitted on
23rd May 2019.
As part of this process the STP have led a series of “check and challenge
meetings” with providers Trusts to identify the opportunities for
activity reductions and reduce demand driven system costs. A summary
of the STP analysis of growth rates is shown below in Fig 1.

Feedback received to date has not identified any significant
opportunities for challenging TSDFT submitted plan activity levels
without having significant bearing on delivery of national performance
standards. Equality and Quality Impact Assessments have been
completed for all areas to ensure that decisions are informed by a
comprehensive understanding of the impact to quality, safety and
patient experience.
Trusts, Local Authorities and the CCG will continue to develop plans
that bridge the system deficit in order to achieve a position closer to
£80m for 2019/20.
As an organisation we will continue to work collegiately with our
system partners to enable the best possible position for the wider
population of Devon whilst retaining clear sight of our position as an
organisation which is to deliver the reasonable maximum level of
efficiency at 4.4%. To realise the full potential of our efficiency
3
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programmes requires a system wide plan working with our partners
across the STP to optimise the spread of best practice and deliver
against the Long Term Plan. We continue to push for a system wide
extended transformation programme that delivers spread and benefit
beyond the boundaries of our own footprint, but also critically enables
traction of our programme for Torbay and South Devon.
Regulatory Context: NHS Improvement Single Oversight Framework
The Single Oversight Framework (SOF) is used by NHS I to identify NHS
providers’ potential support needs across the five themes of quality of
care, finance and use of resources, operational performance, strategic
change, and leadership and improvement capability.
Using this framework NHS I segment providers into one of four
segments ranging from Segment One (maximum autonomy) to
Segment Four (special measures). The Trust remains (from May 2018)
assessed as being in Segment Two (targeted support).

Table 1: Local Quality indicators RAG rated RED:
Last
Target
month
Standard
Month 12
VTE – risk assessment on
>95%
90.5%
admission (acute)
Medication errors resulting in
0
0
moderate to catastrophic harm

This
month
Month 1
89.2%
2

Fractured Neck of Femur

>90%

78.4%

50%

Follow ups past to be seen date
(excluding Audiology):

3,500

5783

6103

Of the remaining indicators, 13 were rated GREEN, 2 AMBER, and 1 not
rated.

2. Performance Headlines: Month 1 (April 2019)
Key headlines for quality and safety, workforce standards and metrics,
operational performance, and financial delivery for Month 1 to draw to
the Board’s attention are as follows:

2.1

Quality Headlines

There are 20 Local Quality Framework indicators in total of which 4
were RAG rated RED for April (5 RED in March) as follows in Table 1:
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2.2
Workforce Headlines
Of the four workforce KPIs on the current dashboard two are RAG rated
Green, one is RAG rated Amber, and one RAG rated Red as follows:


Turnover (excluding Junior Doctors): GREEN The graph shows
that the Trusts turnover rate now stands at 10.68% for the year to
April 2019 which is an increase from 9.67% in March partly due to
TUPE transfers out of the organisation.



Staff sickness/absence: RED The annual rolling sickness absence
rate was 4.19% at the end of March 2019 (reported one month
in arrears) which is slightly higher than February at 4.18%; this is
against the target rate for sickness of 3.80%. The monthly
sickness figure for March was 4.11% which is a decrease from
the 4.92% as at the end of February.



Mandatory Training rate: GREEN At the end of April the rate
has decreased to 89.53% from 91.36% in March due in part to
the new cohort of staff from CYP who historically had different
training requirements. This means that the Trust is achieving
the target rate for mandatory training of 85%.



Appraisal rate: AMBER The Achievement Review rate for the
end of April was 80.05% which is an increase on the 78.93% as
at the end of March.

In addition to the workforce KPIs there are two further workforce
indicators that are being tracked to provide assurance to the Board.




Workforce Plan – The workforce plan forms part of the annual
business planning process. The final plan is currently being
redrafted ready for submission to NHSI on 23rd May 2019. From

2.3

Month 2 regular reports on progress against plan will be
produced.
Agency Expenditure - A report for Month 1 is not available at
time of producing this report.

Operational Headlines

2.3.1 Community and Social Care Summary
There are 15 Community and Social Care indicators in total of which 4
were RAG rated RED in April (2 in March 2019) as follows in Table 2:
Table 2: Community and Social Care Framework RAG Rated RED
Last
This
Target
month
month
Standard
Month 12 Month 1
64 days
Delayed transfers of care bed
per
137
140
days (acute)
month
605
602
Number of permanent
(March
(April
<=617
care home placements
trajectory
trajectory
of 630)
of 600)
Bed occupancy
CAMHS % of patients waiting
under 18 weeks at month end

80% - 90%

92.8%

93.9%

>92%

90.3%

87.9%

Of the remaining indicators, 4 were rated GREEN, 1 AMBER, and 6
indicators not rated.
5

Integrated Performance Report Month 1.pdf
Overall Page 41 of 136

2.3.2 NHS Improvement Single Oversight Framework (SOF)
National Performance Standards
Against the national performance standards, for Month 1 the Trust
reported the following outcomes in Table 3. Forecast risk against
trajectory delivery is indicated as ‘high’ ‘moderate’ or ‘minor’. Where
the forecast risk is considered ‘high’ this is accompanied with a brief
summary of management action.
Table 3: NHSI SOF National Performance Standards
Last
This
Standard/
month
Standard
month
target
Month
Month 1
12
A&E - patients
seen within 4
hours (PSF)
RTT – 18 weeks
Cancer – 62 day
wait for first
treatment –
2ww referral
Diagnostic tests
longer than the
6 week
standard
Dementia Find –
monthly report

Risk

>92%

81.0%

79.1%

HIGH

Trajectory

90%

90%

>92%

81.3%

80.1%

Trajectory

82.5%

81.5%

>85%

73.7%

79.7%

<1%

10.1%

13.7%

HIGH

>90%

89.4%

96.1%

LOW

HIGH

4-hour ED standard:
In April, the Trust achieved 79.1% of patients discharged or admitted
within 4 hours of arrival at Accident and Emergency Departments (ED);
last month (March) the Trust achieved 81%.
Risk: High - Performance in April reflects the continued high level of
escalation with delays primarily attributed to availability of inpatient
beds and crowding in ED. In April, it has not been possible to maintain
the assessment spaces on the Emergency Assessment Ward (EAU3) as
these had been escalated for inpatient escalation. This change remains
key to delivering the full benefit realisation of the investments in front
door assessment model and to deliver the planned performance
improvement.
Management action:
The three workstreams previously described to underpin service
improvement and deliver the performance improvement are all
established and reporting to the patient flow board.
The three groups are:

HIGH

1. Emergency floor and front door assessment
Key outcome areas:
 ED/ speciality interface;
 same day emergency care/ admission avoidance;
 front door processes;
 Acute Care Model.

6
Integrated Performance Report Month 1.pdf
Overall Page 42 of 136

2. Ward processes and patients flow
Key outcome areas:
 establish clinical criteria for discharge for every urgent inpatient
by MDT within 24hours of admission and expected date of
discharge;
 optimise structure and function of SAFER methodology,
leadership and ownership see ECIST comments;
 optimise weekend discharge: consultant, junior doctors, ward
clerk, pharmacy, community hospitals, residential / nursing
homes, PTS;
 use Red2Green data to inform next Quality Improvement
programmes;
3. Home first: Community interface pre and post- acute care.
Key outcome areas:
 to optimise intermediate care across all localities;
 expand the role of trusted assessor to other residential and
nursing homes;
 Discharge to Assess project;
 optimising work of discharge hub;
 link with Joint Emergency Team to support discharge of ED
patients who do not require inpatient care;
 diagnostic only pathway;
 development of urgent care centres;

Referral to Treatment - RTT:
RTT performance has been maintained in April at 80.1% (as at 9 May
2019). This is working towards the Operational Plan trajectory of
81.50% but below national standard of 92%.

For April, 72 people will be reported as waiting over 52 weeks, this
being a slight decrease on last month’s 79 and is below the agreed
recovery trajectory (94 in April). Due to the continued loss of capacity
in main theatres we have confirmed that the number of long waiting
patient will not start to decrease until August when the two
refurbished clean air theatres will become operational.
Risk: High There is significant risk to delivering the increased levels of
activity needed to maintain the 82% RTT performance and reduce the
longest waits over 52 weeks to Zero by March 2020 as set out in our
future operating plans for 2019/20.
Orthopaedics is the area experiencing the greatest loss of capacity from
the theatres remedial works and consequent impact on these
performance standards over the coming months.
Management action: Led by the Chief Operating Officer, plans are
monitored through the RTT Risk and Assurance meeting with any
outstanding risk escalated to the monthly Executive led Quality and
Performance Review meetings.

62 day cancer standard:
At 79.7% for April (as of 10th May 2019) forecast performance is below
the 85% national standard, but slightly ahead of the recovery trajectory
(78.3%). A significant element of achieving the 62 day treatment
standard is the 14 day from urgent referral to appointment. In April we
forecast to achieve 82.6% for urgent two week wait referrals to be seen
in clinic. Plans are on track to bring colorectal referral to appointment
waits to 14 days by the end of Q1 2019/20 (currently at 8 days).
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Urology plans are in place, with waits coming down slower than
anticipated (currently at 4 to 5 weeks)

2.3.3 Service Delivery items escalated for Board attention

Risk: High
Management action: Recovery plans are in place and include the
continuation of locum capacity whilst substantive appointments are
made in several key specialties (dermatology, urology, and colorectal
surgery). NHSI Cancer improvement team is now working with the
Cancer Services to provide assurance of robust recovery plans

Work is now underway to refurbish two of Torbay Hospital’s theatres
(A and B), which have been closed since November 2018, following the
failure of an air handling unit. During the strip-out works additional
remedial structural works have now been identified as being required
to accommodate the new air handling units. Engineers have confirmed
that the anticipated requirement to add steels to the floor is not
required, it is however required for the entire ceiling. This work will
push the anticipated go live date of mid-August 2019 out, confirmation
is still awaited by how much.

Diagnostics:
The diagnostics standard was not met in April with 13.69% of patients
waiting over 6 weeks against the standard of 1%. This is a deterioration
from last month (10.1% last month) but in line with our recovery
trajectory 13.70%. The performance reflects capacity pressures in both
CT and MRI waiting times and recent increase in echocardiography.
Mobile scanner visits are scheduled to maintain capacity to match
demand in both CT and MRI. The echocardiography waits are planned
to be reduced by end of June.
Risk: High Actions agreed include maintaining plans for MRI and CT
mobile visits. The availability of mobile scanner is not guaranteed
together with the constraints of having only one suitable on site
location to provide this service. NHSI Elective Care Team is now
working with the Radiology to develop recovery trajectory and
modality dashboard.

Dementia Screening:
The Trust achieved the Dementia Find standard in April at 96.1%
against the target of 90%.

Theatres

Once the refurbished theatres are back and operating to full capacity
operational teams are scheduling to continue with the interim
arrangement of working extended days and weekend lists to help catch
up on lost activity over the duration of the refurbishment works.
A revised submission of the Emergency Capital request is being made,
and the outcome is awaited.
System Improvement Board
Given our performance and financial challenges, in partnership with the
CCG, a system Improvement Board is now meeting to focus on
addressing barriers to delivery and driving and supporting
improvements in quality and patient experience, performance and
finances to give assurance to Boards, Commissioners, Regulators and
the community we serve.
Daily ‘Gold’ calls
In response to our recent poor performance we continue to facilitate
daily ‘gold’ calls with commissioners to review the ‘live’ operational
8

Integrated Performance Report Month 1.pdf
Overall Page 44 of 136

status to provide assurance on actions to improve performance against
the 4-hour A&E target.

2.3.4 Local Performance Indicators
In addition to the national operational standards there are a further 25
performance indicators agreed locally with the CCG, of which 12 were
RAG rated RED in April (12 RED RAG rated in March). The indicators
RAG rated RED are summarised in Table 4:
Table 4: Local Performance Indicators RAG Rated RED
Standard

Number of C Diff cases – lapse
of care - ICO
Cancer 2ww urgent GP referral
Cancer 2ww – symptomatic
Beast referrals
RTT waits over 52 weeks
On the day cancellations for
elective operations
Ambulance handovers > 30
minutes:
Ambulance handovers > 60
minutes
A&E patients (ED only)
Trolley waits in A&E >12 hours
from decision to admit

Standard/
target

< 17 a
year
Monthly
average
=2
>93%

Last month This month
Month 12
Month 1

1

2

80%

53.6%

>93%

38.8%

50.3%

0

79

72

<0.8%

1.2%

1.1%

0

198

166

0

9

15

82.5%

71.9%

68.5%

0

3

11

Standard

Number of C Diff cases Community
Care plan summaries %
completed within 24 hrs of
discharge weekdays:
Care plan summaries %
completed within 24 hrs
discharge weekend:

Standard/
target

Last month This month
Month 12
Month 1

0

0

2

>77%

64.2%

62.5%

>60%

29.7%

29.2%

*Cancer figs are confirmed 2 months in arrears and may change once full validation and histology complete

Of the remaining indicators, 8 were rated GREEN, 2 were rated AMBER,
and 3 indicators do not have an agreed target.

2.3.5 Integrated Care model
All of the performance indicators that we view in this report contribute
to our understanding of how our integrated care system is working. In
addition there are several indicators that have been drawn from a
much larger data set which when triangulated with other data provides
a meaningful and whole system view of how our integrated care
organisation is evolving in response to changes we are making as part
of the care model. This helps us to consider how we are meeting
specifically our care model objectives:
 Supporting communities to stay well
 Providing Care Closer to Home
 Providing Safe Co-ordinated Person centred Care
 Sustainable Services through productivity, efficiency and value
for money.
9

Integrated Performance Report Month 1.pdf
Overall Page 45 of 136

2.4

Non pay expenditure cost of £19.71m in M1 is slightly higher
than plan by £0.09m.
Financing costs of £1.42m is slightly higher than plan.

Financial Headlines:


Overall financial position: The financial position at 30th of April
2019 is a £7.49m deficit, which is £4.63m behind the £2.86m
plan submitted to NHSI.
The main reason for the variances in M1 are: Lower contract
income amounting to £2.91m (which is still under negotiation),
Pay costs amounting to £1.59m (overspend on Bank and Agency
of £0.83m and phasing variance of £0.76m due to FY 19/20 pay
award and net overspend on non-pay/financing costs of
£0.13m.
Patient care income is £2.91m lower than plan due to lower
contract income with Commissioners of £2.66m and Council of
£0.25m. The full year value is £31.1m and £3.0m respectively.
These continue to be under discussion with commissioners.
Contract variable income element has been accrued to match
the plan in M1 due to incomplete information from the data
warehouse. Any variances will materialise cumulatively in future
reporting.



