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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 of ‘good’ and the ability to maintain sufficient 
progress to retain ‘good’ and achieve ‘outstanding’. 

 

Tab 2.3 Board Corporate Objectives
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Report of Finance, Performance and Digital Committee Chair 
 to the Board of Directors 

 
 

Committee meeting date: 
 
28 November 2022 
 

Report author + date: 
 

Paul Richards, Non-Executive Director 
19 January 2023 
 

This report is for:  
(please select one box) 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☐ 
2: Improved wellbeing through partnership ☐ 
3: Valuing our workforce ☐  
4: Well led ☒ 

Public or Private 
(please select one box) Public ☒ or Private ☐ 

 
Key issues to highlight to the Board 
 
The Committee received the BAF and CRR.  The Committee agreed to an in-person review of the 
BAF in December.  
 
Investment 
 
The Committee received the Virtual Wards Business Case report, a proposal to spend £900,000 
that had been made available from NHSE and which would allow two virtual wards for respiratory 
and fragility to be established. 
 
The Committee discussed the security of the funding and sought assurance as to the recurrent 
quantum.  While the virtual wards would be unlikely to lead to the closely of physical beds given 
the low bed base, it was noted that virtual wards would help to reduce escalation spend.  In terms 
of evidence base, the Committee was assured that the use of virtual wards had been the subject 
of national pilots and the Trust would implement learning from the pilots. The Committee 
approved the Virtual Wards business case.  
 
The Committee also received a capital bid for a Mental Health Assessment Unit, applying for 
central funding to create a dedicated unit in the Emergency Department for patients with mental 
health needs whilst they waited for a mental health assessment. ·It was noted that DPT would be 
involved in the design of the assessment unit. ·The Committee approved submission of the bid.  
 
Performance 
 
The Committee received the Integrated Performance Report. 
 
The Trust reported a deficit of £7.9m at Month 7, compared to a planned deficit of £2.6m · The 
underlying position was supported by £7m of non-recurrent benefits. · Drivers to the position were 
around CIP delivery and adverse trends in the independent sector.  
 
The Committee discussed the system-level approach, noting that all providers were working to 
establish the underlying financial position.  It was noted that the Integrated Care System (ICS) 

Tab 4.1.1 Finance Performance and Digital Committee Chair's Report - 28 November 2022 and 19 December 2022
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would develop a multi-year plan to reach break-even, with some short term actions to bridge the 
gap 
 
The Committee queried the impact of inflationary increases and it was noted the Trust had begun 
to see the effect of inflationary costs, in particular in relation to increased energy charges.  
 
In terms of capital spend, the Committee noted that year to date spend was £2m behind plan. · It 
was noted that there been some movement on the AMU/MRU scheme due to costs incurred 
outside the main contract, and the committee discussed the approach to closing out the contract. 
It was also noted that Torbay Pharmaceuticals had received £5m capital funding.  In respect of 
digital funding, the Trust had asked for c£900,000 to support the work to move from outline to full 
business case but had been offered £8.5m to spend in the current year – a significant challenge.  
 
In performance terms, the Committee was reminded that urgent and emergency care demand 
was lower than pre-Covid levels and noted that the Trust was a poor performer in terms of the 4 
hour target.  Significant focus was applied to improving processes and flow with a view to 
improving the Trust’s overall ambulance handover times. · The number of discharges earlier in 
the day had started to improve, both in the week and at weekends. It was important the teams 
aimed to work in the same way each day to maintain the improvements. There had also been 
improvements in the discharge of P1 patients.  
 
In terms of cancer performance, it was noted that improvements had been made to overall waiting 
lists due to a validation exercise that was taking place. The Trust had been in the top 20 for poor 
performance, but was slowly moving down and was currently 25th. Supporting this improvement 
was increased activity in the Day Case Unit. · Areas of concern continued to be Colorectal, 
Endoscopy and Urology.  
 
Diagnostic performance was slowing improving. · It was reported that there might have been a 
serious incident linked to the lack of access to the Children and Family Health Devon’s (CFHD) 
Carenotes system due to a ransomware attack and the Committee discussed plans and mitigating 
actions.  
 
The lack of availability in the care home market was discussed, as a key driver of the number of 
patients the Trust could discharge back into the community. It was noted that work had focused 
on improving the number of discharges of P0 patients, as these far outweighed the number of 
complex discharges the Trust managed. · It was noted that £500m of funding had been 
announced nationally and it was hoped some of this could be used to encourage staff to come 
back to work in the health care sector. · The need for the work on market sustainability to align to 
the Trust’s work to improve discharge was noted. 
 
Financial forecast  
 
The Committee reviewed the Financial Forecast Outturn report and noted the key drivers of the 
year to date deficit.  The Committee also discussed the national productivity data and trends in 
non-pay spend, specifically as they relate to the independent sector.  The Committee noted the 
forecast deficit for yearend was £18.62m, once further savings of £3.2m from financial recovery 
planning had been taken into account. · 
 
Other matters. 
 
The Committee also received the following items: 
 

• Proposed approach to 2023/24 planning  
• Update on the disposal of the former Dartmouth & Kingswear Community Hospital    
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• Update on Carenotes outage 
• Clinical coding annual report  
• Routine reports from sub-groups  

 
 
Key decision(s)/recommendations made by the Committee 
 
Approved: 
 

• Mental Health capital bid submission 
• Virtual wards business case  
 

Escalating: 
 

• Improvement in flow and discharge ·  
• Approval of the virtual ward, mental health assessment unit and Dartmouth disposal 

contract terms 
• Forecast outturn ·  
• Operational Plans 

 
 

Tab 4.1.1 Finance Performance and Digital Committee Chair's Report - 28 November 2022 and 19 December 2022
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Report of Finance, Performance and Digital Committee Chair 
 to the Board of Directors 

 
 

Committee meeting date: 
 
19 December 2022 
 

Report author + date: 
 

Paul Richards, Non-Executive Director 
19 January 2023 
 

This report is for:  
(please select one box) 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☐ 
2: Improved wellbeing through partnership ☐ 
3: Valuing our workforce ☐  
4: Well led ☒ 

Public or Private 
(please select one box) Public ☒ or Private ☐ 

 
Key issues to highlight to the Board 
 
The Committee was pleased to be meeting in person.  
 
Board Assurance Framework  
 
The Committee received detailed deep dive reports on its BAF risks, scrutinising in detail the 
following risks: financial sustainability; estates; digital.  
 
Finance 
 
The Committee was reminded that the Trust was required to deliver financial performance as 
agreed with the Integrated Care System and Region, despite the current underlying deficit, which 
was significant.  
 
The Committee noted the Trust’s deterioration in productivity and highlighted the importance of 
driving forward with Getting it Right First Time (GIRFT) schemes and ‘high volume low complexity’ 
activity. 
 
It was felt that detail in the BAF needed to be expanded to provide more detail around the 
independent sector and social care.  Given the scale of the Trust’s underlying deficit it was 
suggested that a realistic recovery plan would be one that was put in place over a minimum of a 
three year period and the BAF was used to monitor progress of that plan. · Risk appetite was 
discussed and how this would change depending on what was being discussed; it was 
acknowledged that there was a risk of the Trust delivering services in excess of its financial 
envelope needed to be added to the BAF. 
 
Estates 
 
The Committee noted that there were seven key risks that informed the BAF, with fire, space and 
storage the highest scoring individual risks. · The Committee noted the work taking place to 
develop a five year capital plan that would address the risks articulated in the BAF, alongside an 
estates strategy that was fit for purpose and aligned to the New Hospitals Project. 
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It was noted that the risks did not emphasise some of the critical issues with the Trust’s estate, for 
example use of community sites that were past their lifespan.  The Committee also suggested 
that different scenarios regarding NHP funding should be added to the BAF. · A further risk was 
discussed which was one of the Trust spending in a piecemeal way, for the right reasons, which 
was not transformative and resulted in additional costs which then increased the Trust’s deficit. ·It 
was felt there was a need to review the Trust’s strategic intent and health and care model to see if 
it still was appropriate to be delivered in the current environment. 
 
Digital 
 
The Committee noted that the biggest risk to the Trust’s digital solution was that the EPR solution 
was not sufficiently flexible or was driven by a set of constraints imposed on the Trust, meaning 
the Trust could have a system with limited functionality which did not support the its digital 
aspirations. ·  
 
The need for connectivity across the Trust’s partners was discussed.  It was acknowledged that 
whatever EPR the Trust chose to procure, it would be based on a set of informed compromises in 
terms of functionality. ·  
 
It was agreed that the Trust’s BAF should be aligned, where appropriate, with system-wide BAF. ·  
 
The Committee also discussed wider funding and payment mechanisms and how resource could 
be prioritised in preventative services.  It was agreed the issues raised in this discussion would be 
further developed and then discussed with the Board of Directors. 
 
 
Investment 
 
The Committee a case to invest in TP Machine Change Parts for Plastic Vials.· The request was 
to support the high speed vial line being able to use plastic as well as glass vials, the former 
becoming more commonplace. Capital of £650,000 was being requested of which 30% would be 
required in the current year.  The Committee was assured that the request had been reviewed by 
the Capital Infrastructure and Delivery Group to ensure any opportunity costs around capital 
slippage were noted and understood and therefore that this spend would not impact on other 
schemes in the current year.  The Committee approved the case.  
 
Performance 
 
The Committee received the Integrated Performance Report. 
 
In terms of capital spend, the Committee noted that the Trust was £2.3m behind the year to date 
spending plan and had received additional funding of £7.3m from central funds to support front 
line digitalisation that needed to be spent in the current year, as detailed in an appendix to the 
committee paper.  How this would be allocated was detailed in Appendix 2 of the report. 
 
In performance terms, the Committee noted progress in reducing the ambulance turnaround time, 
albeit latterly impacted by infection control issues including Covid and Flu.  The Committee also 
noted the anticipated impacts of the opening of the new Acute Medical Unit.  
 
The Committee was reminded that the Trust is in Tier 1 oversight for the number of 78 week 
waits. Improvements had been made to the end of year target, with an improvement from 227 
patients waiting on admitted pathways to 180, with 155 of these being urology patients. ·The 
Committee heard of the peninsula work to support urology performance at the Trust and beyond.   
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The Committee discussed progress against the Winter Plan. It was noted that the Winter Plan had 
been based on normal increases in demand over the winter period and this had been affected by 
in particular, Covid and national strikes.  The Committee also noted delays in the opening of the 
Jack Sears facility.  
 
The Committee queried how the changes being made to improve flow and discharge were being 
financed, in addition to the implications of the Trust running at elevated levels of demand for 
significant periods of time. · The Committee was informed that the Trust had a number of fragile 
services and at present these were costing around c£3m a year in terms locum cover. Other costs 
attached to ‘running hot’ included the need to open additional escalation space and at present this 
type of initiative was being funded through slippage from other winter schemes. · The increased 
spend in the independent sector amounted to £5m.  
 
Financial forecast  
 
The Committee reviewed the Financial Forecast Outturn report and noted the key drivers of the 
year to date deficit.  The Committee noted the likely year end forecast of a deficit of £18.62m.  
The Committee expressed concern that the level of change and transformation required was not 
keeping pace with the changes to the financial landscape, and therefore the Trust needed to 
develop a realistic plan in place for financial recovery that took account of these factors.  
 
The Committee discussed the scale and depth of changes needed and their strategic 
implications.  The fragility of the social care market was also discussed and the impact this had on 
the Trust’s performance and financial position. · 
 
Other matters. 
 
The Committee also received the following items: 
 

• Strengthening the Health and Social Care Partnership Memorandum of Understanding 
between TSDFT and DCC 2020/23 

• Outpatient Programme – refresh  
• Clinical coding update  
• Reports from sub-groups  

 
Key decision(s)/recommendations made by the Committee 
 
Approved: 
 

• TP – business case for plastic change parts  
 

Escalating: 
 

• Decision to re-review the MoU between the Trust and Devon County Council 
• The quality of conversation around the Trust’s performance despite the IPR being 

truncated owing to the timing of the meeting 
• Positive signs that performance in terms of discharge and flow was starting to improve. 
• Fragile services, in particular Urology. 
• Forecast year end deficit. ·  
• Work to ensure capital spend was achieved by year end. ·  
• Revised outpatient programme and the need for transformation and cultural change to 

realise efficiencies. ·  
• Deep dive of the BAF. 
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Report of the People Committee Chair 

to the Board of Directors 
 

Meeting date: 19th December 2022 
 

Report by: 
 

Vikki Matthews  

This report is for:  
(please select one box) 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☐ 
2: Improved wellbeing through partnership ☐ 
3: Valuing our workforce ☐  
4: Well led ☐ 

Public or Private 
(please select one box) 
[If the Board requires information 
on sensitive or confidential 
matters please mark ‘Private’ ]  
 

Public ☒ or Private ☐ 

 
The Committee felt the following items required escalation to the Board of Directors: 
 
Industrial action 
The Committee received an update on the impact of the recent strike action and received assurance 
that the provision of safe care was not compromised during the strike period. We were glad to note that 
striking staff had been treated with respect and that they had shared in advance their intention to strike 
to allow for cover arrangements to be made where appropriate. We offered thanks to the teams for 
working together to minimise the impact of strike action. 
 
People Promise  
The Committee received an overview of the work to date on the Trust’s People Promise which has 
recently been updated following the launch of the Trust’s organisational strategy. There are now twin 
delivery aims to ensure a consistent approach to leadership and freeing up capacity to allow 
colleagues to focus on critical priorities linked to care and exiting from SOF level 4. Productivity will be 
a welcome area of focus. The Committee commended this renewed approach and the operating 
principle of focussing on doing a few things well, working collaboratively with Directorates and teams.  
 
Education Annual Report and Plan 
Committee members were pleased to receive the annual report from the Education team which 
outlined the many successes achieved by the team in the previous year and an ambitious suite of 
priorities for the coming year. A number of investment areas were identified and team was asked to 
consider whether any of the activities provided could be commercialised, a plan that was discussed 
with the Committee pre-Covid. The Committee enquired about career pathways between social care 
and the NHS and it was confirmed that an integrated pathway across social and secondary care is 
being developed at system level.  
 
People Performance Metrics  
The Committee continues to be concerned about rising sickness rates, with the annual rolling sickness 
absence rate being 5.69% at the end of November against a target of 4%. An increase in Covid 
absences and colds are contributing to this rise. We were pleased to hear that work is underway to 
analyse the reasons for sickness and the areas impacted, and to ensure that staff received the right 
training and support for their roles. A report on this work will come to February’s committee meeting.  
Another metric of concern related to the non compliance of mandatory training which despite being 
rated as green overall has some significant areas of slippage, including in the area of safeguarding. 
The Committee will receive an improvement plan at the next meeting to provide assurance on the work 
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underway to get the Trust back to satisfactory levels of compliance. Finally, there was an increase in 
agency spend in November of £0.993m. IC reported that across the peninsula, analysis shows that the 
equivalent of one whole hospital rota was in effect being run by locums, a situation that all members of 
the Committee agreed was totally unsustainable on multiple levels. Assurance was sought on the work 
being done to address this burning issue and it was confirmed that work is happening at national, 
system and Trust level. 
 
 
Key decision(s)/recommendations made by the Committee: 
[list any approvals made by the Committee here eg business cases, Regulator statements, report 
&a/c’s] 
 

1. The Committee received the Education Annual report and commended the direction of travel. 
2. The Committee were pleased that the preparations to get ready for industrial action had paid 

dividends and that the provision of safe care was not compromised.. 
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Building a Brighter Future Committee  
Chair’s Report to the Board of Directors 

 
 

Meeting date: 18th January 2023 
 

Report by: 
 

Chris Balch 
 

This report is for:  
 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: 

1: Safe, quality care and best experience ☒ 
2: Improved wellbeing through partnership ☒ 
3: Valuing our workforce ☒  
4: Well led ☒ 

Public or Private: 
 

Public ☒ or Private ☐ 

Key issues to highlight to the Board (January 2023): 
20 

1. The Committee received an updated report on the risks associated with the BBF 
Programme. This included the results of the recent review of the Programme 
Risk Register which has updated the potential costs associated with areas of risk 
and sought to highlight dependencies on other areas of the Trust’s work. The 
key areas of risk highlighted in the report remain broadly consistent with previous 
reports although the opportunity has been taken to articulate these more clearly.   
 

2. The Committee received a deep dive report on the management of risks around 
the resourcing of the Programme Office to deliver the Outline Business Cases 
for both Site Enabling Works and Estate Development which are likely to be 
required over relatively short timescales. The challenges of attracting the 
necessary skills in a competitive market was noted and potential approaches 
discussed. The need to develop a flexible and innovative approach and secure 
co-operation between other NHP teams across the Peninsula was highlighted. 

 
3. The Committee received the updated BAF and Corporate Risk Register and 

discussed the risk appetite surrounding the planning and delivery of the BBF 
Programme.  It was acknowledged that there is a need to strike a balance 
between securing the transformational change in acute services which the 
Programme offers and managing the risks inherent in large-scale public-sector 
development projects. 

 
4. The Committee were updated on the present status of the EPR Programme 

which forms an important part of the overall BBF Programme and the work 
currently underway to establish potential routes to delivery within the likely 
affordability envelope.  

 
5. The Committee were briefed on concerns within the clinical workforce regarding 

the delivery of the EPR and New Hospital Programme against the background of 
the Acute Services Collaborative Review and ongoing economic and political 
uncertainty.  The Committee discussed the need for greater clarity regarding the 
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likely future scope of a District General Hospital serving the needs of the local 
population on the existing acute site. It was felt that this would provide 
reassurance to the Trust’s clinical community. This was felt to be important in 
attracting and retaining a skilled workforce for the future. 

 
6. The Committee received an update on the engagement and communication 

activities surrounding the Programme.  The success of the timeline which 
establishes a strong storyline behind the BBF Programme was noted as was the 
opening of the Acute Medical Unit. A report was received on the results of the 
recent BBF roadshow which involved conversations with 260 staff identifying 
their hopes and concerns surrounding the Programme. The plan for renewed 
engagement with external stakeholders was noted.  

 
7. The Committee received assurance regarding the funding of the BBF Estates 

Programme team during the current financial year.  Resources are being 
carefully managed given the reduced level of seed funding with support being 
made available through the Trust’s capital programme. The challenges 
associated with the allocation of funding in the current financial for the delivery of 
the EPR Programme were noted.  
  

 
1) To note the above 
 

 

Tab 4.1.3 Building a Brighter Future Committee Chair's Report - 18  January 2023

15 of 249TSDFT Public Board of Directors-25/01/23



 

  Page 1 of 2 

 
Report of Charitable Funds Committee Chair 

to the Board of Directors 
 

Meeting date: 7 December 2022 
 

Report by: 
 

Patrick Vincent, Senior Finance Manager 

This report is for:  
(please select one box) 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☒ 
2: Improved wellbeing through partnership ☒ 
3: Valuing our workforce ☒  
4: Well led ☒ 

Public or Private 
(please select one box) 
[If the Board requires information 
on sensitive or confidential 
matters please mark ‘Private’ ]  
 

Public ☒ or Private ☐ 

 
Key issues to highlight to the Board:  
 

1. Fundraising strategy.  A new post had been established - Fundraising and Partnerships 
Manager.  The new postholder, Rachael Bryett, reported that there were considerable 
opportunities to develop fundraising.  There were also potentially wider benefits that could 
accrue from fundraising – for example, engagement with fundraising activities among the wider 
staff team had the potential to boost staff morale and wellbeing. 

 
A fundraising strategy was in the early stages of development.  A key issue was to do this in 
collaboration with local stakeholders, such as the Leagues of Friends.  An approach towards 
communication with key stakeholders had been agreed at the Committee’s August 2022 
meeting. 
 
The Committee noted these potential opportunities and re-emphasised the importance of 
communication with key stakeholders. 

  
2. Complaint.  A complaint had been received from a consultant who acted as Fund Manager for 

one of the departmental charitable funds.  The complaint related to the admin charges that were 
levied against individual departmental funds, in particular the legal basis on which these 
charges were levied and the extent to which this information had been communicated.   
 
The Committee agreed a response, which explained that these charges were levied in 
accordance with Charity Commission requirements.  Information regarding the charges had 
been circulated to Fund Managers.  However, the Committee agreed to add this information 
also to the ‘Guidelines for Fund Managers’ document, so that it was available for ongoing 
reference. 

 
3. Assurance regarding investment market volatility.  The Committee received a presentation from 

the investment management company.  Investment markets had been subject to a high level of 
volatility, for example due to increases in central bank interest rates, the war in Ukraine and 
changes in UK political leadership.  The Committee received assurance that the portfolio was 
positioned to manage this volatility, in line with the Charitable Fund’s ‘medium risk’ investment 
strategy. 
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4. Auditor’s report.  The Committee received a report on the 2021/22 audit from Bishop Fleming, 
the Charitable Fund’s new auditors.  The audit opinion was unqualified and the 2021/22 Annual 
Report and Accounts were approved. 

 
Key decision(s)/recommendations made by the Committee: 
 
The Committee: 
 

1. Emphasised the importance of communication with key stakeholders, as a fundraising strategy 
was developed. 
 

2. Noted the investment manager’s assurance that the portfolio was positioned to manage current 
investment market volatility. 
 

3. Noted the unqualified auditor’s opinion and approved the 2021/22 Annual Report and Accounts. 
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 Chairs Report AUDIT COMMITTEE MEETING 

Committee meeting date: 
 
18 January 2023 
 

Report author + date: 
 

Robin Sutton, Non-Executive Director 
19 January 2023 
 

This report is for:  
(please select one box) 

Information☒ Decision ☐ 

Link to the Trust’s strategic 
objectives: (please select one or 
more boxes as appropriate) 

1: Safe, quality care and best experience ☐ 
2: Improved wellbeing through partnership ☐ 
3: Valuing our workforce ☐  
4: Well led ☒ 

Public or Private 
(please select one box) Public ☒ or Private ☐ 

 
 GOVERNANCE 
  
 The Committee received and took assurance from the following governance 

reports: 
 

1. Board Assurance Framework for 2022/23 and Corporate Risk Register as 
at January 2023, noting that this work continues to be developed and that 
a Board Development session is pending that will be considering risk 
appetite. 

2. Risk Group Chairs’ Report Summary from meetings held in September, 
October and December 2022 including new and emerging risks.  

3. Losses and Special Payments Register for October, November and 
December 2002 which totalled £242K, the two main drivers being Social 
Care debt £172K and Overseas Visitor debt £62K. 

4. Waiver of Standing Orders, for the period July to September 2022, 30 ICO 
waivers were approved with a value of £1.8m, a significant reduction on 
the previous period reported. 

5. Social Care Debt Report, as at September 2022 the overall debt has 
grown to £8.2m an increase of £1.1m since the last financial year, with a 
long term debt write off level of 4-5%. Write offs are anticpated to increase 
and dedicated resource is being sought to support collection activities. An 
Assurance Vist from the Office of the Public Guardian took place in 
November 2022 and a positive and supportive report was received in 
December 2022. 

6. Reports from other Board Committees (verbal reports)  
 
The Committee approved changes to the following terms of reference: 
 

1. Risk Group ToR, minor updates required. 
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2. Audit Committee ToR, this paper will also come to Trust Board for 
approval. 

 
 EXTERNAL  AUDIT 
  

The Committee receivd an External Audit Progress Report and Sector Update 
from Grant Thornton, no concerns to highlight. 
 
It was noted alternative future audit arrangements were being considered and 
the process for selection underway. 
 

 INTERNAL AUDIT 
  

Formal thanks were given to Jenny McCall, Director of Audit and Assurance 
Services for many years of service and support to the Trust, Jenny is retiring. 
 
The Committee received the following reports, presented by Internal Audit: 
 

1. Audit Strategy and initial draft Strategic Audit and Assurance Plan 
2023/24 to 2025/26. 

2. ASW Assurance Internal Audit Charter. 
3. Internal Audit Interim Report including position on Internal Audit 

Recommendations, in the period four final reports have been issued and 
two interim reports. The audits had found that no significant areas of 
weakness. 

4. ASW Assurance Consortium Annual Report 2021/22. 
5. ASW Assurance Briefing. 
6. Counter Fraud Interim Report. 

 
 Committee Effectivenes 

 
An improvement plan was reviewed and the future workplan noted. 
 
Date of Next Meeting  
 
This is planned for 19 April 2023. 
 
There being no further business, the meeting was declared closed. 
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Public 

Report to the Trust Board of Directors   
 
Report title: Chief Operating Officer’s Report January 2023 Meeting date:  

25 January 2023 
Report appendix N/a  
Report sponsor Chief Operating Officer 
Report author System Care Group Directors  
Report provenance The report reflects updates from management leads across the Trusts 

Integrated Service Units (ISUs) and Children and Family Health Devon 
(CFHD) 

Purpose of the report 
and key issues for 
consideration/decision 

The report provides an operational update to complement the 
Integrated Performance Report (IPR), including some specific 
performance metrics. The report offers greater visibility of activity not 
fully covered in the IPR. 
 
The report also highlights a number of key developments across the 
community alongside the key activities, risks and operational 
responses to support delivery of services through this phase of the 
recovery and restoration.  This includes delivery of high priority cancer, 
diagnostics and elective services. 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☒ 

To approve 
☐ 

Recommendation The Board is asked to receive and note the Chief Operating  
Officer’s Report. 

Summary of key elements 
Strategic goals 
supported by this 
report 

 

Excellent population 
health and wellbeing 

X Excellent experience 
receiving and providing 
care 

X 

Excellent value and 
sustainability 

X  
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance 
Framework 

X Risk score 20 

Risk Register X Risk score 20 
 
Risk Register Number 5 – Operations and Performance Standards 
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External standards 
affected by this report 
and associated risks  

 
Care Quality Commission X Terms of Authorisation   
NHS England X Legislation  
National policy/guidance   
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Report title: Chief Operating Officer’s Report Meeting date:  

25 January 2023 
Report sponsor Chief Operating Officer  
Report author System Care Group Directors  
 
1.0 Purpose 
 
This report provides the Board with an update on progress and the controls in place in 
relation to operational delivery across the Trusts Integrated Service Units (ISUs) and 
Children and Family Health Devon (CFHD). 
 
2.0 Introduction 
 
The month of December has seen industrial action by our nurses and the ambulance 
service, a review of the impact on flow and patient experience has been undertaken to 
address future strikes planned for January. The Trust has experienced a high level of 
Flu A, Covid and Norovirus over December, which has created closures and onward 
flow challenges. Primary Care has been overwhelmed with respiratory infections, which 
is felt to have led to a reduction in two week wait (2WW) referrals. 
 
3.0  Urgent & Emergency Care update 
 
Demand to the Emergency Department (ED) dipped slightly in November to 5,636 
however increased in December to 6,082 attendances.  The type 1 ED performance 
was 34.4% and 29.3% respectively. 

 
 
In November 30.8% of patients who attended ED required an inpatient bed, in 
December this fell slightly to 28.4%. 
 
Both the Urgent Treatment Centre (UTC) and the Minor Injuries Unit (MIU) saw similar 
changes to ED. The UTC saw 2,308 patients in November and 2,581 in December, the 
MIU saw 593 patients in November and 599 in December. The combined performance 
of these units was 98% and 95.5% for those months. 
 
Our All types attendances (Type 1 plus our UTCs) was 51.8% which places us 88th out 
of 107. 
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November saw an increase in the average number of ambulances to 56.8 a day but, in 
contrast, December saw a decrease to 49.7 a day with the lowest arrivals during the 
festive period. 
 

 
 
The average time lost per day in December for ambulance handover was 160.13 hours, 
this is a significant increase from previous months. This saw us ranked fifth worst out of 
19 covered by South West Ambulance Service Foundation Trust (SWASFT). 
 
The cause of the performance remains a lack of flow from the ambulance ramp to 
discharge home.   
 
The number of daily admissions remained static throughout the month and the conversion 
rate of attendances to admissions ranged between 22.3% and 23.7%. 

 
The number of daily discharges slightly improved through the month from an average of 
61 a day to an average of 71.   
 
The new Acute Medical Unit (AMU) is open and has provided an increase in the number 
of beds available. However, it has been used as an escalation area due to flow constraints 
which has reduced its ability to operate as planned. The ‘old’ Medical Receiving Unit 
(MRU) area has been used also by increasing the discharge lounge capacity and creating 
a cohort area for SWAST to use. 
 
The Complex Pathway 1 has been improving but the Pathways 2 and 3 discharges are 
deteriorating, albeit with some improvement in Pathway 2 towards the end of the month.  
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However, we have achieved a 46% reduction in patients who are classed as having No 
Criteria to Reside (NCTR) which was a target set by NHS Chief Executive Amanda 
Pritchard on 13 December 2021, and we are improving against our target of a maximum 
30 delays across the organisation. 
 
As a result of this we remain committed to improving the two main causes of patient 
flow imbalance; discharges before Noon and Weekend discharge improvement. 
 

 
 
The number of discharges before Noon has decreased throughout December.  
 
This has primarily been driven by infection across our inpatient areas, which has 
increased length of stay (LOS) and prevented a number of patients from using the 
discharge lounge.  
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Similarly, our use of the discharge lounge fell in December as flow resulted in the unit 
being used as a bedded area and, when free, infection, prevention and control (IPC) 
restrictions reduced the numbers of patients who could be sent to it. 
 

 
 
We continue with our Weekend Discharge Team to support simple discharges.  
Although there is an increase in weekend discharges of complex patients we have seen 
an overall worsening position throughout December and early January. Analysis is 
being undertaken to see what changes to the process is needed for this to improve.   
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4.0  Cancer Performance  
 
4.1 Cancer Services 
 
There was a very significant drop in the number of suspected cancer referrals received 
in December, 1,259 referrals, compared to an average of 1,880 over the previous 6 
months. This also represented a 12.8% reduction when compared to December 2021.  

This pattern was seen across Devon and has been attributed to capacity issues within 
Primary Care as Group A Streptococcus (Strep A) (and other seasonal illnesses) 
overwhelmed GP services.  

4.2 Cancer Recovery 
 
The position against the 2WW standard was 58.3% in November and is expected to be 
67.2% in December. This rise from previous months’ positions is mainly due to a rise in 
Colorectal seeing an improvement from 21% to 32%.  

There are four ‘Key Lines of Enquiry’ which are used to benchmark organisations in the 
Tier 1 group – Torbay still remains classified in this category, alongside Royal Devon 
University Healthcare as the only other South West based Trust.  

 
 
For December the Faster Diagnosis Standard is at 73.9%, an improvement on 
November’s position of 68.7%. The release of the Operational Planning Guidance 
2023/24 requires NHS organisations to deliver the 75% standard by March 2024. 
Planned improvements in Endoscopy and Urology diagnostics will leave the Trust well 
placed to achieve and maintain this standard. 
 
62-day performance has improved in December reporting 63.1% against November’s 
reported position of 54.5%. However, as Urology and Colorectal services increase 
activity we should expect this position to worsen as >62-day backlogs are cleared.  

4.3 Over 62-day Backlog (Open Pathways) 

At the week ending 1 January 2023, Torbay reported 253 pathways over 62-days, over 
the last four weeks this has increased by 24, however over a 12-week period this is an 
improvement of 66. The backlog represents 17.1% of the total number of open 
pathways, which means the Trust remains as one of the 20 poorest performing 
organisations in England and Wales. 
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There are two key drivers for the increase: 

• The significant reduction in the number of Cancer referrals reducing the 
measured denominator 

• Workforce pressures and annual leave within our most challenged tumour sites. 

 
5.0 Referral to Treatment (RTT) 
 
The Trust remains in the Tier 1 category for RTT long waits. Our revised forecasts for 
Q4 performance against 104-weeks and 78-weeks were submitted to NHS England 
(NHSE) in December. 
 

           
 
The Trust was on plan for December for both 104- and 78-week trajectories. Capacity 
plans for all at risk specialties are in place to deliver additional outpatient and inpatient 
activities throughout Q4 to deliver against these targets. 
 
6.0 Diagnostics Performance 
 
The Trust Diagnostics Waiting Times and Activity (DM01) position continues to improve. 
Patients waiting over six weeks for a diagnostic test has reduced to 29% of our total 
patient treatment list (PTL) against a revised 2022/23 standard of 25%. This represents 
a 3% improvement over our November position. Echocardiography and colonoscopy 
remain challenged, both are high volume specialties reporting >65% of patients waiting 
longer than six weeks. Our focus in Q4 will be improving performance in these 
specialties to achieve the overall DM01 target of 25% by the end of Q4. 
 
7.0 Children and Family Health Devon (CFHD) 
 
7.1 Carenotes Outage 
 
Following the cyber-attack on Advanced in August 2022, affecting a number of NHS 
clinical systems nationally, work has been on-going to manage the critical incident 
within CFHD (Children and Family Health) Child and Adolescent Mental Health Services 
(CAMHS). Carenotes is now available to clinicians but there are limitations to its use as 
the migration of data into Carenotes is ongoing. The risk score has been reduced to 3 
and there are some residual risks e.g. waiting list management and validation, use of 
routine clinical outcome measures, (currently a Commissioning for Quality and 
Innovation (CQUIN)), oversight of performance, caseload and capacity and Mental 
Health Services Data Set (MHSDS), contractual and internal reporting. 
 
  

     104WW Trajectory 
78WW Cohort Clearance  
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7.2 Transformation programme 
 
The changes to the service model were completed following consultation. However, 
since the option on which we consulted was approved, the financial environment has 
changed and there is now a requirement for approximately £3m of costs to be removed 
from the model to ensure financial sustainability. Adjustments have now been made to 
reduce the established workforce and the final financial calculations are being 
undertaken. No staff have been newly put at risk as a result of this process, as posts 
which were vacant have been removed, whilst maintaining the overall principles of the 
workforce structure. Alongside this, discussions are on-going with Integrated Care 
Board (ICB) commissioners regarding a scaling down of the service specification. This 
work will be done collaboratively with commissioners in early March. Discussions are 
also planned with the ICB regarding the medium-term funding for the service. In view of 
the above, the staff consultation has not concluded. We plan to seek Devon Partnership 
Trust (DPT) / TSDFT Executive and Partnership Board approval for the final service 
model in the forthcoming weeks, after which the consultation will be closed and the 
mobilisation process for the new service will commence.  
 
7.3 Workforce 
 
The senior leadership team has continued to engage with staff regarding the above 
changes to the service model and expected timescale for completing the consultation. 
Understandably, this has been a difficult process for staff who are awaiting confirmation 
of their roles and the new service model after a protracted period.  
 
7.4 Devon area Special Educational Needs and Disability (SEND) Improvement 
Plan  
 
The Improvement Plan was submitted in November to the Department for 
Education (DfE) and NHSE outlining the actions the partner organisations plan to take 
to address the weaknesses found in the Ofsted / CQC SEND revisit in May 2022. 
Inspectors responded with a requirement for revisions which were duly submitted in 
December. A meeting between the DfE, NHSE and local area leaders is due to take 
place in January to agree the final action plan. Whilst health organisations have 
responsibilities which span each of the four areas of the plan, CFHD and the ICB will 
lead on section D, which relates to diagnostic pathways for autism and provision for 
children with neuro-diversity needs.  
 
8.0 Families Community and Home Care Group Update 
 
8.1 Child Health / Paediatrics 
 
Child Health and Paediatrics have had a significant number of nominations for the 
Paediatric Awards for Training Achievements (PAFTAs) this year.  The national 
PAFTAs recognise the very best in paediatric training in the UK. The categories the 
team are nominated in include; Junior Doctor Hero Award, Paediatric Consultant Hero, 
Educational Supervisor of the Year, Non-Clinical Staff Award, Healthcare and Nursing 
Assistant of the Year and Team of the Year among others. Well done to everyone who 
has been nominated, winners are expected to be announced in April. 
 
Consultant recruitment has been successful, three new consultants have been 
appointed and will be starting over the coming months.  
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There remain two (temporary) gaps within this team and we are reviewing workforce 
plans to identify different ways of working and skill mixing to support the team.  
 
78-week waits for outpatients remain a priority and there is a plan in place to clear these 
by the end of March 2023.  
 
The acute paediatric service has been under intense pressure, as has the rest of the 
system. Both Special Care Baby Unit (SCBU) and Louisa Cary ward have exceeded 
their capacity over the last month and have regularly been in escalation space. The 
surge in respiratory syncytial virus (RSV), COVID, Flu and Strep A all having an impact. 
In addition to this, the reporting around Strep A, difficulty contacting primary care and 
111 is seeing an increase in parents bringing their child to the emergency department. 
There has been an increase in attendances, but numbers admitted have remained 
steady suggesting inappropriate attendances.   
 
Child Health are working with colleagues in primary care and across the system to 
develop a proposal for a paediatric respiratory hub based in the hospital. This will open 
weekends and evenings and children will be seen by primary care, working alongside 
our Short Stay Paediatric Assessment Unit. They will see children from primary care 
referrals and ED.  
 
8.2 Children’s Torbay 0-19 Service 
 
The service is working with colleagues at Torbay Council from both Public Health and 
Children’s Services on the developing project plan for Family Hubs delivery across 
Torbay.  
 
The Council are expecting to receive notification regarding the Trailblazer application 
and status. A Family Hubs project board has been formed and representatives from 0-
19 are on this board. 
 
The contracting and commissioning teams at the ICB are presently working through 
next steps with the intention of sending out formal letters to all current providers 
outlining the commissioning intentions for the next two years, inclusive of a proposal to 
align provision to the new service specification and associated activity plan. This work is 
aligned to the developing strategy for a place-based primary and community care model 
for Devon. 
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8.3 Maternity 
 
8.3.1 Consultant sickness  
 
The team are experiencing a high level of long-term sickness within the consultant 
workforce. This is requiring locum support as well as placing additional pressures on the 
remaining workforce. This also impacts on the gynaecology capacity and performance. 
It has been added as a risk to the risk register.  Mitigations are in progress including a 
Mutual Aid request.   

 
8.3.2 East Kent – Reading the Signals  
 
Report into Maternity and Neonatal Services in East Kent published 19 October 2022 
identified failings that led to avoidable harm in mothers and babies. 
 
The report recommendations differ from the Ockenden approach to individual Trust’s 
response to Immediate and Essential Actions. Kirkup (author) details four key areas of 
action for the NHS to consider – this will form the new Maternity Transformation Plan 
from NHS England (NHSE) to be published in the spring of 2023. 

 
8.3.3 HSIB- Formal Notice of Urgent concerns  
 
The Trust received a formal escalation notice letter by Heathcare Safety Investigation 
Branch (HSIB) of concerns around support for learners in practice. A letter of response 
was sent by our Head of Midwifery. Further clarity and assurance were gained during a 
follow up meeting. The Care Quality Commission (CQC) have been informed and the 
ICS are aware. The HSIB have subsequently advised that they are assured by the 
actions put in place and have closed the matter. 
 
8.3.4 Unicef – Baby Friendly Reaccreditation 
 
We had our Unicef Level 3 Baby Friendly Reaccreditation in November and received 
the report in December. This assesses the care given in relation to infant feeding.  We 
were commended for our hard work and high standard of care.  Out of the 46 standards 
required we achieved 43, which is a fantastic result. To receive full accreditation, we 
have to provide some supplementary evidence in the coming months. We were also 
advised that we are on the way to the ‘Achieving Sustainability’ standards, which is the 
highest level of award and celebrates excellence in the practice of infant feeding. 
 
8.4 Torbay Drug & Alcohol Service 
 
The governance framework is being developed with a plan for the Multi-Complex Needs 
Alliance to go live from 1 February 2023. The Drug and Alcohol Partnership “TRI” will be 
aligned to this ‘go live’ date and staff engagement events are being planned for 
February and March 2023.  
 
The mobilisation phase is being managed and a detailed project plan supports this. 
Some staff will be transferred under Transfer of Undertakings (Protection of 
Employment) (TUPE) into the Trust from Devon Partnership Trust (DPT) and a small 
number from TSDFT are to be transferred under TUPE to EDP Drug and Alcohol 
Services (Devon drug and alcohol provider). 
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A coproduction group has been established by the Alliance Leadership Team (ALT) and 
work undertaken to identify what skills and resource is needed to deliver and facilitate 
this moving forward.   
 
A new Criminal Justice lead has been appointed to manage the Criminal Justice team 
within the service. The service is developing with its work and aligning with local 
partners, including one worker spending three days a week within police custody. As a 
result of this and direct access to the HALO (the patient electronic record for the 
service) the numbers of referrals from police custody have been increasing.  
 
8.5 Community Sexual Health Service 
 
The service is working with wider Devon sexual health services on future service 
delivery for the remainder of the contract due to end 30 June 2025. A development day 
is being planned for early 2023. 
 