CIP savings: The CIP target for the year is £17.50m. This
amount is split into two core delivery areas:
1. General efficiency amounting to £9.50m and
2. Transformation schemes amounting to £8.00m.
Work is ongoing to identify the CIP opportunities for the Trust to
meet the target.


Capital: Capital expenditure at 30th of April 2019 totals £0.6m,
which is £0.2m more than the profiled plan of £0.4m, primarily
due to existing commitments brought forward from 2018/19.
The full year value of Capital expenditure plan is £19.0m.



Cash: Cash (net of working capital facility) at 30 April 2019 totals
minus £8.6m, which is £1.4m favourable to the planned
position, largely due to earlier than anticipated payment of
debts owing from Torbay Council and the local CCG, partly
offset by the adverse M01 EBITDA position.

Pay in M1 totals £22.23m which is £1.59m overspend against
the plan of £20.64m. This is due to overspend of £0.83m being
Bank (£0.36m) and Agency (£0.47m – mainly Medical Staff).
There is also a phasing variance of £0.76m due to the payment
of FY 19/20 pay award in April; this will be updated in the plan
resubmission.
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Month 1 Finance Summary
Month 1

Operating income from patient care activities
Other Operating income
Total Income
Employee Benefits - Substantive
Employee Benefits - Agency
Drugs (including Pass Through)
Clinical Supplies
Non Clinical Supplies
Other Operating Expenditure
Total Expense

Current
Month
Plan
£M
35.51
3.25
38.76

Current
Month
Current
Variance to
Month
Budget
Actual
£M
£M
32.60
(2.91)
3.27
0.01
35.87
(2.90)

Annual
Plan
£M
426.24
44.05
470.29

(20.13)
(0.51)
(2.94)
(2.15)
(0.43)
(14.11)
(40.27)

(21.25)
(0.98)
(2.66)
(2.22)
(0.33)
(14.50)
(41.94)

(1.12)
(0.46)
0.28
(0.07)
0.09
(0.39)
(1.67)

(240.20)
(6.18)
(35.26)
(26.46)
(4.88)
(158.85)
(471.83)

EBITDA

(1.50)

(6.07)

(4.57)

(1.54)

Depreciation - Owned
Depreciation - donated/granted
Interest Expense, PDC Dividend
Donated Asset Income
Gain / Loss on Asset Disposal
Impairment

(0.81)
(0.06)
(0.57)
0.08
0.00
0.00

(0.75)
(0.05)
(0.54)
(0.00)
0.00
(0.07)

0.06
0.01
0.02
(0.08)
0.00
(0.07)

(10.34)
(0.75)
(7.35)
1.00
0.00
0.00

SURPLUS / (DEFICIT)

(2.86)

(7.49)

(4.63)

(18.99)
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May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

Year to date
2017/18

>95%

95.3%

97.1%

98.0%

96.5%

96.8%

97.1%

97.5%

96.1%

96.9%

97.8%

96.4%

96.7%

96.3%

96.3%

<6

0

0

0

0

1

0

3

2

0

2

2

1

4

4

9
(full year)

1

0

0

0

0

1

0

0

1

2

0

0

n/a

0

Never Events

0

0

0

0

0

1

0

0

1

0

0

0

0

0

0

1

Strategic Executive Information System (STEIS)
(Reported to CCG and CQC)

0

2

3

3

5

4

8

3

5

2

3

5

5

3

3

1

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

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

Formal Complaints - Number Received *

<60

26

26

24

32

19

25

28

17

18

19

21

29

14

14

1

VTE - Risk assessment on admission - (Acute)

>95%

93.5%

89.3%

90.9%

92.1%

91.1%

92.6%

91.6%

93.0%

91.8%

92.1%

89.2%

90.5%

89.2%

89.2%

1

VTE - Risk assessment on admission - (Community)

>95%

97.8%

97.9%

98.7%

100.0%

93.2%

100.0%

97.9%

96.8%

97.9%

97.7%

97.8%

91.5%

98.9%

98.9%

1

Medication errors resulting in moderate to catastrophic harm

0

1

0

1

0

0

0

0

0

0

0

0

0

2

2

1

Medication errors - Total reported incidents (trust at fault)

N/A

41

46

40

57

40

38

57

55

33

67

42

51

38

38

1

Hospital standardised mortality rate (HSMR) - 3 months in arrears

<100%

102.1%

92.0%

98.4%

106.0%

68.5%

101.6%

97.2%

92.4%

84.6%

89.7%

1

Safer Staffing - ICO - Daytime (registered nurses / midwives)

90%-110%

105.6% 107.3% 104.0%

95.1%

99.0%

103.6% 105.7% 104.0% 102.4% 103.8% 104.0% 104.0%

98.5%

98.5%

1

Safer Staffing - ICO - Nightime (registered nurses / midwives)

90%-110%

103.2% 106.6% 103.2%

97.3%

103.3% 105.0% 106.7% 103.2% 101.4% 102.1% 103.2% 103.2%

98.5%

98.5%

1

Infection Control - Bed Closures - (Acute) *

<100

6

4

0

16

8

18

58

16

18

42

66

0

4

4

1

Hand Hygiene

>95%

97%

94%

93%

84%

96%

95%

96%

92%

95%

94%

96%

90%

96%

96%

1

Fracture Neck Of Femur - Time to Theatre <36 hours

>90%

79.4%

81.1%

68.8%

63.4%

62.5%

66.7%

68.3%

71.1%

70.0%

67.5%

80.0%

78.4%

50.0%

50.0%

1

Stroke patients spending 90% of time on a stroke ward

>80%

77.8%

75.0%

87.8%

88.9%

92.9%

95.1%

93.5%

83.3%

85.5%

82.9%

89.1%

79.7%

93.8%

94.0%

1

Stroke - SSNAP level

No target

B

B

B

B

B

B

B

B

B

B

B

B

n/a

B

3500

7323

7042

7144

7063

6858

6566

6020

5630

5993

5300

5356

5783

6103

6103

Target
2018/2019

Corporative
Objective

Apr-18

Performance Report - April 2019

13 month trend

QUALITY LOCAL FRAMEWORK
1

Safety Thermometer - % New Harm Free

1

Reported Incidents - Major + Catastrophic *

1

Avoidable New Pressure Ulcers - Category 3 + 4 *
(1 month in arrears)

1

1 Follow
ups 6 weeks pastReport
to be seen Month
date (excluding
Audiology)
Integrated
Performance
1.pdf

94.7%
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Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Year to date
2017/18

May-18

2

Staff sickness / Absence (1 month arrears) Rolling 12 months

<3.8%

3.70%

4.05%

3.80%

3.79%

4.02%

4.14%

4.44%

4.31%

4.32%

4.62%

4.92%

4.21%

2

Appraisal Completeness

>90%

81.00% 80.00% 78.92% 79.61% 80.61% 81.12% 80.45% 78.97% 79.31% 78.31% 79.55% 78.93% 80.00%

80.00%

2

Mandatory Training Compliance

>85%

83.00% 82.00% 83.00% 84.50% 85.77% 88.03% 88.40% 89.88% 90.81% 90.73% 91.21% 91.36% 89.52%

89.52%

2

Turnover (exc Jnr Docs) Rolling 12 months

13 month trend

Apr-19

Apr-18

Target
2018/2019

Corporative
Objective

Performance Report - April 2019

WORKFORCE MANAGEMENT FRAMEWORK

10% - 14%

10.85% 10.89% 10.80% 10.52% 10.35% 10.58% 10.18%

9.96%

9.94%

10.33%

9.55%

9.67%

4.21%

n/a

n/a
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May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

Year to date
2017/18

1

Number of Delayed Discharges (Community) *

16/17 Avg
315

288

215

270

292

232

272

226

247

375

344

266

278

370

370

1

Number of Delayed Transfer of Care (Acute)

16/17 Avg
64

207

228

116

281

182

164

261

256

171

246

176

137

140

140

1

Timeliness of Adult Social Care Assessment assessed within 28 days
of referral

>70%

78.6%

77.6%

76.6%

71.5%

72.6%

73.5%

74.1%

74.5%

74.7%

74.8%

75.6%

76.1%

76.4%

76.4%

3

Clients receiving Self Directed Care

>90%

92.6%

93.7%

93.9%

93.9%

93.5%

93.0%

92.8%

92.0%

92.1%

91.4%

90.7%

91.7%

91.1%

91.1%

40%
(Year end)

1.4%

3.1%

4.5%

6.8%

9.9%

13.3%

16.3%

19.9%

22.1%

23.7%

26.3%

29.3%

3.6%

3.6%

3.0%

6.0%

9.0%

12.0%

15.0%

18.0%

21.0%

24.0%

27.0%

30.0%

33.0%

36.0%

3.0%

3.0%

<=617
(Year end)

602

605

616

625

625

619

629

633

627

615

615

605

602

602

630

630

630

630

630

630

630

630

630

630

630

630

600

600

146

153

166

166

168

170

146

148

172

170

186

n/a

Target
2018/2019

Corporative
Objective

Apr-18

Performance Report - April 2019

13 month trend

COMMUNITY & SOCIAL CARE FRAMEWORK

2
3

Carers Assessments Completed year to date
Carers Assessment trajectory
Number of Permanent Care Home Placements
Number of Permanent Care Home Placements trajectory

1

Children with a Child Protection Plan (one month in arrears)

NONE
SET

3

4 Week Smoking Quitters (reported quarterly in arrears)

NONE
SET

n/a

n/a

61

n/a

n/a

138

n/a

n/a

192

n/a

n/a

n/a

n/a

n/a

3

Opiate users - % successful completions of treatment (quarterly 1 qtr
in arrears)

NONE
SET

n/a

n/a

7.5%

n/a

n/a

7.1%

n/a

n/a

5.4%

n/a

n/a

n/a

n/a

n/a

1

Safeguarding Adults - % of high risk concerns where immediate action
was taken to safeguard the individual [NEW]

100%

100.0%

n/a

n/a

n/a

n/a

1

Bed Occupancy

80% - 90%

92.9%

94.6%

86.3%

86.7%

89.5%

90.7%

92.7%

92.5%

90.7%

94.3%

94.7%

92.8%

93.9%

93.9%

1

CAMHS - % of patients waiting under 18 weeks at month end

>92%

98.4%

97.6%

94.1%

96.2%

93.7%

86.2%

91.9%

90.0%

93.7%

89.4%

90.8%

90.3%

87.9%

87.9%

1

DOLS (Domestic) - Open applications at snapshot

NONE
SET

556

557

560

584

605

n/a

n/a

n/a

n/a

n/a

485

474

n/a

n/a

1

Intermediate Care - No. urgent referrals

113

203

163

163

173

159

162

182

182

157

189

156

164

160

160

1

Community Hospital - Admissions (non-stroke)

NONE
SET

236

222

217

238

267

238

259

256

236

279

222

257

258

258

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

n/a
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May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

Year to date
2017/18

A&E - patients seen within 4 hours [STF]

>95%

87.7%

86.7%

90.9%

92.7%

87.2%

83.8%

85.1%

82.2%

87.6%

76.4%

79.8%

81.0%

79.1%

79.1%

A&E - trajectory [STF]

>92%

90.1%

92.1%

94.6%

93.7%

93.3%

90.0%

92.7%

92.7%

88.8%

90.0%

90.0%

90.0%

78.0%

78.0%

81.7%

82.1%

81.0%

81.5%

82.2%

81.0%

82.4%

82.7%

81.8%

82.0%

81.3%

81.3%

80.7%

80.7%

82.2%

82.3%

82.4%

82.5%

82.6%

82.7%

82.7%

82.8%

82.8%

82.7%

82.6%

82.5%

81.0%

81.0%

Target
2018/2019

Corporative
Objective

Apr-18

Performance Report - April 2019

13 month trend

NHS I - OPERATIONAL PERFORMANCE (NEW SINGLE OVERSIGHT FRAMEWORK FROM OCTOBER 2017)
1
1

Referral to treatment - % Incomplete pathways <18 wks
RTT Trajectory

>92%

1

Cancer - 62-day wait for first treatment - 2ww referral

>85%

82.0%

81.7%

78.1%

86.2%

77.6%

85.5%

74.0%

80.1%

80.6%

74.5%

69.6%

73.7%

79.7%

79.7%

1

Diagnostic tests longer than the 6 week standard

<1%

11.0%

5.9%

5.9%

5.7%

6.6%

7.7%

9.8%

6.1%

9.8%

12.0%

10.7%

10.1%

13.7%

13.7%

1

Dementia - Find - monthly report

>90%

99.2%

92.6%

93.8%

94.3%

95.6%

86.0%

90.9%

97.1%

96.3%

97.2%

86.3%

89.4%

96.1%

96.1%

<17 (year)

1

0

0

1

1

0

0

1

2

1

1

1

2

2

LOCAL PERFORMANCE FRAMEWORK 1
1

Number of Clostridium Difficile cases - Lapse of care - (ICO) *

1

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

>93%

60.8%

55.0%

75.3%

62.1%

76.8%

79.5%

81.5%

80.7%

80.1%

77.9%

80.1%

79.9%

53.6%

53.6%

1

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

>93%

93.4%

91.2%

87.0%

91.7%

93.3%

98.8%

96.0%

88.3%

97.8%

94.4%

61.6%

38.8%

50.3%

50.3%

1

Cancer - 31-day wait from decision to treat to first treatment

>96%

97.8%

97.9%

96.0%

98.2%

98.4%

97.7%

95.2%

99.5%

98.2%

96.5%

98.7%

96.2%

96.62%

96.6%

1

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

>98%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

98.8%

98.4%

98.8%

100.0%

100.0%

1

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

>94%

98.4%

98.3%

97.8%

98.3%

100.0%

95.7%

100.0% 100.0%

93.3%

97.1%

100.0%

97.1%

97.1%

1

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

>94%

100.0% 100.0%

93.3%

93.9%

91.7%

100.0% 100.0%

96.6%

100.0%

93.3%

96.8%

96.0%

94.1%

94.1%

1

Cancer - 62-day wait for first treatment - screening

>90%

100.0% 100.0%

80.0%

100.0% 100.0%

92.9%

91.7%

90.9%

92.9%

88.9%

100.0%

70.0%

93.3%

93.3%

1

Cancer - Patient waiting longer than 104 days from 2ww

1

RTT 52 week wait incomplete pathway

0

1

Mixed sex accomodation breaches of standard

1

On the day cancellations for elective operations

1

Cancelled patients not treated within 28 days of cancellation *

1

94.3%

21

21

27

22

51

71

47

62

52

34

37

33

33

43

53

41

64

77

87

72

66

74

91

92

79

71

71

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

<0.8%

1.1%

1.4%

0.6%

0.8%

1.0%

1.2%

1.8%

1.6%

2.3%

1.5%

1.4%

1.2%

1.1%

1.1%

0

16

6

8

3

4

1

1

9

17

11

12

6

3

3

Number of standed patients >7 days (daily average)

107

102

90

95

101

115

114

116

122

126

134

132

134

Number of extended stay patients >21 days (daily average)

20

18

17

18

20

24

26

26

28

28

31

27

32

Integrated Performance Report Month 1.pdf
Overall Page 51 of 136

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Year to date
2017/18

May-18

117

97

119

94

88

144

204

143

84

251

156

198

166

166

30

30

30

30

30

30

30

30

30

30

30

30

210

210

0

3

11

8

1

4

10

19

9

4

23

8

9

15

15

88.6%

80.1%

75.0%

77.9%

74.3%

82.5%

66.1%

70.8%

71.9%

13 month trend

Apr-19

Apr-18

Target
2018/2019

Corporative
Objective

Performance Report - April 2019

LOCAL PERFORMANCE FRAMEWORK 2
1

Ambulance handover delays > 30 minutes

0

Handovers > 30 minutes trajectory *
1

Ambulance handover delays > 60 minutes

1

A&E - patients seen within 4 hours DGH only

>95%

81.8%

81.1%

86.0%

68.5%

68.5%

1

A&E - patients seen within 4 hours community MIU

>95%

100.0%

99.9%

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

1

0

0

0

0

4

3

2

4

7

3

3

11

11

1

Number of Clostridium Difficile cases - (Acute) *

<3

1

0

1

1

1

2

0

1

2

2

1

1

0

0

1

Number of Clostridium Difficile cases - (Community)

0

1

0

1

0

0

0

0

0

0

0

0

0

2

2

1

Care Planning Summaries % completed within 24 hours of discharge Weekday

>77%

69.7%

69.7%

68.6%

67.9%

66.6%

66.2%

72.7%

72.7%

61.5%

64.3%

65.8%

64.2%

64.5%

64.5%

1

Care Planning Summaries % completed within 24 hours of discharge Weekend

>60%

29.9%

34.7%

35.8%

34.9%

30.1%

34.9%

35.4%

34.5%

26.4%

32.0%

27.3%

29.7%

29.2%

29.2%

1

Clinic letters timeliness - % specialties within 4 working days

>80%

81.8%

72.7%

81.8%

68.2%

63.6%

68.2%

77.3%

81.8%

77.3%

90.9%

77.3%

81.8%

86.4%

86.4%
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May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

Year to date
2017/18

Apr-18

Target
2018/2019

Corporative
Objective

Performance Report - April 2019

Intermediate Care Referrals (All)

360

327

312

345

332

332

399

336

314

367

311

311

#N/A

Intermediate Care GP Referrals

82

66

76

89

78

89

107

93

89

97

94

78

#N/A

Average length of Intermediate Care episode

22.20

20.24

20.81

18.97

15.95

18.16

16.47

16.49

16.50

17.51

13.87

14.54

#N/A

Total Bed Days Used (Over 70s)

11273

9914

10090

9319

9331

9267

10734

9535

9985

11768

9412

0

- Emergency Acute Hospital

6267

5566

5526

5145

5512

5343

6186

5511

5857

6777

5394

0

- Community Hospital

3094

2918

3021

2689

2708

2791

3138

2638

2939

3325

2903

0

- Intermediate Care

1912

1430

1543

1485

1111

1133

1410

1386

1189

1666

1115

0

3

Number of Emergency Admissions - (Acute)

3102

3151

3125

3214

3310

2866

3057

3027

3049

3238

2848

3114

3081

3081

3

Average Length of Stay - Emergency Admissions - (Acute)

3.0

3.0

2.8

2.8

2.7

3.1

3.1

3.1

3.0

3.2

3.2

3.1

3.2

3.2

3

Hospital Stays > 30 Days - (Acute)

0

0

0

0

0

0

0

0

0

1

0

0

0

0

1

Safe, Quality Care and Best Experience

2

Improved wellbeing through partnership

3

Valuing our workforce

4

Well led

13 month trend

INTEGRATED CARE MODEL

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
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Meeting date: 29th May 2019

Report title: Care Quality Commission update
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None
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Purpose of the report The purpose of this report is to maintain the Board’s awareness of
and key issues for
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consideration/decision action to improve the healthcare service provided.
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Report title: Care Quality Commission update
Report sponsor

Chief Nurse

Report author

Quality and Compliance Manager

1

Introduction

1.1

Aim

Meeting date: 29th May 2019

This paper aims to provide the following for the TSDFT Board:
 An update on previous TSDFT CQC inspections (section 2.1)
 An update on forthcoming TSDFT CQC inspections (section 2.2)
 An update on CQC-TSDFT Engagement meetings (section 2.3)
 News of TSDFT’s involvement in a National programme of CQC pilot focus
groups (section 2.4)
 An update on TSDFT’s CQC Registration activity (section 2.5)
 A summary of progress on TSDFT Board’s well-led self-assessment (section 2.6)
 An update on internal TSDFT mock-CQC inspections (section 2.7)
 An update on CQC’s Insight tool (section 2.8)
 A summary of the CQC’s learning from deaths review (section 2.9).

1.2

Purpose

The purpose of this report is to maintain the Board’s awareness of current CQC matters
and provide early signalling of areas requiring action to improve the healthcare service
provided.

2

Discussion

2.1

Previous CQC inspections

2.1.1

CQC Inspection report published 17th May 2018

2.1.1.1 Requirement Notices
The CQC’s Inspection Report published in May 2018 from the inspection of five core
services and the well-led assessment of TSDFT, listed ten Requirement Notices. Work
has been ongoing since to address these Requirement Notices, with monthly review at
the CQC Assurance Group meeting.
At the April 2019 CQC Assurance Group meeting, the owner of each Requirement
Notice presented to the group on the actions taken and the evidence for compliance
and/or processes established to monitor compliance. The group agreed that sufficient
assurance and evidence of compliance had been received to formally close six of the
ten Requirement Notices; the current status is shown in Table 1.
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Table 1 Status of 2018 CQC Inspection Requirement Notices
#
1
2

3

4

5

6

7

8

Requirement Notice
(CQC Core Service)
Ensure that all maternity staff have in
date mandatory training. (Maternity)
Review systems and processes to
ensure equipment has had the correct
safety checks and audits, with
particular reference to resuscitaires.
(Maternity)
Review systems & processes to ensure
medicines have the correct safety
checks and audits and that midwives
are following the correct guidance
when storing medicines out of
fridges.(Maternity)
Ensure maternal early obstetric warning
score (MEOWS) assessments are
completed and used effectively in line
with all policies related to monitoring
deterioration and post-operatively.
(Maternity)
The lead midwife for safeguarding and
the nominated individual for
safeguarding for the trust should have
the correct level of training to comply
with national recommendations.
(Maternity)
Ensure care planning documentation is
used consistently to assess and plan
the needs of palliative care and end of
life patients. (Acute End of Life Care)
Ensure that trust targets are met for the
completion of mandatory training
updates for both medical staff &
nursing staff in the outpatients service.
(Outpatients)
Ensure that trust targets are met for the
completion of safeguarding updates for
both medical staff and nursing staff in
the outpatients service. (Outpatients)

9

Ensure that the renovations for the
fracture clinic continue as planned and
are not delayed to address the risks
identified around infection prevention
and control, the environment, and
privacy and dignity. (Outpatients)
10 Ensure the Mental Capacity Act 2005 is
complied with. (Community End of Life
Care)

Status

Action remaining

Closed

n/a

Closed

n/a

Closed

n/a

Closed

n/a

Closed

n/a

Open

End of Life Educators Audit report
to be completed and evaluated via
ICO End of Life Group. To
complete by end Q1.
Confirmation process in place for
medical staff to monitor mandatory
training compliance of all medical
staff to be established. To
complete by end Q1.
Confirmation process in place for
medical staff to monitor
safeguarding training compliance
of all medical staff to be
established. To complete by end
Q1.
n/a

Open

Open

Closed

Open

MCA compliance audit is underway
and report expected in May 2019.
To complete by end Q1.
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2.1.1.2 Should Do Improvements
The CQC’s Inspection Report published in May 2018 from the inspection of five core
services and the well-led assessment of TSDFT, listed 47 “Should Do Improvements”.
The status of the actions towards addressing these improvements are as follows:







Overall Trust, 5 of 9 are closed;
Maternity, all 12 are closed;
End of Life, 3 of 10 are closed;
Outpatients, 2 of 5 are closed;
Community End of Life, 2 of 6 are closed, and
Community Children and Young People, 3 of 5 are closed.

Of the remaining open “Should Do Improvements” none are RAG-rated as red, where
“red” is requiring additional unplanned intervention.
The Should Do action plan is regularly reviewed at the monthly CQC Assurance Group
meeting. At the April 2019 meeting, the action plan was reviewed to re-align with the
new delivery structure.
2.1.2

Ionising Radiation (Medical Exposure) Regulations 2017

Two CQC inspectors conducted a short-announced, one-day inspection of compliance
with Ionising Radiation (Medical Exposure) Regulations 2017 [IR(ME)R 2017] of the
radiology department at Torbay Hospital, on 28th November 2018. This inspection was
part of a nationwide programme conducted due to the regulations being updated in
2017. However, Torbay Hospital’s inspection was brought forward from the original
schedule due to a known spike in IR(ME)R 2017 notifications from Torbay.
The inspection report was issued in the form of a letter from the CQC to the Trust dated
7th December 2018. The CQC does not publish the report on their website, however, the
CQC publishes an annual IR(ME)R 2017 report highlighting key themes across the
inspections.
The verbal feedback from the inspectors on the day of the inspection, and the letter,
were very positive regarding the standard of care given. However, an Improvement
Notice was issued to improve the documentation of the Employer’s Procedures and the
Quality Assurance programme in order to fully meet the requirements of the 2017
regulations. The Improvement Notice required addressing by the 11th January 2019 and
the remaining findings in the report required an action plan to be submitted to the CQC
by the 18th January 2019. TSDFT set up a Task and Finish Group and both timeframes
were met.
One of the CQC inspectors re-visited Torbay Hospital Radiology department on 15th
January 2019. Confirmation was received on the 24th January 2019, that the CQC are
assured by the improvements TSDFT had made and with the action plan in place to
address the remaining findings, and that the process has been formally and
satisfactorily closed.
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2.1.3

Joint local area Special Educational Needs and Disabilities inspection in Devon

From 10th-14th December 2018, Ofsted and the CQC conducted an inspection of Devon
to assess the effectiveness of the local area in implementing the special educational
needs and disabilities (SEND) reforms as set out in the Children and Families Act 2014.
The inspection was hosted by Devon County Council and the local Clinical
Commissioning Groups (CCGs) at one week’s notice from Ofsted/the CQC. Devon was
one of the last areas in the country to be inspected; Torbay remains to be inspected.
TSDFT staff were involved in interviews and focus groups during the inspection week,
although none of the site visits involved TSDFT services.
The Inspection report was published on 6th February 2019 in the form of a letter dated
28th January 2019 from Ofsted and the CQC to Devon County Council (DCC;
https://files.api.ofsted.gov.uk/v1/file/50054047). The report states that “…a Written
Statement of Action is required because of significant areas of weakness in the local
area’s practice.” DCC and CCGs are jointly responsible for submitting the written
statement to Ofsted. Four areas of significant weakness were listed in the report that
must be addressed in the written statement, in summary:
 Understanding of the strategy;
 Improving communication;
 Timeliness of “Education, Health and Care” plans;
 Improving support for children with autism.
TSDFT staff have been involved in writing the statement and TSDFT has actions
identified within the statement. An operational group has been formed which includes
TSDFT staff, that will deliver the action plan and report on progress into the wider group
of DCC, CCG and NHSEngland.
2.1.4

Emergency Department, Torbay Hospital

On Monday 11th February 2019, four CQC inspectors arrived unannounced at Torbay
Hospital to perform a focussed one-day inspection of the Emergency Department, as
part of a national programme of inspections by the Pressure Resilience Operational
Group. TSDFT were selected based on recent performance metrics. The findings of this
inspection do not affect TSDFT’s CQC ratings, as the inspection was focussing mainly
on the key question “Is this service safe?”.
The draft report (in the CQC’s new report format) was received on 25th February 2019.
The factual accuracy check was completed and of the 14 challenges submitted to the
CQC, 13 resulted in changes to the final report, including the addition of the examples
of outstanding practice that were described in the verbal feedback received on the day
of the inspection. The final report was published by the CQC on 14th March 2019:
https://www.cqc.org.uk/sites/default/files/new_reports/AAAJ1526.pdf
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Verbal feedback received on the day was that the service was operating safely within
the limitations of the environment. Two “Should Do Improvements” were highlighted in
the report, which have been addressed:



2.2

To ensure the mental health assessment room continues to meet national
service specifications.
To ensure children are directed to an appropriate waiting area in accordance with
national service specifications.

Forthcoming inspections

There are currently no known dates of forthcoming CQC inspections.
The CQC perform an announced well-led inspection of each provider approximately
annually. TSDFT’s last well-led inspection was 6th - 8th March 2018. Approximately 1012 weeks before a well-led inspection, TSDFT will receive the Provider Information
Request (PIR) from the CQC. Between receiving this request and the announced wellled inspection, TSDFT will receive an unannounced inspection of at least one core
service. At the time of writing, the request for the PIR has not yet been received.
In preparation for receiving the PIR, leads have been assigned specific information for
which they are responsible for providing to the Quality and Compliance Manager within
approximately 10 calendar days (to be confirmed), so that the requirement to submit to
the CQC within 3 weeks of receipt of the PIR can be met. The current PIR template
from the CQC website has been sent to the leads for familiarisation and to ensure the
information requested is achievable within the tight timeframe. Reminders of the PIR
and the importance of providing accurate data have been discussed at the CQC
Assurance Group meetings. The leads assigned will be reviewed for re-alignment with
the new delivery structure.
As well as the above programme of inspections, TSDFT may receive an announced or
unannounced inspection at any time, in or out of hours.