8.6 Community Dentistry 
 
A recent situation report paper has been produced outlining key risks for the service and 
potential opportunities. These risks include the demand/long waits for services in part 
due to a lack of NHS dentistry in the high street, alongside recruitment difficulties for the 
specialist dentistry roles.  
 
Potential opportunities include collaboration across Devon ICS and support to develop a 
tier 2 specialist access for oral surgery, endodontics, periodontics and prosthodontics to 
reduce inequalities and improve access.  
 
8.7 Social Care 
 
The transformation and sustainability plan for 2023, which follow from work within the 
Adult Social Care (ASC) Improvement Plans, are being finalised in the first half of Q4 
2022/23. Key work programmes focus on adult social care strategy, cost improvement, 
commissioning and market management, and pathway redesign with reablement, ASC 
front door, direct payments and pathways to independence within learning disability.  
 
Focus on review and insights exercise has positively benefitted the cost improvement 
plan (CIP) delivery in Q3 2022/23. Whilst directing resource in alleviating the Q2 impact 
of operation pressures within the social care provider market was necessary, it is vital 
that it forms part of the evidence base associated with the planning for CIP delivery in 
2023/24. 
 
Preparations for the CQC inspection regime are underway alongside recently appointed 
Torbay Council Strategic Lead for Adult Social Care Quality and Assurance, to work on 
the CQC assurance development and self-assessment process.  Part of the assurance 
work is a requirement for data collection and using a data driven approach to triangulate 
CQC self-assessment evidence, which is being collated throughout Q4 2022/23. 
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8.8 Baywide Community Health Services 
 
Therapy - The occupational therapy and physiotherapy teams are working together to 
help reduce the waiting list in Paignton and Brixham (P&B). Using the same triage 
process waiting lists are reducing in P&B. The team also flexes to support the Baywide 
IC/UCR offer by standing down routine work to support an increase in urgent / intensive 
care referrals. 
 
8.9 Urgent Care Response (UCR) 
 
Achieving the national targets in both areas. A new lead has been appointed to P&B 
UCR team to promote leadership, develop a Baywide response and create a can-do 
culture in the team with the support of the UCR lead in Torquay. The successful 
candidate starts in late February 2023. 
 
8.10 Complex Hospital Discharge (Pathway 1-3, excluding community hospital 
transfers) 
 
Fully recruited to all teams except Short Term Services (STS). Recruitment remains a 
challenge in STS despite job fayres, changing the advert and offering flexibility in 
working hours. 
 
Data is submitted weekly to System Directors with trends and analysis for complex 
hospital discharge. Discharges were challenged over the Christmas and New year 
period with STS and discharge co-ordinators’ short-term sickness and a contingency 
plan was initiated. 
 
8.11 Continuing Healthcare (CHC)  
 
Continuing Healthcare and adult Itemised Prescribing Payment (IPP) continue to be in a 
challenging position. An increase in requests for assessment, along with increasing 
activity from hospital discharge, has seen the teams focus diverted to manage the new 
assessment work. This means that there are now a number of overdue reviews. We 
continue to work on our plans to bring these up-to-date.  We are currently achieving 
76% on the externally measured target for completion of new assessments within 28 
days, the target is 80%. 
 
There are also significant challenges with placements and care provision for people with 
complex health needs. Where we are able to find care, it is generally at a price that is 
vastly increased for each case compared to previous years activity. The complexity and 
lack of provision mean that the CHC staff are spending large percentages of their time 
case managing. Our end of life contract continues to deliver personal care to some of 
our fast track clients. The hours are always fully utilised and are tightly managed by the 
fast track nurses and a co-ordinator. The feedback from clients, representatives and 
professionals is always positive.  The contract is due to end on 31 March 2023 and we 
are currently looking at options about how to manage the activity moving forward.  
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9.0  Community Services 
 
Commissioning meeting planned for the new Health and Wellbeing Centre in 
Dartmouth. Significant ongoing concerns being raised about the new out of hours 
contract for medical cover; concern regarding delays in process and impact on staff and 
patient care. 
 
9.1 Community Hospitals 
 
There has been a short-term uplift in contract payment to Compass House Medical 
Centre agreed whilst contract is reviewed. Without this uplift Compass House will give 
immediate notice with no likelihood of another surgery filling the gap. 
 
10.0  Healthcare of the Older Person (HOP) and Frailty 
 
The short-stay unit on EAU 4 reopened on 7 December 2022. The Healthcare of Older 
People team have taken responsibility for 12 beds but with significant ongoing 
pressures in the team due to sickness & other absence there have been days when 
Acute Medicine have had to backfill. We continue to regularly have only 1 Consultant on 
HOP Wards & continue to be supported by the Stroke Team.  
 
10.1 Stroke and Neuro-Rehab 
 
The acute Stroke pathway has been seriously compromised for the last four to six 
weeks; after an increase to 26% in November, in December 0 patients got to the Stroke 
Unit in 4 hours and only 28% spent 90% of their stay on the stroke unit due to 
operational pressures. The SOP remains in place but moving patients to create capacity 
for the 11 stroke patients outlying on other ward areas. Work continues on the Stroke 
Improvement Plan and strengthening the governance framework in stroke services. 
 
11.0 Recommendation 
 
The Board is asked to review and note the contents of this report.  
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MINUTES OF THE TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST  
PUBLIC BOARD OF DIRECTORS MEETING 

HELD IN THE BOARD ROOM, TORBAY HOSPITAL AND VIA MICROSOFT TEAMS 
AT 11:30 AM ON WEDNESDAY 30 NOVEMBER 2022 

 
Present:    Sir Richard Ibbotson Chairman 

* Professor C Balch  Non-Executive Director    
* Mr P Richards  Non-Executive Director 
* Mrs S Walker-McAllister  Non-Executive Director 
* Mr R Sutton Non-Executive Director 

                                * Mrs S Taylor                     Non-Executive Director 
                                * Mrs V Matthews                Non-Executive Director 

  Mrs L Davenport  Chief Executive  
* Mr D Stacey  Deputy Chief Executive Officer and 

     Chief Finance Officer 
* Mr I Currie   Medical Director 
* Mr J Scott   Chief Operating Officer 
* Ms D Kelly                        Chief Nurse 
  
* Dr M Westwood Chief People Officer 
* Dr J Watson Health and Care Strategic Director 

    
In attendance:       * Mr O Raheem Interim Director of Corporate              

Governance and Trust Company 
Secretary 

                              * Mrs S Flavin Interim Chief People Officer (Left at 
232/11/22) 

 *Mrs S Byrne  Board Secretary 
 *Dr J Harris Associate Director of Communications 

and Partnerships 
* Mr G Hotine Health Informatics Service Director 
* Mr J O’Donovan Director of Estates and Facilities 
* Mr J Thomas  Governor 
* Dr R Allison Associate Director of Nursing and 

Professional Practice, Moor to Sea 
* Mrs K Curley  CQC Inspector 
* Mr R Finney  Patient 
* Mrs W Finney  Patient’s Wife 
* Mr J Byfield   Lead for Torbay Stroke Support 
* Mrs Sarah Burns  Freedom to Speak Up Guardian Lead 
* Dr Fiona Roberts  Research and Development Director 
* Mr Liam Ferris  EPRR Lead 
 
 

 
* via Microsoft Teams 
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217/11/22 Welcome and Introductions 
  

The Chairman welcomed all those in attendance to the meeting. 
 

 Preliminary Matters 
  
218/11/22 Apologies for Absence and Quoracy 

 
The Board noted apologies of absence from Mrs J Lyttle, Mr R Crompton and Ms A 
Jones. The Chairman informed the Board, Mr G Hotine was in attendance on behalf 
of Ms Jones. 

  
219/11/22 Declarations of Interest 

 
There were no declarations of interest. 

  
  
220/11/22 Board Corporate Objectives 

 
  

The Board received and noted the Board Corporate Objectives. 
 

221/11/22 Patient Experience Story  
 
Ms Kelly welcomed Mr and Mrs Finney, supported by Dr Allison and Mr Jerry Byford, 
Lead for Torbay Stroke Support. 
 
Mr Finney informed the Board he had a stroke in September 2021 and stayed in 
Torbay Hospital and Newton Abbott Hospital for a period of seven weeks. He said 
he struggled when he was in Torbay Hospital as he found the George Earl ward 
busy but, found Templar Ward, Newton Abbott suited him and his recovery much 
better. 
 
However, when he was discharged, he struggled with getting the input he required. 
He found Torbay Stroke Support which offered him the opportunity to meet with 
people in a similar position and now attends a walking football group and coffee 
mornings where friendships have grown. He expressed the support received from 
Torbay Stroke support had enabled him to lead a more fulfilled life.  
 
Mrs Finney reflected on the time Mr Finney was in hospital and how difficult it was to 
get information from the clinicians. Mr Finney explained that the clinicians would give 
him information but by the time he saw Mrs Finney he may have forgotten what had 
been said and this caused frustration. Mrs Finney said the wards seemed not to 
realise that when passing information on to stroke patients, they could find it difficult 
to remember and pass on the information to relatives. 
 
The Chairman reflected that in September 2021 the country was still within the 
Covid-19 pandemic and asked, if in their opinion the communication issues were 
exacerbated by the pandemic; transitory issues; or if it was an ongoing problem. Mrs 
Finney said she could only comment on the experience they had and could not 
comment fully on the practice of communication between clinicians, patients and 
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families. However, she said the pandemic restrictions were not the only cause for 
restrictions she encountered as a visitor, as when Nora Virus was on the ward the 
ward was shut to visitors too.  
 
Mrs Kelly explained that the Trust had made the following improvements in light of 
feedback: 

- A working group had been established to consider effective communication 
with patients and their families. 

- The impact of restricted visiting across the Trust was under review. 
- Case conference meetings in preparation for discharges were being 

undertaken. 
 
Mr Currie reflected on the complexity of the care for stroke patients and asked for 
their observations on the care they received from the ambulance service and upon 
admission to the Emergency Department.  
 
Mrs Finney said the wait for an ambulance was an hour and a half at which point a 
second ambulance was called to support. The paramedics also made a decision en-
route to stop the ambulance and insert a canular ahead of a long wait outside of ED. 
When Mr Finney was admitted, he was initially placed on a trolley. Once a scan had 
been undertaken he was transferred to University Hospital Plymouth for eight hours 
however, it was decided no surgery was required and he was returned to Torbay 
Hospital and admitted to George Earl ward, this was at 8.30pm. 
 
Mrs Davenport acknowledged the practical and emotional impact infection 
prevention control measures had had on families and patients. She confirmed this 
would be considered as part of the Trust’s improvement plans. However, she 
highlighted the importance of a patient’s recovery to enable them to live the life they 
wanted. Therefore the Trust needed to focus on what would be important to a patient 
in their recovery period. 
 
Mrs Matthews commented that long term solutions were needed  including long term 
Urgent and Emergency Care solutions but she asked if, from a patient perspective, 
they could see any changes to the stroke pathway that they believed would benefit 
patients. 
 
Dr Allison referenced a previous patient story that had come to the Board, which 
highlighted similar issues, in particular, around communication. Following the patient 
story, a business case was prepared to employ a communication worker who would 
be a member of staff dedicated for the George Earl ward and be the link between 
the clinical teams and families. She also explained the volunteers were about to 
recommence visiting Templar Ward to support patients who are due to be 
discharged and linking them in with the Torbay Stroke Support Group or supporting 
them as they would wish. She asked the Board to note two Advanced Clinical 
Practitioner roles have been advertised, as the Trust was looking for Nurses to lead 
on the stroke pathway work.  
 
Dr Watson spoke on the need to connect with patients and establish what was 
important to them, ensuring it was embedded within Trust practice. She also 
reflected in her role as Director for Infection Prevention and Control the importance 
of balancing visiting against the risk of infection. 
 
Mr Byfield informed the Board Torbay Stroke Support started in November 2019 with 
the aim to support stroke survivors. He said it was a small charity that saw sixty 
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stroke survivors a week and dedicated 3400 hours per year. He explained there was 
a thriving community of stoke patients in Torbay who were now solving their own 
problems as a collective.  
 
The Chairman thanked Mr and Mrs Finney for their brave and valuable insight into 
their experience of the stroke pathway. 
  

  
 Consent Agenda (Pre-notified questions) 
 Committee Reports 
  
222/11/22 Finance Performance and Digital Committee Chair's Report – 24 October 2022 
  
  

The Board received and noted the Finance Performance and Digital Committee 
Chair’s Report of 24 October 2022. 
 

223/11/22 Quality Assurance Committee Chair’s Report - 26 September 2022 
  
  

The Board received and noted the Quality Assurance Committee Chair’s 
Report of 26 September 2022. 
 

224/11/22 People Committee Chair's Report - 24 October 2022 
  
  

The Board received and noted the and noted the People Committee Chair’s 
Report of 24 October 2022. 
 

225/11/22 Building a Brighter Future Committee Chair's Report - 16 November 2022 
  
  

The Board received and noted the Building a Brighter Future Committee 
Chair’s Report of 16 November 2022. 
 

  
 Reports from Executive Directors (for noting) 
226/11/22 Chief Operating Officer’s Report - November 2022   
  
  

The Board received and noted the Chief Operating Officer’s Report of 
November 2022. 
 

227/11/22 Transformation and Partnership Directorate Report 
  
  

The Board received and noted the Transformation and Partnership Directorate 
Report. 
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228/11/22 Estates and Facilities Management Strategic Performance Update 
  
 The Board received and noted the Estates and Facilities Management 

Strategic Performance Update. 
  
  

For Approval 
 

229/11/22 
 

Unconfirmed Minutes of the Meeting held on the 26 October 2022 and 
Outstanding Actions 
 
The Board approved the minutes of the meeting held on 26 October 2022 and the 
outstanding actions were updated. 
 

  
The Board approved the minutes of the meeting held on 26 October 2022.  
 

230/11/22 Unconfirmed Minutes of the Annual Members Meeting held on 16 November 
2022 
 
The Board approved the minutes of the Annual Members Meeting held on 16 
November 2022. 
 

  
The Board approved the minutes of the Annual Members Meeting held on 16 
November 2022. 
 

231/11/22 Report of the Chairman 
 
The Chairman verbally briefed the Board on the following key events: 
 

• This would be the last Trust Board meeting held and filmed via Microsoft 
Teams. From January 2023 it was the Board’s intention to hold the Public 
Board in person at Pomona House, Oak View Close, Torquay TQ2 7FF.  

• Following the Governor Nominations and Renumerations Committee and 
Council of Governor approval, Dr Peter Aitken had been appointed Associate 
Non-Executive Director. His tenure would commence in January 2023. 

• Black History Month was well engaged with within the Trust, in particular the 
events with Dr Peggy Warren.   

• He had visited Salus Ward, the new acute mental health unit on the Trust site, 
with the Chairman of Devon Partnership Trust.  

• Staff and public commemorated remembrance events across the Trust and 
Torbay. 

• The Annual Members Meeting had been held on 14 November 2022. 
• Himself and Mrs Davenport had met with Paignton League of Friends. He 

acknowledged the important contribution all League of Friends make to the 
Trust. 

• He had attended Brixham Hospital with the Mayor of Torbay and the  visit had 
been  well received by staff. 

• The Trust had completed all works to the Brixham Health and Well Being 
Centre and the centre was awaiting the arrival of the GP Surgery, that would 
collocate in the Health and Well Being Centre.  
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• He thanked Torbay League of Friends for funding £0.5m worth of equipment 
for the new Acute Medical Unit. 

• The Acute Medical Unit was ceremonially opened on 29 November 2022 and 
was well received by the external guests. There had been a staff event later 
on the same day and the feedback received so far was positive.  

  
  

The Board received and noted the report of the Chairman. 
 

232/11/22 Chief Executive’s Report 
 
Mrs Davenport acknowledged Mrs Flavin’s contribution to the Trust and the People 
Directorate during her time as the interim Chief People Officer and thanked her on 
behalf of the Board for the energy and pragmatic way she had supported the Trust. 
 
Mrs Davenport, presented the Chief Executive’s report, as circulated, highlighting 
the following key issues: 
 

• The Acute Medical Unit was officially unveiled on 29 November 2022, this 
would improve the experience of those patients on the Urgent and 
Emergency Care pathway. She thanked all the teams involved in bringing the 
unit to completion and said it bode well for future developments on the site.   

• The Autumn Statement saw the Government commit to:  
- The New Hospital Programme. The Trust was seeking a funding of 

£497m and was progressing the business case through the regional and 
national team.  

- Investment in capital; and 
- Investment in social care.  

• The Goverment's expectation of the NHS were to: 
- Improve patient access to services; 
- Improve long waits;  
- See an improvement to primary care pathways; and  
- A strong workforce strategy. 

• The Rt. Hon. Patricia Hewitt had been asked to review the ICS and ICB 
function. 

• The RCN had received a mandate from its member to take strike action on 15 
and 20 December. The Trust had established an Industrial Action Group to 
coordinate the response to any strike action taken. This would include 
protocols that would inform how the Trust operated during strike periods. The 
Trust was working closely with the Unions. The Board understood the 
importance of choosing this course of action for staff and would support all 
staff during this time.  

• A Church ceremony was being held on 4 December 2022 at Babbacombe All 
Saints Church Cary Avenue, Babbacombe, Torquay to remember ‘our lost 
little ones’. 

• The Trust had an Artist in Residence, Helen Snell. The aim was to improve a 
patient’s recovery journey and help the morale of the workforce.  

• The winners of the Trust’s ‘Our People Awards’ had been awarded for their 
contributions to the population the Trust served.  

 
Mrs Matthews reminded the Board of the importance of staff awards and how much 
they meant to those who receive them. She said the Trust may not be able to 
change pay or conditions but how we reward staff means a lot.  
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The Chairman explained Dr Harris was considering options for a staff awards event 
to take place without the use of public funds. 
 
Mrs Matthews noted that the Devon Integrated Care Board newsletter and asked if 
there was a clear programme of work that had been committed to. Mrs Davenport 
reported, that the One Devon Partnership was drafting the Integrated Care Strategy 
which would be published in March 2023 and that this would inform the five year 
forward plan and operarating plan priorities. 

  
  

The Board received and noted the report of the Chief Executive. 
 

  
Safe Quality Care and Best Experience 
 

233/10/22 Integrated Performance Report (IPR): Month 7 2022/23 (October 2022 data) 
 
Mr Scott, presented the Integrated Performance Report for month 7, 2022/23, as 
circulated, and highlighted the key issues in relation to quality, performance, 
workforce and finance. 
 
Mr Sutton asked for the level of confidence in our financial forecast. Mr Stacey said 
there was likely to be an impact on the year end position due to the inability to 
deliver against plans and he was in conversation with the regional and national 
teams with regard to this. Currently, the Trust was forecasting £18.6m deficit and 
this would have implications for Devon ICS. He counselled there was a focus on 
financial recovery and relying on the non-recurrent savings would only make it more 
difficult to achieve the required break even plan for 2022/23. He planned to bring to 
the Board and FPDC further information on the significance of the Trust’s financial 
challenge in January 2023. 
 
The Chairman reminded the Board of the impact that relying on non-recurrent 
savings would have in the coming years. 
 
Prof. Balch highlighted the improved performance around nurse rostering and asked 
if e-rostering had helped. Mrs Kelly explained the improved performance was a 
combination of a reduced level of sickness; and an ambitious recruitment strategy 
which had helped to build the nursing rosters. 
 
Prof. Balch asked if the diagnostics backlog was due to reduced capacity during the 
pandemic. Mr Scott explained that the diagnostic back log was no longer due to the 
pandemic but, a natural increase in diagnostic requests. To support the increase, the 
Trust had installed an MRI pod, outsourced some of the requests and sought mutual 
aid which had helped to improve the position. Mr Currie asked the Board to be 
aware there were still issues in sourcing additional capacity for complex MRIs; and 
consideration needed to be given to the staffing model. 
 
Mrs Davenport wished to bring to the Board’s attention the Stroke pathway and 
requested that further clarifications be provided on the actions being taken to 
mitigate the risks to that service.  
 
Mr Currie explained that the aspiration of the Trust’s clinical teams was to deliver 
great stroke care but strokes were complex and required an MDT approach to 
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establish the most appropriate pathway. There was significant scope for early 
supportive discharge. The rehabilitation aspect of the stroke pathway was very good. 
However, the high acuity of patients coming into the Emergency Department and the 
flow issues had impacted  on the ability for patients to enter the stroke pathway 
promptly.Mr Currie added that there was collaborative working between the Trust 
and University Hospital Plymouth on the stroke pathway. He confirmed Covid-19 had 
exacerbated problems in accessing the pathway. 
 
Ms Kelly said there was a need for patients to be reassured there was appropriate 
access to stroke beds and comprehensive rehabilitation. Therefore the Trust had 
commissioned a peer review as it recognised this was an area of challenge and the 
need for system working for the benefit of the local population.  
 

  
  

The Board received and noted the Integrated Performance Report – Month 7, 
2022/23. 
 

234/11/22 November 2022 Mortality Safety Scorecard 
 
Mr Currie presented the November 2022 Mortality Safety Scorecard, as circulated. 
He explained: 
 

• The Hospital Standardised Mortality Ratios had remained high since June 
2021, and the Trust had commissioned a project to ascertain what was 
causing the position. 

• The Hospital Standardised Mortality Ratios showed the expected mortality 
rate as lower than the national and regional position, which was unexpected 
due to the demographic the Trust served. It was likely coding limitations and 
precision had contributed to this.. He acknowledged an Electronic Patient 
Record would drive efficiencies with coding. 

• Dr Manlow was considering how the care pathway and patient waits impacts 
mortality.  

• There had been seven deaths of people with learning disabilities recorded 
since April 2022. These have all be reported to the Devon Integrated Care 
System. 

 
Mrs Walker-McAllister asked if the Learning Disabilities Mortality Reviews would get 
Board oversight. Mr Currie confirmed that they would. He confirmed Mrs Sharon 
O’Reilly had asked for the full Learning Disabilities Mortality Reviews and that four 
would be reviewed by the Coroner. 
 
Mrs Matthews asked if coding had affected the top line data, and, if so, how long 
would it take to correct the figures. Mr Currie gave explanations on steps being 
taken to effect changes to methods of coding by clinicians. He acknowledged there 
was scope to improve the coding position and highlighted how an Electronic Patient 
Record would provide the depth required.  
 
Mr Richards asked the Board to note there were recruitment issues in respect of 
clinical coders due to a disparity in pay. He reminded the Board this was a niche role 
and currently, a lot of the clinical coders the Trust employed were trainees.  
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The Board received and noted the Mortality Safety Scorecard. 
 

235/11/22 Annual Incidents Report 2021/22  
 
Ms Kelly, presented the Annual Incidents Report as circulated, to the Board. She 
escalated the following: 

• The drivers for increased incident reporting of 21%; 
• A change to the reporting criteria raising the number of moderate harm risks; 
• Greater recognition of adverse harm resulting in increased reporting into 

StEIS; 
• Strengthened systems and process with the Patient Safety and Quality team; 
• Plans for further detailed understanding of incident activity, such as, slips, 

trips; pressure ulcer reporting and fall at the Quality Assurance Committee 
and the Board. 

 
Mrs Matthews said it was great to see a strong focus on patient safety. 
 
Mrs Davenport asked how does the Trust ensure clinical teams receive the feedback 
from reported clinical incidents. Mrs Kelly explained the majority of clinical incidents 
information, intelligence and learning would sit with the service and timely review 
and unbiased learning was encouraged with clinical incidents being discussed at 
team safety huddles. A Safety Newsletter was being actively circulated to support 
system learning together with safety alerts and communications through teams. She 
confirmed this was aligned to the National Safety Strategy. 
 

  
  

The Board received and noted the Annual Incidents Report 2021/22. 
 

236/11/22 Care Quality Commission (CQC) NHS Patient Experience Surveys 2021 
Reports (received August 2022) 
 
Ms Kelly presented the report as circulated, to the Board.  
 
She confirmed the Trust had received a healthy response rate to the survey, over 
the 50% threshold of excellence. She said the survey showed sustained 
improvement had been made within the Trust and recognised this would have been 
during one of the most challenged periods.  
 
Concerns that had been raised were:  

- Noise whilst patients are trying to sleep at night – the Trust acknowledged this 
issue and was putting procedures in place to support those trying to sleep in 
the vicinity of distressed patients.  

- Quality of care – pre the Covid-19 pandemic there was an active engaged 
volunteering workforce which supported the wards and the Trust was 
encouraging volunteers to return if they felt comfortable.  

- Moving patients at night – guidelines were being put in place; and 
- Nutrition and Hydration – there had been a change in approach.  

 
Prof. Balch was heartened to read the feedback from the survey given that the Trust 
was delivering care during the backdrop of the Covid-19 pandemic. He asked if there 
was a survey for non-hospital based care. Ms Kelly explained the survey should give 
a representative picture for the Trust as an ICO and the Trust did receive anecdotal 
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evidence in respect of non-hospital based care but, social care was more difficult to 
survey as the approach was different.   
 
The Chairman reminded the Board of the need to take the learning from the 
Ambulatory Medical Unit to ensure it is prepared to deliver care during building 
works.  

  
  

The Board received and noted the Report on Care Quality Commission (CQC) 
NHS Patient Experience Surveys 2021 Reports (received August 2022) 
 

237/11/22 End of Life Annual Report 2021-22 
 
Ms Kelly presented the End of Life Annual Report for 2021-22, as circulated. 
 
She confirmed the Trust had undertaken regular audits of case notes and staff 
reviews to assure performance to national standards were met and identify areas for 
improvement.  
 
She said the report identified the need to ensure staff were confident and supported 
to aid patients with decisions in respect of their end of life care. In respect of the 
Mental Capacity Act the Trust was demonstrating a good level of compliance; and 
safeguarding training was in place.  There was an improvement plan in place to 
deliver against the 85% standard. 
 
Mrs Taylor commended the excellent work undertaken by the End of Life team, in 
particular around ‘Dying Matters Awareness’. However, she asked the Board to note 
the following risks:  

- General education for staff in respect of End of Life care; and 
- Transfer of Treatment Escalation Plan (TEP) forms between settings.  

 
Ms Kelly confirmed some focused work to support the completion of TEP forms was 
being undertaken with the Community Hospitals and she would ensure the Board 
was sighted on the same. ACTION: Ms Kelly 

  
  
 Valuing our Workforce 
238/11/22 Freedom to Speak Up Guardian Report 

 
Dr Westwood introduced the Freedom to Speak Up Guardian Report, as circulated. 
She explained that the objective of the Freedom to Speak Up Guardian role was to 
build a culture where people feel safe, healthy and supported. 
 
Mrs Burns presented the report she highlighted: 

- 36 concerns had been raised with her in person; and 
- 10 concerns had been raised through the Work in Confidence platform. 

 
The planning guidance and reflection that has been received by NHSE 
acknowledged the direct impact between the quality of care that is delivered and 
building a culture where staff feel that they are in a safe environment. The current 
focus for the service were: 

- Review of the Freedom to Speak Up policy;  
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- Undertake a survey programme to barometer test individual areas to 
ascertain if support would be required; and 

- Re-launch anonymous communication platform, Work in Confidence. 
 
The Chairman commended the approach Mrs Burns had taken with the Freedom to 
Speak Up Guardian role, bringing it into acceptable, appropriate and encouraged 
Trust activity and therefore it has been implemented successfully. Mrs Burns, said 
people will tend to come to her once they have gone through the appropriate routes 
and she sees her role as a safe space for staff to raise concerns. 
 
Mrs Matthews challenged that the Trust was ‘seen’ as a nice organisation, with well-
meaning people but, does that mean managers struggle with difficult conversations 
and in turn issues linger. Mrs Burns said that some teams or manager do not have 
the right level of knowledge, support or understanding to deal with difficult issues 
and that is when staff tend to escalate to her. She believed the Trust was risk 
adverse. 
 
Mrs Davenport reflected on the need to prepare people to connect with each other 
and support people to lead well as a model across the Trust She said the Trust 
needed to work within the existing policies and ensure people are accountable for 
their actions, even if the outcome may be difficult. She said there was a need for the 
Trust to be clear about what it stands for and what is acceptable which should be a 
strong part of the leadership strategy.  
 
Dr Westwood said there was a need for the Trust’s values to be brought to life to 
resonate with people and put in place good foundations.  
 
Prof. Balch identified the Trust had 20% of its Achievement Reviews outstanding 
and this should be the space where managers are having conversations of quality 
with their people.  
 
Dr Westwood said the Trust had not had a consistent offer of Leadership Training 
and this was now to be invested in, so managers have the appropriate skills to 
support their staff.  

  
  

The Board received and noted the Freedom to Speak Up Guardian Report. 
 

  
Improved Well-Being Through Partnership 
 

239/11/22 Research and Development Annual Report 
 
Mr Ian Currie introduced the Research and Development Annual Report, as 
circulated. Dr Fiona Roberts, presented the report and asked the Board to note: 
 

• This was the first year post Covid-19 recovery and the pandemic had 
demonstrated the importance of research;  

• The Statutory Inspections and external monitoring had been undertaken 
within year; and 

• The Trust had been commended as a ‘best for data and workforce statistics 
site’. 
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She explained the benefits of a research active organisation  including being able to 
offer the latest and best standards of care; being an early adopter site; and having a 
practice based on robust evaluation. 
 
As clinicians did not have time or capacity to build research into their job plans due 
to current pressures the Trust had had to withdraw from certain studies. However, 
she said this risk had been recognised and was being discussed at a national level. 
Especially as Government funding had decreased and companies had been pulling 
research out of the UK due to the inability to deliver in the time frames required. 
 
She requested the Board to consider how research could be embedded into core 
businesses of the Trust.  
 
Prof. Balch asked if there would be viability in Devon ICS research function and 
could this be replicated regionally and nationally to support the research teams. Dr 
Roberts explained Devon was the least funded research team in the region and the 
risks she had highlighted were national risks to research not just local.   
 
The Chairman asked if raising the opportunities for research to be part of their 
portfolio at Consultant interviews would assist, and make the role more attractive. Dr 
Roberts acknowledged the importance of engaging with clinicians in respect of 
research when they first join the Trust but ultimately research opportunities needed 
to be driven at the ISU level as opposed to individual interest. 
 
Mr Sutton asked if there was an opportunity for Trusts to undertake research in 
social care. Dr Roberts explained there was not a strong research base in social 
care but, there were new funding streams coming in.  
 
Mr Sutton enquired as to whether the Trust could go to the commercial market to 
support. Dr Roberts confirmed the Trust supported active commercial clinical trials 
as companies are interested in the South West as the population is non transient but 
there were time and infrastructure limitations.   
 
Mrs Kelly brought to the Board’s attention the Strategy of Nursing and Allied Health 
Profession research, which had clear direction and ambition and have been active in 
leading research and attracting funding for Nurse and AHP led research.   
  

  
  

The Board received and noted the Research and Development Annual Report. 
 

  
Well-Led 
 

240/11/22 2022 NHSE/ICB external assessment of the Trust against Emergency 
Preparedness, Resilience and Response (EPRR) responsibilities and national 
standards  
 
Mr Scott introduced Mr Liam Ferris the EPRR lead for the Trust. He sought to assure 
the Board of the Trust position of the 2022 NHSE/ICB external assessment of the 
Trust against Emergency Preparedness, Resilience and Response (EPRR) 
responsibilities and national standards, as circulated.  
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He confirmed the Trust had been scored as compliant with 60 out of 64 areas fully 
compliant and 4 out of 64 areas substantially compliant. There was ongoing work to 
complete the 4 substantially compliant actions in the EPRR Assurance Action Plan 
for 2022. 
  
He said the team was now looking at how to drive forward the EPRR by seeking 
learning from Covid-19.  
 
Prof. Balch asked for further information in respect of ‘mass casualty’ organisation 
incident response plan. Mr Ferris  explained that Devon ICS had highlighted key 
management points and the location of patients but, the AMU has opened where 
patients could be diverted but there needed to be engagement with AMU and ED 
colleagues in the first instance around the ‘mass casualty’ incident response.  

  
  

The Board received and noted 2022 NHSE/ICB external assessment of the 
Trust against Emergency Preparedness, Resilience and Response (EPRR) 
responsibilities and national standards  
. 
 

241/11/22 Annual Report of the Ethics Committee 2021/22 
 
Mr Currie presented the Annual Report of the Ethics Committee 2021/22, as 
circulated. 
 
He explained that clinicians had brought areas of concern to the committee for 
debate as detailed in the Committee’s terms of reference.  

  
  

The Board received and noted the Annual Report of the Ethics Committee 
2021/22. 
 

242/11/22 Terms of Reference - Ethics Committee 
  
  

The Board approved the Terms of Reference - Ethics Committee. 
 

243/11/22 Terms of Reference - Building a Brighter Future (BBF) Committee 
  
  

The Board approved the Terms of Reference - Building a Brighter Future (BBF) 
Committee. 
 

244/11/22 Terms of Reference - NED Nominations and Remuneration Committee 
  
  

The Board approved the Terms of Reference - NED Nominations and 
Remuneration Committee. 
 

245/11/22 The Fit and Proper Persons Regulations Standard Operating Procedure 
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The Board approved the Fit and Proper Persons Regulations Standard 
Operating Procedure. 
 

246/11/22 Compliance Issues  
  
  
247/11/22 Any Other Business Notified in Advance 

 
There was no other business raised for discussion. 

  
248/11/22 Date and Time of Next Meeting: 

 
11.30 am, Wednesday 25 January 2022. 
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Exclusion of the Public 

 
It was resolved that representatives of the press and other members of the public be 

excluded from the remainder of the meeting having regard to the confidential nature of 
the business to be transacted, publicity on which would be prejudicial to the public 

interest (Section 1(2) Public Bodies (Admission to Meetings) Act 1960) 
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BOARD OF DIRECTORS 
 

PUBLIC 
 
 

No Issue Lead Progress since last meeting Matter 
Arising 
From 

172/09/22 Ms Kelly will provide support to Lottie in progressing 
the Organ Donor Memorial in both suitable design and 
site location. 

Ms Kelly 26.10.22 
Ms Kelly is progressing the Organ Donor 
Memorial. Designs are being finalised, 
funding was being secured and a space to 
place the memorial had been identified.  
30.11.22 
Ms Kelly confirmed two designs and a 
place for the memorial had been decided 
upon, the Trust were awaiting costings. 

28.09.22 

191/09/22 Mrs Walker-McAllister to progress with Mr Harrison and 
Mr Anthony, further collaborative working to sustain 
provider and market sustainability in the arena of adult 
social care. 

Mrs Walker-
McAllister, Mr 
Harrison and 
Mr Anthony 

26.10.22 
It was agreed Mrs Walker-McAllister would 
liaise with Mr Scott and Mr Anthony.  
30.11.22 
Mrs Walker-McAllister confirmed she had 
met with Mr Anthony. 
ACTION: Closed 

28.09.22 

193/09/22 Mr Raheem agreed to take an action to organise Risk 
Appetite as part of the Executive Development Session 
on BAF. 

Mr Raheem 26.10.22 
Mr Raheem confirmed the action was in 
progress.  
30.11.22 
The Board Development Session had 
been arranged. 
ACTION: Closed 

28.09.22 
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211/10/22 Mrs Walker-McAllister would like to have a further 
conversation with Mr Anthony in respect of Liberty 
Protection Safeguards. 

Mrs Walker-
McAllister 

30.11.22 
Mrs Walker-McAllister had met with Mr 
Anthony 
ACTION: Closed 

26.10.22 

213/10/22 LD agreed to clarify where the independent provider 
sector sat in the system with Devon ICS and she would 
inform Mr Sutton. 

Mrs 
Davenport 

30.11.22 
Mrs Davenport confirmed she had 
escalated the independent provider sector 
to the Chair of the ICS who would review. 
ACTION: Closed 

26.10.22 

237/11/22 Ms Kelly agreed to report back to the Board the 
focused work being undertaken in respect of TEP 
Forms. 

Mrs Kelly  30.11.22 
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Report to the Board of Directors 
 
Report title: Audit Committee Terms of Reference 
 

Meeting date: 
25 January 2023 

Report appendix Audit Committee Terms of Reference 
Report sponsor Interim Director of Corporate Governance  and Trust Secretary 
Report author Corporate Governance Manager 
Report provenance Audit Committee – 18 January 2023 
Purpose of the report 
and key issues for 
consideration/decision 

The annual review of the Terms of Reference has been undertaken 
and the addition of a number of paragraphs are suggested to bring the 
Terms of Reference up to date. The Audit Committee is proposing that 
the name of the Committee be amended to read ‘Audit and Risk 
Committee’ to provide a better understanding of the work of the 
Committee. 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☐ 

To approve 
☒ 

Recommendation The Board of Directors is asked to approve the revised Terms of 
Reference. 

Summary of key elements 
Strategic objectives 
supported by this 
report 

 
Safe, quality care and best 
experience 

 Valuing our 
workforce 

 

Improved wellbeing through 
partnership 

 Well-led X 
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance Framework N/A Risk score  
Risk Register N/A Risk score  

 

External standards 
affected by this report 
and associated risks  

 
Care Quality 
Commission 

 Terms of Authorisation   

NHS Improvement X Legislation  
NHS England X National policy/guidance X 
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AUDIT AND RISK COMMITTEE 
 

TERMS OF REFERENCE 
 
 
 
 
 
 
 
Version: 43.0 

 
Approved by: Audit and Risk Committee 
Date approved: 18 January 20238 September 2021 
Approved by: Board of Directors 
Date approved: [25 January 2023]29 September 2021 
Date issued: [January 2023]29 September 2021 
Review date: January 2024September 2022 
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TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST 
 

AUDIT AND RISK COMMITTEE 
TERMS OF REFERENCE 

 
 
1. Constitution  
 
1.1  The Trust Board hereby resolves to establish a Committee to be known as the Audit 

and Risk  Committee (‘the Committee’).  The Committee is a non-executive committee 
of the  governing body and has no executive powers, other than those specifically 
delegated  in these Terms of Reference. 

 
1.2  The Committee will adhere to, and be cognisant of the Trust values and strategy at all 

times. 
 

1.3  The Committee is constituted as a standing committee of the Trust Board (‘Board’). 
 Its constitution and terms of reference are subject to amendment by the Trust Board.  
  

1.31.4 These Terms of Reference, which should be published on the Trust’s website, set out 
the membership, the remit, responsibilities and reporting arrangements of the 
Committee and may only be changed with the approval of the Board. 

 
 
2. Purpose 
 
2.1   The Committee will have primary responsibility for reviewing the effectiveness of the 
  framework in place for the identification and management of risks and associated 
  controls, corporate governance and assurance frameworks. 
 
2.2   The Committee will have close working relationships with the Quality and Assurance 
   Committee which has responsibility for oversight and monitoring of clinical risks. 
 
2.3 The Committee will have a working relationship and due regard with respect to the 
Integrated Care System’s oversight and assurance mechanisms. 
 
 
2.43   The Committee shall provide the Board of Directors with a means of independent and 

 objective review of financial and corporate governance, assurance processes and risk 
 management across the whole of the Foundation Trust's activities (including any 
subsidiary companies of the Trust) both generally and  in support of the statement of 
internal control.  In addition the Committee shall: 

 
2.3.1 Ensure independence of external and internal audit; 
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2.3.2 Ensure that appropriate standards are set and compliance with them is 
monitored, in all areas that fall within the remit of the Committee; and 

2.3.3 Monitor corporate governance (e.g. compliance with terms of licence, 
constitution, codes of conduct, standing orders, standing financial instructions, 
maintenance of registers of interests). 
  

2.4 The duties of the Committee will be driven by the Trust’s objectives and the 
associated risks.  An annual programme of business will be agreed before the start 
of the financial year; however this will be flexible to new and emerging priorities and 
risks. 
  

2.3.32.5 The Committee has no executive powers, other than those delegated in the 
Scheme of Delegation and specified in these terms of reference. 

 
 
3. Powers 
 
3.1   The Committee is authorised by the Board of Directors to investigate any activity 

 within its terms of reference.  
 
3.2   The Committee is accountable to the Board of Directors and any changes to these 

 terms of reference must be approved by the Board of Directors. 
 
3.3   The Committee is authorised to seek any information it requires from any member of 

 staff and all members of staff are directed to co-operate with any request made by the 
 Committee. 

 
3.4   The Committee is authorised by the Board of Directors to request the attendance of 

 individuals and authorities from outside the Foundation Trust with relevant experience 
 and expertise if it considers this necessary or expedient to the carrying out of its 
 functions. 

  
3.5   The Committee is authorised by the Board of Directors to obtain outside legal or other 
  independent professional advice at the expense of the organisation, subject to  
  budgets agreed by the Board.   
 
3.6 For avoidance of doubt, the Committee will comply with the Trust’s Standing Orders, 
Standing Financial Instructions and the Scheme of Delegation. 
 
4. Duties and Responsibilities 
 
The duties and responsibilities of the Committee are as follows: 
 
4.1  Integrated governance, risk management and internal control 
 
4.1.1  The Committee shall review the establishment and maintenance of an effective 
 system of integrated governance, risk management and internal control, across the 
 whole of the organisation’s activities (both clinical and non-clinical), that supports the 
 achievement of the organisations objectives. 
 
4.1.2 In particular, the Committee will review the adequacy and effectiveness of: 
 

4.1.2.1 All risk and control related disclosures statements (in particular the Annual  
Governance Statement), together with any accompanying Head of Internal 
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Audit opinion, external audit opinion or other appropriate independent 
assurances, prior to submission to the Board and/or the Council of Governors. 
 

4.1.2.2 Statements within the quality account. 
  

4.1.2.3 External audit assurance of the quality account (if applicable). 
 

4.1.2.4 The underlying assurance processes that indicate the degree of achievement 
of the Trust’s objectives, the effectiveness of the management of principal 
risks, the appropriateness of the above disclosure statements; and, the 
adequacy and effectiveness of risk appetite/risk appetite governance. 

 
4.1.2.5 The policies for ensuring compliance with relevant regulatory, legal and code 

of conduct requirements and related reporting and self-certifications.  
 
4.1.2.6 The policies and procedures for all work related to fraud and corruption as 

required by NHS Counter Fraud Authority. 
 
 4.1.3 In carrying out this work the Committee will primarily utilise the work of internal audit, 
 external audit and other assurance functions, but will not be limited to these sources.  
 It will also seek reports and assurances from directors and managers as 
 appropriate, concentrating on the over-arching systems of integrated governance, 
 risk management and internal control, together with indicators of their effectiveness. 
 
4.1.4  This will be evidenced through the Committee’s use of an effective Board Assurance 
 Framework to guide its work and that of the audit and assurance functions that report 
 to it. 
 
4.1.5  As part of its integrated approach, the Committee will have effective relationships with 
 other key committees (for example, the Quality and Assurance Committee) so that it 
 understands processes and linkages.  However, these other committees must not 
 usurp the Committee’s role. 
 
4.2  Internal Audit 
 
4.2.1  The Committee shall ensure that there is an effective internal audit function that 
 meets the Public Sector Internal Audit Standards 2017 and provides appropriate 
 independent assurance to the Audit Committee, Chief Executive (as Accountable 
 Officer) and the Board.  
  
4.2.2 This will be achieved by: 

 
4.2.2.1 Considering the provision of the internal audit service, the costs involved and 
 any questions of resignation and dismissal. 

 
4.2.2.2 Reviewing and approving the annual internal audit workplan and more 
 detailed programme of work, ensuring that this is consistent with the audit 
 needs of the organisation as identified in the Board Assurance Framework. 
 
4.2.2.3 Considering the major findings of internal audit work (and management’s 
 response), and ensuring co-ordination between the internal and external 
 auditors to optimise the use of audit resources. 
 
4.2.2.4 Ensuring that the internal audit function is adequately resourced and has 
 appropriate experience and standing within the organisation. 
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4.2.2.5 Overseeing the continuing independence of the internal auditor. 

 
4.2.2.6 Monitoring the effectiveness of internal audit and carrying out an annual 
 review. 

 
4.3  External Audit 
 
4.3.1.  The Committee shall review and monitor the external auditors’ independence and 
 objectivity and the effectiveness of the audit process.  In particular, the Committee will 
 review the work and findings of the external auditors and consider the implications 
 and management’s responses to their work.  This will be achieved by: 
 

4.1.3.1.Considering the appointment and performance of the external auditors, as far 
 as the rules governing the appointment permit (and make recommendations 
 to the Board and/or Council of Governors when appropriate). 
 
4.3.1.2 Discussing and agreeing with the external auditors, before the audit 

commences, the nature and scope of the audit as set out in the annual plan.   
 

4.3.1.3.Discussing with the external auditors their evaluation of audit risks and 
 assessment of the Trust and associated impact on the audit fee. 
 
4.3.1.3 Reviewing all external audit reports, including the report to those charged with 

governance, (before submission to the Board and/or the Council of 
Governors) and any work undertaken outside the annual audit plan, together 
with the appropriateness of management responses. 
 

4.3.1.4 Ensuring that there is in place a clear policy for the engagement of external 
auditors to supply non-audit services. 

 
4.4  Other Assurance Functions 
 
4.4.1. The Committee shall review the findings of other significant assurance functions, both 
 internal and external and consider the risk implications for the governance of the 
 Trust, including its subsidiaries.  
 
4.4.2  These will include, but will not be limited to, any reviews by Department of Health and 
 Social  Care arm’s length bodies or Regulators / Inspectors (eg Care Quality 
 Commission, NHS Resolution Scheme etc), and professional bodies with 
 responsibility for the performance of staff or functions (eg Royal College’s, 
 accreditation bodies etc). 
 
4.4.3  The Head of Internal Audit and representative of external audit reserves the right to 
 report directly to the Committee if they consider it necessary. 
 
4.4.4  The Committee will review the adequacy of the clinical audit function.  
 
4.4.5  In addition, the Committee will review the work of other committees within the 
 organisation, whose work can provide relevant assurance to the Committee’s own 
 areas of responsibility.  This will particularly include the Trust’s Quality Assurance 
 Committee, Board Committee’s and any other risk management and assurance 
 committees or groups that are established. 
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4.4.6  In reviewing the work of the Quality Assurance Committee, and issues around 
 clinical risk management, the Committee should satisfy itself on the assurance that 
 can be gained from the clinical audit function.  
                  
4.4.7  Where the Committee considers there is evidence of ultra-vires transactions, 
 evidence of improper acts, or if there are other important matters that the Committee 
 wishes to raise, the Chair of the Committee should raise the matter with the Chairman 
 of the Trust and report its findings to the Board of Directors.  
 
4.5  Counter Fraud 
 
4.5.1  The Committee shall satisfy itself that the organisation has adequate arrangements in 
 place for counter fraud, bribery and corruption that meet NHS Counter Fraud 
 Authority standards and shall review the outcomes of work in these areas. 
 
4.5.2  In accordance with 3.2 of the NHS Counter Fraud Authority’s Fraud Commissioners 
 Standards, the Committee has: 
 
  ‘stated its commitment to ensuring commissioners achieve these standards 
  and therefore requires assurance that they are being met via NHS Counter 
  Fraud Authority’s quality assurance programme’. 
 
4.5.3  The Committee will refer any suspicions of fraud, bribery and corruption to the NHS 
 Counter Fraud Authority. 
 
 
4.6   Management 
 
4.6.1  The Committee shall request and review reports, evidence and assurances from 
 directors and managers on the overall managements for governance, risk 
 management and internal control. 
 
4.6.2  The Committee may also request specific reports from individual functions within the 
 organisation (eg clinical audit).  
 
To receive reports of breaches of policy and normal procedure or proceedings, including 
such as suspensions of the Trust’s Standing Orders, in order to provide assurance in relation 
to the appropriateness of decisions and to derive future learning. 
 
4.7   Financial Reporting 
 
4.7.1  The Committee shall monitor the integrity of the financial statements of the Trust and 
 any formal announcements relating to the Trust’s financial performance. 
 
4.7.2  The Committee should ensure that the systems for financial reporting to the Trust, 
 including those of budgetary control, are subject to review as to completeness and 
 accuracy of the information provided. 
 
4.7.3  The Committee shall review the annual report and financial statements before 
 submission to the Trust, focusing particularly on: 
 

4.7.3.1 The wording in the Annual Governance Statement and other disclosures 
relevant to the Terms of Reference of the Committee. 
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4.7.3.2 Changes in, and compliance with, accounting policies, practices and 
estimation technique. 

 
4.7.3.3 Unadjusted misstatements in the financial statements. 

 
4.7.3.4 Significant judgements in preparation of the financial statements. 

 
4.7.3.5 Significant adjustments resulting from the audit. 

 
4.7.3.6 Letter of representation. 

 
4.7.3.7 Explanations for significant variances. 

 
Information Governance 
 
To receive regular updates on IG compliance (including uptake and completion of data 
security training), data breaches and any related issues and risks. 
 
To review the annual Senior Information Risk Owner (SIRO) report, the submission for the 
Data Security and Protection Toolkit and relevant reports and action plans. 
 
To receive reports on audits to assess information and IT security arrangements, including 
the annual Data Security and Protection Toolkit. 
 
To provide assurance to the Board that there is an effective framework in place for the 
management of risks associated with information governance. 
 
4.8  Whistleblowing  
 
4.8.1  The Committee shall review the effectiveness of the arrangements in place for allowing 

staff to raise (in confidence) concerns about possible improprieties in financial, clinical 
or safety matters and ensure that any such concerns are investigated proportionately 
and independently through the Trust’s procedures eg Freedom to Speak Up Guardian 
or Local Counter Fraud Specialist. 

 
5.   Reporting 
 
5.1 The Committee shall report to the Trust on how it discharges its responsibilities. 

 
5.2  The minutes of the Committee’s meetings shall be formally recorded by the secretary 
 and submitted to the governing body.   
 

 
5.3 The Chair of the Committee shall draw to the attention of the governing body any 
 issues  that require full disclosure to the full governing body, or require executive 
 action. 

 
5.4 A summary report from the Committee will be presented to the next Trust Board 

meeting 
 
5.5 The Committee shall receive a summary report from those Groups reporting in to the 

Committee.  
 

5.6      The Committee will report to the Board at least annually on its work in support of the 
  Annual Governance Statement, specifically commenting on: 
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5.6.1 The fitness for purpose of the Board Assurance Framework. 

 
5.6.2 The completeness and ‘embeddedness’ of risk management in the 

organisation. 
 

5.6.3 The integration of governance arrangements. 
 

5.6.4 The appropriateness of the evidence that shows the Trust is fulfilling 
regulatory requirements relating to its existence as a functioning business. 

 
5.6.5 The robustness of the processes behind the quality accounts. 

 
5.7  This annual report should also describe how the Committee has fulfilled its terms of 

reference and give details of any significant issues that the Committee considered in 
relation to the financial statements and how they were addressed. 

 
6.   Membership and Attendance 
 
6.1  The Committee shall be appointed by the Board from amongst the independent, Non- 

Executive Directors of the Trust and shall consist of not less than three members.  A 
quorum shall be three independent members.  One of the members will be appointed 
Chair of the Committee by the Trust.  The Chair of the Foundation Trust shall not be a 
member of the Committee. 

 
If any member of the Committee has been disqualified from participating on an item on the 
agenda, by reason of a declaration of a conflict of interest, then that individual shall no longer 
count towards the quorum. 
 
If the quorum has not been reached, then the meeting may proceed if those attending agree, 
but no decisions may be taken. 
 
6.2   The membership shall comprise a Non-Executive Chair and the Non-Executive 

Chairs of the following Board sub-committee’s as standing members of the 
Committee:  

• Finance, Performance and Digital Committee 
• Building a Brighter Future Committee 
• People Committee 
• Quality Assurance Committee  

 
6.3   The Chief Finance Officer and Chief Nurse and appropriate internal and external 

audit representatives shall normally attend meetings of the Committee.   
 
6.4  The counter fraud specialist will attend a minimum of two committee meetings a year. 
 
6.5 Members will possess between them knowledge, skills and experience in: 
accounting, risk, management, internal, external audit; and technical or specialist issues 
pertinent to the Trust’s business.  When determining the membership of the Committee, 
active consideration will be made to diversity and equality. 
 
The Chair will be appointed on their account of their specific knowledge, skills and 
experience making them suitable to chair the Committee. 
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The Chair of the Committee shall be independent and therefore may not chair any other 
committees. 
 
Regardless of attendance, External Audit, Internal Audit, Local Counter Fraud and Security 
Management provides will have full and unrestricted rights of access to the Committee and 
its Chair. 
 
 
 
 
6.5   The Chief Executive (in their capacity as Accounting Officer for the Trust) shall be 

 invited to attend meetings and should discuss at least annually the process for 
 assurance that supports the Annual Governance Statement.  They should also 
 attend when the Committee considers the draft annual governance statement and the 
 annual report and accounts.     

 
6.6  Other executive directors/managers, should be invited to attend, particularly when the 

 Committee is discussing areas of risk or operation that are the responsibility of that 
 director/manager. 

 
6.6   Representatives from other organisations (for example, NHS Counter Fraud  
  Authority) and other individuals may be invited to attend on occasion. 
 
6.7   The Director of Corporate Governance (or their nominee) shall be Secretary to the 
  Committee and shall attend to take minutes of the meeting and provide appropriate 
  support to the Chair and committee members. 
 
6.8   At least once a year the Committee should meet privately with the external and  
  internal auditors. 
 
6.9   The Chair of the Council of Governors will appoint a Governor to attend  meetings of 

the Committee for the purpose of observing the performance of the external auditor in 
line with the Governor’s duty to appoint the Trust’s external audit services. The 
appointment will be reviewed each year. 

 
6.10  Members unable to attend a Committee meeting should inform the Secretary to the 

Committee as soon as possible in advance of the meeting, except in extenuating 
circumstances. 

 
6.11    A register of attendance will be maintained and the Chair of the Committee will follow 

up any issues related to the unexplained non-attendance of members. Should 
continuing non-attendance of a member jeopardise the functioning of the Committee, 
the Chair will discuss the matter with the member and, if necessary, seek a substitute 
or replacement.   

 
Decision-Making and Voting 
 
Decisions will be taken in accordance with the Standing Orders.  The Committee will 
ordinarily reach conclusions by consensus.  When this is not possible, the Chair may call a 
vote. 
 
Only members of the Committee may vote.  Each member is allowed one vote and a majority 
will be conclusive on any matter. 
 
Where there is a split vote, with no clear majority, the Chair of the Committee will hold the 
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casting vote, 
 
If a decision is needed which cannot wait for the next scheduled meeting, the Chair may 
conduct business on a ‘virtual’ basis through the use of telephone, email or other electronic 
communication. 
 
7.  Chair 
 
7.1   One of the Non-Executive Directors shall act as Committee Chair.  In their absence, 
  one of the other Non-Executive Directors present shall be nominated and appointed 
  as acting Chair of the meeting. 
 
7.2  The Chair will liaise with the Committee Secretary to ensure the agenda,   
  reports and documents and minutes are circulated to the Committee members in  
  accordance with section 12. 
 
8. Meeting Administration 
 
8.1  The Committee shall be supported administratively by the Director of Corporate  
 Governance  (or their nominee), whose duties in this respect will include: 
 

8.1.1.   Agreement of the agenda with the Chair and attendees. 
 

8.1.2   Preparation, collation and circulation of papers in good time. 
 

8.1.3   Ensuring that those invited to each meeting attend. 
 

8.1.4   Taking the minutes and helping the Chair to prepare reports to the Board. 
 

8.1.5   Keeping a record of matters arising and issues to be carried forward. 
 

8.1.6  Arranging meetings for the Chair eg, with the internal/external auditors or local 
  counter fraud specialists. 
 

8.1.7    Maintaining records of members’ appointments and renewal dates etc. 
 

8.1.8    Advising the Committee on pertinent issues/areas of interest/policy 
 developments. 

 
8.1.9    Ensuring that action points are taken forward between meetings. 

 
8.1.10 Ensuring that Committee members receive the development and training they 

 need. 
 
9. Frequency of meetings 
 
9.1  The Committee must meet as frequently as possible to enable it to discharge all its 

 responsibilities.  The Committee will meet at least 5 times each year at appropriate 
 times in the reporting and audit cycle.   

 
9.2  The Trust, Chief Executive, external auditors or Head of Internal Audit may 

 request a meeting if they consider that one is necessary. 
 
9.3 The Committee may meet virtually when necessary and members attending using 

electronic means will be counted towards the quorum.   
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10.  Meetings 
 
10.1    Items for the agenda must be sent to the Committee Secretary a minimum of 7 days 
  prior to the meeting; urgent items may be raised under any other business. 
 
10.2    The agenda will be sent out to the Committee members at least 5 days prior to the 
  meeting date, together with the updated action schedule and other associated  
  papers. 
 
10.3   Meetings, other than those regularly scheduled as above, shall be summoned by the 
  Committee Secretary at the request of the Chair.  
 
11. Conduct of Meetings 
 
11.1 Except as outlined above, meetings shall be conducted in accordance with the 

provisions of the Trust’s Constitution, Standing Orders and Standards of Business 
Conduct Policy. 

 
Members will be expected to conduct business in line with the Trust’s values and objectives.   
 
Members must demonstrably consider the equality and diversity implications of decisions 
they make. 
 
 
12.  Review  
 
12.1 As part of the Trust’s annual committee effectiveness review process, the Committee 

shall review its collective performance. 
 
12.2 The Committee’s Terms of Reference shall be reviewed on an annual basis and 

approved by the Board of Directors. 
 
 
 
 
13. Monitoring Effectiveness 
 
13.1   In order that the Committee can be assured that it is operating at maximum  
 effectiveness in discharging its responsibilities as set out in these terms of reference 
 and, if necessary, to recommend any changes to the Board, the Chair will, once a 
 year, lead an effectiveness review of the Committee. 
 
14.   Access 
  
14.1   The Head of Internal Audit, representative of external audit and counter fraud  
  specialist have a right of direct access to the Chair of the Committee. 

 
14.2   The Chair of the Committee shall be entitled to call and hold private meetings with the 
  External Auditor and Internal Auditor. 
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Approved September 2021 
Revised in accordance with HFMA NHS Audit Committee Handbook (fourth edition) 
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Appendix 1 
Members and required attendees of the Committee 
 

Members (title) Required at 
Non-Executive Director (Chair) 
 

All meetings 

Chair of Board Sub-Committee:  
• Finance, Performance and Digital Committee 
• Building a Brighter Future Committee 
• People Committee and 
• Quality Assurance Committee  

 

All meetings 

Attendees (title) Required at 
Chief Finance Officer All meetings 
Deputy Director of Finance All meetings 
Chief Nurse All meetings 
Director of Corporate Governance  All meetings 
Internal Audit management representative(s) All meetings 
External Audit management representative(s) All meetings 
Local Counter Fraud Specialist  Half-yearly 
Governor observer All meetings 
(For minutes) Corporate Governance Manager All meetings 
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Public 

Report to the Board of Directors 

Report title: Chief Executive’s report Meeting date:  
25 January 2023 

Report appendix Integrated Care System for Devon update for Boards 
Report sponsor Chief Executive 
Report author Associate Director of Communications and Partnerships 

Report provenance Reviewed by Executive Team 17 January 2023 
Purpose of the report 
and key issues for 
consideration/decision 

To provide an update from the Chief Executive on key corporate 
matters, local system and national initiatives and developments since 
the previous Board meeting. 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☒ 

To approve 
☐ 

Recommendation The Board are asked to receive and note the Chief Executive’s report. 

Summary of key elements 
Strategic goals 
supported by this 
report 

 
Excellent population 
health and wellbeing 

X Excellent experience 
receiving and providing 
care 

X 

Excellent value and 
sustainability 

X  
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance 
Framework 

X Risk score Various 

Risk Register X Risk score Various 
 
• BAF Risk 8 – Transformation and Partnerships 
• BAF Risk 9 – Integrated Care System 

 
 

External standards 
affected by this report 
and associated risks  

 
Care Quality Commission X Terms of Authorisation  X 
NHS England X Legislation  
National policy/guidance X  
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Report title: Chief Executive’s report Meeting date:  

25 January 2023 
Report sponsor Chief Executive 
Report author Associate Director of Communications and Partnerships 
 
1 Our vision and purpose 

Our vision is better health and care for all. Our purpose is to support the people 
of Torbay and South Devon to live well.  
 

2 Our strategic goals and our priorities 
Our strategic goals and priorities have been set to help us achieve our purpose 
and our vision.  
 
Our strategic goals are: 
• excellent population health and wellbeing 
• excellent experience receiving and providing care 
• excellent value and sustainability 

 
Our priorities are: 
• more personalised and preventative care: what matters to you matters 
• reduce inequity and build a health community with local partners 
• relentless focus on quality improvement underpinned by people, process and 

technology 
• build a healthy organisational culture where our workforce thrives 
• improve access to specialist services through partnerships across Devon 
• improve financial value and environmental sustainability. 
 
This report is structured around our strategic goals to help us measure our 
progress, address our challenges and celebrate our successes. 

 
3 Our key issues and developments  
 

Key issues and developments to bring to the attention of the Board since the last 
Board of Directors meeting held on 30 November 2022 are as follows:   
 

3.1  Excellent population health and wellbeing 
 
Flu and COVID-19 vaccination programme 
Our COVID-19 booster and flu vaccination programme has concluded for this 
year although our people continue to be able to receive vaccinations through 
pop-up clinics across our sites as well as through the national vaccination 
programmes.  
 
As of 13 December, total number of our substantive staff who have had at least 
one vaccination is just over 60%. Nearly 27% of our bank only staff have 
received at least one vaccination.  
 
Face masks 
We have returned to wearing face masks in all our buildings to help reduce the 
number of infections that are circulating in our local communities. We are, 
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always, extremely grateful for the support and assistance of our staff, patients, 
visitors and public for following our infection prevention and control guidelines. 
 
Campaign launches to encourage people to ‘pass on’ appointments that 
they can’t attend 
We have launched a campaign today to ask for local people’s help to make sure 
people are getting the care they need as quickly as possible. 
 
We have a lot of people waiting for appointments and we want to see people as 
quickly as we can so that we can make sure people get the care they need. 
 
We know that there are many reasons why people can’t make their appointments 
with us and we will always do our best to be flexible to people’s personal 
circumstances. But it’s really important that people do whatever they can to 
attend their appointments when they are offered. 
 
Our teams are working really hard to offer as many appointments as we can and 
we want everyone who is waiting to be able to get the care that they need. 
 
We do understand, however, that sometimes it may not be possible to attend an 
appointment. When this happens, we want to encourage people to let us know, 
so that someone else can take their place. Please try to give us as much notice 
as you can, if you can’t attend. 
 
This matters because the more notice we have, the more likely it is that we can 
offer the appointment to someone else who needs our help, reducing the time 
that other people are waiting and reducing the amount of wasted appointments. 
We can all do our bit to help people be seen more quickly. 
 
 

3.2  Excellent experience receiving and providing care 
 

Current pressures  
We have experienced a high level of Flu A, COVID-19 and Norovirus throughout 
December which has created ward and bed closures and challenges in getting 
people home as quickly as we would like. Despite this, the number of daily 
discharges home slightly improved throughout December from an average of 61 
a day to an average of 71 a day.  
 
We have reduced the number of people in our hospitals who medically fit for 
discharge by 46% which is positive and the work of our community, adult social 
care and acute teams in this area is to be commended. 
 
Despite everyone’s best efforts we saw a deterioration in our ambulance 
handovers position largely due to our inability to admit to closed beds or wards. 
We continue to work with South Western Ambulance NHS Foundation Trust to 
find sustainable solutions.  
 
We had 6,082 attendances in our Emergency Department in December with 
28.4% of people who attended, requiring admission to hospital. Our Minor Injury 
Unit at Totnes and our Urgent Treatment Centre at Newton Abbot continue to 
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see high attendances with 95.5% of those who attended in December seen 
within four hours. 
 
We continue to prioritise reducing waiting lists across our specialities. We are 
encouraging local people to take up scans, diagnostic tests and operations at the 
Nightingale Hospital Exeter wherever they are able to do so. Our ‘Pass it on’ 
campaign is also encouraging people to let us know if they can’t attend 
appointments so we can make them available to those who are waiting.  

 
Our partners in the care home sector and domiciliary care continue to work 
closely with us to support people to stay at home (where they can safely do so) 
and to get people home from hospital as quickly as we can. We recognise that 
the face similar challenges to us around workforce and resourcing and we 
continue to work together to do what we can to address these. 
 
Industrial action 
While pay is a matter for Government and the trade unions, we deeply value our 
staff and want to see a resolution as soon as possible to ensure we can continue 
to focus on supporting our people to deliver the best care we can to those who 
need it 
 
We very much understand the importance of good pay and conditions for our 
staff and their families, as well as for our teams and services to encourage 
retention and recruitment. 
 
We continue to work with our staff and their trade union representatives to 
ensure there is minimal disruption to patient care and that emergency services 
continue to operate as normal whenever industrial action take places. 
 
This month we have been directly affected by industrial action by ambulance 
service colleagues and the Royal College of Physiotherapist members. Last 
month we were directly affected by industrial action by members of the Royal 
College of Nursing and ambulance service colleagues. 
 
NHS innovation grant MS funding 
We have been awarded a £402,000 grant to co-develop a software application 
for augmented reality (AR) glasses to improve motor function assessments of 
people with living with Multiple Sclerosis. 

 
The grant will help us to set up the new PARAMS research study and develop 
our AR MS clinics as part of the drive to use technology to provide care closer to 
people’s homes. 

 
The PARAMS project is a collaboration between our multiple sclerosis team led 
by neurologist, Dr Agne Straukiene, and Stroll, a leading digital therapeutics 
company that is pioneering augmented reality software for people living with 
neurological disorders, and the University of Exeter. 

 
In March 2022 our Digital Futures team and Dr Agne Straukiene set up the first 
MS augmented reality clinic, supported by IQVIA nurses. The clinic enabled staff 
to communicate with their patients, and conduct assessments remotely using the 
HoloLens 2 augmented reality headsets from Microsoft. 
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The funding will really help us to bring to life our new care model using immersive 
technology and modernise our current healthcare pathways, driving a more 
flexible, accessible and more sustainable service. This will support us to focus on 
care as close to home as possible, and personalise care, centred on what 
matters to each person who uses our services. 

 
Neonatal virtual tour launched 
Working with the south west neonatal network we have created a virtual tour of 
our special care baby unit at Torbay Hospital. The aim of the tour is to provide 
information, advice and support to parents and family members whose babies 
may be small, premature or need extra care or observation: 
https://www.swneonatalnetwork.co.uk/neonatal-unit-information/torbay/ 

 
Improvement to the Emergency Department waiting area help local people 
Changes have been made to the waiting area in our Emergency Department to 
help people who are waiting understand what to expect. 

 
Led by Emergency Department Sister, Christina Harrison, and based on patient 
and staff feedback, there is now a patient journey map as you come through the 
main entrance and in the triage area. 

 
The map is supported by graphics to help people understand what to expect 
when they arrive in the department, the assessment process (based on the 
urgency of their symptoms or injury), and any required care and treatment they 
may need. 

 
There is also new directional signage to help people navigate their way to 
treatment areas, and a TV screen which provides information such as waiting 
times and a graphic showing the range of uniforms worn by different staff. 

 
The changes are part of a wider patient improvement project to improve people’s 
experiences at the hospital. The Emergency Department team are now looking to 
put in place directional floor signage and another TV to provide additional 
information ranging from health advice to volunteering and recruitment 
opportunities. 

 
Reconditioning games launch in our hospital wards 
We are taking part in the Reconditioning Games, a national initiative running 
across the NHS this winter. It is an intervention that has been designed to 
address the problems of deconditioning (hospital acquired disability) that often 
happens when older people are patients in hospitals. 

 
People can sometimes adopt different behaviours when they come into hospital, 
particularly older people, and we have to work hard to enable them to become 
active again. National data shows typically for an older person in hospital they 
spend up to 83% of their time in bed and 12% of their time in a chair, so very little 
time walking around. 

 
If older people are a little bit frail or less active being in hospital and doing less 
can lead to much greater disabilities. 
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We are asking our teams to view deconditioning in the same way as we view 
hospital acquired infection and do all we possibly can to reduce the risk of that 
happening – and that is what the Reconditioning Games are all about. Each ward 
is being asked to choose a range of activities to do with patients, however a 
really key one for older people is the concept of get up, get dressed, keep 
moving. We hope that getting people more active and independent will support 
them to recover better and transition well to life back home or in their community. 

 
Physiotherapist awarded place on national research leadership training 
scheme 
Martin Fancutt, one of our physiotherapists, has been chosen to take part in a 
national training programme through the National Institute for Health and Care 
Research’s six month Associate Principal Investigation Scheme. The scheme is 
specially designed to help healthcare professionals to gain practical experience 
in delivering an NIHR research study under the mentorship of an experienced 
local principal investigator. You can find out more about Martin’s study here. 
 
Over 70 of our people nominated for PAFTA awards 
The Paediatric Awards For Trainee Achievements (PAFTAs) was originally 
developed in the Wessex region to recognise amazing work of paediatric 
trainees, consultants and supervisors and have now spread across the country. 
The Royal College of Paediatrics and Child Health runs the national PAFTAs 
while locally the Peninsula Deanery runs ours.  

 
I am delighted that our people have received 72 individual nominations (some 
people are nominated in more than one category) and 11 team nominations! This 
is absolutely incredible and a real testament to the passion and dedication of our 
paediatric colleagues. 

 
The winners will be announced at a special event on 18 March 2023. You can 
find out more about the PAFTAs at: PAFTAs – Paediatric Awards for Training 
Achievements – Devon and Cornwall 

 
Ward accreditations 
Two wards underwent accreditation in November. Dunlop ward achieved a silver 
while Dawlish community hospital achieved a gold which is a fantastic 
achievement. In the space of a year they have gone from bronze, to silver to 
gold! Cheetham Hill achieved a bronze award in January. 
 
We have recently reviewed and refreshed our ward accreditation process, 
devising a new tool and scoring system and an additional standard. The new 
scoring system has five levels: white, bronze, silver, gold and platinum (platinum 
is only available to wards that have achieved three gold accreditations in a row). 
We are anticipating that due to the new tool and scoring system the majority of 
wards may see a drop in the level they achieve – we expect this to be a short 
term impact while all areas adjust to the new system. 
 
George Earle is the first ward that has been assessed under this new process 
and achieved ‘white’ accreditation. A package of multi-disciplinary expert support 
has been put in place including nutrition and hydration and tissue viability and a 
reassessment is planned shortly. 
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DAISY awards and introducing our PRIMROSE award 
Last month’s DAISY award was given to Mandy Carter, one of our palliative care 
nurses, while this month’s DAISY award was given to Lauren Jones, one of our 
midwives. The DAISY award is given to nurses who go above and beyond to 
provide excellent, compassionate care.  
 
Our DAISY team award winner will be announced next month. 

 
We have introduced a PRIMROSE award to recognise the exceptional 
contributions of our health care support workers and the first winner will be 
announced later this month. 
 

3.3 Excellent value and sustainability 
 

Our Acute Medical Unit welcomes our first patients 
Following the official opening event for our Acute Medical Unit (AMU) on the 
Torbay Hospital site last month, it is now fully open and caring for patients. 

 
We have been able to create fabulous new facilities that offer a modern, patient 
focused environment – it signifies the start of us ‘Building a Brighter Future’ with 
better buildings for our patients and staff where we can provide not only better 
care, but the right care, in the right place. 

 
The long-awaited project has delivered a brand-new AMU which is split over two 
levels and sees a wide variety of patients who require varying levels of care. It 
has 36 assessment spaces and will allow patients to receive timely, high quality 
care, in the right place. Referrals are received from the emergency department 
as well as directly from GPs, the community and other specialties. 
 
As the opening of the unit coincided with a high level of Flu A, COVID-19 and 
Norovirus over December which created bed and ward closures and onward flow 
challenges we have not yet fully realised the benefits that the Acute Medical Unit 
offers our patients and staff teams despite the best efforts of all staff involved. 
We plan to see the benefits fully realised over the coming months 

 
Building our brighter future - Teignmouth health and wellbeing centre 
We await the outcome of our full planning application for the new health and 
wellbeing centre in Teignmouth.  
 
We continue to work towards being able to offer seamless health and wellbeing 
services for local people in the heart of Teignmouth while acknowledging the 
potential impact of economic uncertainty on the project. 
 
Building our brighter future - our Electronic Patient Record  
We are currently engaging with our clinical and operational teams as part of the 
procurement process.   
 
We are continuing to work closely with our partners at Royal Devon University 
Healthcare NHS Foundation Trust, University Hospitals Plymouth NHS Trust and 
Royal Cornwall Hospitals NHS Trust to make sure that our EPR can help us 
deliver our ambition to improve clinical pathways across the Devon and Cornwall 
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Peninsula – making outcomes and experiences better for our patients and our 
people. 
 
Green plant project delivers over 1,300 plants to improve our people’s 
wellbeing and environment 
Led by Nina Henton-Waller (registered nurse) and Joanne Brimblecombe (site 
services and sustainability lead at Torbay Hospital), our green plant project 
delivered over 1,300 plants to colleagues last month to help improve their 
wellbeing and the physical environment. Funded by NHS Charities Together 
monies the plants are enhancing offices and non-clinical areas across our acute 
and community sites. 

 
Nina and Jo are now working on a further bid to NHS Charities Together to 
expand the project while also improving our grounds, providing more sustainable 
environments for local wildlife and relaxing spaces for patients and staff. 
 
Human Tissue Authority inspection visit 
Following the HTA inspection visit notified in my November report to Board, 
Torbay Hospital has been assessed as suitable to be licenced for specified 
activities subject to corrective and preventative actions being implemented to 
meet the five major and three minor shortfalls identified in the inspection. 
 
We submitted our action plan on 20 January 2023 and will fully implement the 
action plan within two months. The main action we are taking is to relocate the 
refrigerated storage in our maternity services. 
 
While the inspection report is an exception report which, quite rightly, focuses on 
the areas where we need to improve I would like to formally acknowledge the 
complimentary verbal feedback the inspectors gave to our mortuary team.  
 

4.        Chief Executive engagement November and December 
I have continued to engage with external stakeholders and partners – in the main 
with the aid of digital technology. Along with the executive team, I remain very 
conscious of the need to maintain direct contact with our staff, providing visible 
leadership and ongoing support, as our teams continue to strive to deliver 
excellent care during exceptionally challenging circumstances across all our 
services.  

 
Internal External 

• Video blog sessions 
• Staffside 
• Diversity and Inclusion Lead 
• Visit from Kevin Foster MP 
• Unveiling of Level 4 Corridor 
• Ambulatory Medical Unit 

Opening 
• Speaker at Respiratory 

Registrar Training 
• Visit to the Green Plant 

Project 

• Regional Chief Executive Officer, NHS 
England and NHS Improvement 

• Chief Executive Officer, Integrated 
Care System for Devon (ICSD) 

• Deputy Chief Executive Officer, ICSD 
• Improvement Director, ICSD 
• Long Term Plan Programme Director, 

ICSD 
• Chief Executive Officer, Cornwall and 

the Isles of Scilly ICB 
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• Tree of Joy Delivery to Special 
Care Baby Unit 

• Christmas Day Visit 
• Quarterly League of Friends 

Chairs meeting 
 

• Chief Executive Officer, Royal Devon 
University Healthcare NHS FT 

• Chief Executive Officer, Devon 
Partnership Trust 

• Director of Finance and Strategy and 
Deputy Chief Executive Officer, Devon 
Partnership Trust 

• Director - Mental Health, Learning 
Disability and Neurodiversity (MHLDN) 
Provider Collaborative 

• Medical Director, LiveWell SouthWest 
• Chief Executive Officer, Torbay Council 
• Principle, South Devon College 
• Chief Executive Officer, Healthwatch 

Plymouth and Torbay 
• System Improvement Directors - 

National Intensive Support Team  
• South West Integrated Personalised 

Care Programme Director 
• South West Enabling Board Away Day 

 
5.  Local health and care economy developments  

 
5.1  Partner and partnership updates  
 
5.1.1 Integrated Care System for Devon (ICSD) 

 
Please see the ICSD update for Boards appended to this report. 
 

6 Local media update  
 
6.1 News release and campaign highlights include: 

We continue to maximise our use of local and social media as well as our 
website to ensure that the people of Torbay and South Devon have access to 
timely, accurate information, to support them to live well and access services 
appropriately when needed.  
 
Since the October Board report, activity to promote the work of our staff and 
partners has included: 

 
Recent key media releases and responses: 
• Graphic timeline unveiling – ribbon cutting ceremony on the new graphic 

timeline on a Torbay Hospital corridor, which reflects on the history and looks 
forward to the future of health and social care in our area 

• Nursery staff do their bit for people in need – our very own Rainbow Nursery 
team have been collecting food donations to support local food bank alliances 
at Christmas 

• Remembering our lost little ones – promoting our annual little ones’ 
remembrance service, organised by members of our maternity and 
chaplaincy teams to support families to reflect and remember 
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• Changes to emergency department welcomed – highlighting the recent 
changes made to the patient experience and pathways through our 
emergency department, which have proved popular with both patients and 
staff 

• Bereavement suite donation – thanking Rock Compliance’s South West office 
for raising over £1,500 for our maternity unit’s bereavement suite, following 
the support a colleague and his family received 

• Carers’ Rights Day – release highlighting the support available and upcoming 
events for unpaid carers in Torbay 

• Getting loved ones home for Christmas – highlighting the importance of 
getting people in our hospitals who are ready to leave home in time for 
Christmas 

• Acute Medical Unit (AMU) opening ceremony – release celebrating the 
celebratory opening of our new AMU, which will provide more assessment 
spaces for acutely unwell people 

• Award winning consultant’s new podcast – promoting Dr Agne Staukiene’s, 
head of our MS team, latest episode of her health and wellbeing podcast 
which is aimed at people living with MS 

• Medical Director interview – Ian Currie, Medical Director, was interviewed by 
BBC Spotlight and Greatest Hits radio to talk about the current ambulance 
pressures facing the region 

• Deputy Medical Director interview – Kate Lissett, Deputy Medical Director, 
appeared on BBC Spotlight, BBC Radio Devon and Greatest Hits radio to 
highlight how people can help us over the festive period 

 
Recent engagement on our social media channels includes: 
• Acute Medical Unit (AMU) celebratory opening ceremony – sharing photos 

and details of our celebration event for the official opening of our new AMU at 
Torbay Hospital 

• Greener NHS recognition – as COP27 came to an end, we celebrated the 
great recognition that our theatres teams received from Greener NHS for 
switching to greener alternatives for anaesthetic gases 

• Healthcare Support Worker Day – thanking our fantastic HCSWs and 
celebrating the launch of our new dedication recognition scheme; the 
Primrose Award 

• Make a difference, become a governor – promoting fantastic opportunities for 
local people to put themselves forward in the current governor elections 

• Support from Dunelm Torquay – thanking Dunelm Torquay for their support 
this Christmas, collecting presents for our inpatients as part of their Delivering 
Joy initiative 

• Nightingale orthopaedic centre highly commended – congratulating the 
orthopaedic centre at NHS Nightingale Exeter for their fantastic recognition at 
the HSJ Awards 

• Autoimmune disease series – as part of The Guardian’s series on 
autoimmune diseases, Dr Agne Straukiene and two of her patients featured in 
an interview where they bravely shared their experience of living with MS and 
how our approach to care has benefitted them 

• Help us help you by arriving early – encouraging patients to allow enough 
time to park when visiting Torbay Hospital for an appointment 
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• Community site bank recruitment event – promoting our recruitment event for 
bank staff specifically for Dawlish Community Hospital, in the first of a series 
of events to grow localised bank staff pools 

• Fundraising for paediatric resources – promoting the fundraising efforts of 
Lindsay Thomas, a paediatric sister in our emergency department, who is 
taking part in an ‘extremely jolly’ festive run to raise funds for education 
resources 

• Winter health – promoting the winter health resources on our website, which 
has lots of useful information on staying well this winter 

• Help get your loved ones home video – sharing a video of Ian Currie, Medical 
Director, talking about how members of the public can help when their loved 
ones are ready to leave our hospitals 

• 12 Days of Christmas – sharing a photo, promoting their work and thanking 
12 different teams from across our organisation during the 12 Days of 
Christmas 

• Thanking our fundraising supporters – thanking everyone who fundraised for 
our charity during 2022 

• Mask wearing reminders – asking members of the public to wear masks in 
our sites following a rise in infections. 