2.3

CQC-TSDFT Engagement meetings

Approximately quarterly, TSDFT has a routine Engagement meeting with the CQC, as
part of the CQC’s ongoing monitoring of providers, in-line with the CQC’s 2016-2021
strategy. The CQC set the agenda.
The last meeting was held on 5th March 2019 at Torbay Hospital and was attended by
Dan Thorogood (CQC Inspection Manager; interim whilst Mandy Williams is away
covering maternity leave) and Sharon Hayward-Wright (CQC Inspector). TSDFT’s Chief
Nurse provided a Trust update at the Business as Usual meeting, and performance
metrics, complaints, outliers, never events, safeguarding concerns and incidents were
discussed. At the CQC’s request, and with prior notice, the following three meetings
were held: Emergency Department service leads; Freedom to Speak Up Guardians,
and Safeguarding Leads.
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The next meeting will be on Thursday 4th July 2019 at Newton Abbot Hospital, with Dan
Thorogood and Sharon Hayward-Wright. After the Business As Usual meeting, there
will be three meetings with the operational service leads for the “Community Health
Services for Adults” core service. This core service was rated as Outstanding when it
was last inspected at TSDFT in 2016 and the CQC will be looking to hear how the Trust
is continuously monitoring, reporting through to the Trust Board, and innovating;
indications the Outstanding rating is still appropriate. The final session of the day will be
a drop-in session with the CQC inspectors, for all staff other than very senior.

2.4

National programme of CQC pilot focus groups

On Thursday 25th June 2019, there will be a 1-hour junior doctor focus group for TSDFT
junior doctors, in the Horizon Centre, at the request of the CQC as part of a series of
pilot sessions across the country. This is separate to the CQC’s ongoing monitoring and
inspection work. TSDFT has been selected to be one of the first trusts to take part in
this pilot.
This junior doctor focus group will be led by a junior doctor from another Trust, who will
open the session with a short video outlining the CQC’s role. A CQC inspector will be
present to take notes.
The focus group will not result in feedback to the Trust, unless there is a significant
concern raised. The feedback will, however, be used to help build the ongoing picture
and assist with focus on any future inspections.
The purpose of the pilot is to:
 educate junior doctors about the role of CQC;
 develop a rolling programme of junior doctor focus groups at hospital trusts;
 improve the quality of intelligence received from junior doctors.
The intention is to provide an informal opportunity for junior doctors to feel empowered
to speak about what it’s like to be a junior doctor. It is hoped that as many junior doctors
as possible will attend the session.

2.5

CQC Registration

2.5.1

Children and Family Health Devon

Ahead of the Children’s Community Health Service contract commencing on 1st April
2019, the CQC were notified of the changes to the TSDFT’s children’s and young
people services, and the documentation reviewed and accepted by the CQC on 19 th
March 2019.
For information, after careful consideration, it was agreed with the CQC that the
changes did not affect our current CQC registration, i.e. there are no changes to the
registration status of the provider, regulated activities, locations, service bands, service
types, nominated individual or registered managers. Therefore, a notification process
was completed.
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2.5.2

Adding regulated activity “Assessment or medical treatment for persons
detained under the Mental Health Act 1983.”

Following awareness raised by the CCG, activity is underway to add a regulated activity
to TSDFT’s registration with the CQC. The regulated activity is “Assessment or medical
treatment for persons detained under the Mental Health Act 1983.”
This regulated activity relates to the treatment of people who are detained in, or recalled
to, hospital for assessment and/or medical treatment under the Mental Health Act 1983.
This includes people whose initial detention was under another enactment but which
has taken effect as a Mental Health Act detention. It includes the use of short term,
emergency holding powers under Section 5 of the Mental Health Act. It therefore also
applies to hospital services other than specialist mental health inpatient services, such
as acute hospitals, where the Mental Health Act could be used to detain patients for
short periods under temporary arrangements.

2.6

TSDFT’s Board well-led self-assessment

At the Board Development Session in November 2018, the Board discussed and selfassessed the Trust against a CQC rating of Outstanding for the eight key lines of
enquiry (KLOEs) in the NHSI/CQC well-led framework
(https://improvement.nhs.uk/documents/1259/Well-led_guidance_June_2017.pdf). This
built on from the Trust Board well-led self-assessment completed in November 2017
against a CQC rating of Good.
In November 2018, the Board discussed and agreed the: current state; evidence for the
current state; gaps to Outstanding, and RAG-rated where “Red” is little or no evidence
to support an Outstanding rating, “Amber” is some evidence or more assurance is
required, and “Green” is sufficiently assured. No KLOEs were self-rated as Red.
“Gaps” were defined as areas requiring additional strengthening to bring the Trust up to
a CQC self-assessment rating of Outstanding. Progress made towards narrowing the
gaps identified in the self-assessment has been in part facilitated by the development of
the Torbay and South Devon Systems, which includes increased clinical leadership
capacity.
At the end of May 2019, the Executive Directors will be reviewing progress made
towards closing the gaps identified.

2.7

Internal Mock Inspections

Approximately once a month since December 2018, a multidisciplinary team of 5-10
TSDFT staff have performed a 2-3-hour unannounced mock inspection, against the
CQC KLOE framework, in a ward or department.
Feedback of positive findings and areas for improvement has been given on the day to
the most senior member of staff on duty. Themes have been discussed at the CQC
Assurance Group monthly meetings and are largely:
 Good standard of care given observed
 Excellent feedback received from patients
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Documentation e.g. care plans, and full completion and documentation of
“housekeeping” routine checks e.g. equipment cleaning checks, fridge checks,
need improvement.

It is intended to continue with these mock inspections at the same frequency. Feedback
of the experience both from the mock inspection team and the areas inspected has
been very positive.

2.8

CQC Insight

CQC’s Insight tool is designed to make CQC’s activity more intelligence-driven as
outlined in their strategy for 2016-2021. The Insight dashboard primarily enables CQC
staff to monitor the quality of care and focus resources on where the risk is greatest.
Insight data is refreshed overnight and CQC staff can view this ongoing. Point-in-time
extracts of TSDFT data are made available to TSDFT. During 2018, the extract was not
received regularly due to the CQC experiencing technical difficulties with the tool. Since
January 2019, TSDFT has received the extract approximately monthly.
The TSDFT Insight data are used by our local CQC inspector to inform the TSDFT-CQC
Engagement Business as Usual meeting.
Not all data within the TSDFT Insight extract are updated each month. The last six
extracts have been reviewed for performance data that have deteriorated since the
previous extract. There is little data that is not already visible to the Trust and being
monitored through established routes, in some cases more recent datasets are visible
to the Trust.
As it was deemed important to have visibility of exactly what the CQC are monitoring,
even if we have access to more recent data, the whole extract has been sent to the
ADNs and this will now be widened in consideration of the new delivery structure.
The CQC Insight extract data will be reviewed with the Head of Performance to ensure
sufficient visibility in the Integrated Performance Dashboard whilst avoiding duplication
or superseded data.

2.9

CQC’s Learning from deaths review

On 19th March 2019, the CQC published their report “Learning from Deaths – a review
of the first year of NHS trusts implementing the national guidance”
(https://www.cqc.org.uk/sites/default/files/20190315-LfD-Driving-Improvement-reportFINAL.pdf). The review is based on interviews and focus groups with CQC inspectors
and specialist advisors involved in well-led inspections between September 2017 and
June 2018, and on three case studies of NHS hospital trusts demonstrating areas of
good practice.
The review found a high level of awareness of the guidance in Trusts, however,
progress on implementing changes across Trusts varied. The report found the key
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enablers of good practice to be: an open and learning culture; clear and consistent
leadership; values and behaviours that encourage engagement with families and carers;
positive relationships with other organisations, and supporting staff with training and the
wider resources to conduct thorough reviews and investigations.
It was reported that issues such as fear of engaging with bereaved families, lack of staff
training, and concerns about repercussions on professional careers, suggest that
problems with the culture of an organisation may be barriers to putting the guidance into
practice.
Following this review the CQC has committed to “further strengthening its assessment
of how trusts are investigating and learning from patient deaths and to providing
additional support and training for inspection staff involved in monitoring and inspecting
trusts’ progress”.

3

Conclusion

This report has provided an update to the Board on TSDFT’s current and recent CQC
inspection, monitoring and registration activity. A summary of a key CQC review
publication has also been provided.

4

Recommendations

This summary Board Report is for information only.
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Report title: 2018/19 Clinical Incident Report

Meeting date:
29th May 2019

Report appendix

Appendix 1 – 11 table 1 records the details

Report sponsor

Chief Nurse

Report author

Steve Carr, Patient & Experience Lead

Report provenance

Data is taken from the Trusts Risk Management System, Hospital Episode
Statistics and Dr Foster
Reviewed by Executive Directors for the meeting on 21st May 2019

Purpose of the report
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Clinical Incident Report

April 2018 – Mar 2019

Report Background
Time period:
The report covers the time period April 2018 – March 2019, unless otherwise stated
Data & Graphical Presentation:
The report produces run charts, radar charts and bar charts taken from data the Trust enters onto
Safeguard/Datix risk management reporting systems.
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.
Narrative: Each aspect will include a narrative description and explanation of the data provided.
Data Sources:
 Datix: Trust Wide Risk Management system including Incident reporting
 Dr Foster
 Internal unadjusted mortality data
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Clinical Incident Report
Table 1: Incident Report Card
Safety Indicator
Trustwide Clinical Incident Report Summary

Data Source
Page 4
Trust Risk Management System
General Incident Reporting

Appendix 1
Total Number of Clinical Incidents Reported
Trustwide & by Service Delivery Unit (SDU)
Appendix 2
Number of Clinical Incidents by Actual Impact
Trustwide & by Service Delivery Unit (SDU)
Appendix 3
Top 10 Causes of Incidents
Appendix 4
Never Events

Trust Risk Management System

Trust Risk Management System

Trust Risk Management System

Trust Risk Management System

Appendix 6
Infection Prevention & Control
Appendix 7
Recognise and Rescue

Trust Risk Management System
Specific Cause Groups

Appendix 5
Slips Trips & Falls – in depth review

Appendix 8
Medicines Safety – In depth Review
Appendix 9
Venous Thromboembolic Events (VTE)
- Deep Vein Thrombosis (DVT)
- Pulmonary Embolism (PE)
Appendix 10
Pressure Ulcers

Trust Risk Management System

Trust Risk Management System

Trust Risk Management System

Assurance

Appendix 11
Unadjusted Mortality
Hospital Standardised Mortality rate (HSMR)
Summary Hospital Mortality Index (SHMI)
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1.

Introduction

Incidents are reported from all areas of the Trust and are managed locally, investigated by the
manager and overseen by the relevant Matron and Division Governance co-ordinators / Medical
Governance Leads. Where the severity of the incident is high, a root cause analysis investigation
is carried out by the Service Delivery Unit (SDU) and these are reviewed and actioned by the
Delivery Units and also taken to the Serious Adverse Events Group for Trustwide learning and
sharing.
2.

Trustwide Summary Section

2.1

The incident system, culture and feedback


Trustwide online incident reporting and training
To help with incident reporting, the various guides, and videos have been reviewed and
where necessary updated. The training packs all follow the incident management Standard
Operating Procedures (SOPs), Guides and Policy which are available on the Datix incident
site.
Training sessions have been delivered over the year to:
Who
Managers
Administrators or support staff
(clerical/admin)
Consultants
Whole team or whole service
including drop in sessions
Specialty or service leads
Ward Manager or senior nursing
staff

How many
17 managers
13 staff
1 consultant
5 training sessions (100)
16 staff
20 staff

Training has also been tailored to individual areas to meet any specific needs. These
sessions augment the various instructions delivered at corporate induction and/or at local
Governance meetings within the SDUs to ensure timely and accurate incident reporting.
Specific training is also given to managers, on a 1-1 or group basis, and are designed to
show them how to manage incidents through the system, give feedback to the reporter,
analyse the data for trends and patterns and present the data in a dashboard format.


Trustwide policy and procedure
These have been reviewed to now include the 2018 release of ‘A Just Culture’ following Don
Berwick’s report – A Promise to Learn, A Commitment to Act - which advises the NHS to
“abandon blame as a tool”. These are available on the incident reporting site and the
Trustwide policies and procedures page of the intranet.
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Trustwide Incident Awareness, Governance and Reporter Feedback: this has remained
a key outcome of 2018/19 with the emphasis of staff being able to report incidents from
anywhere in the Trust, they then can instantly be seen by the manager and/or relevant
individuals and the reporter receives feedback.
Once an incident has been entered onto the system, the form is electronically distributed to
the most relevant staff members, based on location, harm level & speciality. This includes
making sure the clinical Executives are aware of any serious incidents in real time as well
as the local and senior managers.
2018 Staff survey responses, as below, to questions on incident reporting, record strongly
agree or agree answers from our staff
Q17a My organisation treats staff who are involved in an error, near miss or incident
fairly.
Q17b My organisation encourages us to report errors, near misses or incidents.
Q17c When errors, near misses or incidents are reported, my organisation takes
action to ensure that they do not happen again.
Q17d We are given feedback about changes made in response to reported errors,
near misses and incidents.

Strongly Agree or Agree
Strongly Agree or Agree
Strongly Agree or Agree
Strongly Agree or Agree

As well as the SDU review, and speciality all incidents are reviewed centrally by the Patient
Safety & Experience Lead and Manager (central team), as well as by the SDU Coordinators.
The review includes assessing for correct coding, harm level and analysis for any immediate
trends or themes. A weekly report is created which looks at the Moderate, Major and
Catastrophic incidents and these are discussed at a weekly Incident Huddle with the
Medical Director and Deputy Chief Nursing. Actions at this huddle are recorded as well as
deciding if the incident should be referred to the Serious Adverse Events group (SAE),
update provided to the Board or for reporting on the Department of Health’s (DH) Strategic
Executive Information System (StEIS).
A further report is created based on Complaints, Incidents, Inquests, Coroners and CAS
alerts (CLICC) which looks for themes and triangulation in the data and this is sent to the
weekly Executive meeting.
Monthly meetings with the Patient Safety & Experience Lead and Manager are held with the
SDU Clinical Governance Coordinators; reviewing incident numbers, investigations for SAE,
trends, etc.
The information, trends, etc., are then discussed at the Quality Improvement Group (QIG)
which feeds upwards into the Quality Assurance Committee and downwards into the local
SDU governance meetings, thus creating a continuous flow of information sharing.
Feedback is sent electronically from the reviewing manager to each incident reporter via a
mandatory feed from Datix. The manager can select the resulting actions arising from the
incident via a dropdown box or by free text. The outcomes section of the manager’s form is
also shared with the reporter.
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2.2

Central team incident feedback and activity: The monthly Five Point Safety Brief remains
largely driven from issues highlighted by incidents, based on the themes and distributed
Trustwide for information and or action.
The team also distribute central alerts; these tend to be issues that have arisen and need to
be shared immediately across the Trust. The team also compile and circulate the monthly
Datix Digest, a bite size report of the month’s incidents & complaints at the Trustwide and
SDU level.
The data from Datix is also fed into the QIG dashboard which is housed on the Incident
Reporting intranet site and distributed out to managers. The summary report from the
dashboard is printed off and also sent to managers to post on their notice boards for staff
perusal.