• Industrial action – reassuring people that we are here for them during the 
recent strikes, and asking them to still attend their appointments if they 
haven’t heard from us 

• Acute Medical Unit (AMU) first patients – marking the first patients arriving at 
our brand new AMU at Torbay Hospital, following its official opening 

• Men’s health survey – promoting our survey supported by Healthwatch, which 
aims to gather feedback from men about their health and understanding of 
issues 

• Strep A signs and symptoms – Dr Rowan Kerr-Liddell, consultant 
paediatrician, shared tips about the signs and symptoms of Strep A and when 
to seek help in a video 

• Apprenticeships and education event – promoting an apprenticeships and 
education day organised by our apprenticeships team, taking place early 
2023  

• Drinking responsibly – asking members of the public to please drink 
responsibly during their new year celebrations, and sharing tips for cutting 
down as part of their resolutions 

• Pack your medicines – reminding those visiting our area over the new year to 
pack enough medicines for their trip 

 
Development of our social media channels: 

 
Channel End of year 

target 
As of 31 
March 2021 

As of 31 December 
2022 

LinkedIn 5,000 followers 2,878   5,370  2,492 followers 
Facebook  15,000 likes 12,141 13,570  1,429 followers 

15,000 followers 12,499 14,521  2,022 followers 
Twitter 8,000 followers 6,801 7,747  946 followers 
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7 Recommendation 
 

Board members are asked to receive and note the report and consider any
 implications on our strategy and delivery plans.  
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Update from the NHS Devon Board for 
system leaders 
December 2022 

 
This update follows the 21 December 2022 public meeting of NHS Devon’s 
Board: 
 
Updates from NHS Devon’s Board 

1. Management of Industrial action  
2. Report of the Integrated Care Board Chair 
3. Report of the Chief Executive 
4. Urgent Care and Winter Improvement 
5. Integrated Quality and Performance update 
6. Finance Report 
7. Integrated Care Strategy 

 

1. Management of Industrial Action 
 
NHS Devon’s Director of Strategic Workforce, Paul Renshaw and Chief Executive 
Jane Milligan gave verbal updates to the Board on industrial action. 
 
The NHS in Devon has actions in place to manage services during industrial action, 
including an Industrial Action plan which coordinates with trusts and Local Care 
Partnerships and has cells covering key areas such as primary care, and community 
pharmacy. A System At Capacity protocol is being developed, ensuring clear triggers 
are in place for moving the system in and out of critical incident. 
 
During Royal College of Nursing strikes on 15 and 20 December the system 
continued to experience high demand for services. Locally negotiated derogations 
enabled some services to continue. Nationally, around 10,000 nurses took industrial 
action on 15 December, with roughly 25% of them in the south west. The percentage 
of staff at Devon’s trusts taking part ranged from 5-17%. In Devon over 530 inpatient 
procedures were postponed, alongside 320 outpatient appointments. 
 
During 21 December industrial action by ambulance workers, it was agreed that 75% 
cover would be provided and that Category 1 and Category 2 in public calls were 
answered as normal. Military personnel also provided additional cover in the South 

The purpose of this regular report, which is aligned to the public meetings of NHS 
Devon (the Devon Integrated Care Board), is to: 

• Provide a monthly update for Board and Cabinet meetings across Integrated 
Care System partner organisations in Devon, Plymouth and Torbay. 

• Ensure partners are aware of issues discussed by NHS Devon’s Board and 
decisions taken 

• Ensure consistency of message among One Devon partner organisations.  
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Western Ambulance Services NHS Foundation Trust region, with support from 
private ambulance providers. 
 

2. Reports of NHS Devon Chair and Chief Executive 
 

Cost-of-living summit 
The Chair attended the Cost-of-Living Summit, joining more than 70 people from the 
statutory and voluntary sectors attending this event, organised by the One Devon 
Partnership. 
 
One of the key issues was the development of a cost-of-living dashboard, including a 
cost-of-living index.  The meeting also allowed for discussion of the VCSE’s views on 
distribution of the NHS England funding of £300,000 to support activity on the cost-
of-living crisis across One Devon.  
 

Covid-19 and vaccination update 
December 2022 marked the second anniversary of the vaccination programme.  So 
far in Devon the programme has administered more than 3.5 million COVID 
vaccinations.  
 
The number of number of people admitted to hospital with flu in England has risen 
quite sharply as cases in the community rise. We are continuing to urge eligible 
people to have their vaccinations.  
 

Winter Update 
NHS Devon has made some temporary changes to further support our system in 
Plymouth, which is facing a combination of pressures as a result of ambulance 
delays, discharge challenges and increasing numbers of patients in the emergency 
department.  
 
As part of this, Simon Tapley, the ICB’s Chief Transformation and Strategic Planning 
Officer, will spend the majority of his time over the next three months alongside 
colleagues in the Trust, supporting the planning and delivery of actions to deliver 
urgent and emergency care improvements to Plymouth. 
 
Meanwhile NHS Devon continues to lead on a winter communications campaign that 
is a professionally developed joined-up system approach for One Devon, owned by 
partners in the Integrated Care System.  
 

Torbay Hospital 
Torbay Hospital has opened its new Acute Medical Unit. This has been a long- 
awaited project and it is great to see the additional facilities on offer to support a 
wider variety of patients who require varying levels of care.   
 

South West Learning Disability and Autism Capital Inpatient 
Development 
The South West has seen a substantial reduction in the number of people with a 
learning disability or autism in hospital over the past year.  
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This has been possible due to an award of £40.5 million to develop regional learning 
disability and autism inpatient beds, which focus on ensuring that resources for 
inpatient care are focused on care when it is needed, is much closer to home and 
aligned with the agreed regional clinical model. 
 

3. Urgent care improvement and winter resilience 
 

Urgent care improvement  
In line with performance across many systems, in Devon, delivery against the 
constitutional standards for urgent care has failed to meet national standards. In 
terms of time lost to ambulance delays. All systems have submitted trajectories to 
reduce hours lost; however, these trajectories are not yet being consistently met.  
 
Each trust is developing an integrated performance improvement plan targeting 
urgent and elective care, with key primary care enablers brought together into a 
system plan. Additional support has been mobilised to support University Hospitals 
Plymouth NHS Trust.   
 

Winter resilience 
NHS England published the Going Further for Winter letter on 18 October 2022 
which set out the key actions to be undertaken by systems to improve operational 
resilience going into winter. This included all systems setting up a 24/7 System 
Control Centre (SCC) to support system oversight and decision making based on 
demand and capacity across sites and settings. 
 
The SCC has now been set up to balance the risk across acute sector, community, 
mental health, and social care services with an aim of ensuring that clinical risk is 
appropriately dispersed across the whole of One Devon during periods of surge. Led 
by operational leaders and harnessing the power of Integrated Care Systems (ICSs), 
the SCC will ensure a consistent and collective approach to managing system 
demand and capacity as well as mitigation of risks.  
 

4. Integrated Quality and Performance update 
 
Trusts are continuing to experience pressures on waiting times in Emergency 
Departments (ED) and an increase in hours lost of ambulance handover delays.  
Causes include continued demand, capacity within EDs and patient flow.  Actions to 
mitigate this include creating additional surge capacity, support for discharges and 
community capacity. 
 
Additional winter funding is supporting additional capacity, equivalent to 310 beds 
and is split across a number of schemes that support flow and discharges. 
 
Long waiting patients continue to be a priority across the system, with a focus on 
treating all long waiting patients in specialities with fewer than ten patients waiting 
above 104 weeks. 
 
 

Tab 6.2 Chief Executive's Report

79 of 249TSDFT Public Board of Directors-25/01/23



4 

5. NHS Devon finance report 
 
On 20 June 2022, Devon Integrated Care System (ICS) submitted a deficit plan of 
£18.2 million and an expectation that £138.9 million of efficiency savings are needed 
to meet that plan. Within that plan the Integrated Care Board’s (ICB) planned 
financial position is breakeven with a requirement to deliver £36.5 million of 
efficiency savings. 
 
The delivery of savings and efficiencies is off plan at month seven by £5 million, 
driven by a slower than expected delivery of savings linked to prescribing, 
placements and targets associated with the recovery programme.  
 
As at month seven, some service lines are currently exceeding budget including 
some acute services, continuing healthcare, individual placements and primary care 
prescribing. These variances are currently being covered by contingencies held in 
reserves.  
 
The ICB has identified risk to delivering a breakeven position of £17.9 million at 31 
October 2022, including risks relating to delivery of the savings target and increases 
in prescription drug prices. Actions have been identified that fully mitigate the 
identified risk, including releasing balance sheet flexibilities and use of non-recurrent 
funding streams. 
 
Overall, subject to the ICB receiving the expected allocation from NHSE for the 
Additional Roles Reimbursement Scheme (ARRS) costs, we are reporting a 
balanced position. The ARRS relates to primary care additional roles employed by 
Primary Care Networks that are funded centrally and reimbursed in arrears. 
 

6. Integrated Care Strategy update 
 
The Board were presented with the Integrated Care Strategy, which sets out the 
assessed needs of the population and the priority strategic goals, focusing on the 
four core purposes of ICSs. 
 
A set of high level strategic system goals have been developed that support the 
vision of the ICS - equal chances for everyone in Devon to lead long, happy and 
healthy lives - and that align to the four aims of an ICS. 
  
The Integrated Care Strategy will need all partners within the One Devon Partnership 
to work together to ensure that we deliver our ambitious goals for Devon.  
  
Work is underway to set out the Devon Integrated Care Board’s NHS response to 
the Strategy in the 5 Year Joint Forward Plan (JFP). The NHS Devon JFP will set out 
how the health elements of the Strategy will be met between 2023 and 2028. 
 
ENDS 
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Public 

Report to Trust Board of Directors  

Report title: Integrated Performance Report (IPR):  
Month 9 2022/23 (December 2022 data) 

Meeting date: 
25 January 2023 

Report appendix M9 2022/23 IPR focus report  
M9 2022/23 IPR Dashboard of key metrics 

Report sponsor Deputy CEO and Chief Finance Officer  
Report author Head of Performance  
Report provenance ISU and System governance meetings – review of key performance 

risks and dashboard 
Executive Director: 18 January 2023 
Finance, Performance, and Digital Committee: 23 January 2023 

Purpose of the report 
and key issues for 
consideration/decision 

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 Trust Board to: 

• Review evidence of overall delivery, against national and local 
standard and targets 

• Interrogate areas of risk and plans for mitigation 
• provide assurance to the Board that the Trust is on track to 

deliver the standards required by the regulator. 
 
Areas of exception that the Board will want to focus on are highlighted 
below and detailed in the attached Focus Report. 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☒ 

To approve 
☐ 

Recommendation The Board is asked to review the documents and evidence presented.  

Summary of key elements 
Strategic objectives 
supported by this 
report 

 
Safe, quality care and best 
experience 

X Valuing our 
workforce 

X 

Improved wellbeing through 
partnership 

 Well-led X 
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance Framework X Risk score 20 
Risk Register X Risk score 25 

 
BAF Objective 5 – Operations and Performance Standards 
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External standards 
affected by this report 
and associated risks  

 
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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Report title: Integrated Performance Report (IPR):  
Month 9 2022/23 (December 2022 data) 

Meeting date: 
25 January 2023 

Report sponsor Deputy Chief Executive & Chief Finance Officer 
Report author Head of Performance 
 
Introduction 
 
The Integrated Performance report pulls together the key metrics and performance 
exceptions across Quality, Workforce, Performance, and Finance.   
 
The report highlights area of risk that have been escalated through the Integrated 
Service Units and Trust Board sub-committee structures. 
 
The purpose of the report is to inform the FPDC and Trust Board of areas to note and 
provide more granular details against key areas of interest and potential concern. 
Operational narrative against key performance metrics are contained in the Chief 
Operating Officer’s report. 
 
Discussion 
 
Quality headlines 
 
Incidents:  There were two severe incidents reported in December. Both incidents were 
patient falls resulting in a fracture neck of femur, one in the Community and one patient 
was in the Emergency Department cohort area. Both incidents are being investigated as 
per national guidance.  
 
Stroke: Timely access to dedicated stroke unit improves clinical outcomes for patients 
and offers improved quality of life outcomes. In December only 3% of patients were 
admitted to the stroke ward within 4 hours of arrival at hospital which is below the target 
of 90%.  A comprehensive action plan is in place to improve upon this position including 
recruiting to a Stroke coordinator post and the ring fencing of 2 emergency beds to be 
designated and ringfenced for patients being admitted with a suspected stroke. The 
stroke ward was closed from 12th December due to an infection outbreak and therefore 
patients were not admitted to the stroke ward. However, 92% of patients had a scan 
performed within 24 hours and 53% of patients saw a consultant within 24 hours. 
 
In December only 28 % of stroke patients admitted to the stroke unit spent 90% or more 
of their time on the dedicated stroke ward.  The quality standard is for 80% of patients to 
have spent 90% of their time on a stroke ward. A deep dive into these metrics are being 
presented to the Quality Assurance Group.  
 
VTE assessment:  VTE assessment compliance demonstrated an increase compliance 
to 99.6% in December 2022. 
 
The VTE Steering Group continues to meet with a comprehensive improvement plan in 
place to address areas of non-compliance and ensure targeted initiatives are 
implemented to deliver consistent achievements of the target. 
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Infection, Prevention, and Control: Bed closures have increased significantly during the 
month of December to 786 due to the increase in COVID-19/Flu A and norovirus. This 
was seen nationally with an increase in patients admitted with symptoms.  
 
Maternity:  There was one stillbirth in December. The issues around SystmOne data 
capture are being resolved and support and training continue for midwives to ensure 1:1 
care in labour is captured as a mandatory field. Smoking at delivery rates have 
significantly improved during the last quarter with the introduction of a new smoking 
cessation pathway and work continues to provide support to women through CO 
monitoring and screening interventions.   
 
Staffing:  The Registered nurse fill rate for days during December is reported as 91.6% 
which is a decrease from November fill rate of 99.4%.  
The fill rate for health care support Workers remains about 98% for days and 108% for 
nights. Two days of industrial action have taken place during November and December 
and whilst this has impacted on fill rates, actions and mitigations were put in place to 
ensure safe staffing levels were maintained through the periods of industrial action.  
 
Strengthening lens on Quality Priorities 
Work has started within the ISU’s to review the above Quality metrics in line with our 
Quality Strategy and further metrics will be reported to the Board against the Quality 
Improvement Priorities as they are collated and analysed.  The design for the Quality 
Boards have been shared with our clinical teams will be available in each area which 
will outline progress and improvements on our quality goals. These include Sepsis, 
Deteriorating Patient, discharges, falls and nutrition and hydration. 
 
Workforce headlines 
 
The preliminary annual rolling sickness absence rate is 5.56% to the end of December 
2022; the sickness target rate is 4%.  Sickness has now decreased slightly in December 
(from 5.80% in November) with the monthly figure standing at 5.42%.   
 
December’s Achievement Review rate decreased slightly to 76.70% from 77.96% in 
November.  Continued high absenteeism and system pressures are impacting the ability 
to perform Achievement Reviews.  Our People Business Partners are working with ISUs 
to plan improvement trajectories and deliver training for managers on Effective 
Feedback and Achievement Reviews. 
 
While the Trust’s turnover rate of 13.48% for the year ending December 2022 remains 
within the normal tolerances of 10-14%, the SPC chart clearly reflects an upward trend 
since July 2021.  This in part reflects the significant increase in the number of our 
colleagues retiring and returning, which accounts for 1.7% of the overall turnover 
rate.  There are significant increases in voluntary resignation relating to a better reward 
package, promotion, work life balance, health and working relationships.  Devon ICS is 
running a one-year project to support and improve the retention of key staff.  The staff 
groups shown as having the highest turnover are early stage career support to nursing 
(SN) staff aged 20 to 29 and later stage career RNs aged 50+.   
 
The primary research and analysis showed that the key retention drivers for these 
groups are; feeling valued and recognised; having professional development 
opportunities; having supportive line management and work life balance. The staff 
survey for our Trust shows that these are important to staff across the organisation.  
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The December overall rate mandatory training figure decreased slightly to 89.70% 
against a target of 85%.  Information Governance, Manual Handling and 
Safeguarding Children are all below the target compliance level for Corporate 
Mandatory training – additional information has been added to the Focus Report to 
highlight the multi-level training compliance. 
 
The Trust Agency reported figure for December was £1.014m, a decrease from the 
November figure of £1.166m.  This reduction has been seen due to the increase in 
Nursing and Midwifery establishment fill rate increasing from 92% to 94% 
 
Vacancy data based on Finance Reporting from Unit 4 Agresso. Allied Health 
Professional vacancies have increased from 49 WTE in November to 53 WTE in 
December. Admin and clerical vacancies have decreased to 81 WTE. Vacancies are 
higher in this area due to delays in implementing plans. Finance and workforce are 
working with nursing workforce to validate the vacancies and have established a project 
group to look at how this should be reported. Of the total vacancies, 50 WTE relate to 
Children and Family Health Devon and their revised model. It is important to note that 
vacancies are being covered by agency and bank and are excluded from this report. 
 
Performance Headlines 
 
This month’s Integrated Performance Report includes the dashboard of key metrics and 
the supporting Focus Report.  Key performance headlines are presented by the System 
Care Group directors for Planned Care, Urgent Care, and Families Community and 
Home as part of weekly review by the Chief Operating Officer.  
 
The Trust remains in the Tier 1 performance regime from NHS England against access 
targets for cancer and Referral to Treatment (RTT) long waits. The weekly executive 
meetings with South West region performance leads continues to review progress and 
gain assurance on agreed action plans. There continues to be a steady reduction in the 
longest wait cohorts with additional capacity now confirmed in Q4 to see a trajectory to 
achieve 195 patients greater than 78 weeks by 31st March. The number of patients over 
104 weeks at the end of December is 29. 

 
Against cancer backlogs details are covered in the COO report. It is noted that there 
remain workforce challenges to provide the capacity needed to further reduce the 
number of long waits on the 62-day target, the areas of greatest challenge being lower 
GI and urology pathways.  
 
The Trust continues to report significant delays across urgent and emergency care. This 
is seen in the dashboard metrics for delays in ambulance handovers and Emergency 
Department waiting times.  Operational focus remains on improving the discharges 
earlier in the day before noon, increasing the number of discharges over a weekend, 
reducing length of stay, and number of patients in hospital who are medically fit and 
classed as having ‘no criteria to reside’. It is noted that in December the Trust had to 
respond to the challenges of Nurse and Ambulance strike actions. 
 
The new Ambulatory Medical Unit (AMU) opened on 14th December. This capacity has 
helped manage the pressures over this period however significant delays have 
continued to be reported in both the Emergency Department and from Ambulance 
handovers.  
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The NHS England Improvement Support Team visit on 17 and 18th January to focus on 
RTT and cancer performance and recovery plans 
 
The Adult Social Care Performance and Transformation Committee meets monthly with 
Council and Trust representatives. This committee covers all aspects of performance, 
service delivery, and financial risks; the Committee reports into the Torquay Integrated 
Governance Group. 
 
Finance Headlines  
 
At Month 9 (December) the planned deficit for the year to date is £1.66m, the actual 
position shows an adverse variance to plan £10.00m, giving rise to a total reported 
deficit of £11.66m.  
 
Following a thorough review of reserves items and deferred income, £10.82m of non-
recurrent mitigations have been reflected in this year to date position.  
 
This gives rise to an underlying deficit for the year to date of c£22.50m. Key drivers 
include under delivery of CIP, Emergency Department and Acute Medial Unit pressures 
and higher premises costs such as utilities.  Trends within the Independent Sector (adult 
social care & continuing healthcare) continue to cause significant concern and a 
forensic review programme has been commissioned.   
 
Total reported in month income for M09 is £1.73m favourable to plan. Key drivers are: 
 
Miscellaneous contract income & external funding                   £0.88m                                                   
Pay award (1.7% add tariff inflation)                                         £0.67m 
ASC Income Release                                                                £0.30m 
Fair cost of care & delayed discharge                                       £0.30m 
Winter funding                                                                           £0.25m 
 
Offset by:  
Covid Labs testing        (£0.29m) 
Torbay Pharmaceuticals sales                                                  (£0.37m)  
 
Operating expenditure and financing costs in M09 are £3.52m adverse to plan. Key 
drivers are as follows:  
 
Substantive pay  
(incl. pay award, partially offset by income)                             (£1.45m) 
Agency spend                 (£0.40m)  
Bank spend                                                                              (£0.56m) 
ASC/Placed People non-pay                                                    (£1.19m) 
Drugs (including pass through)                                                (£0.25m) 
Clinical supplies & services                                                      (£0.55m) 
Premises and transport costs                                                   (£0.35m) 
 
Offset by    
Non-recurrent provision review                                                   £0.63m 
Financing & other                                                                        £0.38m   
Estates Purchased Contracts £0.27m 
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The cash position at the end of November is £10.79m. Access to PDC support remains 
critical to the Trust’s 2022/23 cashflow. In line with the revised capital forecast, the Trust 
during November 2022 drew down £5.90m of emergency capital PDC. Cashflow has 
also benefitted from the agreement of the ICB to pay block income at the beginning 
(rather than the middle) of the month. 
 
Spend on capital schemes (CDEL) £18.89m which is behind (£3.28m) the plan value of 
£22.17m at the end of November. 
 
The year to date plan for efficiencies was £20.70m at M09, of which £14.83m has been 
formally transacted via the financial ledger and delivered. The current trajectory 
indicates a possible CIP shortfall of up to £10.36m for the year, against the £28.5m 
requirement. The in-year additional mitigation required in the last quarter is a minimum 
of £4.3m. The delivery director has been appointed and will start in January, the team is 
also in the process of finalising and quantifying the recurrent CIP delivery position for 
23/24. The forecast CIP delivery for 22/23 includes £8.2m (46% of the total) which is 
non-recurrent (arising largely from vacancies).  This high proportion delivered non-
recurrently puts additional pressure on the financial modelling for 23/24. 
 
Looking ahead: 
 

• Following the national forecasting protocol, the Trust’s officially 
reported forecast position at M09 is £18.6m.  

• In order to achieve the £18.6m forecast deficit target, all uncommitted 
spend in the last quarter will need to be reviewed, and further 
mitigations amounting to £4.3m need to be delivered. 

• Other significant risks to achieving the financial plan include increasing 
inflation beyond the excess inflation funding already received and 
excessive growth in the independent sector. 

• Through CIP Delivery Group and CIP Governance Working Group, the 
Trust continues to drive delivery of CIP considering the division 
financial recovery plans for in year delivery and future years. M09 has 
seen an in-year improvement in CIP delivery c£0.80m since M08. 

• Jointly working with the ICS, the Trust has started the 2023/24 
operational planning process in November and a planning group has 
been set up which involves finance, workforce, performance and 
operational colleagues. The current focus is on establishing a credible 
recurrent baseline for 2023/24. It is expected the national guidance will 
be issued fully in mid- January for a final system submission in early 
February 2023. 
 

Conclusion 
 
The report gives the Trust Board detail of current performance and the opportunity to 
seek clarification from Executive colleagues accountable for the delivery in these areas. 
 
Recommendations 
 
The Board are asked to note the contents of the report and to seek clarification against 
any areas where further assurance is required. 
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Working with you, for you

Integrated Performance 

Focus Report (IPR)

January 2023: Reporting period December 2022 (Month 9)

Section 1: Performance

Quality and safety

Workforce

Community and Social Care 

NHSI operational performance with local performance metric exceptions

Children and Family Health Devon

Section 2: Finance

Finance

Section 3: Appendices

Statistical Process Control charts – pilot 
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CQC update 2021 and 2020 Action plans 

Incidents:  
There were 2 severe incidents reported in December. Both incidents were patient falls resulting in a fracture neck of femur, one in the Community 
and one patient was in the ED cohorting area. 

Stroke: 
Timely access to dedicated stroke unit improves clinical outcomes for patients and offers improved quality of life outcomes. In December only 3% of 
patients were admitted to the stroke ward within 4 hours of arrival at hospital which is below the target of 90%.  A comprehensive action plan is in 
place to improve upon this position including recruiting to a Stroke coordinator post and the ring fencing of 2 emergency beds to be designated and 
ringfenced for patients being admitted with a suspected stroke. The stroke ward was closed from 12th December due to an infection outbreak and 
therefore patients were not admitted to the stroke ward. In December only 28 % of stroke patients admitted to the stroke unit spent 90% or more of 
their time on the dedicated stroke ward.  The quality standard is for 80% of patients to have spent 90% of their time on a stroke ward. A deep dive 
into these metrics are being presented to the Quality Assurance Group. 

VTE assessment:
VTE assessment compliance demonstrated an increase compliance to 99.6% in December 2022 .
The VTE Steering Group continues to meet with a comprehensive improvement plan in place to address areas of non-compliance and ensure targeted 
initiatives are implemented to deliver consistent achievements of the target.

Infection, Prevention, and Control: 
Bed closures have increased significantly during the month of December to 786 due to the increase in COVID-19/Flu A and norovirus. This was seen 
nationally with an increase in patients admitted with symptoms. 

Maternity:
There was one stillbirth in December. The issues around SystmOne data capture are being resolved and support and training continue for midwives to 
ensure 1:1 care in labour is captured as a mandatory field. Smoking at delivery rates have significantly improved during the last quarter with the 
introduction of a new smoking cessation pathway and work continues to provide support to women through CO monitoring and screening 
interventions.

Staffing:  
The Registered nurse fill rate for days during December is reported as 91.6% which is a decrease from November fill rate of 99.4%. 
The fill rate for Health care support Workers remains about 98% for days and 108% for nights. Two days of industrial action have taken place during 
November and December and whilst this has impacted on fill rates, actions and mitigations were put in place to ensure safe staffing levels were 
maintained through the periods of industrial action. 

Strengthening lens on Quality Priorities
Work has started within the ISU’s to review the above Quality metrics in line with our Quality Strategy and further metrics will be reported to the 
Board against the Quality Improvement Priorities as they are collated and analysed.  The design for the Quality Boards have been shared with our 
clinical teams will be available in each area which will outline progress and improvements on our quality goals. These include Sepsis, Deteriorating 
Patient, discharges, falls and nutrition and hydration.
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Quality and Safety Summary

Quality Priorities

2020 CQC inspection – October 2022 update 
The Quality Improvement action plan arising from the 2020 CQC inspection is nearing completion and all closed actions continue to have  oversight 
through the ISU’s.  The Compliance Assurance Group (CQCCAG) have controls in place to ensure the actions are monitored and any decline in 
performance is appropriately escalated. The Fantastic Fundamental seminars continued through November and December and have been well received 
by clinical staff.  The seminars follow the 12 key Fundamental Standards of Care and they are reviewed as part of the weekly Patient Safety walk rounds. 
These visits to key areas continue across the acute site to identify areas for improvement and to share good practice. A plan to visit Community hospitals 
is being prepared for early 2023.  A top 6 steps is shared with all staff after the visits to share good practice and identify areas for improvement . This is a 
good opportunity for senior clinical staff to identity and resolve any patient safety issues. It has also created mutual trust and a safe space for staff to 
raise any safety concerns.  
The Trust has one remaining  Must Do action in regard to the Surgical ISU staff appraisal achievement rate.  The Trust position in December is 79%, the 
highest since Dec 21.  This remains a key focus of the ISU and work with specific groups continues to ensure the 85% target is attained 

2021 CQC Focused Inspection – October update 
The daily 5 patient Risk Assessment audits continue to be being recorded electronically and the results viewed in real time. The audit covers 43 
questions across a number of assessments and daily, weekly, and monthly compliance reports are generated. Continued assurance on the Nutrition 
and Hydration process has also been sought via Internal audit and this has confirmed comparable results concerning completion rates but highlighted 
a concern re completion within the 6-hour target.  MUST risk assessment was the most consistently completed within the 6 hour time standard, with a 
compliance rate of 54%.  The Internal Audit management action plan is currently being compiled to improve this  compliance rate and provide 
assurance with the reporting functions.

Dec  2022 
✓ Trustwide assessments completed within 24 hrs remans at 91% - whilst 

improving the target is 100%
✓ Forrest Ward recorded 90% compliance 
✓ EAU4 recorded 92% compliance. Nov was 85% and the below actions 

were put in place
For EAU4 a plan was put in place due to increased compliance including:
❖ Matron and Ward Manager fortnightly peer review, via standardised 

questionnaire 
❖ Observations of Care taking place co-jointly with the peer reviews
❖ the use and involvement of the ward Practice Educator to support 

education, practice and timely completion
❖ Pathway to Excellence support 
❖ RAG rated real time action plan 
❖ Continued reporting at the Nutrition and Hydration Steering Group 
❖ Continued review at ISU and QIG governance meetings 

92%

90%
91%

84%

88%

92%

96%

100%

EAU4 Forrest Trustwide

Was the MUST Risk Assessment completed 
within 24 hrs of admission to the first ward 1st 

Dec - 31st Dec 22 
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Reported Incidents – Severe (<6)

Reported Incidents – Death (<1)

Medication errors resulting in moderate harm (<1)

Medication errors - Total reported incidents (No target set)

Avoidable New Pressure Ulcers - Category 3 + 4 (1 month in arrears) (9 per year)

Never Events (<1)

Strategic Executive Information System (STEIS) (<1)

QUEST (Quality Effectiveness Safety Trigger Tool – red rated areas (<1)

Formal complaints - Number received (<60)

VTE - Risk Assessment on Admission (>95%) (Acute)

Hospital standardised mortality rate (HSMR) (<100)

Safer Staffing - ICO – Daytime (90% - 110%)

Safer Staffing - ICO – Night time (90% - 110%)

Infection Control - Bed Closures - (Acute)(<100)

Hand Hygiene (>95%)

Fracture Neck Of Femur - Time to Theatre <36 hours  (>90%)

Stroke patients spending 90% of time on a stroke ward (>80%)

Mixed sex accommodation breaches (0)

Follow ups 6 weeks past to be seen date (6400)

Quality and Safety Indicators

Key

= Performance improved from previous month       = Performance deteriorated from previous month           = No change

Not achieved Under-achieved Achieved No target set Data not available
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Quality and Safety- Incident reporting and complaints

The Trust received 9 formal complaints in December 2022. 

Of these:
• 5 related to treatment
• 3 related to assessment
• 1 related to diagnosis

No specific themes identified.

In December there were no incidents with the severity of 
death and 2 reported with the severity of severe. 

• Fall in Community which resulted in a fractured neck of 
femur

• Fall in the ED resulting in fracture neck of femur
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Quality and Safety-Infection Control

In December bed closures saw a significant 
Increase from 156 in November to 786 in 
December. 

The reason for the closures has mainly been due 
to;
• Patients testing positive for COVID-19/Flu A 

on admission  
• Out breaks of norovirus during admission

Management of these have followed IPC 
guidelines and Public Health England guidance. 

There was 1 Community reported case of 
C.Diff  in December.

Despite a number of ward closures during the 
month due to norovirus no cases of CDIFF in 
the acute site was reported. 
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Quality and Safety- Exception Reporting

Follow ups:  
• The number of patients waiting for a follow up appointment greater that 

six weeks past their 'to be seen by date’ has increased in December. 
• Outpatient Transformation Programme is supporting the adoption of best 

practice to reduce the demand for follow ups (Target of 25%) including 
Patient Initiated Follow Up. It is expected that backlogs will continue to 
reduce as capacity is fully restored and these improvements take effect. 

• Where long delays continue teams will continue to review and expedite 
any patients identified as higher risk.

Stroke: 
The percentage of patients who spend 90% of their time on a stroke ward 
has not met the target of 80% and saw a significant decrease to 28% from 
November’s improved position of 75.9%.
Only 3% of stroke patients were admitted to the stroke ward within 4 
hours in December which again is a significant deterioration on 
November’s position. This deterioration is mainly due to the closure of 
the stroke ward from 12th December following an infection outbreak. 
A number of other quality SNAP stroke targets are, however, being met 
across the organisation including;

• 92.9% of patients received a scan within 12 hours
• 50% of patients received a scan within one hour
• 81.5% of patients received a mood screen
• 96.2% of patients received a nutrition screen.

VTE assessment
• VTE assessment compliance demonstrated improved compliance from 

94.7% in October to 99.6% compliance in December.
• 90.8% of VTE assessments were completed within 24 hours, an increase 

of 5.1% from November 2022.
• The areas of non-compliance with regards risk assessments are:

• Ella Rowcroft
• George Earle

The VTE steering group continue to meet monthly to monitor and support 
areas of non-compliance.
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Quality and Safety- Perinatal Clinical Quality Surveillance December 2022

Following the publication of the Ockenden Report (Dec 2020), National  guidance sets out the requirement to strengthen and optimise 
board oversight for maternity and neonatal safety. Review of Maternity and Neonatal safety and quality is required monthly by the Trust 
board

• One data metric captured for the maternity dashboard  is the compliance of 1-1 care in labour. In August & September data demonstrated a  
possible slight decrease in the compliance. (Target is 100%). The mechanism of data capture has changed and is now captured directly from 
SystmOne. This field on SystmOne is not always completed by the midwives so this is likely to explain the results rather than this standard 
not being achieved. The digital midwife has retrospectively  reviewed the records and can confirm that 1.1 care in labour was provided 100% 
of the time – work and support continues to strengthen the data capture of this metric by midwives. 

• Smoking at time of delivery rates has halved from 13.6 % this time last year to 6.5% for this quarter. This is reflective of the new smoking 
cessation pathway that has been embedded as well as the associated CO monitoring intervention 

• There was  one  stillbirth in December 2022.

3

1 1 1 1 11
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Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

Stillbirth, Neonatal Death and Late Fetal Loss

Stillbirth Neonatal Death Late Fetal Loss (22+2)

Jan Feb March April May June July Aug Sept Oct Nov Dec

Runnin

g Total

% of women booked for continuity 
of carer 61.9% 58.9% 50.7% 66.7% 33.5%* 50.2%* 50.9% 54.9% 52.2% 47.9% 55.5%

Number of Stillbirths 3 0 0 1 0 1 1 0 1 0 0 1 8

% Robson Group 1 15.4% 10.0% 8.7% 22.2% 22.9% 24.1% 40.9% 37.5% 12.0% 22.9% 12.0% 20.8%

% Robson Group 2 57.1% 58.3% 30.3% 55.3% 40.0% 45.5% 26.1% 48.3% 38.2% 36.4% 36.4% 42.9%

% Robson Group 5 81.0% 79.2% 90.0% 72.2% * * * 90.9% 57.1% 90.5% 90.9% 81.5%
* data not 
accurate

% Breastfeeding at Delivery 80.5% 78.9% 75.2% 78.0% * * * 70.8% 63.9% 64.7% 63.0% 71.9%
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Workforce Status

Performance exceptions and actions

Staff sickness/absence: RED for 12 mths and RED for current mth
The preliminary annual rolling sickness absence rate is 5.56% to the end of December 2022. The sickness target rate is 4%. Sickness has now decreased 
slightly in December (from 5.80% in November) with the monthly figure standing at 5.42%.  

Appraisal rate: Red
December’s Achievement Review rate decreased slightly to 76.70% from 77.96%  in November.
Continued high absenteeism and system pressures are impacting the ability to perform Achievement Reviews.  Our People Business Partners are working 
with ISUs to plan improvement trajectories and deliver training for managers on Effective Feedback and Achievement Reviews.

Turnover (excluding Junior Doctors): GREEN 
While the Trust’s turnover rate of 13.48% for the year ending December 2022 remains within the normal tolerances of 10-14%, the SPC chart clearly reflects 
an upward trend since July 2021.  This in part reflects the significant increase in the number of our colleagues retiring and returning, which accounts for 1.7% 
of the overall turnover rate.  There are significant increases in voluntary resignation relating to a better reward package, promotion, work life balance, health 
and working relationships.  Devon ICS is running a one year project to support and improve the retention of key staff.  The staff groups shown as having the 
highest turnover are early stage career support to nursing (SN) staff aged 20 to 29 and later stage career Registered Nurses aged 50+. 
The primary research and analysis showed that the key retention drivers for these groups are; feeling valued and recognised; having professional 
development opportunities; having supportive line management and work life balance. The staff survey for our Trust shows that these are important to staff 
across the organisation.

Mandatory Training rate: GREEN
The December overall rate mandatory training figure decreased slightly to 89.70% against a target of 85%.  Information Governance, Manual Handling and 
Safeguarding Children are all below the target compliance level for Corporate Mandatory training – additional information has been added to highlight the 
multi-level training compliance.

Agency Expenditure:  The Trust Agency reported figure for December was £1.014m, a decrease from the November figure of £1.166m.  This reduction has 
been seen due to the increase in Nursing and Midwifery establishment fill rate increasing from 92% to 94%

Vacancy Rate: Vacancies: Vacancy data based on Finance Reporting from Unit 4 Agresso. Allied Health Professional vacancies have increased from 49 WTE in 
Nov to 53 Whole Time Equivalent (WTE) in December.  Admin and clerical vacancies has decreased to 81 WTE. Vacancies are higher in this area due to delays 
in implementing plans. Finance and Workforce are working with Nursing Workforce to validate the vacancies and have established a project group to look at 
how this should be reported. Of the total vacancies, 50 WTE relate to Children and Family Health Devon and their revised model. It is important to note that 
vacancies are being covered by agency and bank and are excluded from this report.
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Workforce Summary

Update of Progress Against Our People Promise

A review of the first phase of our people promise and plan, alongside data from our national staff survey and pulse surveys, have informed the 
development of two clear priorities where we consider we will have the most impact in the next phase.  The delivery of Our People Promise is also a key 
enabling plan in the delivery of our Trust Strategy and our Strategic Improvement Plan.  
The delivery of our people promise will be focussed on these two priority areas in order to deliver on our strategic priority :

“To build a culture at work where our people feel safe, healthy and supported”.  

1. Consistent, compassionate and inclusive leadership that  is motivating and empowering
2. Making people’s lives easier and freeing up time to work in a safe and calm way on agreed priorities

The full programme of work includes 6 key deliverables:
• Co-Create leadership framework & descriptors
• Inclusive leadership development and recruitment framework
• Equipping managers with essential skills and confidence
• Organisational reshape (span of control and engagement outcomes)
• Workforce transformation programme to deliver clear enabling  data & people processes
• Development of strategic workforce plans and process, driving career pathways, learning and development

Full project plans are under development for all 6 areas.  However, work is underway in each of these areas, including the Workforce transformation 
and focussed Retention work.  This includes early feedback that there was more to do to increase opportunities for flexible working, which we know is a 
key retention factor. We have started working with teams on flexible working pilots and to collect case studies that demonstrate the positive impact of 
flexible working, as well as providing some practical solutions on how the challenges have been addressed.
Engagement has begun to socialise these priorities, including a survey on effective leadership within our organisation. 

An update of the development and delivery of the next phase of Our People Promise was presented at both the People and Education Governance 
Group and People Committee in December 2022.
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Workforce – KPI’s

Indicator Target Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Performance

Month Sickness % 4% 6.03% 6.10% 7.44% 6.36% 4.66% 4.71% 4.86% 4.71% 4.73% 4.96% 5.80% 5.42%

12 Mth Rolling Sickness % 4% 4.85% 5.03% 5.34% 5.57% 5.60% 5.62% 5.63% 5.72% 5.74% 5.71% 5.69% 5.56%

Achievement Rate % 90% 76.13% 75.22% 71.87% 71.27% 73.90% 75.24% 77.02% 78.03% 75.77% 76.61% 77.96% 76.70%

Labour Turnover Rate 10-14% 12.60% 12.86% 13.43% 13.15% 13.56% 13.67% 13.79% 13.82% 13.88% 13.66% 13.74% 13.48%

Overall Training % 85% 88.62% 89.22% 89.50% 89.55% 89.83% 90.10% 89.73% 89.15% 88.70% 88.65% 89.10% 89.70%

FTE Vacancy N/A 373 392 356 352 340 292 252 141 183 11 -3 -14

Vacancy Factor <10% 5.95% 6.23% 5.67% 5.62% 5.43% 4.69% 4.04% 2.26% 2.93% 0.18% -0.05% -0.22%

Monthly Agency Spend £698K £1,025 £658 £1,468 £1,148 £1,335 £1,174 £1,023 £1,179 £1,173 £962 £1,166 £1,014

Nuring Staff Average % Day 

Fill Rate- Nurses
87% 88% 88% 89% 96% 96% 94% 94% 96% 99% 99% 92%

Nuring Staff Average % 

Night Fill Rate- Nurses
78% 79% 79% 80% 87% 88% 86% 86% 86% 89% 86% 87%

Safer Staffing- Overall 

CHPPD
7.64 7.61 7.56 7.59 7.6 7.55 7.48 7.59 7.53 7.72 7.75 7.54
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Statistical Process Control (SPC) 
SPC is a method of quality control which employs statistical methods to measure, monitor, and control a process. It is a scientific visual method to monitor, 

control, and improve the process by eliminating special cause variation in a process.

Comments: Sickness has decreased slightly to 5.42% from 5.80% / AR has decreased slightly in Dec the trend is still below the mean / LTR shows two trends 
with the most recent the increase in turnover this decreased slightly in Dec and does include retire and return /  overall Training compliance continues to 
improve despite a slight decrease in Dec.

To help you interpret the data a number of rules can be applied. 

Any single point  outside the process limits

A run of 7 points above or below the mean (a  shift), or a run of 7 points all consecutively ascending or descending (a trend).

Any unusual pattern or trend within the process limits.

The number of points within the middle third of the region between the process limits is different from two thirds of the total number of points.
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13

Workforce – KPI’s Education

Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

Infection Control L1* 90.58% 90.77% 91.28% 91.69% 91.45% 92.03% 92.14% 91.86% 91.52% 92.37% 92.45% 92.79%

infection Control L2* 81.64% 82.40% 82.41% 82.60% 82.11% 81.85% 81.53% 81.00% 80.02% 79.82% 82.24% 83.04%

Moving & Handling L1* 89.52% 89.69% 90.22% 90.80% 90.24% 89.75% 88.50% 87.29% 86.21% 86.28% 86.63% 87.47%

Moving & Handling L2* 68.73% 69.31% 69.50% 68.73% 68.47% 69.95% 69.80% 69.66% 68.25% 68.77% 68.19% 68.03%

Safeguarding Adults L1 94.36% 94.47% 94.71% 94.77% 95.14% 95.59% 95.48% 94.80% 94.36% 93.86% 94.41% 95.28%

Safeguarding Adults L2 87.67% 88.04% 88.56% 88.35% 87.86% 89.28% 88.71% 88.39% 88.22% 87.74% 88.39% 89.37%

Safeguarding Adults L3 58.21% 58.47% 57.58% 58.10% 61.56% 61.59% 62.03% 62.73% 56.02% 55.69% 47.58% 49.58%

Safeguarding Adults L4 62.22% 62.22% 65.12% 65.85% 64.29% 76.19% 72.09% 71.11% 66.67% 65.85% 59.52% 59.09%

Safeguarding Adults L5 80.00% 80.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Safeguarding Adults L6 77.78% 77.78% 87.50% 87.50% 87.50% 87.50% 87.50% 100.00% 100.00% 83.33% 83.33% 71.43%

Mental Capacity Act L1 84.44% 85.35% 86.51% 87.58% 88.27% 89.28% 89.78% 89.51% 89.76% 91.12% 91.13% 91.21%

Mental Capacity Act L2 79.53% 80.52% 81.74% 81.88% 83.72% 84.87% 84.72% 84.19% 84.11% 84.00% 85.38% 85.31%

Mental Capacity Act L3 56.81% 58.42% 59.98% 61.15% 62.62% 64.32% 64.76% 65.70% 66.13% 66.46% 66.78% 68.35%

Mental Capacity Act L4 0.00% 0.00% 100.00% 100.00% 100.00% 100.00% 100.00% 80.00% 57.14% 66.67% 100.00% 100.00%

Mental Capacity Act L5 33.33% 33.33% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Mental Capacity Act L6 85.71% 83.33% 83.33% 83.33% 71.43% 71.43% 83.33% 83.33% 83.33% 80.00% 80.00% 80.00%

Safeguarding Children L1 89.09% 89.38% 89.90% 90.21% 90.64% 91.24% 91.30% 90.36% 90.36% 89.98% 89.96% 90.69%

Safeguarding Children L2 80.58% 81.04% 81.38% 81.63% 82.44% 82.82% 82.48% 81.99% 82.04% 82.15% 82.62% 82.92%

Safeguarding Children L3 69.08% 69.12% 73.21% 72.86% 73.31% 72.57% 72.38% 71.60% 69.30% 66.62% 64.40% 65.26%

ABLS L1 98.18% 98.02% 98.17% 98.12% 98.41% 98.51% 98.46% 97.84% 97.59% 97.75% 97.93% 98.14%

ABLS L2 71.57% 70.17% 68.09% 68.80% 68.73% 68.22% 69.82% 70.10% 68.61% 69.03% 69.73% 69.67%

AILS L3 65.49% 61.22% 57.68% 54.58% 57.42% 61.25% 61.86% 56.08% 53.31% 57.72% 59.63% 59.57%

AALS L4 60.36% 60.00% 63.25% 60.49% 65.13% 65.33% 68.49% 44.00% 62.03% 78.21% 75.48% 72.26%

PBLS L2 65.08% 64.38% 63.54% 62.77% 64.56% 65.96% 66.64% 66.40% 64.18% 63.88% 64.28% 64.60%

PILS L3 44.30% 47.20% 43.90% 42.74% 38.52% 35.52% 36.93% 38.55% 39.20% 40.00% 43.56% 47.30%

PALS L4 35.37% 49.23% 50.79% 50.00% 47.54% 49.18% 54.10% 53.97% 51.47% 54.41% 53.62% 55.07%

NBLS L2 71.67% 69.78% 65.41% 61.50% 69.66% 68.54% 77.01% 75.28% 68.68% 71.89% 75.68% 69.57%

NBLS L3 61.29% 61.67% 60.66% 60.66% 61.29% 59.68% 51.67% 53.33% 60.00% 59.18%
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Workforce – WTE 

FTE Staff in Post (NHSI staff Groups from ESR month end data)

Nursing and Midwifery Full Time Equivalent (FTE) in-post has increased by 110 FTE since December of last year and Medical and Dental has 
increased by 50 FTE over the same period.

Bank WTE has increased significantly by 22 WTE.  In turn though this has not meant a significant decrease in Agency WTE in December but there 
has been a slight decrease.

Pay Report Summary for the last 12 months

NHSI Staff Group 2021/12 2022/01 2022/02 2022/03 2022/4 2022/5 2022/6 2022/7 2022/8 2022/9 2022/10 2022/11 2022/12
Change 

since Dec 
2021

% Change

Allied Health Professionals 527.30 524.64 522.34 520.82 513.97 517.62 515.85 516.77 519.23 524.88 527.93 527.65 524.49 -2.81 -0.53%

Health Care Scientists 92.40 91.36 92.36 91.76 90.16 89.16 89.16 91.16 91.40 94.40 95.09 94.06 95.46 3.06 3.31%

Medical and Dental 553.85 552.38 551.50 559.04 576.93 571.32 569.67 580.27 595.86 600.97 601.85 604.79 603.95 50.10 9.05%

NHS Infrastructure Support 1134.71 1137.89 1147.56 1149.02 1148.34 1146.50 1146.15 1155.06 1156.47 1163.54 1162.15 1172.13 1181.92 47.21 4.16%

Other Scientific, Therapeutic 
and Technical Staff

342.63 342.09 342.02 346.93 351.10 356.26 347.88 349.63 343.54 349.97 353.73 355.31 350.16 7.53 2.20%

Qualified Ambulance Service 
Staff

10.53 10.53 9.53 10.53 10.45 10.45 10.25 11.25 11.25 11.25 11.25 11.25 12.01 1.48 14.02%

Registered Nursing, Midwifery 
and HV staff

1271.48 1287.67 1293.75 1287.20 1306.43 1305.28 1317.37 1321.15 1340.29 1363.69 1369.45 1382.07 1381.75 110.27 8.67%

Support to clinical staff 1908.06 1899.40 1897.31 1912.84 1907.03 1929.11 1928.86 1952.94 1955.63 1975.21 1991.37 1987.91 1988.68 80.62 4.23%

Grand Total 5840.95 5845.95 5856.38 5878.15 5912.46 5925.70 5925.20 5978.23 6013.67 6083.91 6112.83 6135.17 6138.42 297.47 5.09%

JAN FEB MAR APR MAY JUNE JULY AUGUST SEPTEMBER OCTOBER NOVEMBER DECEMBER

Cost £ £ £ £ £ £ £ £ £ £ £ £

Substantive £22,354,848 £22,715,706 £35,278,455 £23,784,603 £22,891,926 £22,092,285 £22,170,277 £23,160,550 £26,163,492 £24,590,932 £24,237,752 £23,943,061

Bank £1,090,632 £1,217,561 £1,436,187 £1,342,004 £1,362,536 £1,138,479 £1,191,544 £1,367,791 £1,330,659 £1,159,752 £1,185,944 £1,402,809

Agency £1,025,186 £658,009 £1,467,363 £1,146,711 £1,335,644 £1,173,389 £1,023,469 £1,180,278 £1,172,372 £962,338 £1,166,440 £1,014,596

Total Cost £ £24,470,667 £24,591,276 £38,182,005 £26,273,318 £25,590,106 £24,404,153 £24,385,291 £25,708,620 £28,666,523 £26,713,022 £26,590,135 £26,360,467

WTE Worked WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE WTE

Substantive 5,875.21 5,922.11 5,961.13 5,972.99 5,931.47 5,926.80 5,951.18 6,017.89 6,028.80 6,105.92 6,136.51 6,150.80 

Bank 215.37 333.80 348.91 292.62 270.31 304.68 250.66 303.54 309.42 233.21 298.67 320.89 

Agency 147.00 140.10 212.24 162.93 194.59 162.83 173.40 119.42 134.13 145.46 126.06 125.82 

Total Worked WTE 6,237.57 6,396.02 6,522.28 6,428.54 6,396.37 6,394.31 6,375.25 6,440.86 6,472.36 6,484.59 6,561.24 6,597.51 
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Workforce – Vacancies (12 months rolling)

Vacancies: Vacancy data based on Finance Reporting from Unit 4 Agresso. Allied Health Professional vacancies have increased from 49 WTE in November 
to 53 WTE in December. Admin and clerical vacancies has decreased to 81 WTE. Vacancies are higher in this area due to delays in implementing plans. 
Finance and Workforce are working with Nursing Workforce to validate the vacancies and have established a project group to look at how this should be 
reported. Of the total vacancies, 50 WTE relate to Children and Family Health Devon and their revised model. It is important to note that vacancies are 
being covered by agency and bank and are excluded from this report.

Staff Group
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE
Budget

WTE

Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

Medical And Dental 555.12 555.27 555.27 537.50 536.50 536.49 536.49 536.49 536.50 527.48 527.48 527.48

Nursing And Midwifery Registered 1,414.24 1,413.96 1,412.88 1,384.03 1,373.51 1,377.64 1,378.26 1,377.61 1,378.27 1,361.48 1,361.25 1,360.60

Support To Clinical Staff 2,035.32 2,037.44 2,037.57 1,950.33 1,940.50 1,952.40 1,953.27 1,955.49 1,955.74 1,923.20 1,922.98 1,923.20

Add Prof Scientific and Technic 232.12 246.63 246.63 242.72 242.72 235.22 233.62 233.62 233.62 226.38 226.38 226.38

Allied Health Professionals 723.68 723.68 723.68 738.55 742.55 736.98 744.35 744.35 743.96 721.96 721.96 721.96

Healthcare Scientists 104.90 104.90 104.90 105.64 105.64 105.64 105.64 105.64 105.64 101.79 101.79 101.79

Qualified Ambulance Service Staff 6.80 6.80 6.80 6.80 6.80 6.80 6.80 6.80 6.80 6.73 6.73 6.73

Administrative And Estates 1,193.92 1,196.97 1,188.27 1,307.23 1,306.43 1,264.93 1,271.09 1,280.59 1,283.41 1,269.08 1,269.08 1,269.08

Total Staff Budgeted WTE 6,266.10 6,285.64 6,276.00 6,272.80 6,254.65 6,216.10 6,229.52 6,240.59 6,243.94 6,138.10 6,137.65 6,137.22

Staff Group Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE Contracted WTE

Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

Medical And Dental 538.94 542.01 548.01 551.66 545.79 541.28 536.89 634.71 560.27 574.38 560.23 562.43

Nursing And Midwifery Registered 1,288.11 1,298.77 1,296.64 1,305.03 1,311.17 1,311.79 1,323.55 1,334.02 1,356.86 1,371.41 1,382.91 1,387.43

Support To Clinical Staff 1,913.99 1,898.81 1,917.73 1,919.01 1,920.71 1,937.89 1,966.05 1,974.62 1,974.51 1,982.35 1,983.34 1,981.46

Add Prof Scientific and Technic 227.66 227.99 224.92 228.01 225.38 225.05 229.23 228.31 228.92 249.21 249.82 248.42

Allied Health Professionals 672.78 665.14 665.32 654.49 651.07 653.05 653.60 654.95 661.89 670.80 672.27 668.53

Healthcare Scientists 96.36 96.36 96.77 94.77 94.17 92.49 95.16 96.16 99.40 99.10 100.07 101.07

Qualified Ambulance Service Staff 8.61 8.61 7.61 7.61 7.61 7.41 8.41 7.41 7.41 7.41 7.41 7.40

Administrative And Estates 1,146.70 1,156.45 1,163.14 1,159.95 1,158.82 1,155.57 1,164.97 1,169.55 1,171.92 1,172.14 1,184.87 1,187.71

Total Staff Worked WTE 5,893.15 5,894.15 5,920.15 5,920.52 5,914.71 5,924.52 5,977.86 6,099.74 6,061.18 6,126.80 6,140.92 6,144.43

Staff Group
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE
Variance

WTE

Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

Medical And Dental 16.18 13.26 7.26 -14.16 -9.29 -4.79 -0.40 -98.22 -23.77 -46.90 -32.75 -34.95

Nursing And Midwifery Registered 126.13 115.19 116.24 79.00 62.34 65.85 54.71 43.59 21.41 -9.93 -21.66 -26.83

Support To Clinical Staff 121.33 138.62 119.83 31.32 19.79 14.51 -12.78 -19.13 -18.77 -59.15 -60.36 -58.26

Add Prof Scientific and Technic 4.46 18.64 21.71 14.71 17.34 10.17 4.39 5.31 4.70 -22.83 -23.44 -22.04

Allied Health Professionals 50.90 58.54 58.36 84.06 91.48 83.93 90.75 89.40 82.08 51.16 49.69 53.43

Healthcare Scientists 8.54 8.54 8.13 10.87 11.47 13.15 10.48 9.48 6.24 2.69 1.72 0.72

Qualified Ambulance Service Staff -1.81 -1.81 -0.81 -0.81 -0.81 -0.61 -1.61 -0.61 -0.61 -0.68 -0.68 -0.67

Administrative And Estates 47.22 40.52 25.13 147.28 147.61 109.36 106.12 111.04 111.49 96.94 84.21 81.37

Total Staff Worked WTE 372.95 391.50 355.85 352.28 339.94 291.58 251.66 140.85 182.77 11.31 -3.26 -7.21
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Workforce – Agency

The table below shows the agency expenditure by staff group monthly for the Financial Year 2021-22 and the rolling total for the 2022-23 
Financial Year. 

The December figure shows a drop in agency cost compared to November 2022 and significant decrease compared to December 2021.

Torbay and South Devon NHS Foundation Trust 2021-22 Financial Year 2022-23 Financial Year

Total Agency Spend Dec-21 Jan-22 Feb-22 Mar-22
2021-22 

Total
Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22

2022-23 
Total

Registered Nurses 570 432 408 818 6336 546 709 669 443 414 468 443 364 269 4325

Scientific, Therapeutic and Technical 144 147 130 67 1418 93 138 53 113 95 47 102 173 47 861

of which Allied Health Professionals 80 88 86 23 721 52 75 7 69 59 14 58 102 -23 413

of which Other Scientific, Therapeutic and Technical Staff 64 59 44 44 696 41 63 46 44 36 33 44 71 70 448

Support to clinical staff (HCA) 13 35 31 24 124 32 40 27 18 19 14 19 22 39 230

Total Non-Medical - Clinical Staff Agency 727 614 569 909 7878 671 887 749 574 528 529 564 559 355 5416

Medical and Dental Agency 378 265 -63 370 3621 321 202 331 328 455 494 309 559 504 3503

Consultants 245 167 11 250 2554 230 124 204 200 261 291 184 274 335 2103

Trainee Grades 133 98 -74 120 1067 91 326 127 128 194 203 125 134 169 1497

Non Medical - Non-Clinical Staff Agency 143 146 152 189 1748 156 122 94 121 196 150 89 199 156 1283

Total Pay Bill Agency and Contract 1248 1025 658 1468 13248 1148 1335 1174 1023 1179 1173 962 1166 1015 10175
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17

Safer Staffing – Planned versus Actual

Dec-22

Ward

Day Night

Total Patients

Day Night

RN / RM Nursing Associates Care Staff RN / RM Nursing Associates Care Staff

Average fill rate 

- registered 

nurses/midwive

s  (%)

Average fill rate 

- nursing 

associates (%)

Average fill rate 

- care staff (%)

Average fill rate 

- registered 

nurses/midwive

s  (%)

Average fill rate 

- nursing 

associates (%)

Average fill rate 

- care staff (%)
Total 

Monthly 

Planned 

hours

Total 

Monthly 

Actual 

hours

Total 

Monthly 

Planned 

hours

Total 

Monthly 

Actual 

hours

Total 

Monthly 

Planned 

hours

Total 

Monthly 

Actual 

hours

Total 

Monthly 

Planned 

hours

Total 

Monthly 

Actual 

hours

Total 

Monthly 

Planned 

hours

Total 

Monthly 

Actual 

hours

Total Monthly 

Planned hours

Total 

Monthly 

Actual 

hours

Ainslie 1783 1557 0 0 1783 1781 1426 1323 0 0 1070 1068 767 87.4% 0.0% 99.9% 92.7% 0.0% 99.9%

Allerton 2914 2195 0 0 1070 1137 1426 1173 0 0 1070 1054 874 75.3% 0.0% 106.3% 82.3% 0.0% 98.6%

Cheetham Hill 1426 1483 357 0 2139 2402 1070 839 357 0 1426 2013 846 104.0% 0.0% 112.3% 78.4% 0.0% 141.2%

Coronary Care 1426 1337 0 0 0 6 1070 1047 0 0 0 12 378 93.8% 0.0% 0.0% 97.8% 0.0% 0.0%

Cromie 1679 1589 0 0 891 1179 1070 1035 0 0 713 1367 758 94.6% 0.0% 132.2% 96.7% 0.0% 191.7%

Dunlop 1426 1451 0 0 1248 1229 1070 1070 0 0 1070 987 721 101.8% 0.0% 98.5% 100.0% 0.0% 92.3%

Forrest 0 0 0 0 0 0 0 0 0 0 0 0 0 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

EAU4 1783 1576 0 0 1426 1639 1783 1304 0 0 1426 1448 740 88.4% 0.0% 114.9% 73.2% 0.0% 101.5%

Ella Rowcroft 1070 1008 0 0 1426 1252 1024 851 0 0 713 691 458 94.2% 0.0% 87.8% 83.1% 0.0% 96.8%

Warrington 1070 1107 0 0 713 711 713 713 0 0 713 715 505 103.5% 0.0% 99.7% 100.0% 0.0% 100.2%

George Earle 1426 1411 357 0 2139 2192 1070 874 0 0 1426 1494 808 99.0% 0.0% 102.5% 81.7% 0.0% 104.7%

ICU 3209 2632 0 0 357 276 3209 2392 0 0 0 12 178 82.0% 0.0% 77.3% 74.5% 0.0% 0.0%

McCullum 713 897 0 0 1070 946 713 726 0 0 1070 906 519 125.8% 0.0% 88.5% 101.8% 0.0% 84.7%

Louisa Cary 2496 1791 0 0 713 771 2496 1727 0 0 713 748 571 71.7% 0.0% 108.1% 69.2% 0.0% 104.8%

John Macpherson 1070 958 0 0 713 577 713 669 0 0 357 448 364 89.6% 0.0% 81.0% 93.9% 0.0% 125.5%

Midgley 1783 1720 0 0 1783 1440 1426 1438 0 0 1426 1279 787 96.5% 0.0% 80.8% 100.8% 0.0% 89.7%

SCBU 1070 809 0 0 357 367 1070 784 0 0 357 300 236 75.7% 0.0% 102.8% 73.3% 0.0% 84.2%

Simpson 1426 1454 357 0 2116 2187 1070 1001 0 0 1426 2001 826 102.0% 0.0% 103.4% 93.5% 0.0% 140.3%

Turner 1070 1275 0 0 1783 1542 713 794 0 0 1426 1254 517 119.2% 0.0% 86.5% 111.3% 0.0% 87.9%

COVID-19 Ward 1783 1526 0 0 1426 1232 1426 1254 0 0 1426 1240 812 85.6% 0.0% 86.4% 87.9% 0.0% 87.0%

Total (Acute) 30617 27774.71 1069.5 0 23149.5 22863.17 24552.5 21008.75 356.5 0 17825 19031 11665 90.7% 0.0% 98.8% 85.6% 0.0% 106.8%

Brixham 868 876.25 434 0 1302 1582 1023 972 0 0 682 947.5 606 101.0% 0.0% 121.5% 95.0% 0.0% 138.9%

Dawlish 868 828 0 0 1085 1032.33 744 737 0 0 682 764 487 95.4% 0.0% 95.1% 99.1% 0.0% 112.0%

NA Teign Ward 1953 1763 0 0 1953 1648 1023 1045.5 0 0 1023 1024 890 90.3% 0.0% 84.4% 102.2% 0.0% 100.1%

NA - Templar Ward 1736 1564.5 0 0 2170 1916.5 1023 1016 0 0 1116 1078 905 90.1% 0.0% 88.3% 99.3% 0.0% 96.6%

Totnes 868 890.5 0 0 1302 1254.5 744 675.5 0 0 682 691 543 102.6% 0.0% 96.4% 90.8% 0.0% 101.3%

Organisational Summary 35128 32171 1504 0 29536 29064 27684 24201 357 0 20584 22296 14284 91.6% 0.0% 98.4% 87.4% 0.0% 108.3%

• The Registered Nurse (RN) average fill rate for days has decreased from a November position of 99.4 % to a December position of 91.6%. 
There has been a slight increase in  night fill rates  from 86.4% in November to 87.4 % in December. There were 2 days of industrial action 
noted in December with 150 RN’s staff taking industrial action. Actions were put in place to ensure safe staffing numbers were available. 

• Healthcare support worker (HCSW) average fill rate for the day decreased slightly from an November position of 103% to 98.4% in December 
and the night average fill rate also decreased slightly from 112.9% to 108.3 in December.

• The continued fill rate of above 100% for Health care support workers is reflective of the increased need to provide patients with 1:1 care.

• Louisa Cary had a reduced fill rate of 71.7% for days but this was risk assessed on a daily basis and staff redeployed to support patient safety. 

Tab 7.1 Integrated Performance Report (IPR): Month 9 2022/23 (December 2022 data)

104 of 249 TSDFT Public Board of Directors-25/01/23



18

Safer Staffing – Care hours per patient day (CHPPD) and planned versus actual

• The RN actual CHPPD has decreased slightly to 3.95 in December and remains below the carter recommendation of 4.7. 

• The actual HCA CHPPD was 3.60 in December which remains above the carter recommendation of 2.91. This is due to the increased need for 
HCSW to provide 1:1 supportive observation care. 

• During December the Trust has significantly operationally challenged 27 days we were in OPEL 4 and declared a critical incident on 5 of those 
days.

• The planned CHPPD total was reported as 6.66 with an actual of 7.54  which reflects an increase in escalation areas due to operational challenges 
and increased attendances especially within the emergency services.

CHPPD Monthly Summary 

Ward
Planned Total 

CHPPD

Planned  RN 

/ RM CHPPD

Planned  NA 

CHPPD

Planned HCA / 

MCA CHPPD

Actual Mean 

Monthly 

Total CHPPD

Actual 

Mean 

Monthly 

RN / RM 

CHPPD

Actual 

Mean 

Monthly 

NA CHPPD

Actual 

Mean 

Monthly 

HCA / MCA 

CHPPD

Total 

CHPPD 

days not 

met in 

month

RN / RM 

CHPPD 

days not 

met in 

month

NA CHPPD 

days not 

met in 

month

HCA/MCA 

CHPPD 

days not 

met in 

month

Total 

CHPPD % 

days not 

met in 

month

RN / RM 

CHPPD % 

days not 

met in 

month

NA CHPPD 

% days not 

met in 

month

HCA/MCA 

CHPPD % 

days not 

met in 

month

Carter Median 

CHPPD All 

(September 

2016)

Carter 

Median 

CHPPD RN 

(September 

2016)

Carter 

Median 

CHPPD NA 

(September 

2016)

Carter 

Median 

CHPPD HCA 

(September 

2016)

Ainslie 7.52 3.98 0.00 3.54 7.50 3.80 0.00 3.70 15 22 0 10 48.4% 71.0% 0.0% 32.3% 7.74 4.74 0 2.91

Allerton 7.40 5.02 0.00 2.38 6.40 3.90 0.00 2.50 30 30 0 9 96.8% 96.8% 0.0% 29.0% 7.74 4.74 0 2.91

Cheetham Hill 7.39 2.88 0.41 4.11 8.00 2.70 0.00 5.20 6 16 31 0 19.4% 35.5% 100.0% 0.0% 7.74 4.74 0 2.91

Coronary Care 5.75 5.75 0.00 0.00 6.40 6.30 0.00 0.00 5 6 0 0 16.1% 19.4% 0.0% 0.0% 7.74 4.74 0 2.91

Cromie 5.53 3.54 0.00 1.99 6.80 3.50 0.00 3.40 1 18 0 0 3.2% 58.1% 0.0% 0.0% 7.74 4.74 0 2.91

Dunlop 6.47 3.35 0.00 3.11 6.60 3.50 0.00 3.10 10 12 0 10 32.3% 38.7% 0.0% 32.3% 7.74 4.74 0 2.91

Forrest 0.00 0.00 0.00 0.00 0 0 0 0 0.0% 0.0% 0.0% 0.0% 7.74 4.74 0 2.91

EAU4 8.63 4.79 0.00 3.83 8.10 3.90 0.00 4.20 24 31 0 4 77.4% 100.0% 0.0% 12.9% 7.74 4.74 0 2.91

Ella Rowcroft 6.57 3.29 0.00 3.29 8.30 4.10 0.00 4.20 4 7 0 3 12.9% 22.6% 0.0% 9.7% 7.74 4.74 0 2.91

Warrington 6.09 3.38 0.00 2.71 6.40 3.60 0.00 2.80 6 8 0 7 19.4% 25.8% 0.0% 22.6% 7.74 4.74 0 2.91

George Earle 7.39 2.88 0.41 4.11 7.40 2.80 0.00 4.60 12 11 31 9 38.7% 35.5% 100.0% 29.0% 7.74 4.74 0 2.91

ICU 21.85 20.70 0.00 1.15 29.80 28.20 0.00 1.60 1 1 0 9 3.2% 3.2% 0.0% 29.0% 7.74 4.74 0 2.91

McCullum 6.76 2.71 0.00 4.06 6.70 3.10 0.00 3.60 16 1 0 21 51.6% 3.2% 0.0% 67.7% 7.74 4.74 0 2.91

Louisa Cary 8.63 6.71 0.00 1.92 8.80 6.20 0.00 2.70 13 20 0 1 0.0% 64.5% 0.0% 3.2% 7.74 4.74 0 2.91

John Macpherson 5.11 3.19 0.00 1.92 7.30 4.50 0.00 2.80 3 5 0 4 9.7% 16.1% 0.0% 12.9% 7.74 4.74 0 2.91

Midgley 7.96 3.98 0.00 3.98 7.50 4.00 0.00 3.50 24 8 0 26 77.4% 25.8% 0.0% 83.9% 7.74 4.74 0 2.91

SCBU 9.20 6.90 0.00 2.30 9.60 6.70 0.00 2.80 14 19 0 10 46.7% 63.3% 0.0% 33.3% 7.74 4.74 0 2.91

Simpson 7.19 2.88 0.41 3.90 8.00 3.00 0.00 5.10 6 11 31 0 19.4% 35.5% 100.0% 0.0% 7.74 4.74 0 2.91

Turner 8.94 3.19 0.00 5.75 9.40 4.00 0.00 5.40 14 4 0 19 45.2% 12.9% 0.0% 61.3% 7.74 4.74 0 2.91

COVID-19 Ward 6.74 3.57 0.00 3.17 6.50 3.40 0.00 3.00 18 20 0 15 58.1% 64.5% 0.0% 48.4% 7.74 4.74 0 2.91

Brixham 6.95 3.05 0.70 3.20 7.20 3.00 0.00 4.20 7 10 31 1 22.6% 32.3% 100.0% 3.2% 7.74 4.74 0 2.91

Dawlish 6.81 3.25 0.00 3.56 6.90 3.20 0.00 3.70 12 17 0 13 38.7% 54.8% 0.0% 41.9% 7.74 4.74 0 2.91

NA - Teign Ward 6.40 3.20 0.00 3.20 6.20 3.20 0.00 3.00 17 15 0 21 54.8% 48.4% 0.0% 67.7% 7.74 4.74 0 2.91

NA - Templar Ward 6.50 2.97 0.00 3.53 6.20 2.90 0.00 3.30 19 20 0 21 61.3% 64.5% 0.0% 67.7% 7.74 4.74 0 2.91

Totnes 6.44 2.89 0.00 3.56 6.50 2.90 0.00 3.60 16 17 0 14 51.6% 54.8% 0.0% 45.2% 7.74 4.74 0 2.91

Organisational CHPPD
Planned Total Planned RN Planned NA Planned HCA Actual Total Actual RN Actual NA Actual HCA

6.66 3.64 0.11 2.91 7.54 3.95 0.00 3.60

Total Planned Beds / Day 556

Days in month 31
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Community and Social Care Indicators

Key

= Performance improved from previous month       = Performance deteriorated from previous month            = No change

Not achieved Under-achieved Achieved No target set Data not available

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

DOLS - Deprivation of Liberty Standard

Intermediate Care - No. urgent referrals

Community Hospital - Admissions (non-stroke)

Community Hospital average Length of Stay (days)

Urgent Community Response 2 hours

Urgent Community Response 2 to 48 hours

Proportion of clients receiving self-directed support (ASCOF)

Proportion of carers receiving self-directed support (ASCOF)

Percentage of Adults with learning disabilities in employment (ASCOF)

Percentage of adults with learning disabilities in settled accommodation (ASCOF)

Permanent admissions (18-64) to care homes per 100k population (ASCOF)

Permanent admissions (65+) to care homes per 100k population (ASCOF)

Proportion of clients receiving direct payments (ASCOF)

% reablement episodes not followed by long term SC support

Tab 7.1 Integrated Performance Report (IPR): Month 9 2022/23 (December 2022 data)

106 of 249 TSDFT Public Board of Directors-25/01/23



Social Care and Public Health performance metrics - Torbay

The Social Care and Public Health metrics below relate to the Torbay LA commissioned services.  The Deputy Director of Social Care reviews all Adult Social 
Care (ASC) monthly metrics and escalates areas of concern at the monthly Integrated Governance Group (IGG).  Governance will be assured by the ASC 
Performance Committee reports feeding into both the ICO’s IGG and Torbay Council’s ASC Improvement Board.

Social Care Services: The table below captures the current Torbay Adult Social Care key performance indicators.  The targets for 2022_23 have not yet 
been agreed so no RAG rating has been applied.  

Permanent admissions (65+) to care homes for 100k population: The 2021-22 rate increased significantly in May 2022 due to improved recording and 
reporting. That improved recording and reporting is the result of a rebuild of the way data relating to this metric is extracted from the data 
warehouse. Whereas previously some cases relevant to this metric were not being picked up, there is now a high degree of confidence that all cases 
are. This has resulted in the higher rate now being reported, which is an increase of 83%. Had the new methodology been used in 2020-21, the increase 
would be closer to 14%.
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Community Services

The table below demonstrates performance against community based services.  The nursing activity face to face increase in April 2022 is due to inclusion of 
South Devon data. 

Community Quality Dashboard
The C Diff data is showing a year-to-date position of 5 with no new cases noted in December.
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Community Services

Operational update:
Community hospital bed occupancy remains high at 
97.2%.

Timely discharges from community hospitals continue to 
be impacted by the availability of domiciliary care and 
access to residential nursing home beds.

The average length of stay was 17 days compared to 13.6 
days average in 2021/22. Improvement work to reduce 
length of stay across the four community hospitals is 
underway.

New MIU attendance increased to 3,105 with 158 4-hour 
breaches and an average waiting time of 80 minutes.
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Community Services – hospital discharge and onward care

As a provider of Health and Social Care, The Trust either commission directly from the independent sector or work in partnership with Devon County 
Council to secure the necessary capacity in the community.  This includes domiciliary care which is essential to provide people as much independence as 
possible avoiding hospital bed-based care where this is not adding clinical value.  The ability to measure unfilled packages and correlate these with 
patients awaiting support to step down from short term placement or from community or acute hospital bed provision enables action to be taken to 
close capacity gaps.  

Chart 1  ‘Hours of care given’ shows the latest data available for total commissioned domiciliary hours by week for Torbay. The amount of care provided 
is seen along with the outstanding demand; the outstanding hours ‘without formal support’ are of highest concern.  Data to week commencing 28 
November 2022 recorded 134 hours per week outstanding without formal support, an improvement on the previous month.

Chart 2- “Unmet packages of care” shows the number of unmet packages of care for South Devon (orange) and Torbay (Green) and where provided by 
diverting other NHS community provision (Blue).  

Across the sector there are significant workforce recruitment and retention challenges so increasing capacity is very difficult at this time. However, 
increasing the capacity in the domestic care sector will be critical if we are to support the flow of patients from an acute setting where a new or 
changed package of care is needed.

Chart 1- Hours of care given Chart 2 -Unmet packages of care

This report is updated monthly but the publication date will vary depending 
on when data is received from all providers.
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Community Services – Urgent Community Response

NHS England and NHS Improvement are committed 
to developing a consistent NHS urgent community 
response (UCR) offer nationally. As set out in the 
NHS operational planning and contracting guidance 
2022/23, all Integrated Care Systems (ICSs) must 
ensure Urgent Community Response (UCR) services 
(that improve the quality and capacity of care for 
people through delivery of urgent, crisis response 
support within two hours) are available to all people 
within their homes or usual place of residence, 
including care homes.  This is a national standard 
which was introduced in the NHS Long Term Plan 
and builds on National Institute of Health and Care 
Excellence (NICE) guidelines. 

Performance against the target is captured across 
all Integrated Service Units, regularly reviewed with 
Intermediate Care Leads, and reported monthly to 
the Intermediate Care Data Task Group and the 
Home First Group.  

The performance for the November 2-hour target 
was achieved at 76.3%; a total of 38 2-hour target 
referrals were received.  

182 referrals were received for a response within 2-
48 hours and 84.6% were seen within the target 
time.
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Community Services – hospital discharge and onward care

Criteria To Reside
The Trust records a patient’s Criteria to Reside daily. The graph opposite reflects the ICO 
bed base, acute and community hospital beds.

The average number of patients with no criteria to reside (ICO) has increased in October, 
but remains lower than the peak seen in January. 

Hospital discharge
The ‘Giving patients back their time’ campaign has been running in the Trust to highlight the 
importance of transferring or discharging a patient to their next destination in a timely and 
well planned way once a patient no longer needs hospital care. 
Importantly the focus is to improve flow with a focus on earlier in the day discharges and 
maintaining discharge levels over the weekends.

December discharge data shows:
• 18.1% of discharges took place before 

12noon;
• 63.2% of discharges took place before 

5pm;
• Average weekday discharges from main 

wards = 53 per day / Average weekend 
discharges = 33 per day.   (Weekend 
discharges as a percent of average 
weekday being 62% against the recovery 
planned target of 80%).  

The Trust has a Complex Discharge Pathway 
Improvement Plan to support operational 
bed capacity and flow.
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Operational Performance Indicators

Key

= Performance improved from previous month        = performance deteriorated from previous month           = no change

Not achieved Under-achieved Achieved No target set Data not available NHSI Indicator

A&E - patients seen within 4 hours (NHSI)

Referral to treatment - % Incomplete pathways <18 wks (NHSI)

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

Diagnostic tests longer than the 6 week standard (NHSI)

Dementia Find (NHSI)

Number of Clostridium Difficile cases reported

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

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

symptomatic breast patients

Cancer – 28 day faster diagnosis standard

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

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

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

Radiotherapy

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

Cancer – 62-day wait for first treatment – screening

Cancer - Patient waiting longer than 104 days from 2 week wait

RTT 52-week wait incomplete pathway

RTT 78-week wait incomplete pathway

RTT 104-week wait incomplete pathway (Tier 1)

On the day cancellations for elective operations

Percentage of patient discharges pre-noon

Percentage of patient discharges pre-5pm

Cancelled patients not treated within 28 days of cancellation

Virtual Outpatient (Non-face-to-face) appointments

Bed Occupancy (Acute)

No Criteria to Reside - daily average - weekday (ICO)

Number of patients >7 days LoS (daily average)

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

Ambulance handover delays > 30 minutes

Ambulance handover delays > 60 minutes

A&E - patients with >12 hour visit time pathway

Time to Initial Assessment within 15 mins –

Emergency Department

Clinically Ready to Proceed delay over 1 hour -

Emergency Department 

Non-admitted minutes mean time in Emergency Department

Admitted minutes mean time in Emergency Department

Care Planning Summaries % completed within 24 hours of 

discharge – Weekend

Care Planning Summaries % completed within 24 hours of 

discharge – Weekday

Clinic letters timeliness - % specialties within 4 working days
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Covid - 19 - Hospitalisations

Devon ICS 
(as at 12 January 2023)

Torbay and South Devon NHS FT 
(as at 12 January 2023)

Modelling continues to be received from commissioning colleagues.  For Covid this shows a continuation of the pattern of covid infections and 
hospitalisations.  Current number have reached a peak and is now reducing, however, there is a potential to see further peaks in future months.

Influenza has also been a significant source of hospitalisation in recent months; influenza infection levels this winter have been higher than the 
previous two years and occurring slightly earlier.  The rate of influenza infection is now slowing and may have peaked. 

Vaccination headlines
• 60.72% of substantive staff have received both flu and covid vaccines;
• 61.13% of front-line staff have received both flu and covid vaccines;
• Total number of staff vaccinated stands at 57%.
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Tier 1 – Programme of formal support – NHS England

The Trust has been placed in Tier 1 performance support, meaning the highest levels of oversight requiring weekly meetings with regulators with 
detailed performance monitoring and assurance on recovery plans.
The focus is on reducing the Referral to Treatment waiting times to be in line with minimum national expectations, to have no patients waiting over 
78 weeks by 31st March 2023 and bringing the backlog of cancer treatments waiting over 62 days from urgent referral, back down to February 2020 
levels.
Weekly meetings take place with NHS England and the TSDFT Chief Operating Officer and Head of Planned Care System Director to discuss progress 
against action plans, challenges, and risks.
The latest forecast for the end of January 2023 is 21 patients waiting longer than 104-weeks with 18 on a non-admitted pathway and 3 requiring 
admission for treatment.  This is an improvement on December (32).

Progress is being made on treating  the longest waiting patients who are already waiting for surgery (admitted pathways).  There are patients, 
however, in the non-admitted RTT lists waiting for new outpatient appointments or decisions at follow up appointment that need to be seen.  The 
graph below shows the 78-week trajectory split between the outpatient and inpatient pathways.

* Pre-62day PTL day boundaries have changed, now reporting 0-28 days 
and 29-62. The time series line reporting 29-62 prior to w/e 22nd May 2022 
is reporting 33-62 days.

Cancer 62-day backlog RTT 78-week trajectory
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NHSI Performance – Referral to Treatment (RTT)

Month Trend - RTT breakdown by long wait band (pre-final validation) Referral to Treatment

Recovery planning:  Elective capacity across day case and inpatient elective admissions has been 
maintained with long waits reducing, however, there is an increasing number of no- admitted pathways 
now exceeding 78-weeks. Booking these patients into clinic along with ongoing clinical validation is a 
priority requiring commissioning of additional clinic capacity (Medac and Medinet). This includes 
outsourcing to other providers as well as insourcing.
Trauma and Orthopaedics continue to use lists at the re-commissioned Nightingale Hospital Exeter 
(SWAOC) and will be looking to increase the current number of patients benefiting from this system 
resource. Timetables have been adjusted to a weekly list and extended across to Foot and Ankle. A new 
knee Consultant will be starting in February 2023 which will enable more flexibility to use available 
sessions.
There is an increasing utilisation of on-site sessions at weekends through the roll out of the ‘Glanso’ 
model of commissioning being funded through the Elective Recovery Fund. Through mutual aid we are 
also engaging with the wider Integrated Care System (ICS) to outsource urology and colonoscopy 
diagnostic tests and procedures.
The optimising of outpatient productivity through adoption of best practice and non face-to-face 
appointments is critical to releasing capacity. Performance for delivery of non face-to-face activity is 
below national expectations and performance of local peers. Transformation programme support is in 
place to drive these improvements. 
The Trust and the wider ICS is in the highest tier of performance oversight with NHSE being Tier 1. This 
entails weekly executive level meetings with NHSE to update progress on plans to meet the national 
targets. 

Management action: Led by the System Director for Planned Care plans are monitored through the 
Cancer / RTT Performance Risk and Assurance meeting with any outstanding risk escalated.