2.3

Central Team & Duty of Candour (DoC) this has been the second key focus for 2018/19
and the Datix system now has a suite of template DoC letters which can be adapted and
personalised to each instance where Duty of Candour notification is required. The datix
system also has a section for completion with DoC.
The Root Cause Analysis (RCA) investigation report form also includes a comprehensive
DoC section which includes any specific questions the patient/family want investigating and
how they would like the feedback to be given to them. These changes have made a positive
impact on DoC and have helped improve investigations, making them more open and
inclusive.
Monthly training for DoC has been provided, utilising a short You Tube video. The video
follows a set process for instigating and following DoC which has been well received and will
continue to be used in 2019/20. Root Cause Analysis Training has continued through the
year with 50 staff attending and the key divisional investigators attending an externally run
course. This training is helping to shape the investigation process in 2019/20

2.4

DoH StEIS Reporting: The Trust continues to report to the STEIS system in accordance
with agreed national protocols. A lot of activity has taken place in this area to ensure our
incidents are investigated in a timely way and meet the 60 day guidance for the RCA to be
sent to the CCG for their review. Where this is not possible due to lengthy and complex
cases a discussion is had with the CCG and an authorised extension is agreed. At report
end 1 RCA is outstanding and this is being followed up with the SDU to ensure it is
completed.

2.5

Learning & Sharing from Serious Adverse Events Group (SAE)
All ‘major/catastrophic’ and ‘major near miss’ incidents are taken to the Trust’s SAE Group
for presentation, learning and acceptance of the RCAs and action plans. The action plans
are now being recorded and updated on Datix. The group has created an SAE alerting
system to help share learning and feedback to the SDUs. The group is also focused on
ensuring DoC is completed and recorded on the RCA reports.

2.6

Quality Improvement Group dashboard
This data tool continues to be well received and now has specific data areas for: End of Life,
Maternity, including stillbirth, Deteriorating patient, Readmission and Lower Limb services
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2.7

Central Team Key Achievements summary 2018/19
o Policy and procedure development
o Simplifying the reporting process
o Creating internal Datix processes for monitoring incident management
o Duty of Candour letters and process continually reviewed to ensure openness and
family involvement
o QIG dashboard development targeting specific areas, e.g., End of Life, Maternity.
o Feedback to the incident reporters once an outcome is entered

3.

Central Team 2019/2020 Plan

3.1

Datix locations & Internal restructure
Work is ongoing to restructure Datix to the new organisational systems. This is a large
piece of work and influences not just incident management but Litigation, Feedback and
Engagement, Risk Management and the Bereavement modules within Datix. Following on
from the above, the template reports and feeds into the Data warehouse from the risk
management system will also need to be rewritten and the QIG dashboard updated to
receive this new data structure and feed.

3.2

Training
Continue with the ‘Be Heard’ Duty of Candour training to target at least 100 new senior staff
via 10 courses.
Create and teach on the new investigator training programme. 4 courses will be provided
with a total of 40 places available for the year.
Review the policies and procedures, once the long awaited DH Patient Safety Strategy
document is released, which will see the StEIS system being replaced and a new guide for
incident reporting and management created.

3.3

Specific Projects
Continue to work with the Deteriorating Patient Group in supporting and changing practice
and culture in this area.
Create a specific Safer Surgery incident page for the QIG dashboard which will allow
analysis across surgical data set including incidents, Normothermia, Surgical Site Infections.
‘Always Events’ are a detailed and specific format for ensuring a process is always
completed to ensure standardisation and reduce error. The project is being run via the IHI
and Department of Health. The work involves patient participation and the pilot involves
SCBU and Clinical Effectiveness. The ‘Always Event’ under test is: ‘What do the families of
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newly born babies want to be handed over from Maternity to SCBU? At present we are
surveying families to ensure we meet their needs in this process. The aim for this work will
be to complete and spread to three other areas.
Introduction of NEWS 2 into the Trust.
4.

Conclusion

The report compiles a vast amount of work undertaken across the whole organisation and
highlights the strong governance culture in action. The Trust has set in place strong monitoring
systems for incidents and teams designed to support and manage some of the more complex
areas e.g. Tissue Viability Team, Falls team, Medicines Management team. The work they plan
and undertake helps ensure patient safety across the integrated care organisation and the Trust is
also vigilant at looking for any new emerging themes.
Should any adverse events take place, then the Trusts responds in a learning fashion, involving
the patients and families through Duty of Candour and incident investigation in trying to uncover
any system issues or concerns which need rectifying. The planned work for the coming year on
implementing the new national Safety Strategy, once released, and the implementation of new and
enhanced incident investigation course will help ensure patient safety stays at the fore of all we do
in our health system.
5.

Recommendation

To receive and note the 2018/19 report

Clinical Incident Report.pdf

Public

Overall Page 72 of 136

Appendix 1
Total Number of Clinical Incident Reports Trustwide and by Service delivery Unit by Month
by Year April 2018 – Mar 2019
Appendix 1 looks at the total number of Trustwide clinical incidents reported by month.
Chart 1, as below, highlights the Trusts monthly reporting pattern for the financial year. The trend
line is showing a marginal increase of reported incident over the year, which fits expectation. The
National Reporting & Learning System states that organisations that report more incidents usually
have a better and more effective safety culture, which is a key aim of the organization. Chart 2 is
included for a comparison with the previous year and shows a similar trend
Chart 1 Incident number 2018 - 2019
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Chart 3 (4 charts) identifies the individual Service Delivery Units within the organisation and their
monthly reporting patterns across the year (SDUs).
Chart 3

Again, all SDUs reporting are consistently and within the normal patterns of incident reporting. The
increase in Community SDU may be attributed to the increase in care provided by Intermediate
and Social care and an emphasis on increased reporting in these areas.
The final chart, a radar chart, offers more granular information, highlight total yearly incident
numbers reported for the areas described within the chart.
Chart 5 Apr 17 – Mar 18

Chart 4 2018 –
2019
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Against the internally set tolerance for the year, all are within expected range. At the monthly
Quality Improvement Group (QIG) and separate at the Quality Performance Review (QPR)
meetings, these charts are reviewed. Deviation from expected will be discussed in detail at these
meetings as well as at the local SDU governance meetings. Overall incident reporting is well
established within the Trust
Trustwide Work Activity on Incident Reporting
To help achieve a healthy reporting culture, work this year has focused on a learning culture and
ensuring feedback for the incident is given to the reporter. This has been achieved via the
electronic system sending the outcomes from each investigation back to the reporter
Once reported, the incident data has also been used to create the Quality Improvement Group
dashboard. This dashboard is made available to all staff and emailed out to all managers to share
and interrogate for trends and patterns in their areas. The dashboard also allows triangulation with
activity, complaints, length of stay, readmissions etc., which can be fed back to local areas.
The latest Staff Survey reports the responses to the following questions, about incident reporting
culture, as ‘strongly agree or agree.
Q17a My organisation treats staff who are involved in an error, near miss or
incident fairly.
Q17b My organisation encourages us to report errors, near misses or incidents.
Q17c When errors, near misses or incidents are reported, my organisation
takes action to ensure that they do not happen again.
Q17d We are given feedback about changes made in response to reported
errors, near misses and incidents.
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Appendix 2
Clinical Incidents by Actual Impact – Trustwide
This set of data slides records Trustwide actual harm from the incident forms entered on the risk
management system. Where incidents occur that are major and catastrophic an investigation is
undertaken and the learning shared within the area and where necessary across the Trust.
Chart 6

The pie chart below highlights the incident category of the severe/catastrophic incidents reported
Pie 1
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Moderate incidents – Chart 7, are incidents that cause a level of harm that the Trust investigates.
Incidents within this category are largely, pressure ulcer related, falls, VTE, shoulder dystocia,
post-partum haemorrhage. In all these areas, specific pieces of safety work are underway.
Chart 7

Table 2, as below, lists the moderate harms by type, number and by SDU for the year

The increase in moderate harm in March 2019, as evident in chart 7 is down to an increased
reporting of pressure ulcers (Category 3 & 4) and to the recording of VTE events on the Datix
system in March. Bar Chart 1 gives a description of these harms for March 2019 and by number.
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Bar chart 1

The pressure ulcers, largely reported in the Community SDU, will include skin damage found when
the Community staff visit patients and not necessarily caused in their care, please also see
Appendix 11 which focuses specifically on pressure ulcers.
Chart 8 – below highlights the vast majority of incidents recorded in the Trust are low or no harm
Chart 8
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Appendix 3
Most Frequently Occurring Cause Codes
12 Months Data Trustwide
Data obtained from Datix
The table below (table 3) shows the top ten most frequently occurring cause codes for 2018/19 i.e.
the codes that have been attributed to incidents most frequently reported regardless of harm level
Trustwide. The table also includes the number of incidents reported by the SDUs.
The most frequently reported incident is for pressure damage, this is largely in the Community SDU
and includes pressure damage recorded against patients in their own home, care or residential
home, not necessarily caused by the Trust.
Table 3

Community Health and Medical and
Social Care Service
Emergency Service
Delivery Unit
Delivery Unit
Pressure ulcer
Accident/Injury (Including slips, trips and
falls)
Access, admission, transfer, discharge
(including missing patient)

Women's, Children's,
Diagnostics and
Therapies Service

Surgical Service
Delivery Unit

Total

1442

417

113

115

2088

618

388

213

33

1258

121

273

277

174

857

Medication related issue
Blood Transfusion and Blood Sample
incident
Documentation (electronic & paper,
identification and charts)

196

252

174

64

688

24

273

105

75

479

39

121

159

111

465

Security / Crime related incident
Implementation of care and ongoing
monitoring / review

37

305

46

19

464

150

97

54

115

416

0

0

2

324

326

30
2657

86
2212

130
1273

52
1082

301
7342

Obstetrics related issue
Treatment, procedure
Total

With regard to the top 10 reported incidents - falls, pressure ulcers, medications security has
assigned worked areas which review them. All blood issues are taken to the Transfusion Group for
analysis and the largest number of incidents raised in this category is due to forms or blood tubes
incorrectly completed. A distinct piece of work is being undertaken in the area, to try and eradicate
this issue and will be worked on in 2019.
Maternity, whist the incidents of post-partum haemorrhage or should dystocia are not high have
chosen to apply Quality improvement work to target these areas as they a frequent event in the
obstetric world
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Appendix 4
DH Never Event List
April 2017 – March 2018
Source Datix

A Never Event (NE) is defined by the National Patient Safety Agency (NPSA 2010) as a ‘serious,
largely preventable patient safety incident that should not occur if the available preventable
measures had been implemented by healthcare providers’.
The table below (4) shows the Department of Health’s (DH) ‘Never Event’ list for 2018.
The Trust has recorded two such events between April 2018 and March 2019 both incidents have
been thoroughly investigated. For comparison, in 2017/18 the trust had one Never Event.
Chart 7

The first event was retained dental
props which were removed in recovery
rather than theatre and falls under the
category of retained foreign objects. No
harm was caused and systems are in
place to rectify the issue.
The second event was a wrong side
chest drain insertion, the patient was
fine, and again systems have been
modified to help prevent reoccurrence
Table 4

1.
2.
3.
4.
5.
6.
7.

Description
Wrong site surgery
Wrong implant / prosthesis
Retained foreign object post-operation
Mis - selection of a strong potassium containing solution
Administration of medication by the wrong route
Overdose of insulin due to abbreviations or incorrect device
Overdose of methotrexate for non-cancer patients

1
0
1
0
0
0
0

8.
9.

Mis - selection of high strength midazolam during conscious sedation
Failure to install functional collapsible shower or curtain rails - Mental Health Trusts Only

0
0

10.
11.
12.
13.
14.

Fall from poorly restricted window
Chest or neck entrapment in bedrails
Transfusion or transplantation of ABO-incompatible blood components or organs
Misplaced naso or oro-gastric tubes
Scalding of Patient

0
0
0
0
0
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Appendix 5
Trustwide Clinical Incidents by Slips Trips & Falls
Source Datix QIG Dashboard

Falls are one of the most frequently occurring incidents within the trust. They occur in bed based
care e.g. hospitals as well as in peoples own homes and/or other care environments. The data in
this appendix records Trustwide falls by number, location, actual harm, time of fall and
week/weekend split. Due to the frequency of falls, the QIG Dashboard has a specific section of falls
for information and analysis and is shared with the local teams, areas and departments. The data
is also shared with the Falls Steering Group to aid their work.
The total numbers of falls experienced by our patients within our Trust has increased on last year.
Year
2018/19
2017/18
2016/17

Total Number
943
827
889

+/ 116
 62

The run charts (8 & 9), as below, shows the natural variation of falls through the year and also
shows that they increase slightly over the winter period. This in part is due to the frailty of the
patients looked after in the colder months. Chart 9 is last year’s chart for comparison.
Chart 8 - Trust wide falls 2018/19

Chart 9 - Trust wide falls 2017/18
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The next chart (10) highlights the individual SDU’s and the number of falls per month they
experience.
Chart 10

The following chart (11) takes the number of falls and divides them into 1,000 bed days to give a
rate. This rate can then be benchmarked against other published rates to form a comparison. The
higher line on the chart is the Royal College of Physicians fall rate, 6.6 and the lower line, the
National Patient Safety Average, 4.8. The Trusts average rate is 4.6, performing better than the
average.
Chart 11

The time at which the falls occur is granular data that is captured and used by the falls team in
education sessions, specifically to make staff aware of the trends and patterns of when patients are
more likely to fall. Peak times, highlighted from the below chart are pre lunch and dinner. (Chart
12)
Chart 12
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When analysing the data over the weekday / weekend periods (13) there is a marked reduction
during the weekend which is therefore showing no adverse pattern of falls with the possible
exception of March. The March data has risen above the yearly average and will need to be
observed for relevance as more data points become available.
Chart 13

Chart 14 highlights the more serious harms from falls. The fall into the moderate category and can
include fractured neck of femurs. In the data, no patterns have emerged re location or time and all
have been investigated. The Trusts aim is to reduce the number of falls so as to try and reduce the
harm from these events to the lowest level possible.
Chart 14
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Chart 15 – 4 charts

The remaining charts 16 - 18, as below, highlight falls by their location and number across the
Trust. The charts highlight the distribution of each area and are within known expectation.
Community Service Delivery Unit
chart 16

For context, Newton Abbot Hospital has two wards and has 3 – 4 times the bed capacity of the
other smaller community hospitals. When analysing the falls by occupied beds days this rate is
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higher than the other areas and therefore the Trust average. This may be affected by the longer
stay the ward has and work is ongoing via the Matron and Falls lead via the Falls steering group
Surgical Service Delivery Unit
chart 17

Women’s, Children’s & Therapies Service Delivery Unit
Chart 18

The distribution, as above for these SDUs are within expectation.
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Medical Service Delivery Unit
Chart19

The areas recording the most falls, within acute bed based, care are all very similar in total number
of falls and in line with expectation.
Falls Work to date - 2018/19
The Falls winter campaign was launched in December 2018 which was aimed at both Bed Based
and Non Bed based care: The key messages included Co-horting, Patient & Bedrail assessments,
Footwear, Blood Pressure reviews, Medication reviews and pre- discharge advice.
Much work has been evident in the Trust in both trying to reduce in-hospital falls and falls reduction
in the community as well as responding to patients who have fallen in their own home.


Worked closely with the newly created Assisted Lift Response Service (ALRT). This lifting
service responding to 999 calls for non-injured fallers and was started in July 2018 and is
expanding to offer support to our community teams. The service operates from 7.30 am to
4.30 pm Monday to Friday and is accessible by calling the usual 999 number. Local media
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engagement regarding this service has been evident and the service uses the latest Raiser
Chair.
Tested and purchased new reusable bed and chair sensor pads to reduce inpatient falls.
Reviewed the current ‘slipper sox’ and moved to a safer double tread supplier.
Created a new post fall policy, and post falls review form to ensure information is available
in one place to ensure safe and effective handling after a fall
Post fall community training now extends to care home staff
Created a suite of falls prevention leaflets available online
Accessed the improved Better Care Fund to expand the successful falls prevention groups
further in the community of Torbay and South Devon
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Appendix 6
Infection Prevention & Control
This matrix is focusing on Clostridium Difficile incidents within the bed based side of the Trust
Chart 20 (2 charts)

The Trust has met its yearly target but all C.Diff incidents are investigated by the Infection Control
team and feedback give to the ward/department. One of the key aspects of the investigation is to
look for any lapse in care which was material to the case, again the Trust met its target re lapses in
care. Some of the main reasons attributed to a lapse in care would be a delay in sending a stool
sample.
The second chart looks at hand hygiene compliance a key indicator of good infection control
practices. The compliance within the Trust runs at an average of 95%, where this drops the area is
re-audited until compliance is assured.
Chart 21
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Appendix 7
Recognition and Rescue including
Cardiac Arrest, Vital Pac observations, Treatment Escalation Plans
Rapid assessment and recognition of a patient who is deteriorating is a corner stone of any care
system that fits hand in glove with a prompt response and appropriate treatment. The Trust has
refocused this year in this area and a Deteriorating Patient (DP) group has been formed
Chart 22 – 2 charts

The opposite chart highlights the DP by SDU. As
care is now provided in a variety of settings it is
not surprising that DP issues are being picked up
in the community stetting, particularly in
Intermediate Care

Sepsis Focus
In 2018/19 we have seen the successful embedding of a simplified inpatient sepsis proforma on
the wards. This has used both NICE guidance and Sepsis Trust suggestions to provide a local
solution.
A group of enthusiastic F1 and F2 doctors have helped introduce the concept of raising sepsis at
the daily ward safety huddles and assessing if any patients meet the criteria for treatment. They
have also helped train the remainder of the junior doctor team.
In our Emergency Department we have continued with the successful use of the existing sepsis
protocol. This is linked into our IT system, Symphony, used within the Emergency Department
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Notes reviews have seen antibiotic delivery to suspected septic
patients within 60 minutes in over 85% of cases. The remaining
cases are due to late triage or a data recording issue on
Symphony. Both issues are being addressed.

Ward sepsis proforma – top
sheet

The Royal College of Emergency Medicine identifies a target of
50% but the Trust is aiming for greater than 90%
Our Sepsis Working Group has been re-launched and now
renamed the Deteriorating Patient Working Group in order to
broaden our focus to all patients
whose physiology is deteriorating, and not just sepsis.
In 19/20 the first role of the new group is to oversee the
introduction of NEWS 2. NEWS 2 is the latest version of the
National Early Warning Scores (NEWS) which is a standardised
scoring system to assess and respond to acute illness, including
sepsis.

Cardiac Arrest (CA). Much work has gone into these areas and the CA numbers are low and
reducing over the year – please see chart 23 below
Chart 23

The distribution of arrests within the SDUs will fall more to Medicine so the below chart is within
expectation and the reduction welcome.
Chart 24
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The next chart highlights arrests by time bands with peaks at the 2am, 8am and 11pm time bands.
Chart 25

The aim of the trust in managing the DP is to identify and respond in one of three ways, refer to a
higher level of care, treat in situ or apply a treatment escalation plan (TEPs).
The Trust has been at the forefront of TEPs and our audits highlight a high compliance of patients
having a relevant plan in place. The audits are undertaken on Safety Thermometer day and are a
point prevalence survey. In Medicine, two individual data points have been a little low but no trend
nor shift in the data has been seen, nor is there a correlation in the Cardiac arrest data and
deteriorating patient incidents. This needs to be monitored thought via the Trusts TEP group.

Chart 26 2 charts

The trust also has a well-established vital signs monitoring package, which is electronic and well
used in the Acute hospital. The monthly data shows high compliance to patients having their EWS
monitored both during the day and at night. The target for the night time data is 25%. This means
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that one set of observations must be recorded during the night period. The trust is currently
averaging 23.%. The information is reported back to the SDUs for local governance management.
Chart 27 – 2 charts

The focus for 2019/20 will be the implement of NEWS 2 and enlarge the DP group and its work.
This will be achieved and monitored through the Deteriorating Patient Group.
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Appendix 8
Trustwide Medication Safety
Please note the timescale as some charts run from Jan 2017 but all end in Mar 2018
This dataset looks at the Trust’s patterns of medication incidents by number, harm, type, category
and stage. All medication errors are reviewed by the Governance Pharmacist and are reported to
the Medicines Management Committee. The reports help dictate the medicines management work
that pharmacy undertakes.
Trust Medication Incidents
Chart 28

Due to various activities undertaken through Pharmacy and prior to the trial launch of EPMA,
medicine incidents have risen in 2018/19, which is to be encouraged. Pharmacy has helped to
encourage incident reporting through their newsletters and via the central team.
Chart 29

The above breaks incident reporting down to the SDU level

Clinical Incident Report.pdf

Public

Overall Page 93 of 136

Medicines Incident Harm levels
Nationally over 90% of incidents reported to the NRLS are associated with no harm or low harm
and our rate this quarter was 99.4% which is very good.
Chart 30

Of the incidents recorded as moderate, key learnings have included changes to ensure:
 weight is recorded accurately as this can be crucial in dose titration.
 checks of hospital number, name age and date of birth are undertaken.
Type of Medicines Incidents – Drugs involved
Chart 31

Controlled drug incidents are mainly stock discrepancies highlighted by the daily checks and
documentation issues with syringe drivers. The syringe driver incidents (deemed a medical device)
are reviewed by the Medical Devices Support Officer to ensure any training needs are met.
Each medication type is shared with the associated pharmacist in their areas to assess for any for
trends or issues.
Chart 32

Clinical Incident Report.pdf

Public

Overall Page 94 of 136

Categories of Medicines Incidents
Nationally the most frequently reported types of medication incidents to the NRLS involve the wrong dose,
omitted/delayed medicines or the wrong medicine. Our top three are omitted medicines, wrong/unclear dose
and wrong medicine.
Breaking down the medicine incidents further by looking at the stage of care, this shows that the majority of
incidents involve administration or prescribing. The “other” incidents were mainly documentation errors
which don’t fit into the categories available.
Chart 33

This information helps in planning training and also in the preparation and implementation of
electronic prescribing which, early analysis of the data available shows a drop in missed doses.
Missed Doses
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Missed dose work continues and the wards are given feedback on this aspect of care. Two of the
4 SDUs are below target with more work required in Medicine and Surgery. The latter missed
doses within the Surgical SDU may be as a result of more medical patients being housed on a
surgical ward due to the winter plan.
Chart 34

Missed Doses on Hospital Wards

4.0%
3.5%

Community Health and Social Care
Surgical
Target

Medical and Emergency
Women's, Children's, Diagnostics and Therapies

3.0%
2.5%
2.0%
1.5%

1.0%
0.5%
0.0%

Medication: Some of the Key Action Areas for 2018/19
During 18/19 we have sent out 14 alerts to support the safe use of medicines where there have been safety
issues and supply problems. We have also implemented a weekly huddle to review concerns with the
supply of medicines, to monitor our usage and to put actions in place to best mitigate any impact on our
services. Examples include the management of the supply issues regarding Epi-pen’s and the NPSA alert
on the use of Sodium Valproate in women of child baring age.
Seven Supporting Medicines Safety newsletters were published during 18/19 covering a range of topics
including extravasation, the treatment of patients addicted to opioids on admission to hospital and insulin
safety.
Insulin safety was also picked up with the Diabetes team and together a new Variable rate intravenous
infusion insulin chart was implemented, a pocket information card is being developed and mandatory insulin
eLearning put in place for F1 doctors and nurses (part 1 only). It is hoped that this will have a positive
impact on the insulin related incidents that we see.
Work has also been undertaken with paediatrics in light of incidents to ensure that surgical doctors are
supported in prescribing for children and a robust process implemented for the recording and use of
accurate children’s weights.
Controlled drugs (CDs) audits have highlighted issues with the recording of patient’s own CDs, daily CD
checks and amendments to CD registers. A newsletter raised awareness on the correct process for making
amendments in CD registers and information has been added to CD registers to support this.
A project undertaken on Turner ward has looked at a new process to save time on checking patient’s own
CDs and the plan is to roll this out across the Trust with the aim of improving the recording of patient’s own
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CDs and reducing the time taken to complete the daily checks. We are also trialling some bottle adapters
with the aim of reducing wastage when drawing up liquid controlled drugs.
We will also be raising awareness of the fire risk associated with emollients with a series of posters in public
areas, on wards / departments, information in safety briefs, adding additional labels to affected medicines
and in a newsletter. This is as a result of a national alert.
Other national alerts have been actioned including one highlighting the risk of omitting desmopressin and
this initiated a set of information including posters (for treatment rooms, safety briefs and drug trolleys) and
a newsletter on not omitting critical medicines.
The national alert on valproate in women and girls of child bearing potential initiated a collaboration with the
CCG to ensure that patients were seen and assessed as part of the Valproate Pregnancy Prevention
Programme and a Trust guideline was issued.
Numerous patient group directions have been developed and implemented to enable nurse led clinics / care
to provide the best care to patients in a timely and effective way without compromise to patient safety
New medication leaflet created and as below
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Appendix 9
Trustwide Deep Vein Thrombosis (DVT)
& Pulmonary Embolism (PE)
The Trust records all positive DVTs and PEs via the incident reporting system. The trigger for this
is a positive scan, via radiology, a pm recording of DVT PE, a coroner’s referral corresponding to a
hospital admission within the last 90 days, this being in line with NICE guidance.
Below is the distribution of VTE’s, as reported on the Datix system, they do not necessarily reflect
the day of the admission the VTE is potentially associated with. Due to an unforeseen delay a
number of VTE investigations were delayed until March, hence the rise in that months data.
Chart 35

VTE April 2018 to Mar 2019 by reported date
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All VTEs are reviewed by VTE team and shared with the clinicians. According to the audits
undertaken, the Trust is compliant with 90% of VTE risk assessments being completed on
admission (as chart 36 below). The target we want to achieve is 95%. Where incidents are
investigated data from the RCAs supports the audit in terms of patients receiving VTE risk
assessment and treatment.
Chart 36

From the investigations, in a few cases the main reason patients were considered not to have
received appropriate treatment was due to missed doses. These have been fed back to the areas.
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On-going actions include
1. Ensure that patients receive appropriate treatment by:
a. accurate and timely assessment and reassessment
b. accurately recording doses administered
c. ensuring that any omitted doses are recorded in the medical notes
d. when patients are moved to different areas the receiving ward is aware of any
omitted/pending doses due
e. the introduction of Electronic Prescribing will greatly help to reduce these and any
missed dose.
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Appendix 10
Trustwide Pressure Ulcers
The following indicators on pressure ulcers will include total number hospital acquired, total
identified on admission to SDHCFT, numbers by grade.
Chart 37 (below) highlights the increased reporting of all grades of pressure ulcer within the Trust.
This is down to the increased surveillance and reporting the Trust has encouraged in this area of
patient harm. The second chart shows the grade of PU by number and month. The majority of PU
are in the grade 2 category, as recorded by chart 38.
Chart 37

Chart 38

Chart 39 – 2 charts

Charts 39, as above, shows the number and category of pressure ulcer by lapses in care, this
being 6 for the time period April 18 to Feb 19. The second chart in this series allows for a
comparison by year over 3 identical time periods and shows the marked reduction the Trust has
achieved to date.
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The following charts (40-4) highlight avoidable PUs by the individual SDUs
charts 40 Medical

SDU

charts 42 Surgical

SDU

charts 42 WCT

SDU
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charts 43 Community

SDU

The work directed by the Tissue Viability Nurse and the Pressure Ulcer Steering Group to date
includes:



A continued reduction in lapses in care resulting in category 3 or 4 pressure ulcers as
compared to the previous year
All Grade 3 and 4 (EPUAP) pressure ulcers are reviewed by the Tissue Viability Team with
stickers placed in patients notes to indicate grade and origin of damage.
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All incidents forms relating to Pressure damage are reviewed by Senior Tissue Viability
Team members to support Governance teams and advise as required re on-going
investigations.
All SSKIN chronologies are reviewed by Senior Tissue Viability Team members to support
Governance teams and advise as required re ongoing investigations
Daily contact is maintained between the between Senior Tissue Viability Team members
and CSDU Governance to ensure proactive review and investigation of Pressure Ulcer
Incidents across the Unit.
All areas across the CSDU continue to utilise the SSKIN bundle patients to ensure Pressure
areas are regularly monitored and appropriately documented.
All wards now have access to Formulary approved dressings which means all patients
received appropriate Tissue Viability care at first point of contact.
All Tissue Viability referrals are responded to, during weekdays, within a 24 hour window.
All patients continue to have access to high quality pressure relieving equipment to endure
appropriate pressure relief, across all ward areas.
Pressure ulcer prevention teaching sessions which are open to Trust staff, care homes and
GP practices
Tissue viability updates which are open to Trust staff, care homes and GP practices
Annual conference day for care homes
National and international conference representation.
To support the pressure ulcer prevention programme the current allocation of pressure ulcer
resources on a Trust wide basis has been undertaken. This has led to the development of a
tiered mattress provision process. This has ensured a more timely service and also
identified efficiency savings.
The tissue viability team are also involved in the PROMISE quality improvement project
which has provided pressure mapping equipment to the Trust of the value of £34k. This
enables the tissue viability team to visit patients in their own homes and provide pressure
mapping over a 72 hour period to reduce the individual risk of pressure ulcer development
and identify strategies that will achieve this.
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Appendix 11
Mortality
As a balancing measure, this last section looks at mortality, both unadjusted (hospital data) and
standardised data through Dr Foster’s Hospital Standardised Mortality rate (HSMR), as well as
including the Department of Health’s (DH) Summary Hospital Mortality Index (SHMI) metric.
The hospital data is defined as the monthly unadjusted or ‘raw’ mortality and is computed as
follows:
 Determine the numerator: the total number of in hospital deaths (TD) for the current month
(excluding stillbirths and deaths in A & E).