78 week waits at 11/01/22

52, 78, and 104-week waits: At the end of December 5,963 people will 
be reported as waiting over 52-weeks, this being an increase of 474 
from last month. For over 78-weeks numbers increased slightly to 920 
from 823 in November. 104-weeks waits have continued to decreased 
to 32.
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NHSI indicator - 4 hours - time spent in the Emergency Department

Operational delivery: 
Access to inpatient beds continues to delay 
the patients journey through the emergency 
department. Improvements in earlier in the 
day discharge and weekend discharge from 
ward beds will improve patient flow out of ED 
for patients requiring admission.

Performance 4 hour standard: Performance has remained a challenge at 
51.8%. 
Clinically ready to proceed delay over 1 hour: 39% of patients who were 
classified as clinically ready to proceed experienced a delay over an hour 
before leaving the department
Ambulance Handovers: 895 ambulance delays over 60 minutes, an increase 
from 773 in November; and 1142 ambulance handover delays of over 30 
minutes, an increase from 1098 in November.
Patients with a greater than 12-hour visit time pathway: 962 patients had a 
greater than 12-hour visit time.

4-hour performance: provider comparison last 6 weeks - South Region
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Cancer treatment and cancer access standards

Colorectal: The main pathway delays are in colonoscopy 
and outpatient appointments, which increases the time 
to diagnosis. This is a result of increased referrals (29% 
year on year) and staffing challenges.

Urology: The patient backlog has decreased from 160 in 
June 2022 to a current position of 106. 62-day treatment 
performance has remained static during this period as 
our longest waiters are booked in order. Maintaining the 
improving 28-day Faster Diagnosis Standard (FDS) will 
support an improvement in the treatment standards 
once the 62-day backlog is cleared. 

Cancer Waiting Times Summary as at 11.01.2023
Cancer standards 
The table opposite shows the cancer performance position as at 11th

January 2022).  Final validation and data entry is completed for national 
submission, 25 working days following the month close and at the end of the 
quarter.

The NHSE Tier 1 performance review process has identified the 62-day 
referral to treatment standard as requiring focused support.  Current actual 
backlog number as at 11th January 2023, is reported at 262 pathways over 
62-days; since the last IPR this has improved by a reduction of 53. The 
backlog represents 16.7% of the total number of open pathways which 
means the Trust remains in the top 20 organisations with the largest 
percentage backlog (position 20). 
Colorectal accounts for 29% of the backlog, urology 40.4%. The key focus of 
interventions remains on the diagnostic elements of our cancer pathways, 
particularly targeting urology and colorectal. Colorectal has seen the backlog 
of open pathways increase from 40 in March 2022 to 76 in January 2023.
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NHSI indictor - patients waiting over 6 weeks for diagnostics

All modalities are continuing to see patients with urgent need with appropriate 
Infection, Prevention and Control precautions. There is a continuation of an improving 
trend with 29% of patients at end of December waiting over 6 weeks for the key 
diagnostic tests against the NHS Operational plan target of 25%.
Colonoscopy: remains the area of greatest risk. Progress is now being seen with the 
numbers waiting over 6 weeks stabilised through the additional activity that has been 
commissioned. There are 735 patients waiting over 6 weeks of these 314  are waiting 
longer than 26 weeks.
MRI: 452 (438 in November) patients have been waiting over 6 weeks. There are 178 
requests waiting over 26 weeks relating to Cardiac MRI scans and requiring additional 
clinical support. 
CT: waiting times continue to perform well with only 2% of patients waiting over 6 
weeks. Insourcing using mobile units continue to support capacity, additional capacity is 
also provided at the Nightingale Hospital Exeter with contrast capability now being 
available. 
Radiology Reporting: the backlog of scans awaiting report remains high with delays 
that can run to several weeks.  Plans to support additional reporting capacity are now 
starting to have an impact through additional insourcing.

Access to diagnostics, and in particular radiology, is critical for maintaining timely 
cancer diagnosis and supporting Referral to Treatment pathways.  Whilst teams 
continue to prioritise urgent referrals it does mean that overall some patients will wait 
longer for routine diagnostic tests.  
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Other performance exceptions

Long Length of Stay (LOS)
The average number of patients counted as having long length of stay 
greater than 7 and 21 days as measured in a daily census remains 
high.  The number of patients experiencing long LOS is a critical 
measure as the Trust is challenged to maintain the flow of urgent 
patients through a fixed number of beds.  Many of these patient  will 
be included in the daily list of patients identified as “no criteria to 
reside” and on complex discharge pathways (P1-3) so subject to 
capacity pressures across the wider independent care sector.

The daily average number of patients with a longer than 7-day stay  is 
172; the daily average for over 21-day stay is 42.

Care Planning Summaries (CPS)
Hospital Care Planning Summaries serve as the primary documents 
communicating a patient’s care plan to the post-hospital care team.

The targets to complete a CPS within 24 hours of discharge for 
weekday and weekend discharges have not been met in December.
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Headline acute activity and comparisons to pre covid 2019/20 activity levels

The charts above show the monthly activity run rate of reported contract activity (Payment by Results & Cost and Volume) to end of December 2022 
together with a comparison (%) to 2019/20 levels of activity on a like for like basis (Red line). 
Relative performance remains below 19/20 levels.
The reopening of the Day Surgery Unit and return of elective beds has contributed to increased activity for elective Day Case surgery and Elective 
Inpatient admission. This is contributing to the reduction in the number elective patients waiting for treatment  and maintaining treatments for cancer 
and emergency patients.
The Trust is utilising capacity and the Nightingale Hospital Exeter (not counted in these activity figures)  and continuing to use insourcing at weekends 
across a number of specialties. As part of the wider recover plans teams are required to consistently achieve in excess of 100% of 2019/20 activity 
levels.
Emergency admissions – The volume of emergency admission remains below pre-covid. The COO is leading on plans to see improvements to admissions 
avoidance, earlier in the day discharges, reducing LOS and reducing the number of patients with no criteria to reside occupying a hospital bed.
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Elective Performance benchmarking across SW Region Providers

Based on daily and weekly provider data returns the South West Region provide feedback on performance across acute Trusts as 
summarised in the table below (against the latest weekly data for week ending 1st January 2023).  
The key performance variations being against:

• % of elective RTT waiting list greater than 52 weeks;
• Cancer 62-day backlog as a  % of open cancer pathways; 
• Endoscopy diagnostic waits. 
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Children and Family Health Devon

The Children and Family Health Devon report performance exceptions and operational variances through the monthly 
Integrated Governance Group (IGG) (TSDFT) and the Alliance Partnership Board. 
CFHD
• Business and Governance reporting model commencing March 23.
• Transformation mobilisation not signed off by executives due to financial pressures. Work to reduce the 

workforce has been undertaken. This was communicated with the workforce.
• Delay in mobilisation and providing an outcome to consultation has had a significant impact on CFHD morale.
• Inter-operability follow-up took place. Some actions progressing. Follow-up expected.
SPA
• Staffing gaps in SPA – recruitment underway and utilising capacity across county where possible. SPA capacity –

system checks and outcomes building. 
Integrated therapies and nursing
• Significant staff vacancies in Speech and Language Team (37%) and staff sickness and planned leave in 

Occupational Therapy and Infant and Early years teams. Fixed term contracts utilised to support teams.
• No robust out of hours  service for paediatric end of life care at home. Hospice unable to open 7 days per week so 

unable to accept every case for end of life care. Children's Community service offers out of hours based on good 
will from staff when needed. 

• Autism Diagnosis Service  waiting list initiative extended to end of March 2023. Increased calls to SPA regarding 
waiting list queries, families signposted to support. 

• Reduction in Children in Care teams in backlog and increase in Review Health Assessments (RHA) completed on 
time following workshop and action plan. Percentage of RHA completed on time increased from 24% in August 
2022 to 47% in November 2022 and 61% in December 2022. 

CAMHS
• IT networking of the Torbay site has been escalated but not yet resolved. 
• Carenotes is back on line and full recovery is underway.
Estates
• Ongoing significant concerns re estates capacity and fitness.
• Complex relationship with Estates across DPT and TSD has caused delays in responsiveness over December.
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Year-to-date variance Summary 

 

Year to Date significant adverse variances to plan relate to: 

o Under delivery of CIP- £5.9m (predominantly pay) 
o ASC Income pressure- £4.1m  
o Adult Social Care (ASC) / Continuing Health Care (CHC) cost pressures - £2.4m 
o Emergency and AMU pressures £1.8m 
o Premises and estates related cost £1.3m e.g. utilities and catering  
o Inpatient and Outpatient drug costs £3.8m 

 

CIP Summary 
Year to date CIP target at M09 £20.70m, of which £14.83m has been formally transacted via the financial ledger and 

delivered. Undelivered CIP £5.87m is contributing to the deficit position, predominantly pay. The current 
trajectory indicates a CIP shortfall of £10.36m for the year, albeit an improvement of C£0.80m since M08. 
The remaining gap in CIP position requires mitigation and the trust continues to identify schemes to close 
the gap. 

 

Non-recurrent Mitigation and Other 
M08 year-to-date £10.58m has been released including non-recurrent mitigations and other revenue 
adjustments. This is not a sustainable position to maintain, and urgent action is underway to identify recurrent solutions. 

 
 
.  

 

At Month 9 (December) the planned deficit  year to date is £1.66m. The actual position shows an 
adverse variance to plan of £10.00m, giving rise to a total reported deficit of £11.66m. In addition, 
taking into account a sum of £10.82m non-recurrent mitigations and revenue adjustments in this 
position, the underlying year to date deficit is c£22.50m, largely due to the gap in CIP delivery and 
operational pressures. The forecast position formally reported to NHSE/I  has been revised from 
breakeven to a deficit of £18.66m at M09. 

 
 

 

Financial Overview- Month 09, November 2022 

High Level Summary- Year to Date Position 

Plan Actual Variance

£m £m £m

Total Operating Income 441.57 453.26 11.69

Total Operating Expenditure 

and Financing Cost (443.89) (464.81) (20.92)

Surplus/(Deficit) (2.32) (11.55) (9.23)

Add back: NHSE/I Adjustments 0.66 (0.11) (0.77)

Adjusted Surplus/(Deficit) (1.66) (11.66) (10.00)

CIP 20.70 14.83 (5.87)

Capital (CDEL) 22.17 18.89 (3.28)

Cash & Cash Equivalents 10.79

For Period ended - 31 December 2022, Month 09
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Forecast Overview 

Following the national forecasting protocol and the approval of extraordinary trust board on the 10th January, the forecast position has changed from breakeven to plan in M08, to 
a deficit position in M09. The Trust’s official reported forecast outturn is a £18.67m deficit at M09, which is the current (base) position. Please see below for the detailed drivers of 
risks and mitigations in the forecast deficit. Below table listing base (current), worst and best forecast scenarios. Graphs provide a representation of how the base forecast delivers 
a downside forecast (worst) or upside forecast (best) 
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In Month I&E Position – Month 09, December 2022 
 
 
 
 
 
 
                            
  
  

In Month Income & Expenditure – Performance versus Plan and run rate             

 
Income 
• Overall patient income variance is £1.73m above plan. Main reasons include partial funding for the back dated 

pay award £0.67m, release of ASC council income £0.30m, fair cost of care and delayed discharge £0.30m, 
winter funding £0.25m, services provided to other organisations including radiology and CFHD £0.88m. Main 
adverse variances are Covid Labs testing matched to spend (£0.29m), and Torbay Pharmaceutical sales 
(£0.37m). 

 
Pay 
• M09 pay when comparing to M08 is £0.24m lower . A reduction in substantive and agency pay has been 

partially offset with an increase in bank usage. 
• CIP target in M09 for pay is £1.76m of which £1.08m has been identified and delivered, 63% being non-

recurrent vacancy slippage 
• Agency costs are (£0.40m) higher than the budget, with a decrease of £0.24m from M08. The overspend in 

Agency mainly relates to medical (£0.34m) and non-medical non-clinical (£0.07m) staff groups. 

 
Non-pay  
 
•    Non-pay overall is overspent by (£1.49m) material areas being drugs (including pass through drugs and devices) 

(£0.25m), clinical supplies and services (£0.55m), premises and transport costs (£0.35m). Offsetting underspends  
non-recurrent mitigations £0.58m and other operating expenditure £0.27m. 

•     The non-pay CIP target for M09 is £0.70m of which £0.63m had been delivered. 
•      ASC overspend of (£0.70m) driven by high levels of activity at higher prices and level of complexity. Placed 

People overspend of (£0.50m) due to activity levels and higher prices on CNC/FNC , higher complex care costs 
on Adult IPP and unachieved CIP (CHC assessment delays). 

 

 

 

 

System Description Expenditure & Income Category

M09 In Month 

Budget

M09 In 

Month Actual

M09 In Month 

Variance

Children and Family Health Devon (CFHD) Operating expenditure - Pay (1.02) (0.92) 0.10 

Operating expenditure - Non Pay (1.53) (1.59) (0.06)

Income from patient activities 2.51 2.72 0.20 

Other Operating Income 0.04 0.05 0.01 

Children and Family Health Devon (CFHD) Total (0.00) 0.26 0.26 

Pharmacy Manufacturing Unit Operating expenditure - Pay (0.83) (0.74) 0.10 

Operating expenditure - Non Pay (1.06) (0.89) 0.17 

Misc non-operating items (0.01) (0.01) 0.00 

Finance expenditure (0.01) (0.01) 0.00 

Income from patient activities 0.05 0.06 0.02 

Other Operating Income 2.08 1.72 (0.35)

Pharmacy Manufacturing Unit Total 0.21 0.14 (0.07)

Shared Corporate Services Operating expenditure - Pay (2.72) (5.81) (3.09)

Operating expenditure - Non Pay (6.24) (4.36) 1.89 

Misc non-operating items (0.57) (0.50) 0.07 

Finance expenditure (0.08) (0.07) 0.01 

Income from patient activities 37.41 37.09 (0.32)

Other Operating Income 1.83 2.54 0.71 

Finance income 0.00 0.08 0.08 

Shared Corporate Services Total 29.62 28.97 (0.65)

Planned Care, Long Term Conditions and Diagnostics Operating expenditure - Pay (10.50) (10.08) 0.42 

Operating expenditure - Non Pay (4.72) (5.70) (0.99)

Finance expenditure (0.01) (0.01) 0.00 

Income from patient activities 2.26 2.50 0.24 

Other Operating Income 0.60 0.56 (0.04)

Planned Care, Long Term Conditions and Diagnostics Total (12.37) (12.73) (0.37)

Urgent & Emergency Care and Operations Operating expenditure - Pay (3.65) (3.69) (0.04)

Operating expenditure - Non Pay (0.28) (0.77) (0.49)

Finance expenditure (0.14) (0.14) 0.00 

Income from patient activities 0.72 0.98 0.25 

Other Operating Income 0.01 0.07 0.06 

Urgent & Emergency Care and Operations Total (3.33) (3.55) (0.22)

Families, Community and Home Operating expenditure - Pay (5.22) (5.13) 0.10 

Operating expenditure - Non Pay (10.45) (12.23) (1.79)

Income from patient activities 1.72 2.30 0.58 

Other Operating Income 0.06 0.43 0.37 

Families, Community and Home Total (13.88) (14.63) (0.75)

Grand Total 0.25 (1.54) (1.79)

Income and Expenditure by System
Budget Actual Variance

Patient Income - Block 32.62 33.05 0.43

Patient Income - Variable 4.33 4.57 0.24

ERF/ERF+/TIF/Capacity Funding 0.48 (0.05) (0.54)

ASC Income - Council 4.67 5.18 0.51

Other ASC Income - Contribution 1.08 1.10 0.02

Torbay Pharmaceutical Sales
2.07 1.71 (0.37)

Other Income 3.77 5.47 1.70

Covid19 - Top up & Variable income 0.27 0.00 (0.27)

Total (A) 49.30 51.03 1.73

Pay - Substantive (23.33) (25.34) (2.01)

Pay - Agency (0.61) (1.01) (0.40)

Non-Pay - Other (12.82) (13.12) (0.30)

Non- Pay - ASC/CHC (9.63) (10.82) (1.19)

Financing & Other Costs (2.66) (2.27) 0.38

Total (B) (49.05) (52.57) 3.52

Surplus/(Deficit) pre Top up/Donated 

Items and Impairment   (A+B=C) 0.25 (1.54) (1.79)

NHSE/I Adjustments - Donated Items / 

Impairment / Gain on Asset disposal 0.07 (0.71) (0.78)

Adjusted Financial performance - 

Surplus / (Deficit) 0.32 (2.25) (2.57)

£m
M09 - In Month
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Pay Expenditure Run Rate – Month 09, December 2022 
 

 
 
Non-Pay Expenditure – Month 09, December 2022 
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Risks, Mitigations and Forward Look   

Risks and Mitigations 
Year to date £14.83m CIP has been identified and transacted against a year to date target 
of £20.70m. The balance of undelivered CIP is contributing to the reported deficit position, 
this continues to be an unsustainable position. 
 
ESRF income has been assumed at £3.5m year to date with no claw back. 
 

Forward Look 
The Trust’s final plan re-submitted on 20th June to NHSE/I illustrates a breakeven position 

for the year as required by regulators. 

 

• Following the national forecasting protocol, the Trust’s officially reported forecast 

position at M09 is £18.6m.  

• In order to achieve the £18.6m forecast deficit target, all uncommitted spend in the 

last quarter will need to be reviewed, and further mitigations amounting to £4.3m 

need to be delivered. 

• Other significant risks to achieving the financial plan include increasing inflation 

beyond the excess inflation funding already received and excessive growth in the 

independent sector. 

• Through CIP Delivery Group and CIP Governance Working Group, the Trust 

continues to drive delivery of CIP considering the division financial recovery plans 

for in year delivery and future years. M09 has seen an in-year improvement in CIP 

delivery c£0.80m since M08. 

• Jointly working with the ICS, the Trust has started the 2023/24 operational 

planning process in November and a planning group has been set up which 

involves finance, workforce, performance and operational colleagues. The current 

focus is on establishing a credible recurrent baseline for 2023/24. It is expected 

the national guidance will be issued fully in mid- January for a final system 

submission in early February 2023. 
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Change in Activity Performance – Month 08 to Month 09 
  
  
 

 
 
 
 
 
 

  Activity Drivers  
 

• Overall ESRF activity being outpatient new, follow up procedures, day case and inpatient 
electives for December is 96% of 19/20 activity.  This reflects all the efforts to build back capacity 
and maintaining ringfenced planned care.   

• Internal ESRF calculations have been based on local Pbr datasets.  We are aware of 
discrepancies amongst the local dataset and that used for the national calculation, but this is 
replicated across all local Providers. 
 

• The ESRF threshold is to achieve 104% of 19/20 value weighted activity.  The Trust received 
funding of £5m to achieve the 104%.  National rules have enabled ESRF to be paid without 
reference to the 104% threshold. 

• A&E Attendances are similar to those reported for December 2019, this is in part due to the 
establishment of patient pathways direct to the medical and surgical assessment units following 
GP referral.  A&E waits have been long with associated ambulance handover delays.  This is 
linked to patient flow capacity meaning patients are having to be held in A&E longer than desired 
once a decision to admit has been made.   

• Elective Spells – YTD 103% vs plan but 12% below 19/20 levels. Day case surgery unit has 
continued to deliver planned levels of activity contributing to some reductions in long wait patients 
and treatments for our cancer pathways. However further increases in capacity will be needed to 
achieve the necessary reductions in waiting times.   

• Non-Elective Spells – this is 22% below 19/20 levels.  Whilst overall numbers of non-elective 
spells are below pre-covid levels, the acuity and length of stay of patients who are admitted has 
increased, maintaining pressure on available beds and high bed occupancy rates.  Winter plans 
seek to optimise available acute beds, same day emergency care, and target discharge delays for 
patients in hospital with no criteria to reside.   

• Outpatient Attendance – Activity levels for December are performing above pre-covid levels.  
Further activity increases are needed together with a programme of validating long waits to 
address the backlog of patients that have accumulated during the pandemic months.     

•  

 

 

Bed utilisation 
 

• In December, the overall bed occupancy for Acute beds is 96%. Occupancy against 
General medical beds for non-elective admissions is higher and over 98%. This level 
of bed occupancy is above required levels to support timely patient flow, to avoid 
emergency care delays from the emergency department and assessment units. The 
use of the discharge lounge continues support earlier in the day to increase the 
number of patients discharged before noon and 17.00 each day, there is also a 
continued focus to increase the number of patients discharged at weekends. These 
shifts in discharge patterns to release beds earlier in the day and at weekends directly 
help to match the pattern of demand for beds from new admissions so improving 
patient flow and delays at the front door. More work is needed to achieve the desired 
standards of 33% of discharges each day before noon and weekend discharges to 
achieve 80% of an average week day. 

 

• The number of beds closed due to infection control measures increased in December 
to 786 lost bed days from 156 in November. This putting greater pressure on the 
overall bed stock and delays from the Emergency department and assessment units.  

 

•  Work continues to focus on the number of patients identified as medically fit and 
having “no criteria to reside” in an acute hospital bed, with capacity in Adult Social 
Care and in particular to support patients requiring a domiciliary package of care 
remaining a challenge. In December there was a daily average of 48 acute beds 
occupied by patients flagged as No Criteria to Reside being up from 42 in November. 

Point of Delivery
Apr 22 

Actual

May 22 

Actual

Jun 22 

Actual

Jul 22 

Actual

Aug 22 

Actual

Sep 22 

Actual

Oct 22 

Actual

Nov 22 

Actual

Dec 22 

Actual

% YTD vs 

Plan
Dec-19

Dec 19 v 

Dec 22 % 

change

Day Case 2,338 2,797 2,789 2,781 2,785 2,917 3,011 3,042 3,042 101% 2,739 10%

Elective 246 277 252 266 257 296 282 280 280 104% 314 -12%

Outpatient New 7,431 8,205 7,991 8,405 8,429 8,472 8,501 9,420 9,420 101% 7,810 17%

Total Elective 10,015 11,279 11,032 11,452 11,471 11,685 11,794 12,742 12,742 100% 10,863 15%

F-Up 18,468 21,240 20,363 20,802 21,585 21,917 22,141 24,177 19,369 102% 20,213 -4%

Non-Elective 2,875 3,006 2,776 2,716 2,751 2,658 2,862 2,895 2,841 86% 3,462 -22%

A&E Attendances 8,238 8,991 8,819 9,642 9,885 8,884 9,043 8,736 9,421 103% 9,461 0%

Grand Total 39,596 44,516 42,990 44,612 45,692 45,144 45,840 48,550 44,373 100% 43,999 1%

Occupied beds DGH 10,465 11,188 10,709 10,691 10,756 10,578 10,810 10,590 10,939

Available beds DGH 11,164 12,000 11,359 11,588 11,652 11,109 11,388 10,994 11,375

Occupancy 94% 93% 94% 92% 92% 95% 95% 96% 96%
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Key Drivers of System Positions – Month 09, December 2022 
 

System ISU Financial Commentary / Key Drivers 

Children & Family 
Health Devon 

CFHD Budget has been set on model option 2 for 2022/23. At M09, the Alliance generated a surplus and after applying a risk share 
calculation, TSD is benefiting from £1,767k surplus to the I&E. The actual expenditure run rate has remained constant. The proposed 
staffing model and clinical pathways consultation is live, with Senior Teams leading discussions on pathway options; this contributes to 
a current high level of vacancies which will not change until the consultation is concluded. SystemOne EPR revenue has been 
budgeted for; the resource and available support are currently being reviewed for implementation commencement in 22/23 – on that 
basis, with no further information at this stage, 0% of the revenue spend has been included in the month 09 forecast position. 

Torbay 
Pharmaceuticals 

PMU TP performance is reported in private 

Corporate EFM Overspent at M08 by (£2.87m).  Pay is overspent by (£897k) due to the cessation of additional domestic and porters recharged to 
Covid-19, and increased deep cleaning, escalation, ward opening and clinical demand; with an unachieved vacancy factor target of 
(£192k).  Non-pay is overspent by (£565k) due to increased energy costs, waste management, laundry contract, repairs and 
maintenance.  Income is overachieved by £345k including increased income for visitor car parking, catering meal sales offset by 
reduction in accommodation income.  There are also increases in patient/visitor car parking charges and meal sales.  Unachieved CIP 
target of (£1,557k). 

Exec. Directors Against a budget of (£33.5m) there is a YTD underspend of £0.5m.  There are some areas of overspends related to the medical 
directorate due to unfunded LCEA awards at (£0.34m), Deloittes planning and support review (£0.29m), Procurement agency usage to 
cover vacancies (£0.18m) and removal expenses at (£0.13m). Offsetting this there are underspends held within Health Education 
England (HEE) income regarding medical training and education £0.76m, Health Informatics Service non-recurrent slippage of £0.47m 
and STP resourcing at £0.61m. Unachieved CIP target of (£0.5m). 

Financing Costs Excluding items outside the NHSE control total, costs are £2.9m favourable to plan.  This is principally due to fixed assets being 
brought into service later than planned, resulting in a reduced depreciation charge. 

Other Reserves includes plan adjustments, provisions for FNC backlog, legal fees, annual leave accrual, miscellaneous and other small 
provisions. Year to date non- recurrent mitigations release for position £10.4m 
Recovery and Elective Recovery costs have been allocated to a central budget to allow better analysis of expenditure. In M09 there is 
an overspend of £213k due to backdated costs. Budget has now been allocated correctly to the recovery areas and further budget re-
distributed to support services.  

Families, 
Community and 
Home 

Torquay 

 

 

 

Against a budget of (£33.4m) there is a YTD overspend of £0.4m (1.2%) which is entirely driven by an overspend of (£0.65m) on 
intermediate care (IC) placements within the Torbay area caused by a combination of higher volume of clients and a number of highly 
complex cases requiring care, way in excess of the previous six week maximum. This area is under constant review by operational 
leads and changes to improve the average length of placement being implemented to help the limit on going cost pressures in this 
area. Partially mitigating these IC pressures is application of £0.3m of NHS demand & capacity winter plans funding. 
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Moor to Sea Against a budget of (£17.9m) there is a YTD overspend of £0.35m (2.0%). This overspend is driven by HOP ward (Cheetham Hill & 
Simpson) overspends of circa £0.4m, Intermediate Care placements costs within the South Devon area of £0.2m, partially offset by 
underspends of £0.25m within community teams (linked to vacant positions). 

Independent 
Sector 

Against a budget of (£74.2m) there is a YTD overspend of £3.7m (5.0%) and this is underpinned by three main areas. The target CIP 
target is not being fully achieved (£1.3m under achievement), volume / prices pressures within the ASC area on Dom Care, Nursing 
Long Stay and direct payments (£3.6m) and finally there is £1.5m of cost pressures within the health Placed People area, materially 
the CHC South Devon locality. These issues are being partially mitigated by releasing accruals across both ASC and Placed People 
(£2.0m) and application of £0.7m of sustainability funding from Torbay Council. 

Urgent & 
Emergency Care 
and Operations 

Newton Abbot Against a budget of (£28.8m) there is a material 10.2% YTD overspend of £2.95m. The first main driver behind this is CIP under 
achievement of £0.9m. In addition to this there is a £1.5m overspend within the nursing Emergency Department area mainly linked to 
the unfunded 11 escalation beds. Other areas of overspend are medical costs £0.7m which is driven again by the escalation beds and 
locums to cover for sickness in this high-risk area. This area is under review by operational leads with a key focus on winter planning 
and the ongoing appropriate application of additional winter planning funding which in the last quarter has helped reduce the rate at 
which the overspend was increasing. 

Trust Wide 
Support 
Services 

YTD this area is showing a minimal overspend of £0.15m against a budget of (£1.7m).  This is mainly driven by an overspend on 
Transport costs (primarily Patient Transport) but are partially being mitigated by an over delivery on the CIP savings target. 

Planned Care, Long 
Term Conditions & 
Diagnostics 

Paignton and 
Brixham 

Against a budget of £52.0m there is a YTD overspend at M9 of £2.9m (5.6%). Pay costs are broadly breakeven (excluding CIP) which 
consists of overspends for locum usage, additional medical sessions, and nurse agency costs 0.69m, offset with underspends due to 
vacancy slippage £0.70m. Other adverse variances are against CIP delivery £0.7m (although to note £2.0m savings have been 
transacted to date), non-pay expenditure adverse £2.4m being Radiology outsourcing, medical equipment, and consumables. Overall 
run rates have been relatively consistent except with reduction in month 9 mainly rheumatology drug costs. 

Coastal Against a budget of £59.8m there is a YTD overspend at M9 by £1.6m (2.7%). Pay is underspent £0.3m (excluding CIP) which 
consists of savings due to vacant posts £2.1m, offset with Medical locum costs £1.3m, nursing staff including SRU £0.5m.  Non-pay is 
overspent £1.7m mainly due to medical and surgical supplies £1.2m, drugs £0.5m. Other adverse variance is against CIP delivery 
variance £1.3m (although to note £1.4m savings have been transacted to date). Run rates have remained broadly in line with the 
previous quarter except with an increase in Gastro drug costs M9. ESRF recovery schemes are recorded centrally and not within this 
ISU. 

Contract Income Patient Income The Trust has received the following income in M09: 1) Income assumed for Elective Recovery Funding in M09 and year to date is 
£3.5m. 2) We continue to receive CCG income relating to the Hospital Discharge Programme (HDP) for corresponding cost incurred. 
3)  Nothing relating to grants has been received or assumed from Torbay Council. 
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CIP- Month 09, December 2022 

 
 
 
 
 
 
 

 
 
 
 
 

 

CIP  
 
Phased delivery of the efficiency plan for the first eight months is £20.7m. Per the Trust's April planning submission, the split of the £20.7m target as at M09 is: 

• Pay related - £14.4m 

• Non-pay related - £5.4m 

• Income related - £0.9m 

The Trust’s actual financial performance for M09 indicates a shortfall of £5.9m (c.29%) against the efficiency target, predominantly linked to the position on pay, 

with delivery to date viewed as: 

• Pay related - £10.6m 

• Non-pay related - £3.4m 

• Income related - £0.8m 

Based on the M09 position, the end of year forecast for CIP delivery is estimated at c. £18.0m (c. 63%) against the full £28.5m target. As previously reported, the 

traditional CIP element of the efficiency programme (£18.1m) is due to be delivered via a combination of cross-cutting (Trust wide) and local ISU/Department 

schemes. Plans are already in place for a number of the cross-cutting schemes, but of key concern is the delivery of key actions/pace of delivery and the 

identification of alternative schemes to address gaps to target. The in-year additional mitigation required in the last quarter is a minimum of £4.3m. The delivery 

director has been appointed and will start in January, the team is also in the process of finalising and quantifying the recurrent CIP delivery position for 23/24. The 

forecast CIP delivery for 22/23 includes £8.2m (46% of the total) which is non-recurrent (arising largely from vacancies).  This high proportion delivered non-

recurrently puts additional pressure on the financial modelling for 23/24. 
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Cash Position – Month 09, December 2022 

 

 
 
 

 

Plan Actual Variance

£m £m £m

Opening cash balance 39.34 39.34 0.00 

Capital Expenditure (accruals basis) (22.36) (19.67) 2.69 

Capital loan/PDC drawndown 10.34 11.29 0.95 

Capital loan repayment principal (3.23) (3.40) (0.17)

Proceeds on disposal of assets 0.00 0.00 0.00 

Movement in capital creditor (11.00) (11.51) (0.51)

Other capital-related elements (2.38) (1.71) 0.67 

Sub-total - capital-related elements (28.63) (25.00) 3.63 

Cash Generated From Operations 21.56 8.17 (13.39)

Revenue PDC drawndown 0.00 6.33 6.33 

Working Capital movements - debtors (2.08) (7.52) (5.43)

Working Capital movements - creditors (8.80) (5.27) 3.53 

Net Interest (2.32) (1.87) 0.44 

PDC Dividend paid (3.46) (2.44) 1.02 

Other movements in working capital (1.00) (0.95) 0.05 

Sub-total - other elements 3.90 (3.55) (7.45)

Closing cash balance 14.61 10.79 (3.82)

Better Payment Practice Code
Paid year to 

date

Paid within 

target

% Paid within 

target

Non-NHS - number of bills 107,445 88,233 82.1%

Non-NHS - value of bills (£k) 236,536 195,338 82.6%

NHS - number of bills 1,409 883 62.7%

NHS - value of bills (£k) 24,226 19,835 81.9%

Total - number of bills 108,854 89,116 81.9%

Total - value of bills (£k) 260,762 215,173 82.5%

M09 YTD

Key points of note: 
 

• Access to capital and revenue PDC support remains 
absolutely critical to the Trust’s 2022/23 cashflow.   
 

• Cashflow has also benefitted from the agreement of the 
ICB to pay block income at the beginning (rather than the 
middle) of the month. 
 

• Capital-related cashflow is £3.6m favourable, largely due 
to delays in capital expenditure £2.7m and capital PDC 
drawdown £1.0m higher than planned. 
 

• Cash generated from operations is £13.4m adverse, due 
to the adverse operational elements within the I&E 
position.  This impact has been partly offset by the receipt 
of £6.3m of unplanned revenue PDC. 
 

• Debtor movements is £5.4m adverse.  This is principally 
due to variances with Council debtors £4.1m, ASC 
debtors £1.3m and TP stock £1.0m, partly offset by 
reduced debtors with NHS Commissioners. 
 

• Creditor movements is £3.5m favourable, largely due to 
HEE income received in advance and increases in 
general accruals. 
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Statement of Financial Position (SoFP) – Month 09, December 2022 

 

Plan Actual Variance

£m £m £m

Intangible Assets 11.72 6.04 (5.68)

Property, Plant & Equipment 220.77 236.96 16.20 

On-Balance Sheet PFI 17.35 17.22 (0.13)

Right of Use assets 18.01 7.30 (10.71)

Other 1.44 1.55 0.12 

Total 269.28 269.08 (0.20)

Current Assets

Cash & Cash Equivalents 14.61 10.79 (3.82)

Other Current Assets 43.33 47.77 4.44 

Total 57.94 58.55 0.62 

Total Assets 327.22 327.63 0.42 

Current Liabilities

Loan - DHSC ITFF (2.92) (2.92) (0.00)

PFI and Leases (1.28) (1.29) (0.00)

Trade and Other Payables (54.43) (54.28) 0.15 

Other Current Liabilities (9.16) (11.85) (2.69)

Total (67.79) (70.33) (2.54)

Net Current assets/(liabilities) (9.86) (11.78) (1.92)

Non-Current Liabilities

Loan - DHSC ITFF (22.93) (22.76) 0.17 

PFI and Leases (14.33) (14.39) (0.06)

Other Non-Current Liabilities (20.44) (20.37) 0.07 

Total (57.70) (57.52) 0.18 

Total Assets Employed 201.73 199.78 (1.95)

Reserves

Public Dividend Capital 160.67 167.95 7.28 

Revaluation 51.54 51.35 (0.19)

Income and Expenditure (10.49) (19.52) (9.04)

Total 201.73 199.78 (1.95)

Non-Current Assets

Month 09
Key points of note: 
 
• Non-current assets are £0.2m lower than planned, 

principally due to delayed capital expenditure £2.7m, 
largely offset by reduced depreciation £2.3m due to 
delays in bringing assets into service. 
 

• Cash is £3.8m lower than planned, as explained in the 
commentary to the cashflow statement. 
 

• Other current assets are £4.4m higher than planned.  
This is principally due to variances with Council debtors 
£4.1m, ASC debtors £1.3m and TP stock £1.0m, partly 
offset by reduced debtors with NHS Commissioners. 
 

• Trade and other payables are £0.2m lower than 
planned.  This is principally due to a reduced level of 
capital creditors £0.5m and PDC Dividend creditor 
£0.6m, largely offset by increases in general accruals. 
 

• Other Current Liabilities are £2.7m higher than 
planned, largely due to HEE funding received in 
advance. 
 

• PDC reserves are £7.3m higher than planned, due to 
unplanned revenue PDC support drawn down £6.3m 
and capital PDC support £1.0m higher than planned. 
 

• I&E reserves are £9.0m lower than planned, principally 
due to the adverse I&E position. 
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Statistical Process Control (SPC) charts

It is understood that measurement is integral to the improvement methodology in healthcare but it is not always possible to see from 
the data if improvements are being made.  There is an element of variation in the way services are delivered by individual 
departments, people, and different types of equipment. 

The main aims of Statistical Process Control (SPC) charts is to understand what is ‘different’ and what is the ‘norm’. SPC charts can 
help to:

• ‘predict’ statistically whether a process is ‘capable’ of meeting a target; 
• identify if a process is sustainable - i.e. are your improvements sustaining over time;
• identify when an implemented improvement has changed a process - i.e. it has not just occurred by chance;
• generally understand processes - helping make better predictions and thus improve decision making;
• recognise abnormalities within processes;
• understand that variation is normal and to help reduce it;
• prove or disprove assumptions and (mis) conceptions about services;
• drive improvement – used to test the stability of a process prior to redesign work, such as Demand and Capacity.

Control limits are the standard deviations located above and below the centre line of an SPC chart. If the data points are within the 
control limits, it indicates that the process is in control (common cause variation). If there are data points outside of these control 
units, it indicates that a process is out of control (special cause variation).