Determine the denominator: the current month’s total number of deaths (TD) + live
discharges (LD).



Calculate the actual percent monthly-unadjusted mortality by dividing (TD) by (TD + LD) and
then multiply by 100.

The unadjusted mortality provides a top level view and has to be reviewed along with the more indepth analysis provided by HSMR and SHMI.

Comment
This chart includes the raw death numbers as well as the unadjusted mortality percentage. The aspiration
target was for the unadjusted to average 3% and for the year this was achieved, recording 3% .
Mortality is seasonal and more deaths are naturally seen in the colder months of the year. For 2017/18 the
season highs were lower than the preceding year.
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The Dr Foster HSMR is calculated using various methods involving deprivation scores, the Charlson index,
and comorbidity index.
The chart below shows Trend by Month over the time period Feb 2015 – Jan 2018 (the most current data
point). The trend since Jun 17 has been running below the 100 average line, which is to be welcomed and
highlights our mortality data to be in-line with our expectations and better than the national average.

The SHMI data, as below, which is produced by the Department of Health, also remains in a positive
position and performing better than the national average.
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Taking into account, HSMR, SHMI and the unadjusted data the Trust’s mortality is performing better than
the national average. Our learning from deaths process have help highlight good practices which we share
within the organization and this includes good clear communication via such tools as SBARP (Situation
Background Assessment Recommendation Patient), Nerve Centre and the Infoflex drive. The learning’s
have also highlighted the importance of early recognition of the deteriorating patient with appropriate
intervention, and rapid referral to including Intensive Care. The Patient Safety Director has created a short
video on communication and escalation which is being used on clinical induction with the medics.
Further work will follow in the coming year focusing on the national introduction of the Medical Examiner
(ME). ME’s are appropriately trained senior doctors who will verify clinical information on Medical
Certificates of Cause of Death (MCCD), review deaths and ensure that the right referrals are made to the
Coroner. MEs will take a consistent approach to the formulation of the MCCD content, which will be clinical
accurate and reflect any discussions with the next of kin.
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Meeting date: 29th
May 2019

Report title: Mortality Surveillance Score Card
Report sponsor

Medical Director

Report author

Steve Carr, Patient and Experience Lead

1.0

Introduction & Data Source

The indicators for this score card have been collated from a variety of data sources using defined
methodology. The report is designed to give a top-level view of our bed-based mortality over time.
The report also includes mortality cases reviewed via the Trusts Morbidity and Mortality form
based on the Royal College of Physicians Structured Judgement Frame Work (SJF) looking at
any lapses in care as well as good practice. Data sourced includes data from the Trust,
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 the Trust Board, Quality Improvement Group,
and Mortality Surveillance Group as well as local SDU governance groups.
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 err.
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 which may be a signal of improvement or of a process starting to
err.
Table 1: Torbay & South Devon NHS Foundation Trust Data Sources
Safety Indicator

Data Source

Appendix 1
 Hospital
Standardised
Mortality Rate (HSMR)
 Summary Hospital Mortality
Index (SHMI)

Appendix 3
 Dr Foster Alerts
Appendix 4
 Dr Foster
Dashboard

Patient

Appendix 5
 Hospital Mortality

Target
RAG
Aim for a yearly
HSMR ≤90

DH SHMI data

Mortality

Appendix 2
 Unadjusted Mortality rate

Dr Foster 2016/17
benchmark Month

Trust Data

Yearly Average
≤3%

Dr Foster

Zero

Dr Foster

All 15 safety
indicators
positive

Safety

Trust Data
Structured
Judgement
Framework M&M
reviews
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2.0

Trust wide Overview

The Hospital Standardised Mortality Rate (HSMR) and Summary Hospital Mortality Index (SHMI)
at T&SDFT remain within the accepted range for our population and over a prolonged period. The
latest trends continue to show the monthly trend `as expected’ and the 12-month rolling rate
performing within the top third of the Southwest Hospitals. Mortality appears to be coming down
after the winter high in January, and this peak is lower than the previous two winters which is to
be encouraged.
Appendix 1 – Hospital Mortality (HSMR and SHMI)

3.0

This metric looks at the two main standardised mortality tools and is therefore split into:


1A – Dr Foster Hospital Standardised Mortality Rate (HSMR) and



1B – Department of Health Summary Hospital Mortality Index (SHMI)

1A The HSMR is based on the Diagnosis all Groups using the Mar 18 monthly benchmark
and analysed by Relative Risk - Trend / Month
Our HSMR Measure aim is to reduce and sustain the 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 1 - HSMR by Month Feb 16 – Jan 19
Chart one (as below) shows a longitudinal monthly view of HSMR as well as highlighting the
current month. The latest month’s data, Jan 19 has a relative risk of 87 – this may change as
more data is processed by Dr Foster. This latest data point creates a trend in the data towards a
low HSMR. Mortality over 18/19 has been very positive and lower that the preceding year.
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Chart 2, as below, highlights HSMR mortality by peer comparison, across the South West, using
a 12-month annual total – Feb 18 to Jan 19.

Chart 3 displays the above data as a Peer Comparison, ranked and as a bar chart.
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1B Summary Hospital Mortality Index (SHMI) Reporting Period Oct 2017 – Sept 2018
SHMI is derived from Hospital Episode Statistics (HES) data and data from the Office of National
Statistics (ONS). SHMI is based upon death up to 30 days post discharge from hospital and this
is the main difference between SHMI and HSMR. The data is released on a 3 monthly basis
and is very retrospective therefore, please note the following data is based on the Oct 2017 –
Sept 2018 data period and is different to HSMR.
Chart 4, as below, highlights SHMI by quarter period with all data points within the expected
range and trending over time at our 90 target.

Chart 5 Detailing - SHMI all deaths, SHMI in hospital deaths and HSMR comparison
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Chart 6 (as above) records all SHMI deaths, deaths in hospital and HSMR. The SHMI data 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.

Chart 7, as below, expresses the 12-month rolling SHMI data by time period and is showing a
SHMI below the 100 average,

Chart 8 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
are performing better than the norm except Acute and Unspecified Renal Failure (A&URF). This
will be discussed at the Mortality Surveillance group for releveance and planned action
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4.0

Appendix 2 – Unadjusted Mortality Rate

This data looks at the number of deaths in-hospitals and expresses this as an unadjusted
death rate as a percentage, as well as by number and location across time
This percentage is defined as the monthly unadjusted or ‘raw’ mortality. It is calculated 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.
Chart 9, as below highlight the unadjusted mortality. This has to be viewed along with the more
in-depth analysis provided by HSMR and SHMI. Mortality rises in the winter periods and for
winter 18/19 the peaks are lower than in 17/18
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Table 2 – as below records mortality by ward by month and is within the expected norms for each area
Trust Mortality distribution by area July 17 to Apr 19
Chart 11 highlights mortality by month by location and all are within expected norms
Area
AINSLIE
ALLERTON
BRIXHAM
CHEETHAM HILL
CROMIE
DART
DUNLOP
EAU3
EAU4
ELLA ROWCROFT
FORREST
GEORGE EARLE
INTENSIVE CARE UNIT
MIDGLEY
TEIGN WARD
TEMPLAR WARD
TORBAY CORONARY CARE BEDS
TURNER
WARRINGTON
Grand Total

Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18
1
4
1
0
1
4
4
0
1
1
1
5
3
4
5
2
6
10
6
4
0
2
1
3
2
1
1
2
1
1
16
10
15
19
12
10
11
8
12
9
3
1
3
3
8
8
9
2
2
2
1
2
2
0
1
2
0
3
1
1
10
3
4
10
6
7
7
5
3
8
3
8
11
7
9
7
4
9
6
7
0
0
0
1
1
0
0
1
1
2
6
8
5
8
7
10
11
12
2
7
0
3
2
3
5
3
2
4
2
6
11
10
9
14
10
14
6
16
9
6
8
9
12
13
12
6
10
8
6
15
11
9
8
12
13
8
11
8
10
0
2
3
3
1
3
3
2
1
1
1
4
4
2
1
5
2
1
3
1
4
2
4
1
3
3
1
3
1
2
11
10
6
6
8
8
3
9
5
13
0
0
1
0
4
4
1
0
0
0
99
104
103
104
124
124
99
110
87
97

Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 Line chart
2
1
4
3
3
2
2
1
2
1
5
3
4
4
3
6
0
4
7
4
3
0
3
0
1
0
0
1
4
1
8
10
13
9
9
7
13
18
11
8
3
1
1
2
3
6
1
2
5
4
3
1
2
1
2
2
2
2
5
0
3
6
7
2
6
3
6
5
4
7
10
5
7
5
0
2
1
0
0
0
2
0
0
0
2
0
1
1
1
0
6
3
7
8
8
8
6
5
5
7
1
1
2
3
0
2
3
5
1
2
10
7
9
13
11
16
17
12
11
11
8
5
8
13
6
4
9
6
6
10
8
5
6
17
9
10
11
9
14
10
0
3
0
2
3
2
3
1
2
1
3
2
2
5
3
2
2
1
1
0
2
0
2
2
0
1
3
0
2
1
5
5
3
6
5
10
8
6
2
8
0
0
0
0
0
1
5
3
6
3
93
64
90
105
85
97
110
94
99
91
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5.0

Appendix 3 - Dr Foster Alerts

Dr Foster utilises an alerting system, as below. Triggers are raised when the expected number is
exceeded by the actual number and Dr Foster also provides a guide should an alert occur. In the
first instance the coding on each patient is looked at and amended as necessary, second to this
is a notes review to confirm cause of death and coding. With the current dashboard, Peritonitis,
Pulmonary heart disease, respiratory failure are new and will be reviewed.

6.0

Appendix 4 – 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 are based on procedure codes used in the NHS.
The data was pulled on the 8th May 2019, 12 indicators are within the expected norm with 2 are in
the low risk category and 1 flagging as high risk – this will be reviewed and commented on in the
next report
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7.0

Appendix 5 – Hospital Mortality

Mortality Dashboard of the deaths reviewed this quarter - nil where reported as avoidable
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8.0

Appendix 6 - Glossary of Terms

HSMR (Hospital Standardised Mortality Rate) - the case-mix adjusted mortality rate relative to
the national average.


Relative Risk (RR) - The ratio of the observed number of negative outcomes to the
expected number of negative outcomes. The benchmark figure (usually the England
average) is always 100; values greater than 100 represent performance worse than the
benchmark, and values less than 100 represent performance better than the benchmark.
This ratio should always be interpreted in the light of the accompanying confidence limits.
All HSMR analyses use 95 % confidence limits.

CUSUM Alerts - CUSUM is short for ‘cumulative sum’. The charts show the cumulative sum of
the differences between expected outcomes and actual outcomes over a series of patients. The
total difference is recalculated for each new patient and plotted on a chart cumulatively (i.e. where
one patient’s difference ends the next one starts). Alerts are designed to signal that a pattern of
activity appears to have gone beyond a defined threshold. They indicate a series of events that
have occurred that are sufficiently divergent from expectations as to suggest a systematic
problem. Alerts are triggered when the CUSUM statistic passes through a set threshold. This is
shown graphically on the charts by a black cross on the threshold. Once an alert has been
triggered the chart is re-set to the mid-way point. This will mean that another run of negative
outcomes compared with expected outcomes will trigger an alert in a shorter timescale. The
threshold value determines when the CUSUM graph is deemed to be out-of-control (i.e. higher or
lower than the benchmark). At this point an Alert is raised and the CUSUM value is reset to half
the threshold. The value selected affects the probability that an Alert is a False alarm and the
probability that a real alarm is successfully detected. A high threshold is less likely to trigger false
alarms but is more likely to miss a genuine out-of-control condition, and vice versa for a low
threshold. For example, if chosen "Maximum (99.9%)" the system will select the highest threshold
which corresponds to a False Alarm Rate (FAR) that is less than or equal to 0.1% given the
annual volume and expected outcome rate of the analysis. With that threshold, only 0.1% of
hospitals with in-control outcome rates (i.e. equal to the benchmark) will alert
Charlson Index of Comorbidities
Co-morbidity is assigned to the spell from assessing the secondary diagnoses codes, that are
coded in the episode of care used to derive the primary diagnosis. In majority of cases this will be
the first episode of care (on admission to hospital), however, where the primary diagnoses in the
first episode of care is an R code, the system will look to the second episode of care to identify a
clearer diagnosis, should one be available. In that case the secondary diagnoses of the second
episode will be used. The Charlson Index of comorbidities is used both for the HSMR and the
SHMI.