In preparing for fuller roll out, a selection of key metrics are presented below in SPC format.
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Key Indicators - Statistical Process Control (SPC) charts

ED 4 hour performance 12- hour visit time

Greater than 60-minute ambulance handover delays
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Key Indicators - Statistical Process Control (SPC) charts

Referral To Treatment Diagnostics performance

Cancer 2-week-wait performance Cancer 62-day performance
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QUALITY LOCAL FRAMEWORK

Reported Incidents - Severe Trustwide <6 0 4 4 4 2 3 2 1 3 5 0 0 2 18

Reported Incidents - Death Trustwide <1 0 2 0 3 2 1 0 2 2 1 1 0 0 9

Medication errors resulting in moderate harm Trustwide <1 0 0 1 2 1 0 0 0 0 0 0 2 1 4

Medication errors - Total reported incidents Trustwide N/A 56 41 51 51 58 60 50 41 59 64 36 43 49 460

Avoidable New Pressure Ulcers - Category 3 + 4

(1 month in arrears)
Trustwide

9

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

Never Events Trustwide <1 0 0 0 0 0 0 0 0 0 0 1 0 0 1

Strategic Executive Information System (STEIS)

(Reported to CCG and CQC)
Trustwide <1 12 6 13 9 8 10 8 5 3 2 4 0 6 46

QUEST (Quality Effectiveness Safety Trigger Tool

Red rated areas / teams
Trustwide <1 0 2 1 0 0 2 0 1 0 0 0 0 0 3

Formal complaints - Number received Trustwide <60 9 16 11 12 12 12 7 13 16 10 13 12 9 104

VTE - Risk Assessment on Admission (acute) Trustwide >95% 95.1% 94.8% 95.2% 94.4% 91.3% 89.7% 90.0% 91.8% 93.6% 92.7% 94.7% 94.4% 94.0% 92.5%

Hospital standardised mortality rate (HSMR)

(3 months in arrears)
Trustwide <100 107.5 107.3 109.1 112.3 113.5 117.4 117 115.1 114.7 113.4 n/a n/a n/a 113.4

Safer Staffing - ICO - Daytime Trustwide 90% - 110%  87.81%  86.8%  88.3% 90.0% 89.0% 96.1% 95.8% 93.7% 94.4% 96.4% 99.1% 99.4% 91.6% 91.6%

Safer Staffing - ICO - Nightime Trustwide 90% - 110%  60.32% 77.8%  78.8%  79.3% 79.7% 86.5% 88.1% 85.8% 86.2% 85.6% 88.8% 86.4% 87.4% 87.4%

Infection Control - Bed Closures - (Acute bed days in month) Trustwide <100 285 71 49 203 30 12 130 84 36 132 42 156 786 1408

Hand Hygiene Trustwide >95% n/a 99.1% 95.3% 98.7% 1 92.3% 94.5% 96.0% 97.7% 96.6% 94.9% 96.2% 91.2% 94.8%

Fracture Neck Of Femur - Time to Theatre <36 hours

(1 month in arrears)
Trustwide >90% 68.6% 77.4% 78.4% 76.9% 67.9% 65.8% 66.7% 56.4% 56.0% 50.0% 54.3% 43.3%

Stroke patients spending 90% of time on a stroke ward Trustwide >80% 50.0% 18.2% 59.0% 28.1% 35.3% 67.6% 34.1% 66.7% 59.3% 54.8% 55.0% 75.9% 28.0% 54.0%

Mixed Sex Accommodation breaches Trustwide 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Follow ups 6 weeks past to be seen date Trustwide 6400 19797 20026 20496 21388 22516 22215 22158 21504 21797 21821 20806 20257 21452 21452

WORKFORCE MANAGEMENT FRAMEWORK

Staff sickness / Absence Rolling 12 months

(1 month in arrears)
Trustwide <4.00% 4.7% 4.8% 5.0% 5.3% 5.6% 5.6% 5.6% 5.8% 5.7% 5.7% 5.7% 5.6% 5.6%

Appraisal Completeness Trustwide >90% 78.6% 76.1% 75.2% 71.9% 71.3% 73.9% 75.2% 77.0% 78.0% 75.8% 76.6% 77.6% 76.7% 76.7%

Mandatory Training Compliance Trustwide >85% 88.4% 88.6% 89.2% 89.5% 89.6% 89.8% 90.1% 89.7% 89.2% 88.7% 88.6% 89.1% 89.7% 89.7%

Turnover (exc Jnr Docs) Rolling 12 months Trustwide 10%-14% 12.0% 12.6% 12.9% 13.4% 13.2% 13.6% 13.7% 13.8% 13.8% 13.9% 13.7% 13.7% 13.5% 13.5%

Performance Report - December 2022
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Performance Report - December 2022

COMMUNITY & SOCIAL CARE FRAMEWORK

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

arrears)
Trustwide 6.95% 5.4% 6.5% 6.5% 6.8%

DOLS (Domestic) - Open applications at snapshot Trustwide
NONE

SET
628 644 623 645 671 664 705 700 714 737 751 735 756 671

Intermediate Care - No. urgent referrals Trustwide 113 219 195 213 212 203 222 234 222 223 205 277 297 299 214

Community Hospital - Admissions (non-stroke) Trustwide
NONE

SET
200 202 n/a n/a 266 241 215 234 222 197 193 203 208 265

Urgent Community Reponse (2-hour) - Referrals Trustwide
NONE

SET
31 17 32 26 26 22 24 27 15 20 27 27 38 226

Urgent Community Reponse (2-hour) - Target achievement Trustwide 70% 0.7419 47.1% 68.8% 57.7% 53.8% 77.3% 66.7% 81.5% 80.0% 85.0% 100.0% 74.1% 76.3% 77.0%

Urgent Community Reponse (2-48 hour)- Referrals Trustwide
NONE

SET
118 129 94 124 117 103 195 153 195 196 182 1064

Urgent Community Reponse (2-48 hour) - Target achievement Trustwide
NONE

SET
83.1% 87.6% 91.5% 88.7% 91.5% 78.6% 86.7% 86.9% 85.6% 86.2% 84.6% 83.1%

ADULT SOCIAL CARE TORBAY KPIs

Proportion of clients receiving self directed support Trustwide 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% n/a 100.0%

Proportion of carers receiving self directed support Trustwide 94% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

% Adults with learning disabilities in employment Trustwide 7% 6.8% 6.7% 6.6% 7.1% 7.3% 7.3% 7.3% 7.5% 7.5% 7.6% 7.9% 7.9% 7.8% 7.3%

% Adults with learning disabilities in settled accommodation Trustwide 80% 81.6% 81.6% 81.8% 81.1% 81.3% 81.2% 80.3% 79.7% 79.7% 79.6% 79.1% 78.7% 78.8% n/a n/a n/a

Permanent admissions (18-64) to care homes per 100k population Trustwide 14 23.1 25.8 19.0 21.7 24.5 29.9 35.3 28.5 40.8 32.6 27.2 29.9 32.6 24.5

Permanent admissions (65+) to care homes per 100k population Trustwide 450 376.9 487.3 476.5 570.8 576.2 823.8 880.4 928.8 939.6 931.5 861.5 901.9 915.4 576.2

Proportion of clients receiving direct payments Trustwide 25% 19.6% 19.4% 19.6% 19.8% 19.5% 19.4% 19.6% 19.7% 20.0% 20.4% 20.3% 20.2% 20.3% 19.5%

% reablement episodes not followed by long term SC support Trustwide 83% 87.7% 88.0% 87.8% 88.9% 84.5% 86.8% 89.6% 89.5% 85.4% 85.2% 86.0% 85.5% 85.4% 84.5%

NHS I - OPERATIONAL PERFORMANCE

A&E - patients seen within 4 hours Trustwide >95% 62.5% 61.1% 60.6% 58.4% 58.0% 57.6% 54.5% 58.5% 59.1% 60.2% 57.0% 59.4% 51.8% 57.3%

Referral to treatment - % Incomplete pathways <18 wks Trustwide >92% 55.6% 54.7% 54.7% 52.0% 50.4% 52.3% 50.6% 49.5% 48.5% 42.5% 45.5% 45.5% 43.3% 43.3%

Cancer - 62-day wait for first treatment - 2ww referral Trustwide >85% 61.9% 49.1% 52.1% 59.5% 57.8% 61.5% 56.4% 60.4% 57.0% 60.8% 64.2% 54.5% 63.1% 63.1%

Diagnostic tests longer than the 6 week standard Trustwide <1% 37.9% 41.3% 38.4% 36.8% 33.9% 32.0% 30.1% 29.1% 33.9% 34.9% 32.4% 30.1% 29.0% 29.0%

Dementia - Find - monthly report Trustwide >90% 87.3% 94.8% 89.7% 93.6% 91.6% 94.6% 84.1% 92.5% 90.6% 94.1% 87.2% 93.0% 91.6% 93.0%
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Performance Report - December 2022

LOCAL PERFORMANCE FRAMEWORK 1

Number of Clostridium Difficile cases reported Trustwide <3 6 6 3 7 2 4 4 6 9 7 3 2 1 38

Cancer - Two week wait from referral to date 1st seen Trustwide >93% 44.3% 45.6% 48.1% 61.1% 59.6% 60.9% 35.6% 31.9% 38.4% 45.3% 63.8% 58.4% 67.4% 67.4%

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

breast patients
Trustwide >93% 82.5% 38.6% 71.4% 81.0% 76.8% 77.8% 41.7% 17.3% 58.5% 79.1% 87.7% 82.8% 100.0% 100.0%

Cancer - 28 day faster diagnosis standard Trustwide 52.8% 55.2% 73.1% 75.0% 76.9% 67.6% 64.8% 67.7% 72.1% 70.4% 75.5% 69.8% 74.8% 74.8%

Cancer - 31-day wait from decision to treat to first treatment Trustwide >96% 96.8% 94.8% 96.5% 97.4% 92.6% 90.7% 96.0% 96.7% 98.0% 92.8% 96.4% 89.0% 98.3% 98.3%

Cancer - 31-day wait for second or subsequent treatment - Drug Trustwide >98% 100.0% 100.0% 98.5% 97.3% 98.6% 98.3% 100.0% 97.4% 100.0% 98.7% 100.0% 90.4% 98.6% 98.6%

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

Radiotherapy
Trustwide >94% 100.0% 97.1% 98.3% 93.8% 94.7% 92.6% 95.5% 98.0% 98.4% 92.2% 94.4% 98.0% 100.0% 100.0%

Cancer - 31-day wait for second or subsequent treatment - Surgery Trustwide >94% 100.0% 96.4% 91.7% 82.9% 100.0% 95.5% 87.5% 88.9% 95.5% 96.8% 89.7% 86.8% 89.7% 89.7%

Cancer - 62-day wait for first treatment - screening Trustwide >90% 77.8% 72.7% 85.7% 80.0% 70.4% 66.7% 92.9% 69.2% 70.0% 90.9% 100.0% 81.0% 76.9% 76.9%

Cancer - Patient waiting longer than 104 days from 2ww Trustwide 26 27 39 39 33 65 61 67 59 35 70 59 26 26

RTT 52 week wait incomplete pathway Trustwide 0 2384 2584 2759 3199 3374 3765 4137 4578 5083 5060 5412 5585 6027 6027

RTT 78 week wait incomplete pathway Trustwide 0 532 587 649 763 779 813 713 686 787 813 829 822 923 923

RTT 104 week wait incomplete pathway Trustwide 0 147 182 213 245 192 173 96 70 51 50 47 34 29 29

On the day cancellations for elective operations Trustwide <0.8% 1.3% 1.4% 0.9% 0.9% 1.6% 1.1% 1.3% 1.7% 3.1% 1.4% 1.7% 1.5% 2.1% 1.7%

Cancelled patients not treated within 28 days of cancellation Trustwide 0 12 6 8 11 12 5 9 9 13 8 7 15 6 84

Virtual outpatient appointments (non-face-to-face)

1 month in arrears
Trustwide 25% 19.3% 20.7% 21.3% 18.8% 19.6% 20.9% 20.9% 20.2% 16.9% 16.8% n/a 16.6% 0.0%

Bed Occupancy Acute 90.0% 93.1% 93.3% 93.9% 95.1% 93.7% 93.2% 94.3% 92.3% 92.3% 95.2% 94.9% 96.3% 96.2% 97.6%

No Criteria to Reside - daily average (Acute) Trustwide No target 56.0 65.0 56.0 50.0 50.5 34.0 38.5 51.0 36.5 45.5 41.5 42.0 48.0

% patient discharges pre-noon Acute 33% 17.2% 15.6% 16.2% 18.0% 18.4% 23.6% 18.1%

% patient discharges pre-5pm Acute 61.8% 60.5% 61.9% 60.4% 59.6% 67.2% 63.2%

Number of patients >7 days LoS (daily average) Trustwide 157.0 183.0 165.0 172.0 171.6 166.0 173.0 167.0 167.0 184.9 177.0 162.0 172.6 171.2

Number of extended stay patients >21 days (daily average) Trustwide 48.0 64.0 60.6 50.0 45.6 38.5 43.0 40.9 48.0 49.2 49.8 32.0 42.3 43.3

LOCAL PERFORMANCE FRAMEWORK 2

Ambulance handover delays > 30 minutes Trustwide Trajectory 952 889 727 1026 967 894 1081 995 1135 982 1181 1098 1142 9475

Ambulance handover delays > 60 minutes Trustwide 0 616 559 438 757 680 514 832 694 850 735 907 773 895 6880

A&E - patients with >12 hour visit time pathway Trustwide 712 806 364 701 656 548 702 708 768 727 796 743 962 6610

Time to Initial Assessment within 15 mins  - 

Emergency Department
Acute 46% 43% 35% 37% 41% 37% 36% 36% 39% 37% 39% 31% 31%

Clinically Ready to Proceed delay over 1 hour - 

Emergency Department 
Acute 34% 33% 34% 34% 35% 40% 44% 39% 39%

Non-admitted minutes mean time in Emergency Department Acute 270 267 301 301 283 316 306 305 291 321 314 365

Admitted minutes mean time in Emergency Department Acute 641 644 775 739 618 764 735 735 862 846 794 965

Number of Clostridium Difficile cases - (Acute) Trustwide <3 3 5 1 5 2 3 4 4 8 6 3 2 0 32

Number of Clostridium Difficile cases - (Community) Trustwide 0 3 1 2 2 0 1 0 2 1 1 0 0 1 6

Care Planning Summaries % completed within 24 hours of discharge - 

Weekday
Trustwide >77% 63.0% 69.2% 75.2% 72.1% 71.1% 71.0% 63.8% 69.7% 70.7% n/a 69.1% n/a 48.9% 66.3%
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Performance Report - December 2022

Care Planning Summaries % completed within 24 hours of discharge - 

Weekend
Trustwide >60% 39.2% 36.7% 52.8% 48.6% 50.0% 52.2% 50.8% 48.0% 48.3% n/a 47.4% n/a 41.5% 48.2%

Clinic letters timeliness - % specialties within 4 working days Trustwide >80% 69.1% 74.6% 67.7% 66.0% 69.5% 65.4% 69.5% 69.1% 80.2% 59.0% 60.0% 62.0% 68.0%

NHS I - FINANCE AND USE OF RESOURCES

EBITDA - Variance from PBR  Plan - cumulative (£'000's) Trustwide -609 -845 -955 -2025 -187 718 -914 -1231 -4412 -5783 -7140 -10433 -13390

Agency - Variance to NHSI cap Trustwide -2.00% -1.80% -1.60% -1.40% -2.00% -2.40% -2.40% -2.10% -2.10% -2.00% -1.90% 1.90% -1.80%

CIP - Variance from PBR plan  - cumulative (£'000's) Trustwide 248 -1812 -1873 -2717 -2751 -3858 -4403 -4872 -5005 -5874

Capital spend - Variance from PBR Plan - cumulative (£'000's) Trustwide 19492 20987 15148 15919 -57 1977 814 1203 1065 975 1988 2787 3280

Distance from NHSI Control total (£'000's) Trustwide 37 153 88 -59 -5 1286 0 0 -2978 -4014 -5022 -7421 -9995

ACTIVITY VARIANCE vs 2019/20 BASELINE

Outpatients - New Trustwide -4.2% -18.5% -7.1% 22.4% -16.3% -13.8% -7.5% -18.1% 2.4% 0.2% -11.7% 3.6% -2.0% -7.4%

Outpatients - Follow ups Trustwide -6.9% -22.2% -15.2% 19.3% -13.4% -5.5% -7.0% -15.3% 4.0% -0.8% -10.1% 4.4% -4.1% -5.5%

Daycase Trustwide -12.6% -22.3% -15.8% 17.0% -17.7% -10.4% -0.4% -7.9% -3.5% 3.2% -4.6% -3.0% -5.5% -5.6%

Inpatients Trustwide -33.8% -47.5% -38.8% -23.4% -9.2% -8.8% -7.0% -16.1% -15.5% 9.6% -16.3% -19.5% -21.4% -12.1%

Non elective Trustwide -14.9% -12.2% -10.3% 12.3% 0.1% -11.5% -1.4% -8.1% -2.7% -6.5% 9.2% -12.7% -18.1% -5.1%

INTEGRATED CARE MODEL

Intermediate Care Referrals (All) Trustwide 504 540 554 550 514 541 503 512 0 0 0 0 0

Intermediate Care GP Referrals Trustwide 95 94 78 80 78 75 74 64 94 87 89 88 94

Average length of Intermediate Care episode Trustwide 14.10 13.60 15.60 15.60 15.70 14.30 14.50 15.70 0.00 0.00 0.00 0.00 0.00
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Report to Trust Board of Directors  

Report title: NHS Resolution Maternity Incentive Scheme – Year 4 Meeting date:  
25th January 2023 

Report appendix Appendix 1 – Neonatal Nursing Workforce Plan 
Report sponsor Chief Nurse 
Report author Associate Director of Midwifery & Professional Practice / Head of 

Midwifery and Gynaecology 
 

Report provenance The content of this report is a summary of the Trust’s status and 
evidence in relation to compliance with NHS Resolution’s Clinical 
Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme 
Year 4 standards. 
 
Achievement of the 10 Safety Actions will result in a minimum rebate 
of the Trust’s contribution to the incentive fund (calculated at 10% of 
our maternity premia). 

Purpose of the report 
and key issues for 
consideration/decision 

The purpose of the report is to provide the Trust Board with a self-
assessment of the Trust’s position in relation to achieving the 
standards set out within the CNST maternity incentive scheme. A 
summary of the evidence that supports the self-assessment is 
provided to enable the Trust Board to complete the declaration form to 
be submitted to NHS Resolution. 
 
The paper sets out specific action for the Trust Board to enable full 
compliance with the 10 standards 
 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☐ 

To approve 
☒ 

Recommendation The Trust Board is asked to: 

i) Review the report and evidence that supports declaration of 
compliance with CNST Standards 

ii) Confirm that an action plan has been completed to show how 
the Trust has met the neonatal nursing workforce standards  

iii) Confirm that there is evidence that a neonatal medical 
workforce review has been completed in the MIS reporting year 
4. 

iv) Agree with the assessment that the occasions whereby the 
delivery suite coordinators have not been supernummery is not 
deemed to be a recurrent event (i.e. more than once a week) 
and would therefore achieve compliance  
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v) Confirm the Trust position of compliance against all 10 Safety 
Actions that enables the Chief Executive to sign the declaration 
form on behalf the Trust  

Summary of key elements 
Strategic objectives 
supported by this 
report 

 
Safe, quality care and best 
experience 

x Valuing our 
workforce 

x 

Improved wellbeing through 
partnership 

x Well-led x 
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance Framework N Risk score  
Risk Register N Risk score  

 

External standards 
affected by this report 
and associated risks  

 
Care Quality 
Commission 

x Terms of Authorisation   

NHS Improvement x Legislation  
NHS England x National policy/guidance x 

 
CNST set clear safety standards for Trusts in relation to maternity 
services. Demonstration that these standards have been met result in 
the Trust being eligible for a rebate on their maternity CNST 
contribution and a share of any unallocated funds.  
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Report title: NHS Resolution Maternity Incentive Scheme – Year 
4 

Meeting date:      
25th January 2023 

Report sponsor Chief Nurse 
Report author Associate Director of Midwifery & Professional Practice / Head of 

Midwifery and Gynaecology 
 
1.0 Introduction 

 
In January 2018, NHS Resolution launched the Clinical Negligence Scheme for Trusts 
(CNST) maternity incentive scheme which was introduced to support the delivery of the 
Department of Health and Social Care’s Maternity Safety Strategy. This strategy set out 
an ambition to reward those who have acted to improve maternity safety and 10 
maternity actions were developed to support this aim.  
 
Torbay and South Devon NHS Foundation Trust has provided evidence of full 
compliance for years 1,2 and 3 in 2018,2019 and 2021. 
 
The fourth year of the scheme began in August 2021. The 10 maternity safety actions 
remained; however, additional requirements were added to each safety action. Due to 
the impact of the COVID-19 pandemic, a decision was made in December 2021 to 
pause the reporting requirements of the scheme. The scheme was relaunched on 6th 
May 2022.  
 
The Trust are required to make a self-declaration of achievement against the actions. 
This is required to be signed off by the CEO on behalf of the Trust Board and submitted 
to NHS Resolution by 12.00 noon Thursday 2nd February 2023. Trusts must achieve all 
ten maternity safety actions. 
  
• The compliance position is submitted to Trust Board with an accompanying joint 

presentation detailing this and progress with maternity safety actions by the Head of 
Midwifery and Clinical Director for Maternity Services 

• The Board declaration form must be signed and dated by the Trust’s Chief Executive 
Officer (CEO) to confirm that: 

 
o The Trust Board are satisfied that the evidence provided to demonstrate 

achievement of the ten maternity safety actions meets the required safety 
actions’ sub-requirements as set out in the safety actions and technical 
guidance document  

o There are no reports covering either year 2021/22 or 2022/23 that relate to the 
provision of maternity services that may subsequently provide conflicting 
information to your declaration (e.g. Care Quality Commission (CQC)inspection 
report, Healthcare Safety Investigation Branch (HSIB) investigation reports 
etc.). All such reports should be brought to the MIS team's attention before 
Thursday 2nd February 2023  

o In addition, the CEO of the Trust will ensure that the Accountable Officer (AO) 
for their Integrated Care System (ICB) is apprised of the MIS safety actions’ 
evidence and declaration form. The CEO and AO must both sign the Board 
declaration form as evidence that they are both fully assured and in agreement 
with the compliance submission to NHS Resolution. 
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o Trust submissions will be subject to a range of external validation points such 
as cross referencing with HSIB, MBRRACE and the Maternity Services Dataset 

o NHS Resolution will continue to investigate any concerns raised about a Trust’s 
performance either during or after the confirmation of the maternity incentive 
scheme results. Trusts will be asked to consider their previous MIS submission 
and reconfirm if they deem themselves to be compliant.  If a Trust re-confirm 
compliance with all of the ten safety actions then the evidence submitted to 
Trust Board will be requested by NHS Resolution for review. If the Trust is 
found to be non-compliant (self-declared non-compliant or declared non-
compliant by NHS Resolution), it will be required to repay any funding received 
and asked to review previous years’ MIS submissions.  

o Evidence of achieving all 10 actions will qualify the Trust for a minimum rebate 
of their contribution to the incentive fund (calculated at 10% of our maternity 
premia). Trusts that have not achieved all ten safety actions may be eligible for 
a small amount of funding to support progress. In order to apply for funding, 
such Trusts must submit an action plan together with the Board declaration 
form 

o This report provides the Board with an overview of the status of each of the 10 
safety actions and the evidence to demonstrate achievement of each action.  

o The CNO for Devon ICB is the AO and will be in attendance at the Board 
meeting in order to gain the assurance needed to jointly sign the deceleration 
form. 
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2.0 CNST Self-Assessment Summary of 10 Maternity Safety Action 
 

Table 1 provides a summary of the Trust’s position against the 10 safety actions 
 
Table 1: Summary of Trust Position Against 10 Maternity Safety Actions 

Action 
No. 

Maternity safety action  Action met? (Y/N) 

1 Are you using the National Perinatal Mortality Review Tool to 
review and report perinatal deaths to the required standard? 

Y 

2 Are you submitting data to the Maternity Services Data Set to the 
required standard? 

Y 

3 Can you demonstrate that you have transitional care services in 
place to minimise separation of mothers and their babies and to 
support the recommendations made in the Avoiding Term 
Admissions into Neonatal units Programme?  

Y 

4 Can you demonstrate an effective system of clinical workforce 
planning to the required standard?  

Compliance will be achieved subject to Board 
Approval of completed neonatal Nursing 

Workforce Action Plan in Appendix 1  
Board must also note formal recording in QAC 

January 23 of Neonatal Clinical Workforce review  
5 Can you demonstrate an effective system of midwifery workforce 

planning to the required standard? 
Compliance will be achieved if board are able to 
approve that the labour ward coordinators are 
classified as supernummery as per technical 

guidance  
6 Can you demonstrate compliance with all five elements of the 

Saving Babies' Lives care bundle version two? 
Y 

7 Can you demonstrate that you have a patient feedback 
mechanism for gathering service user feedback, and that you 
work with service users through Maternity Voice Partnership 
(MVP) to coproduce local maternity services 

Y 

8 Can you evidence that a local training plan is in place to ensure 
that all six core modules of the Core Competency Framework will 
be included in your unit training programme over the next 3 years, 
starting from the launch of MIS year 4? 
In addition, can you evidence that at least 90% of each relevant 
maternity unit staff group has attended an ‘in house’, one-day, 
multi-professional training day which includes a selection of 
maternity emergencies, antenatal and intrapartum fetal 
surveillance and new-born life support, starting from the launch of 
MIS year 4 

Y 

9 Can you demonstrate that there are robust processes in place to 
provide assurance to the Board on maternity and neonatal safety 
and quality issues? 

Y 

10 Have you reported 100% of qualifying cases to Healthcare Safety 
Investigation Branch (HSIB) and to NHS Resolution's Early 
Notification  

Y 

 

2.1 Amber rated standards  
Table 1 sets out the Trust position with regard to compliance against the 10 core 
standards. The Board will note that there are 2 amber rated standards, all of which will 
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meet compliance subject to review and approval of this Board submission. These 
include the following compliance requirements: 

A. Confirmation that an action plan has been produced to show how the Trust has 
met the neonatal nursing workforce standards that is signed off by the Board 
(section 3 – standard 4 of this paper) 

B. Confirmation that a neonatal medical workforce review has been completed 
(section 3 – standard 4 of this paper) 

C. Agreement that the occasions whereby the delivery suite coordinators have not 
been supernummery is not deemed to be a recurrent event (i.e. more than once 
a week) and would therefore achieve compliance (section 3- standard 5 of this 
paper) 
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  3.0 CNST: 10 Safety Actions. Summary of Evidence 
 

No Safety Action Requirement  Status and evidence 

1 Are you using 
the National 
Perinatal 
Mortality 
Review Tool 
to review 
perinatal 
deaths to the 
required 
standard? 

All perinatal deaths eligible notified to 
MBRRACE-UK from the 6th May, 
2022 onwards must be notified to 
MBRRACE-UK within 7 working days 
and the surveillance information 
where required must be completed 
within one months of each death 
Deaths where the surveillance form 
needs to be assigned to another 
Trust for additional information are 
excluded from the latter 

3/3 eligible cases notified within 7 working days (2 days 3 days 1 day) 
respectively). 100% 

All eligible cases have surveillance information completed within 1 
month  

Database maintained of all cases that qualify for a PMRT. 

Relevant documents saved in evidence file  

A review using the Perinatal Mortality 
Review Tool (PMRT) of 95% of all 
deaths of babies, suitable for review 
using the PMRT, from 6th May 2022 
will have been started within two 
months of each death.  This includes 
deaths after home births where care 
was provided by your Trust                                                                                                                                            

A review of all 3 cases have been commenced within 2 months. 2/3 
have been completed with 1 case pending for 19th Jan 23- within 4 
months   

 

No babies who were born at home met the criteria.  
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At least 50% of all deaths of babies 
(suitable for review using the PMRT) 
who were born and died in your Trust, 
including home births, from 6 May 
2022 will have been reviewed using 
the PMRT, by a multidisciplinary 
review team?                                                                                                 

Each of these reviews will have been 
completed to the point that at least a 
PMRT draft report has been 
generated by the tool within four 
months of each death and the report 
published within six months of each 
death 

NA – all eligible reports completed (up to Dec 22)  

 

For at least 95% of all deaths of 
babies who died in your Trust from 6 
May, 2022, the parents will have 
been told that a review of their baby’s 
death will take place, and that the 
parents’ perspectives and any 
questions and/or concerns they have 
about their care and that of their baby 
have been sought. This includes any 
home births where care was provided 
by your Trust staff and the baby died 
either at home or in your Trust.  If 
delays in completing reviews are 
anticipated parents should be advised 

Duty of candour letters were sent to all families and contact made 
detailing that a case review would take place. We do offer all parent the 
opportunity to meet with the clinical team and provide a single point of 
contact / liaison to ensure the family is supported as part of the review 
and Duty of Candour process 

All families offered option to participate in review 

Evidence of DOC letters saved in evidence file 

100% compliance  
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that his is the case and be given a 
timetable for likely completion. 

    

 

  Trusts should ensure that contact 
with the families continues during any 
delay and make an early assessment 
of whether any questions they have 
can be addressed before a full review 
has been completed; this is especially 
important if there are any factors 
which may have a bearing on a future 
pregnancy.  In the absence of a 
bereavement lead ensure that 
someone takes responsibility for 
maintain contact and for taking 
actions as required 

All reviews were completed in the correct timescale therefore no delays 
were experienced  

The bereavement midwife maintains regular contact regardless 

  Quarterly reports will have been 
submitted to the Trust Board from 6 
May 2022 onwards that include 
details of all deaths reviewed and 

Quarterly reporting to the Board process in place. For reporting period 
from  
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consequent action plans. The 
quarterly reports should be discussed 
with the Trust maternity safety and 
board level safety champions 

6th May 2022 to 5th December all reports have included action plans 

For year 4 of MIS, quarterly report submitted for  

1.04.2022 – 30.6.2022– Board Q1 25/07/2022 

1.7.2022 – 30.9.2022 – Board Q2 26/10/2022 

1.10.2022-31.12.2022- Board Q3 (draft report – to be presented at 
Board on 25/01/23)  

2 

 

Are you 
submitting 
data to the 
Maternity 
Services 
Data Set to 
the required 
standard? 

This relates to the quality and 
completeness of the submission to 
the Maternity Services Data Set 
(MSDS) and ongoing plans to make 
improvements 

 

1.By 31st October 2022, Trusts have 
an up to date digital strategy for their 
maternity services which aligns with 
the wider Trust Digital Strategy and 
reflects the 7 success measures 
within the What Good Looks Like 
framework - What Good Looks Like - 
NHS Transformation Directorate 
(england.nhs.uk).  The strategy must 
be shared with Local Maternity 
Systems and be signed off by the 
Integrated Care Board.  As part of 
this dedicated Digital Leadership 
should be in place in the Trust and 

Digital Strategy written and reviewed by Director of IT and CCIO- 
presented to LMNS board and ICB Board. Went to ICB for sign off 
December 2022 and has been approved – email evidence in folder 

LMNS developing Devon wide digital strategy   

Strategy saved in evidence file  

 

 

 

Tab 7.2 NHS Resolution Maternity Incentive Scheme – Year 4

152 of 249 TSDFT Public Board of Directors-25/01/23



11 
 

have engaged with the NHSEI Digital 
Child Health and Maternity 
Programme. 

  2.Trust Boards to assure themselves 
that at least 9 out of 11 Clinical 
Quality Improvement Metrics (CQIMs) 
have passed the associated data 
quality criteria in ‘CNST Maternity 
Incentive Scheme Year 4 Specific 
Data Quality Criteria’ data file in the 
Maternity Services Monthly Statistics 
- NHS Digital for data submissions 
relating to activity in July 2022.  The 
data for July 2022 will be published 
during October 2022. 

Passed 10 out of 11 CQIMS – July scorecard demonstrates compliance   

Saved in file  

  3.July 2022 data contained height 
and weight data, or a calculated Body 
Mass Index (BMI), recorded by 15+0 
weeks gestation for 90% of women 
reaching 15+0 weeks gestation in the 
month 

Passed the standard – evidenced on July scorecard 

  4.July 2022 data contained Complex 
Social Factor Indicator (at antenatal 
booking) data for 95% of women 
booked in the month 

Passed the standard – evidenced on July scorecard 
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  5.July 2022 data contained antenatal 
personalised care plan fields 
completed for 95% of women booked 
in the month (MSD10/12) 

Passed the standard – evidenced on July scorecard 

  6.July 2022 data contained valid 
ethnic category (Mother) for at least 
90% of women booked in the month.  
Not stated, missing and not known 
are not included as valid records for 
this assessment as they are only 
expected to be used in exceptional 
circumstances (MSD001) 

Passed the standard – evidenced on July scorecard 

  7.Trust Boards to confirm to NHS 
Resolution that they have passed the 
associated data quality criteria in the 
‘CNST Maternity Incentive Scheme 
Year 4 Specific Data Quality Criteria’ 
data file in the Maternity Services 
Monthly Statistics - NHS Digital for 
data submissions relating to activity in 
July 2022 for the following metrics: 

Midwifery Continuity of carer (MCoC) 
i) Over 5% of women who 

have an Antenatal Care 
Plan recorded by 29 weeks 
and also have the CoC 
pathway indicator 
completed 

 

 

 

 

 

 

 

Passed the standard – evidenced on July scorecard 
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ii) Over 5% of women 
recorded as being placed 
on a CoC pathway where 
both Care Professional ID 
and Team ID have also 
been provided. 

iii) At least 70% of MSD202 
Care Activity (Pregnancy) 
and MSD302 Care Activity 
(Labour and Delivery) 
records submitted in the 
reporting period have a 
valid Care Professional 
Local Identifier recorded.  
Providers submitting zero 
Care Activity records will 
fail this criterion. 

Criteria i and ii are the data quality 
metrics used to determine whether 
women have been placed on a 
midwifery continuity of carer pathway 
by the 28 weeks antenatal 
appointment, as measured at 29 
weeks gestation. 
 
Criteria iii are fundamental building 
blocks and a necessary step towards 
measuring whether or not women 
have received midwifery continuity of 
carer (though it is not the complete 
measurement). 
 

 

Did not pass the standard with July data however Trusts September 
data will be assessed and can also still pass by using Data quality 
submission summary tool for 3 consecutive months – this is being 
populated – files saved as evidence.  

September data assessed and standard passed – email evidence saved 

 

Passed the standard – evidenced on July Scorecard 
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The data for July 2022 will be 
published in October 2022 
 
If the data quality for criteria 7 are not 
met, trusts can still pass safety action 
2 by evidencing sustained 
engagement with NHS Digital which 
at a minimum, includes monthly use 
of the Data Quality Submission 
Summary Tool supplied by NHS 
Digital (see technical guidance for 
further information). 

3 ? Can you 
demonstrate 
that you have 
transitional 
care services 
in place to 
minimise 
separation of 
mothers and 
their babies 
and to 
support the 
recommendat
ions made in 
the Avoiding 
Term 
Admissions 

A) Pathways of care into 
transitional care have been 
jointly approved by maternity 
and neonatal teams with a 
focus on minimising separation 
of mothers and babies. 
Neonatal teams are involved in 
decision making and planning 
care for all babies in 
transitional care. 

 

TCW polices and guidelines written- joint policy with neonatal network 
with admission/readmission criteria – includes outreach model of care  

 Policy G2412 - Neonatal Transitional Care Model in place and available 
on ICON. 
Neonatal involvement in care planning is recorded in baby's notes and in 
NMAP data collected by Consultant. 
Admission criteria meets a minimum of at least one element of HRG 
XA04. 
No current staffing model as TC beds are part of P/N ward bed stock. 
Current care requirements for TC babies are met within existing 
establishment. 
Formal auditable standards being written. 
Quarterly audits are being undertaken from Quarter 1 22/23. Presented 
via SCBU/Maternity governance and Perinatal Audit meeting  

 Nursery nurses appointed to staffing establishment (supports TCW). 
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into Neonatal 
units 
Programme 
 

Outreach post approved – need physical footprint to provide the care – 
virtual ward area  

 B) The pathway of care into 
transitional care has been fully 
implemented and is audited quarterly. 
Audit findings are shared with the 
neonatal safety champion, LMNS, 
commissioner and Integrated Care 
System (ICS) quality surveillance 
meeting each quarter.  
 

TCW and ATAIN criteria babies reviewed jointly with maternity. One 
action plan formulated and monitored through governance structures.  

Neonatal safety champion is fully sighted on the review.  

Progress against ATAIN rates shared as part of Bi Monthly Board Safety 
Champion update. Also included in quarterly board reports. 

Board level Safety Champion well sighted on the barriers to physical 
space for TCW. Capital Prioritisation application made for change to 
maternity and SCBU footprint – included as evidence. 

 

 

 C) A data recording process 
(electronic and/or paper based for 
capturing all term babies transferred 
to the neonatal unit, regardless of the 
length of stay, is in place.  
 

Babies are identified through both BadgerNet and also as a safety net, 
via a paper-based template over the weekends. This is then 
retrospectively added to BadgerNet. There is also an ongoing process to 
amend job roles for ward clerks so weekend cover is provided so data 
can be added to BadgerNet in a timelier fashion. 

BadgerNet does not currently interface with the maternity EPR – System 
1 so data quality has to be checked across both systems 
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  D)A data recording process for 
capturing existing transitional care 
activity, (regardless of place - which 
could be a Transitional Care (TC), 
postnatal ward, virtual outreach 
pathway etc.) has been embedded. If 
not already in place, a secondary 
data recording process is set up to 
inform future capacity management 
for late preterm babies who could be 
cared for in a TC setting. The data 
should capture babies between 34+0-
36+6 weeks gestation at birth, who 
neither had surgery nor were 
transferred during any admission, to 
monitor the number of special care or 
normal care days where 
supplemental oxygen was not 
delivered 

See above – 

 

  e) Commissioner returns for 
Healthcare Resource Groups (HRG) 
4/XA04 activity as per Neonatal 
Critical Care Minimum Data Set 
(NCCMDS) version 2 are available to 
be shared, on request, with the 
Operational Delivery Network (ODN), 
LMNS and commissioner to inform 
capacity planning as part of the family 

Data is available from the Trust and is shared on request- can also be 
downloaded on request via ODN website /dashboard 

The ODN receive data as part of the national reporting via BadgerNet   
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integrated care component of the 
National Critical Care Transformation 
Review and to inform future 
development of TC to minimise 
separation of mothers and babies 

  f) Reviews of babies admitted to the 
neonatal unit continue on a quarterly 
basis and findings are shared 
quarterly with the Board Level Safety 
Champion. Reviews should now 
include all neonatal unit transfers or 
admissions regardless of their length 
of stay and/or admission to 
BadgerNet. In addition, reviews 
should report on the number of 
transfers to the neonatal unit that 
would have met current TC 
admissions criteria but were 
transferred or admitted to the 
neonatal unit due to capacity or 
staffing issues. The review should 
also record the number of babies that 
were transferred or admitted or 
remained on Neonatal Units because 
of their need for nasogastric tube 
feeding, but could have been 
cared for on a TC if nasogastric 
feeding was supported there. 
Findings of the review have been 
cared for on a TC if nasogastric 
feeding was supported there.  
Findings of the review have been 

All ATAIN reviews were recommenced from Q1 22/23 including 
reporting through both Maternity and SCBU Governance structures 
/meetings  

Admission to TCW remains under virtual footprint – plans in place for 
expansion when capital funds approved  

ATAIN quarterly figures shared as part of the safety champions briefings 
as well as in quarterly board reports. 

Action plan shared and approved by ICB AO 
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shared with the maternity, neonatal 
and Board level safety champions, 
LMNS and ICS quality surveillance 
meeting on a quarterly basis. 

  An action plan to address local 
findings from the audit of the pathway 
(point b) and Avoiding Term 
Admissions Into Neonatal units 
(ATAIN) reviews (point f) has been 
agreed with the maternity and 
neonatal safety champions and Board 
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As above  

  Progress with the revised ATAIN 
action plan has been shared with the 
maternity, neonatal and Board level 
safety champions, LMNS and ICS 
quality surveillance meeting. 

ATAIN reports and action plans shared with Devon ICB ACO 

4 Can you 
demonstrate 
an effective 
system of 
Clinical 
workforce 
planning to 
the required 
standard 

Obstetric Medical Workforce 
The obstetric consultant team and 
maternity senior management team 
should acknowledge and commit to 
incorporating the principles outlined in 
the RCOG workforce document: 
‘Roles and responsibilities of the 
consultant providing acute care in 
obstetrics and gynaecology’ into their 
service:  
Roles and responsibilities of a 
consultant | RCOG 
 

Compliant - Principles incorporated and discussed at relevant meetings 
– Clinical Directorate Meeting (CDM) and Consultant meetings  

Mandatory attendance list to be included in revised escalation policy  

Delivery Suite Handover sheet includes details of clinical situations 
where the Consultant is required to attend to support junior doctors  

Evidence of the Obstetric rota demonstrating compliance with standards  

The principles have been embedded into practice. -Engagement with 
principles shared at Trust Board Q2 Safety and Quality Paper  
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Units should monitor their compliance 
of consultant attendance for the 
clinical situations listed in this 
document when a consultant is 
required to attend in person. 
Episodes where attendance has not 
been possible should be reviewed at 
unit level as an opportunity for 
departmental learning with agreed 
strategies and action plans 
implemented to prevent further non-
attendance. Trusts’ positions with the 
requirement should be shared with 
the Trust board, the board-level 
safety champions as well as LMNS. 

Audit of the attendance of Consultants at clinical scenarios in progress – 
to review any non-attendance and discuss at CDM meeting – actions will 
be monitored  

Of the audits that have been completed 100% compliance with 
attendance for all clinical situations aside from 2 occasions with massive 
PPH whereby there was no evidence in notes that consultant was 
present. Was discussed with CD and action plan strategy devised at 
CDM meeting to prevent reoccurrence.  

 

 

Anaesthetic Medical Workforce 
A duty anaesthetist is immediately 
available for the obstetric unit 24 hours 
a day and should have clear lines of 
communication to the supervising 
anaesthetic consultant at all times. 
Where the duty anaesthetist has other 
responsibilities, they should be able to 
delegate care of their non-obstetric 
patients in order to be able to attend 
immediately to obstetric patients 
(ACSA standard 1.7.2.1) 
 

Compliant  
A duty anaesthetist is immediately available for the obstetric unit 24 
hours a day. Where the duty anaesthetist has other responsibilities, our 
systems and processes and medical workforce models ensure that they 
are able to delegate care of their non-obstetric patient in order to be able 
to attend immediately to obstetric patients. 

Neonatal medical workforce 
The neonatal unit meet the British 
Association of Perinatal Medicine 

Compliant - Medical workforce review completed in October 2022 due to 
high levels of sickness and shortfall noted within medical rotas- changed 
accordingly and amendments in place to weekend cover  
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(BAPM) national standards of junior 
medical staffing? 

Compliant from 10th December 2022.  For evidence purposes this is to 
be formally recorded in Trust Board minutes – included in Q3 Maternity 
Quality and Safety paper presented to QAC on 23 January 2023  

 

Tier 1  

A resident tier 1 practitioner dedicated to the neonatal service in day-
time hours on weekdays and a continuously immediately available 
resident tier 1 practitioner to the unit 24/7. This person could be shared 
with a co-located Paediatric Unit out of hours.  

Tier 2  

A resident tier 2 to support the tier 1 in SCUs admitting babies requiring 
respiratory support or of very low admission weight <1.5kg. This Tier 2 
would be expected to provide cover for co-located paediatric services 
but be immediately available to the neonatal unit 

Neonatal nursing workforce 
The neonatal unit meet the service 
specification for neonatal nursing 
standards 

>80% Qualified in Speciality (QIS) rate in place. Dec 22 QIS rate = 
85.6% 

NCCR funding was utilised to support and recruit nursing staff – action 
plan was in place to address as non-compliant in year 3 – now fully 
compliant  

For evidence purposes this is to be formally recorded in Trust Board 
minutes – included in Q3 Maternity Quality and Safety paper presented 
to QAC on 23 January 2023 

Evidence in folder  
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If the requirements had not been met 
in both year 3 and year 4 of MIS, Trust 
Board should evidence progress 
against the action plan developed in 
year 3 of MIS as well include new 
relevant actions to address 
deficiencies. 
 