The Standardised Hospital Mortality Indicator (SHMI) is the ratio of the observed number of
deaths to the expected number of deaths for a provider. The observed number of deaths is the
total number of patient admissions to the hospital which resulted in a death either in-hospital or
within 30 days post discharge from the hospital. The expected number of deaths is calculated
from a risk adjusted model with a patient case-mix of age, gender, admission method, year index,
Charlson Comorbidity Index and diagnosis grouping. The cumulative risk of dying within the spell
for each patient within the selected group gives the number of expected deaths.
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Report to the Trust Board of Directors
Report title: Report of the Guardian of Safe Working Hours

Meeting date: 29th May
2019

Report appendix

Nil

Report sponsor

Medical Director

Report author

Mr Shah Punwar, Consultant Orthopaedic Surgeon and GOSWH

Report provenance

Reviewed by Executive Directors on 21st May 2019

Purpose of the report To provide assurance to the Board that doctors in training under the
and key issues for
new terms and conditions of service are working safe working hours and
consideration/decision to highlight any areas of concern
Action required
(choose 1 only)

For information
☒

To receive and note
☐

To approve
☐

Recommendation
Summary of key elements
Strategic objectives
supported by this
report

Is this on the Trust’s
Board Assurance
Framework and/or
Risk Register
External standards
affected by this report
and associated risks

Safe, quality care and best
experience
Improved wellbeing through
partnership

Board Assurance Framework
Risk Register

Care Quality Commission
NHS Improvement
NHS England

Y
Y

Valuing our
workforce
Well-led

Y
Y

Risk score
Risk score

Terms of Authorisation
Legislation
National policy/guidance

Y
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Report title: Guardian of Safe Working Hours

Meeting date: 29th
May 2019

Report sponsor

Medical Director

Report author

Mr Shah Punwar, Consultant Orthopaedic Surgeon and GOSWH

1. Introduction
This report covers a period of approximately three months from:
25 January 2019 - 17 April 2019.
2. Exception Reports
This data is collated from the Allocate IT system.
Total number of Exception
reports
Exception Reports submitted
within the last 30 days
Exception Reports submitted
within the last 7 days
Number by specialty/rota

Nature of exception

Outcomes

170
65
9
Surgery (F1)

29

Surgery (F2)
Medicine (F1)
Medicine (F2)

9
72
32

Medicine (ST3+)

6

A&E
Anaesthetics
O&G
Paediatrics

14
1
2
5

Additional hours
Variation in rota pattern

147
3

Education

20

Time off in lieu (TOIL)
Overtime payment
No further action

51
48
14

Outstanding

57
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3. Comment on Exception Reporting










Reporting levels are stable however almost a third remain outstanding on the
Allocate system.
The majority of reports are from the Medical specialties.
The number of outstanding reports is concerning. Speaking to junior doctors, there
are difficulties in arranging timely meetings with educational supervisors in order to
review the exceptions.
Junior doctors have been reminded that clinical supervisors can act as report
reviewers in order to expedite the exception review meetings.
There remains a need for continuing update on the practical aspects of reporting
and signing off outcomes.
Further work is needed to determine whether all agreed payments are actually
processed.
The concept of preauthorisation for overtime working, as detailed in the junior
doctor’s contract, continues to be a contentious issue. Whilst there should be no
barrier to exception reporting, the contract does state that reports only need to be
submitted where preauthorisation from the clinical lead has not been possible. It is
hoped that continued engagement with the junior doctor’s forum will clarify the best
way to proceed.
The reasons for reporting are usually due to working additional hours and there
continues to be very low numbers of immediate safety concerns.

4. Engagement with Doctors







GOSWH Oversight Group meetings have been arranged to follow Junior Doctor
Forum meetings to encourage attendance and engagement by the junior medical
staff. These meetings will be on a monthly basis. The first Guardian Oversight
Group meeting to be held after the Junior Doctor Forum has now taken place.
There was excellent attendance from the junior doctors which facilitated the
exception reporting discussion. This is a positive change from the previous
meetings which were often not quorate from a junior doctor perspective. The terms
of reference for the Guardian Oversight Group are being reviewed by the junior
doctor’s forum.
Guardian to attend the Junior Doctor Representative Committee meetings.
Discussions with Allocate Regional Account Manager – system functionality
updates clarified
Attended Joint Local Negotiating Committee (JLNC) meetings and discussed safe
working issues in April 2019.
The Guardian will be attending junior doctor induction August 7th 2019.

5.

Summary



Engagement of the GOSWH with junior doctors and other staff groups including
JLNC has been improved with good early effect.
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Following discussion with JLNC members, the Guardian has taken an interest in
the BMA’s Fatigue and Facilities charter, to support the Trust’s commitment in
working towards the recommendations and to protect safe working conditions.
The main focus of the Guardian’s work continues to be streamlining the exception
reporting process and identifying reasons for under-reporting. Exception reporting
policies are now due for review and this will be followed up with HR.
The Guardian will attend a practice manager meeting to better understand how oncall rotas work in each department. The ultimate aim is to gather detailed
information about additional work spend and TOIL for each department and to
develop a standardised and transparent approach.
The Guardian will continue to network with counterparts in other Trusts.

Shah Punwar
Guardian of Safe Working Hours
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Report of Audit Committee Chair to TSDFT
Board of Directors
Meeting date:

17 April 2019

Report by + date:

Sally Taylor, 12 May 2019

This report is for:
(please select one box)
Link to the Trust’s strategic
objectives: (please select one or
more boxes as appropriate)

Information☒ Decision ☐

Public or Private
(please select one box)

1: Safe, quality care and best experience ☒
2: Improved wellbeing through partnership ☐
3: Valuing our workforce ☐ 4: Well led ☒
Public ☒ or Private ☐+ Freedom of Information Act
exemption [S43 – commercial interests]

Key issue(s) to highlight to the Board:-

1. The Self review tool for NHS CFA standards has been completed. There is a new
requirement for the DoF and Audit Chair to sign off before submission. All sections
were green bar one amber, which has an action plan in place.
2. The Committee received a report from Counter Fraud with an update on current
investigations. No new issues were identified.
3. Internal Audit has now been renamed ASW Assurance.
4. The Committee noted there were some overdue Audit recommendations remaining.
However none were major
5. The following Audit reports had been received with a Satisfactory level of assurance:a) Enhanced intermediate care - noted slight differences in processes across the
five areas and that KPIs need a refresh.
b) Debtors - no recommendations
c) Medicines management - some minor concerns noted e.g. fridge temperature
checks
d) CIP programme process and reporting - lack of management capacity to monitor
CIP now captured on the Risk Register and it was noted that CIP monitoring
needs to be carried out in the context of the new organisational structure.
6.

IA had also looked at:a) Clinical Policy Management and noted that the percentage of overdue reviews is
reducing year on year and currently stands at 23% which represents 354 policies
b) The TUPE process for children’s services was deemed satisfactory.

7. IA strategy was reviewed and it was noted that it is now cross referenced to the
Trust’s Board Assurance Framework and Corporate Risk Register. The approach is
deliberately flexible to enable responsive and value added work.
8. External Audit reported on progress to date on the audit. The two major issues (Fixed
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Asset valuation and Going Concern) were discussed. It was agreed that the DoF
would take a cash flow paper to the Board.
9. Assurance on process was taken from the Clinical Audit report received. The high
volume of new NICE guidance and consequent workload was noted.
10.

The new format Board Assurance Framework was received and agreed as useful.

11. The committee received a report on Social Care debt and took assurance on the
process.

Key Decision(s)/Recommendations Made:

The Board is asked to note the contents of this report
Name: Sally Taylor (Committee Chair)
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Trust Board of Directors

Report sponsor

Meeting date: 29th May
2019
List any supplementary information as shown below:
Appendix 1:
Director of Workforce & OD

Report author

Julie Turnbull, Workforce & OD Business Partner

Report provenance

Workforce & OD Group – 1st May 2019

Report title: Workforce & Organisational Development Report
Report appendix

Purpose of the report

and key issues for
consideration/decision

To update the Board on the activity and plans of the Workforce and
Organisational Development (OD) Directorate as reported to and
assured by the Workforce and Organisational Development Group.
(WODG).



To provide the Board with assurance on workforce and
organisational development issues.

Action required
(choose 1 only)
Recommendation

For information
☒

To receive and note
☐

To approve
☐

A clear articulation of the recommendation and next steps.

Summary of key elements
Strategic objectives
supported by this
report

Is this on the Trust’s
Board Assurance
Framework and/or
Risk Register
External standards
affected by this report
and associated risks

Safe, quality care and best
experience
Improved wellbeing through
partnership

Board Assurance Framework
Risk Register

Care Quality Commission
NHS Improvement
NHS England

X
X
X

X
X

Valuing our
workforce
Well-led

X
X

Risk score
Risk score

Terms of Authorisation
Legislation
National policy/guidance

X
X

Articulate any risks and implications arising from this report.
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Report title: Workforce & OD Report
Report sponsor

Director of Workforce & OD

Report author

Workforce & OD Business Partner

Meeting date:
29th May 2019

1. Workforce & OD Group – Key Notes
The Group met on 1st May 2019. The following summarises discussions and
agreed actions.
•

Turnover (excluding Junior Doctors): The Trust’s turnover rate now stands
at 10.68% for the year to April 2019 which is an increase from 9.67% in
March partly due to TUPE transfers out of the organisation.

•

Staff sickness/absence: he annual rolling sickness absence rate was
4.19% at the end of March 2019 which is slightly higher than February at
4.18%; this is against the target rate for sickness of 3.80%. The monthly
sickness figure for March was 4.11% which is a decrease from the 4.92% as
at the end of February.

•

Mandatory Training rate: At the end of April the rate has decreased to
89.53% from 91.36% in March due in part to the new cohort of staff from
CYP who historically had different training requirements. This means that the
Trust is achieving the target rate for mandatory training of 85%.

•

Appraisal rate: The Achievement Review rate for the end of April was
80.05% which is an increase on the 78.93% as at the end of March.

•

Risk Register - the Risk Group undertook a review into the Workforce risks
and was satisfied with the actions taken.
One emerging risk has been identified and plans are being developed to
minimise the impact of the risk:
 The impact of Consultant Pensions and lifetime allowance together to
include IR35 arrangements

•

Governance - The Workforce & OD Group is underpinned by three
Workforce Programme Boards:
 Medical & Dental
 Nursing & AHP which will be renamed as the
 Non-Clinical
The Groups continue to meet regularly to progress the workforce and OD
agenda, escalating to the Workforce & OD as necessary.

•

National Staff Survey – The Group had a presentation highlighting the
common themes in relation to ‘My Job’, ‘Organisation and My Development’
and ‘Health & Wellbeing and HR’. Action plans being developed in order to
work together to improve future feedback.
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•

Staff Experience Action Plan – The Group received an update on the Staff
Experience Action Plan 2019 which has been developed. It was noted that
access to existing Health and Wellbeing options needs to be improved and
promoted to enable all staff to access.

•

Talent Management – The Group discussed the proposals for talent
management and succession planning, in particular funding, equity, national
and regional talent matching, qualifications and talent within the wider
healthcare system (Dom Care/Residential Homes etc). A copy of the
presentation is attached at Appendix A.

2. Clinical Excellence Awards (CEAs)
The CEA Committee met on the 13th March 2019 to allocate points to be awarded. The
committee were very pleased to note the contribution and enhancements to services
evidenced in this year’s applications and therefore were able to award all 50 points
available. Three of the applications were exceptional and each received 3 awards, with
a further twelve candidates receiving 2 awards each.
3. Lead Employer for GPSTs
The Trust has been formally approached by Health Education England (HEE) to request
that the Trust’s current arrangement as Lead Employer for GPSTs in Torbay is
extended until March 2022; it is currently due to end in March 2020. The Trust is
reviewing the contractual requirements.
4. Funding to Improve Working Conditions for Junior Doctors
The government has allocated a fund of £10m to NHS Trusts in England to improve
working conditions for Junior Doctors. It has now been agreed that all Trusts will receive
£30,000 for this purpose which will be allocated in 2019-20. The Trust has already been
working with the Junior Doctor Committee in achieving the standards of the BMA
Fatigue and Facilities Charter and therefore the funding will be very welcomed to help
the Trust to continue to make improvements that will impact positively on the working
conditions of our junior doctors.
5. Developing a Self-Organising Teams approach in the Trust
Work continues to develop the Trust’s approach to self-organising teams across the
new system delivery structure. We recognise the Trust is a complex organisation and
need to co-create an approach and language that is unique to the Trust and creates the
right environment for ownership and tools that enable people to work together the
achieve outcomes with accountability at the heart.
A visit to Cornerstone took place in November 2018 to see how they have approached
self-organising teams and what learning we could take for our approach. Cornerstone
are based in Scotland provide community care and support for adults, children and
young people with disabilities and other support needs.
A number of teams across the Trust have started to explore a self-organising approach
and are evolving in an ad hoc way based on expressions from teams to find out more.
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On 15 May 2019 a facilitated conversation with approx. attendees took place to help
create our approach and proposal to share with the wider organisation. Those attending
the event included the Liz Davenport; Vikki Matthews (NED); Sarah Lehmann; Judy
Falcao; Susan Martin; OD representatives; Clinical system lead; plus representatives
from across the Trust who have an interest in self organising teams. The event was
facilitated by Matt Gott and Brendan Martin from Buurtzorg Britain and Ireland. There
was great energy, passion and discussion at the meeting reinforcing that this is the right
approach for the Trust and a commitment from the attendees to become the design
group for taking this forward. We are currently having discussion on next steps and
further updates will be provided.
6. Children & Family Health Devon
On 1st April 2019 Children and Family Health Devon (CFHD) came into being. This is
the name given to an Alliance of health organisations providing both physical and
mental health services in the community to children and their families in Devon. Torbay
and South Devon NHS Foundation Trust (TSDFT) is the lead contractor in this Alliance.
From a workforce perspective there are number of items to report on. The first relates to
the transfer of staff into Alliance organisations, specifically TSDFT and Devon
Partnership Trust (DPT). This involved a three way TUPE transfer with approximately
40 CAMHS staff transferring from TSDFT to DPT, 267 staff transferring from Virgin Care
Limited (VCL) to TSDFT and a further c180 CAMHS staff transferring from VCL to DPT.
This was a more complex exercise than previous TUPE issues that these organisations
had previously faced due to the ‘commercial’ approach of VCL and the mixed nature of
terms and conditions that staff transferred with. This meant challenging time scales to
work with and some challenges in respect of the levels of collaboration. However the
TUPE transfers went ahead successfully and relatively without incident.
The Workforce and OD Group will be kept up to date with developments in respect of
the service.
8.0

NHSI Workforce Plan Submission

All Trusts are responsible for ensuring workforce plans meet future requirements while
aligning with activity and financial needs to deliver care to patients.
The workforce plan takes into account the significant workforce supply and retention
challenges in the NHS as well as expected reductions in agency and locum use.
The operational workforce plan is designed to capture workforce information that forms
part of the trust’s integrated plans. The plan for 19/20 will be re-submitted to NHSI on 23
May 2019.
The narrative which supports the plan sets out the steps that the Trust will take during
2019/20 to move towards a ‘bank first’ temporary staffing model and identify
opportunities for improved productivity and workforce transformation through new roles
and/or new ways of working.
The Workforce & OD Group will receive regular updates on the plan.
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