Action plan produced in year 3 updated and included as appendix  

  If the requirements had been met in 
year 3 without the need of developing 
an action plan to address deficiencies, 
however they are not met in year 4, 
Trust Board should develop an action 
plan in year 4 of MIS to address 
deficiencies and share this with the 
Royal College of Nursing, LMNS and 
Neonatal Operational Delivery 
Network (ODN) Lead. 

NA 

5 Can you 
demonstrate 
an effective 
system of 
midwifery 
workforce 
planning to 

A systematic, evidence-based 
process to calculate midwifery 
staffing establishment been 
completed? 

The Birthrate Plus© assessment was completed over the Winter of 
2020/21, with the final report being published in March 2021. Uplift of 
13.57 was recommended  

Establishment monitored monthly by midwifery matron and Deputy 
HOM.  
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the required 
standard 

 

 

Trust Board to evidence midwifery 
staffing budget reflects establishment 
as calculated in a) above. 
 

Uplift received for the required establishment as per Birthrate Plus – 4.4 
WTE via national Ockenden funding and 10 WTE from Trust – Midwifery 
establishment meets BR+ recommendations  

Recruitment and retention action plan in place  

Vacancies remaining Dec 22-. Meridien 1.8 FTE  

Community – 2.4 FTE 

All of the vacancies from the uplift have been recruited into. The 
remaining vacancy (4.2FTE) is from midwives retiring or gaining 
promotion within the service  

 

  The midwifery coordinator in charge of 
labour ward must have 
supernumerary status; (defined as 
having no caseload of their own during 
their shift) to ensure there is an 
oversight of all birth activity within the 
service 
 

The labour ward co-ordinator has supernumerary status. This is 
supported by our midwifery staffing document. 

Acuity tool is in place to monitor any occasion where the co-ordinator is 
not supernumerary for any part of shift and actions taken to remedy this. 
Actions that are required to be taken are also included in Maternity 
Services Escalation Plan  

From May 2022 to December 2022, accordingly to the Acuity tool, there 
were 20 instances where the co-ordinator was not able to remain 
supernumerary.  None of these instances were planned and the co-
coordinator was rostered to be supernumerary. The majority of the 
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instances were for very short periods. In all instances the co-ordinator 
returned to supernumerary status as soon as was practicable.  

All instances are reviewed by the matrons and remedial action taken as 
indicated.  

In order to achieve compliance with this action it is necessary to 
evidence that this is not happening as a recurrent event (regular basis; 
more than once a week)  

In the relevant time period (May – December 2022) there were 20 
occasions in 35 weeks where supernummery status was not achieved. 
Therefore, this is less than once a week.  

Evidence of the acuity tool download is saved in the evidence file  

 

  All women in active labour receive 
one-to-one midwifery care  
 

• Trust compliance with women receiving 1:1 care in labour is 
100%.  This is monitored through our System 1 IT system. In 
August & September data demonstrated a possible slight 
decrease in the compliance. (It is required to be 100%). The 
mechanism of data capture had changed and is now captured 
directly from SystmOne. This field on SystmOne is not always 
completed by the midwives so this is likely to explain the results 
rather than this standard not being achieved. The digital midwife 
has retrospectively reviewed the records and can confirm that 1.1 
care in labour was provided 100% of the time in the MIS reporting 
time frame  
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  Submit a midwifery staffing oversight 
report that covers staffing/safety 
issues to the Board every 6 months 
during the maternity incentive 
scheme year four reporting period? 

Midwifery Staffing Oversight Report submitted six-monthly during 
reporting period.  

Relevant to this reporting period – September 2022 submitted to QAC 
and Trust Board 25/09/2022 

6 Can you 
demonstrate 
compliance 
with all five 
elements of 
the Saving 
Babies' Lives 
care bundle 
version 2 

Trust Board level consideration of 
how its organisation is complying with 
the Saving Babies' Lives Care Bundle 
Version 2 (SBLCBv2), published in 
April 2019? 
Note: Full implementation of the 
SBLCBv2 is included in the 2020/21 
standard contract. 
 

Quarterly Maternity Safety and Governance Board reports details 
compliance with SBLCBv2 during time period.  

Full compliance achieved  

Each element of the SBLCBv2 should 
have been implemented?  Trusts can 
implement an alternative intervention 
to deliver an element of the care 
bundle if it has been agreed with their 
commissioner (CCG).  It is important 
that specific variations from the 
pathways described within SBLCBv2 
are also agreed as acceptable clinical 
practice by their clinical network 

Yes – see below 
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 The quarterly care bundle survey 
should be completed until the provider 
Trust has fully implemented the 
SBLCBv2 including the data 
submission requirements.  
 

 Quarterly surveys submitted by submission deadlines 

 The survey will be distributed by the 
Clinical Networks and should be 
completed and returned to the Clinical 
Network or directly to 
England.maternitytransformation@nh
s.net from May 2022 onwards. 
Evidence of the completed quarterly 
care bundle surveys should be 
submitted to the Trust board. 

See above  

ELEMENT 1 - 
Reducing 
smoking in 
pregnancy 
  

Process indicators: 
 
Percentage of women where Carbon 
Monoxide (CO) measurement at 
booking is recorded. 
Percentage of women where CO 
measurement at 36 weeks is 
recorded. 
Note: The relevant data items for 
these process indicators should be 
recorded on the provider’s Maternity 
Information System (MIS) and 
included in the MSDS submissions to 
NHS Digital in an MSDSv2 Information 
Standard Notice compatible format, 
including SNOMED-CT coding. The 

Yes – audit compliance average over 4 months - 84% at booking, 92% 
at 36 weeks. This meets the threshold of greater than 80% compliance 
over 4 months and can be evidenced by live dashboard obtained from 
the EPR – System 1  
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Trust board should receive data from 
the organisation’s MIS evidencing an 
average of 80% compliance over a 
four-month period (i.e. four 
consecutive months in during the MIS 
year 4 reporting timeframe).  
If there is a delay in the provider 
Trust’s ability to submit these data to 
MSDS then compliance can be 
determined using their interim data 
recording method. The denominator 
should still be the total number of 
women at booking or 36 weeks 
gestation, as appropriate for each 
process indicator. 
 

If the provider Trust is unable to 
record these data on their maternity 
information system an audit of 60 
consecutive cases would be 
acceptable evidence to demonstrate 
>80% of women having a CO 
measurement recorded at 36 weeks. 
The denominator for the audit should 
be 60 consecutive women at 36 
weeks gestation, whereas the 
denominator for the electronic audit 
would be the total number of women 
at 36 weeks gestation. In addition to 
this, the audit should be accompanied 
by a brief description of the stop 

Not applicable as data captured via MIS – CO monitoring run chart 
saved in evidence folder 

Stop smoking strategy saved in evidence folder 
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smoking strategy within the Trust and 
any plans for improvement.  
 

A Trust will fail Safety Action 6 if the 
process indicator metric 
compliance is less than 80%.  
If the process indicator scores are 
less than 95% Trusts must also 
have an action plan for achieving 
>95%. 
In addition, the Trust board should 
specifically confirm that within their 
organisation they:  
 

Action plan to achieve 95% has been produced and will be monitored 
via assurance meetings to ensure progress 

Action plan saved in evidence folder 

1) Pass the data quality rating on the 
National Maternity Dashboard for 
the ‘women who currently smoke at 
booking appointment’ Clinical 
Quality Improvement Metric. 

 

Data quality for September data passed – evidence in folder 

2) Have a referral pathway to 
smoking cessation services (in 
house or external). 

 

Referral pathway in place-  

Guideline as evidence  
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3) Audit of 20 consecutive cases of 
women with a CO measurement 
≥4ppm at booking, to determine 
the proportion of women who were 
referred to a smoking cessation 
service. 

 

Audit completed – evidence in folder 85% referred 

 4) Have generated and reviewed the 
following outcome indicators within 
the Trust for four consecutive 
months within the MIS year 4 
reporting period: 
• Percentage of women with a 

CO measurement ≥4ppm at 
booking. 

• Percentage of women with a 
CO measurement ≥4ppm at 36 
weeks. 

• Percentage of women who 
have a CO level ≥4ppm at 
booking who subsequently 
have a CO level <4ppm at the 
36-week appointment. 

 
 

Review completed of the outcome indicators described below. 

 

 

Average percentage over 4 months – 6.7% 

 

Average percentage over 4 months – 4.75% 

 

Average percentage over 4 months 3.5% 

 

ELEMENT 2 - 
Risk 
assessment, 
prevention 
and 

Process indicator: 
1) Percentage of pregnancies where 

a risk status for fetal growth 
restriction (FGR) is identified and 
recorded using a risk assessment 

Yes – audit compliance 86% at booking (all women) and 100% (for high 
risk women) at 20 weeks. 

Action plan for increasing compliance at booking included in evidence 
folder 
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surveillance 
of 
pregnancies 
at risk of fetal 
growth 
restriction 

pathway at booking and at the 20-
week scan (e.g. Appendix D). 

Note: The relevant data items for 
these indicators should be recorded 
on the provider’s Maternity Information 
System and included in the MSDS 
submissions to NHS Digital in an 
MSDSv2 Information Standard Notice 
compatible format, including 
SNOMED-CT coding. The Trust board 
should receive data from the 
organisation’s MIS evidencing 80% 
compliance.  
If there is a delay in the provider Trust 
Maternity Information System’s ability 
to record these data at the time of 
submission an in-house audit of 40 
consecutive cases of women at 20 
weeks scan using locally available 
data or case records should have 
been undertaken to assess 
compliance with this indicator. 
A Trust will fail Safety Action 6 if the 
process indicator metric 
compliance is less than 80%. 
If the process indicator scores are 
less than 95% Trusts must also 
have an action plan for achieving 
>95%. 
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In addition, the Trust board should 
specifically confirm that within their 
organisation:  

2) Women with a BMI>35 kg/m2 are 
offered ultrasound assessment of 
growth from 32 weeks’ gestation 
onwards 

3) In pregnancies identified as high 
risk at booking uterine artery 
Doppler flow velocimetry is 
performed by 24 completed weeks 
gestation 

4) There is a quarterly audit of the 
percentage of babies born <3rd 
centile >37+6 weeks’ gestation. 

5) They have generated and 
reviewed the percentage of 
perinatal mortality cases for 2021 
where the identification and 
management of FGR was a 
relevant issue (using the PMRT). 

6) Their risk assessment and 
management of growth disorders 
in multiple pregnancy complies 
with NICE guidance or a variant 
has been agreed with local 
commissioners (CCGs) following 
advice from the Clinical Network. 

Policies in place which sets out requirement for ultrasound and 
BMI>35kg/m2, uterine artery doppler flow velocimetry & multiple 
pregnancies. 

 

 

 

 

 

Data captured monthly re percentage of babies born <3rd centile and 
>37+6 weeks. All cases reviewed as part of GAP SCORE missed cases 
audit. Themes from audit & action plan in evidence folder 

All cases reviewed in 2021- 6 babies were stillborn and had their care 
reviewed using the Perinatal Mortality Review tool. One case identified 
that the Baby was severely growth restricted. An action plan was 
generated as part of the PMRT review process and has been completed  
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7) They undertake a quarterly review 
of a minimum of 10 cases of babies 
that were born <3rd centile >37+6 
weeks’ gestation. The review 
should seek to identify themes that 
can contribute to FGR not being 
detected (e.g. components of 
element 2 pathway and/or 
scanning related issues). The 
Trust board should be provided 
with evidence of quality 
improvement initiatives to address 
any identified problems. Trusts can 
omit the above-mentioned 
quarterly review of a minimum of 
10 cases of babies that were born 
<3rd centile >37+6 weeks’ 
gestation for quarter 3 of this 
financial year (2021/22) if staffing 
is critical and this directly frees up 
staff for the provision of clinical 
care. 

Policy in place – evidence in folder 

 

 

Data captured monthly re percentage of babies born <3rd centile and 
>37+6 weeks. All cases reviewed as part of GAP SCORE missed cases 
audit. Themes from audit & action plan in evidence folder 

 

 

ELEMENT 3 
Raising 
awareness of 
reduced fetal 
movement 

A. Percentage of women booked 
for antenatal care who had 
received reduced fetal 
movements leaflet/information 
by 28+0 weeks of pregnancy. 

Yes – audit compliance 86% 

Action plan in evidence folder due to being <95% 

 

B. Percentage of women who 
attend with RFM who have a 
computerised CTG 

Yes – audit compliance 100% 
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Note: The SNOMED CT code is still 
under development for RFM and 
therefore an in-house audit of two 
weeks’ worth of cases or 20 cases of 
women attending with RFM whichever 
is the smaller to assess compliance 
with the element three process 
indicators. 
A Trust will fail Safety Action 6 if the 
process indicator metric 
compliance is less than 80%. 
If the process indicator scores are 
less than 95% Trusts must also 
have an action plan for achieving 
>95%. 
 

Audit completed – 100% compliance 

ELEMENT 4 
Effective fetal 
monitoring 
during labour  

 

 

 

 

 

Element four 

There should be Trust board sign off 
that staff training on using their local 
CTG machines, as well as fetal 
monitoring in labour are conducted 
annually. The fetal monitoring 
sessions should be consistent with 
the Ockenden Report 
recommendations, and include: 
intermittent auscultation, electronic 
fetal monitoring with system level 

Compliant – please see SA 8 for details  
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issues e.g. human factors, escalation 
and situational awareness.  

The Trust board should specifically 
confirm that within their organization 
90% of eligible staff (see Safety 
Action 8) have attended local multi-
professional fetal monitoring training 
annually as above. Please refer to 
safety action 8 for more information 
re training.  

 

. 

 

Element Five 

Reducing 
Preterm Birth  

 

A. Percentage of singleton live 
births (less than 34+0 weeks) 
receiving a full course of antenatal 
corticosteroids, within seven days of 
birth. 

B. Percentage of singleton live 
births occurring more than seven 
days after completion of their first 
course of antenatal corticosteroids. 

C. Percentage of singleton live 
births (less than 30+0 weeks) 

 

40% compliance over 12-month period 

 

8% compliance over 12-month period 

 

 

100% compliance over 12-month period 
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receiving magnesium sulphate within 
24 hours prior birth. 

D. Percentage of women who 
give birth in an appropriate care 
setting for gestation (in accordance 
with local ODN guidance). 

Note: The relevant data items for 
these process indicators should be 
recorded on the provider’s Maternity 
Information System and included in 
the MSDS submissions to NHS 
Digital in an MSDSv2 Information 
Standard Notice compatible format, 
including SNOMED-CT coding.  

If there is a delay in the provider Trust 
MIS’s ability to record these data then 
an audit of 40 cases consisting of 20 
consecutive cases of women 
presenting with threatened preterm 
labour before 34 weeks and 20 
consecutive cases of women who 
have given birth before 34 weeks 
using locally available data or case 
records should have been undertaken 
to assess compliance with each of 
the process indicators. 

 

77% compliance over 12-month period 
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The Trust board should receive data 
from the organisation’s Maternity 
Information System evidencing 80% 
compliance with process indicators A, 
C and D. The percentage for process 
indicator B should be as low as 
possible and can be reported as the 
proportion.  

 

A Trust will not fail Safety Action 6 if 
the process indicator scores are less 
than 80%. However, Trusts must 
have an action plan for achieving 
>80%. 

 

 

 

 

 

Action plan in evidence folder to enable achievement of >80%  

 

In addition, the Trust board should 
specifically confirm that within their 
organisation: 

• They have a dedicated Lead 
Consultant Obstetrician with 
demonstrated experience to focus on 
and champion best practice in 
preterm birth prevention. (Best 
practice would be to also appoint a 
dedicated Lead Midwife. Further 
guidance/information on preterm birth 
clinics can be found on 

 

 

 

Additional Obstetric Consultant appointed and preterm birth clinic 
commenced on 26.3.21. 
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https://www.tommys.org/sites/default/
files/2021-
03/reducing%20preterm%20birth%20
guidance%2019.pdf    

• Women at high risk of preterm 
birth have access to a specialist 
preterm birth clinic where 
transvaginal ultrasound to assess 
cervical length is provided. If this is 
not the case the board should 
describe the alternative intervention 
that has been agreed with their 
commissioner (CCG) and that their 
Clinical Network has agreed is 
acceptable clinical practice. 

• An audit of 40 consecutive 
cases of women booking for 
antenatal care has been completed to 
measure the percentage of women 
that are assessed at booking for the 
risk of preterm birth and stratified to 
low, intermediate and high-risk 
pathways, and the percentage of 
those assessed to be at increased 
risk that are referred to the 
appropriate preterm birth clinic and 
pathway. The assessment should use 
the criteria in Appendix F of SBLCBv2 

 

 

 

Policy in place, which includes cervical length assessment.  

 

 

 

 

 

Audit completed 98% correctly risk assessed at booking, 100% of those 
with risk factors referred to preterm birth clinic – presentation evidence 
in folder 
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or an alternative which has been 
agreed with local CCGs following 
advice from the Clinical Network. 

• Their risk assessment and 
management in multiple pregnancy 
complies with NICE guidance or a 
variant that has been agreed with 
local commissioners (CCGs) 
following advice from the provider’s 
clinical network 

 

 

Policy in place – evidence in folder 

7 Can you 
demonstrate 
that you have 
a patient 
feedback 
mechanism 
for gathering 
service user 
feedback, 
and that you 
work with 
service users 
through 
Maternity 
Voice 
Partnership 
(MVP) to 

Terms of Reference for your 
Maternity Voices Partnership. They 
reflect the core principles for Terms of 
Reference for a MVP as outlined in 
annex B of Implementing Better 
Births:  A resource pack for Local 
Maternity Systems 

Yes - Terms of Reference in place and copy saved in evidence file  

 

Minutes of Maternity Voices 
Partnership meetings demonstrating 
how service users are listened to and 
how regular feedback is obtained, 
that actions are in place to 
demonstrate that listening has taken 
place and evidence of Service 
developments resulting from 
coproduction between service users 
and staff 

Monthly and quarterly meetings between Trust and MVP as well as 
Devon LMNS. 2 action plans in place to obtain and address feedback.  
15 Steps visit undertaken and actions in place to address the 
environmental improvements Have also amended birth partner and 
visiting guidance following feedback  

Monthly Trust Feedback and Engagement meeting where service user 
feedback is shared  

Evidence of all engagement activity saved in evidence folder 
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coproduce 
local 
maternity 
services 

Written confirmation from the service 
user chair that they are being 
remunerated as agreed and that this 
remuneration reflects the time 
commitment and requirements of the 
role given the agreed work 
programme.   Remuneration should 
take place in line with agreed Trust 
processes. 

Email confirmation received detailing that the Vice Chair for TSD is 
remunerated for 8 hours per month as per current NHSE PPI policy  

 

The MVP’s work programme, minutes 
of the MVP meeting which agreed it 
and minutes of the LMNS board that 
ratified it 
 

Work programme reviewed and approved at LMNS Board meeting 
19/12/22 

Written confirmation from the service 
user chair that they and other service 
user members of the MVP committee 

are able to claim out of pocket 
expenses, including travel, parking 
and childcare costs in a timely way 

Example letter from Devon MVP vice chair detailing the ability to claim 
for out of pocket expenses  

Evidence that the MVP is prioritising 
hearing the voices of woman from 
Black Asian and Minority Ethnic 
backgrounds and women living in 
areas with high levels of deprivation, 
given the findings in the MBRACE-UK 
reports and maternal death and 
morbidity and perinatal mortality 

Equality and equity plan for Devon LMNS coproduced 
Discussed during the public health workstream – MVP attend  
Connect plus (media company) did a piece of work around improving 
access to maternity services for vulnerable  
Let’s talk forum hosted by MVP in deprived area of South Devon  
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In addition, the MVP workplan includes how to improve diversity of 
outreach, this includes women from ethnic minorities and families who 
live in areas of high deprivation.   

Evidence that the MVP Chair is invited 
to attend maternity governance 
meetings and that actions from 
maternity governance meetings, 
including complaints’ response 
processes, trends and themes, are 
shared with the MVP. 
 

The MVP chair/vice chair has been invited to maternity governance and 
weekly risk meetings. Also invited to attend rollout meeting for Trust 
PSIRF process. 

Patient feedback shared via monthly meetings and at LMNS Board 
meeting 

8 Can you 
evidence that 
a local 
training plan 
is in place to 
ensure that all 
six core 
modules of 
the Core 
Competency 
Framework 
will be 
included in 
your unit 
training 
programme 
over the next 
3 years, 
starting from 

a) A local training plan is in place to 
ensure that all six core modules of 
the Core Competency Framework, 
will be included in your unit training 
programme over 3 years, starting 
from the launch of MIS year 4 in 
August 2021. 
 

We have included all six core competencies within our training 
programme – this commenced in January 2022. 

Training needs analysis policy is updated annually and includes all 
relevant detail 

Copy included in evidence file 

b)90% of each relevant maternity unit 
staff group have attended an 'in-
house' one day multi-professional 
training day that includes maternity 
emergencies starting from the launch 
of MIS year four in August 2021. 

90% of staff groups have completed an annual multi professional 
training day 

The monthly TNA reports are saved in evidence file to demonstrate 
compliance 

December 2022 figures were included. This was necessary due to 
significant sickness levels in the Obstetric workforce which had been 
highlighted and escalated to Executive level.  
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the launch of 
MIS year 4? 
In addition, 
can you 
evidence that 
at least 90% 
of each 
relevant 
maternity unit 
staff group 
has attended 
an ‘in house’, 
one-day, 
multi-
professional 
training day 
which 
includes a 
selection of 
maternity 
emergencies, 
antenatal and 
intrapartum 
fetal 
surveillance 
and new-born 
life support, 
starting from 

90% of each relevant maternity unit 
staff group have attended an 'in-
house' one day multi-professional 
training day that includes antenatal 
and intrapartum fetal monitoring, 
starting from the launch of MIS year 
four in August 2021. 
 

90% of staff have attended taught fetal monitoring sessions as well as 
being assessed via e learning package 

The training that is delivered for fetal monitoring was highlighted as an 
area of good practice during the Ockenden Insights visit  

Can you evidence that 90% of the 
team required to be involved in 
immediate resuscitation of the new-
born and management of the 
deteriorating new-born infant have 
attended in-house neonatal life 
support training or a New-born  Life 
Support (NLS) course starting from 
the launch of MIS year four in August 
2021. 

90% of staff have attended an annual NLS update. December training 
figures were included. This was due to some discrepancy in the training 
data being available due to it being captured in a number of different 
locations. This has been rectified for future submissions with the 
maternity practice educator taking the lead in capturing and saving onto 
one database with the maternity staff.  
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the launch of 
MIS year 4 

9 Can you 
demonstrate 
that there are 
robust 
processes in 
place to 
provide 
assurance to 
the Board on 
maternity and 
neonatal 
safety and 
quality 
issues? 

a)The pathway developed in year 3, 
that describes how safety intelligence 
is shared from floor to Board, through 
local maternity and neonatal systems 
(LMNS), and the Regional Chief 
Midwife has been reviewed in line 
with the implementing-a-revised-
perinatal-quality-surveillance-
model.pdf (england.nhs.uk) The 
revised pathway should formalise 
how Trust-level intelligence will be 
shared with new LMNS/ICS and 
regional quality groups to ensure 
early action and support is provided 
for areas of concern or need 

Pathway developed in year 3- version 3 updated  

Email evidence of pathway being signed off by Board Level safety 
Champion 20/9/21 (CNO)  

Evidence folder contains information and evidence supporting processes 
described in the pathway  

 

 

 

 

  

b) Board level safety champions 
present a locally agreed dashboard to 
the Board quarterly, including; the 
number of incidents reported as 
serious harm, themes identified and 
actions being taken to address any 
issues; staff feedback from frontline 
champions and walk-about; minimum 
staffing in maternity services and 
training compliance are taking place at 
Board level no later than 16 June 

Quarterly governance reports presented to Quality Assurance 
Committee and Trust Board - Q2,3,4 from 21/22 and Q1,2 from 22/23 
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2022. NB, the training update should 
include any modifications made as a 
result of the pandemic / current 
challenges and a rough timeline of 
how training will be rescheduled later 
this year if required. This additional 
level of training detail will be expected 
by 16 June 2022.  
 

 

c)Trust Boards have reviewed current 
staffing in the context of the letters to 
systems on 1 April 2022 and 21 
September 2022 regarding the roll out 
of Midwifery Continuity of Carer as the 
default model of care. A decision has 
been made by the Board as to whether 
staffing meets safe minimum 
requirements to continue rollout of 
current or planned MCoC teams, or 
whether rollout should be suspended 
 

The Trust Board has received quarterly updates on MCoC via the 
Maternity Quality and Safety Board papers  

A detailed paper was presented to Trust Board in April 2022 with details 
of the plan for TSD to roll out the MCoC model 

Following the letter received in September 2022, a decision on the 
continuing roll out was presented to the Trust Board as part of the Q2 
update in October 2022 

 

d) Board level and maternity safety 
champions are actively supporting 
capacity and capability building for 
staff to be involved in the Maternity 
and Neonatal Safety Improvement 
Programme (MatNeoSIP) 
 

Safety champion bimonthly update reports  

Maternity Safety and Quality quarterly reports include an update on the 
Mat NeoSip  

Monthly Maternity Service meetings – update included  

Drop in safety champion meeting – minuted with actions taken  

Visme infographic produced with details of safety champions – 

Tab 7.2 NHS Resolution Maternity Incentive Scheme – Year 4

184 of 249 TSDFT Public Board of Directors-25/01/23



43 
 

NED attends HSIB Quarterly review meeting as well as weekly risk 
meetings and Maternity Governance  

HOM conducted piece of leadership work for Master’s degree with NED- 
Board level safety champion  

Public health midwife attended and presented at Mat Neo CIP forum –  

Retention midwives completed a culture survey – action plan developed  

Team Away days - action plans developed   

Mat neo cip attendance – staff from service attend updates 
sessions/days  

10 Have you 
reported 
100% of 
qualifying 
cases to 
Healthcare 
Safety 
Investigation 
Branch 
(HSIB) and to 
NHS 
Resolution's 
Early 
Notification 
(EN) Scheme 
from 1 April 

A) Reporting of all qualifying EN 
cases to HSIB from 1 April 2021 until 
5 December 2022   

All qualifying incidents meeting criteria for Each Baby Counts reported to 
NHS Resolution EN scheme 6/6 (100%)  

Captured on database 

 

B) Reporting of Reporting of all EN 
qualifying cases to NHS Resolution’s 
Early Notification (EN) scheme from 1 
April 2022 to 5 December 2022 

All qualifying incidents meeting criteria for Each Baby Counts reported to 
3/3 (100%) Captured on database- NHSR case number recorded  

 

C) For all qualifying cases which have 
occurred during the period 1 April 
2021 to 5 December 2022, the Trust 
Board are assured that: 

1. All families that meet the criteria have received information on HSIB 
and EN – letter and leaflet given.  

2. All families have received a duty of candour of letter from the 
Trust. 

Copies of DOC letters saved in file  
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2021 to 5 
December 
2022? 

1. the family have received 
information on the role of HSIB and 
EN scheme: and 

2. there has been compliance with 
Regulation 20 of the Health and 
Social Care Act 2008 (Regulated 
Activities) Regulations 2014 in 
respect of the duty of candour. 

 

 

Table 2: CNST: 10 Safety Actions. Summary of Evidence 
 

The evidence to support the 10 safety actions is stored electronically within the Maternity Services Shared Drive Dir_Man (\\sdhfs03): 
CNST 2021; CNST 2021 year 4. This can be accessed by the senior staff within the maternity services to demonstrate compliance as 
required. The Chief Nurse, Deputy Chief Nurses can also have access to this evidence.  
 
NHSR have provided technical guidance and conditions to support collation of evidence and completion of declaration. These can be 
accessed via the following link: This includes a link to the self-declaration form  
Maternity incentive scheme - NHS Resolution 
 
4.0 Summary of Actions Required by Trust Board 

 
There are three remaining elements to complete to gain full compliance.  
 
The Trust Board will need to confirm that: 

• An action plan has been completed to show how the Trust has met the neonatal nursing workforce standards that is signed off by 
the Board  

• There is confirmation that a neonatal medical workforce review has been completed in the MIS reporting year and reported in sub-
committee to Board.  

• That there is agreement that the occasions whereby the delivery suite coordinators have not been supernummery is not deemed 
to be a recurrent event (i.e. more than once a week) and would therefore achieve compliance 
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• The Board are satisfied that the evidence provided to demonstrate compliance with/achievement of the maternity safety actions 
meets standards as set out in the safety actions and technical guidance document and that the self-certification is accurate.  

• The Board is sighted on the Health Education England Report dated 9th December 2022 and key actions relating to Maternity 
Services being taken that relate to the provision of maternity services, and will be shared with the Maternity Incentive Scheme 
team's attention. 

5.0 Conclusion 

The Maternity Service has worked extremely hard to ensure that processes and systems are in place to meet the requirements set by 
NHS Resolution. These 10 key actions are designed to drive safety improvements within maternity and neonatal care. 

This report provides a summary of the evidence of achievement of the 10 safety actions.  

The Board are now required to review the evidence provided to assure themselves of achievement of the standards. The Chief Executive 
will need to sign the Board declaration on behalf of the Board. This declaration will also need to be countersigned by the AO for Devon 
LMNS.  

6.0  Recommendations 
 
i) Review the report and evidence that supports declaration of compliance with CNST Standards 
ii) Confirm that an action plan has been completed to show how the Trust has met the neonatal nursing workforce standards 
iii) Confirm that there is evidence that a neonatal medical workforce review has been completed in the MIS reporting year 4. 
iv) Agree with the assessment that the occasions whereby the delivery suite coordinators have not been supernummery is not 

deemed to be a recurrent event (i.e. more than once a week) and would therefore achieve compliance  
v) Confirm the Trust position of compliance against all 10 Safety Actions that enables the Chief Executive to sign the declaration 

form on behalf the Trust  
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Appendix 1: Neonatal Nursing Workforce Action Plan  
 

Introduction: 

There are required service specifications for neonatal nursing standards. A review of the nursing establishment for the Special Care Baby Unit 
(SCBU) at Torbay and South Devon NHS Foundation Trust has been completed. It identified that additional staffing resource was required to ensure 
nurse staffing met the national recommendations. This assumes 80% bed occupancy.   

Workforce analysis: 

Number of additional Registered Nurses required: +3.85wte, of which 1.54wte should be Qualified in Specialty (QIS)  

Number of Non-Registered Workforce required: -0.58wte 

Action plan: 

 

ACTION PLAN FOR TO MEET NEONATAL NURSING ESTABLISHMEMT STANDARDS  
 

ACTION 
NUMBER 

ACTION  CURRENT STATUS RESPONSIBLE COMPLETION 
BY DATE 

COMPLETED 

1 To work with neonatal network to submit a bid for 
additional staffing in response to the Neonatal Critical 
Care Review (NCCR) 

 Bid submitted  Child Health 
Matron 

31 January 
2021 

January 2021 

2 To commence recruitment into posts once funding has 
been received for year 1, 2021/22 

 Completed Ward manager 31 October 
2021 

Completed 

3 To commence recruitment into posts once funding has 
been received for year 2, 2022/23 

 Completed Ward manager 31 October 
2022 

Completed 

4 Skill mix to increase Registered Nurses, when Non-
Registered vacancies arise 

 Not required. Staffed to 
establishment.  

Ward manager To be 
confirmed 

N/A 

5 Risk register to be updated reflecting workforce analysis 
finding and mitigations taken in response, including this 
action plan 

 Ward staffed to establishment N/A 30 June 2021 N/A 

Tab 7.2 NHS Resolution Maternity Incentive Scheme – Year 4

188 of 249 TSDFT Public Board of Directors-25/01/23



47 
 

Action plan updated: 03 January 2023 in line with CNST and local workforce reviews.  

Discussion Points:  

• Due to NCCR the staffing review we received and appointed into the increased staffing. At time of writing SCBU is fully staffed to establishment 
• We have seen the successful appointment of 2 x IRN who have joined the team. They are currently awaiting OSCE assessments.  
• The ward has a designated Educational Lead working clinically to support educational programs.  

The action plan will be presented to the Trust Board as part of the Maternity Incentive Scheme (CNST) requirements and shared with the ODN and RCN.  

This action plan will be monitored through the monthly SCBU clinical governance meeting, and progress will be reported through the usual Trust governance 
processes.   

 

.   
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Public 

Report to the Trust Board of Directors  
 
Report title: Maternity Governance & Safety Report (1st October 2022 
– 31st December 2022) 

Meeting date: 
25th January 2023 

Report appendix  
Report sponsor Chief Nurse  
Report author Head of Midwifery and Gynaecology/ADMPP 

Clinical Governance Co-ordinator 
Digital & Quality Improvement Midwife 
Deputy Head of Midwifery 

Report provenance The content of this report is a summary of the safety improvement 
activities implemented by the Maternity Governance Group within the 
Trust to meet the national priority to reduce brain injuries occurring 
during or soon after birth, stillbirths, neonatal and maternal deaths by 
50% by 2025. This is informed by the Safety workstream of the Devon 
Local Maternity & Neonatal System (LMNS). 

Purpose of the report 
and key issues for 
consideration/decision 

The purpose of this report is to provide assurance to the Committee 
around key aspects of the maternity safety agenda, specifically relating 
to: 
 

• An update on the East Kent Reporting ‘Reading the Signals’ 
and the requirement for the organisation to acknowledge the 
findings. 

• Setting out the Trust position in relation to perinatal mortality 
and morbidity. 

• To update the Committee on the UNICEF Baby Friendly 
reaccreditation  

• To inform the Committee of the publication of a report by HEE 
into Quality Interventions for Post Graduate Doctors in training  

• To advise the Committee of an escalation notice of concern 
from HSIB and the subsequent actions taken to address this. 

 
Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☒ 

To approve 
☐ 

Recommendation The Committee are asked to: 
• Note the progress and compliance position with regard to the 

priority areas 
• Note the key quality and safety issues identified in the report 
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Summary of key elements 
Strategic goals 
supported by this 
report 

 
Excellent population health 
and wellbeing 

X Excellent experience 
receiving and providing 
care 

X 

Excellent value and 
sustainability 

  
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance 
Framework 

X Risk score 16 

Risk Register X Risk score  
 

BAF Risk Objective 1. Quality and Patient Experience 
 

External standards 
affected by this report 
and associated risks  

 
Care Quality Commission  Terms of Authorisation   
NHS England X Legislation  
National policy/guidance X  
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Report title: Maternity Governance & Safety Report (1st October 
2022 – 31st December 2022- Q3) 

Meeting date: 
25th January 2023 

Report sponsor Chief Nurse  
Report author Head of Midwifery and Gynaecology/ADMPP 

Clinical Governance Co-ordinator 
Digital & Quality Improvement Midwife 
Deputy Head of Midwifery 

 
1.0 Introduction 
 
Safety, quality and experience has always been a priority for the maternity and neonatal 
services at Torbay and South Devon NHS Foundation Trust. The publication of both the 
Ockenden Review of Maternity Care at Shrewsbury and Telford, (December 2020 and 
March 2022) as well as the East Kent report ‘Reading the Signals ‘(October 2022) 
provides all maternity and neonatal providers and commissioners with evidence of the 
devastating effects and consequences that poor culture and governance can have on 
families. NHS England & Improvement have set out clear expectations around 
governance and safety in response to these reports for all providers of maternity care.  
 
This quarterly report will be constructed to meet the recommendations within the 
Ockenden reports as well as addressing the reporting requirements for Maternity 
Incentive Scheme (MIS) We plan for this to be an iterative process, firstly as the Board 
and maternity services work to review, amend and strengthen existing reporting 
mechanisms, and secondly as NHS England & Improvement (NHSEI) provide additional 
resources to support Trusts in enhancing their safety culture.  
 
This quarterly report will look back at the period 1 October 2022 – 31 December 2022 
(Q3) 
 
2.0  Review and monitoring of safety within maternity services 
 
2.1 East Kent Report ‘Reading the Signals: Maternity and Neonatal Services in 

East Kent. 
 

On 19 October 2022 Dr Bill Kirkup CBE published the findings of the Independent 
Investigation into East Kent Maternity Services in the report ‘Reading the Signals: 
Maternity and Neonatal Services in East Kent. 
 
Medical experts reviewed an 11-year period from 2009 at two hospitals in Margate and 
Ashford under the care of East Kent NHS Hospital Trust, who have apologised for the 
avoidable harm and suffering to families who lost family members and were denied the 
answers they deserved. 
 
The report details missed opportunities to bring about real improvement in the clinical 
outcomes and the experience for families in East Kent and indicates, had care been 
given to the nationally recognised standards, that the outcome could have been 
different in 97 (48%) of the 202 care episodes and the outcome could have been 
different in 45 (69%) of the 65 baby deaths reviewed.  
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. 
 

NHS England will be working with the Department of Health and Social Care and 
partner organisations to review the recommendations and implications for maternity and 
neonatal services and the wider NHS.  

 
In 2023 NHS England will publish a single delivery plan for maternity and neonatal care 
which will bring together action required following Reading the Signals, the report into 
maternity service at Shrewsbury and Telford NHS Foundation Trust, and the NHS Long-
Term plan and Maternity Transformation Programme deliverables.  

 
The publication of the single delivery plan will not delay the LMNS or the Trust in 
responding to this or any other reports.  

 
The role of the LMNS in implementation of the East Kent report will include: 

1. Surveillance & assurance of action implementation 
2. Sharing good practice 
3. System wide support  
4. Acting as a conduit to the regional and national maternity transformation team 

where clarifications and further guidance are required.  
 
This will occur through our LMNS Safety & Governance meeting and be reported to the 
Devon LMNS Strategic Board.  
 
NHS England highlight four areas for Boards to action. 

 
• To get better at identifying poorly performing units 
• Giving care with compassion and kindness 
• Teamworking with a common purpose 
• Responding to challenge with honesty 

 
It needs to be acknowledged that the findings and recommendations of this report 
should be reviewed and implemented as an organisation and not solely within maternity 
services 

 
2.2 Perinatal Clinical Quality Surveillance Model  

 
As part of the Ockenden Review and the NHSEI 12 urgent actions, a model has been 
proposed to improve oversight of safety metrics within Maternity and Neonatal Services. 
The Perinatal Clinical Quality Surveillance (PCQS) Model is based on three principles, 
with principle one relating to trust level, principle two at system level and principle three 
at regional level.  Principle one (Table 1) focuses on strengthening trust level oversight 
for quality, with 6 requirements.  The Trust is able to demonstrate full compliance in all 
areas of principle one. 
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Table 1: Perinatal Clinical Quality Surveillance Model (PCQS) 
 

PCQS Requirements 
1. To appoint a non-executive director to work alongside the board-level perinatal safety 
champion to provide objective, external challenge and enquiry.  
2. That a monthly review of maternity and neonatal safety and quality is undertaken by the trust 
board.  
3. That all maternity Serious Incidents (SIs) are shared with trust boards and the LMNS, in 
addition to reporting as required to HSIB.  
4. To use a locally agreed dashboard to include, as a minimum, the measures set out in 
Appendix 2, drawing on locally collected intelligence to monitor maternity and neonatal safety at 
board meetings.  
5. Having reviewed the perinatal clinical quality surveillance model in full, in collaboration with 
the local maternity system (LMNS) lead and regional chief midwife, formalise how trust-level 
intelligence will be shared to ensure early action and support for areas of concern or need.  
6. To review existing guidance, refreshed how to guides and a new safety champion toolkit to 
enable a full understanding of the role of the safety champion, including strong governance 
processes and key relationships in support of full implementation of the quality surveillance 
model 

 
2.3 Trust Board Reporting – Quality and Safety within Maternity Services 
 

Table 2 sets out the mandated reporting framework for maternity quality and safety 
metrics (The Committee will note that quality and safety metrics are also reported on a 
monthly basis through the Board IPR.)  
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Table 2: PCQS Minimum Dataset Information Summary Q2 
  

Proportion of midwives responding with 'Agree or Strongly Agree' on whether they would recommend 
their trust as a place to work or receive treatment (Reported annually) 

72% 

Proportion of specialty trainees in Obstetrics & Gynaecology responding with 'excellent or good' on how 
would they would rate the quality of clinical supervision out of hours (Reported annually)  

See 4.0  
 
 
 
 
 
 
 

 October 2022 November 2022 December 2022 
Findings of review of all perinatal deaths using the 
real time data monitoring tool 

None undertaken None undertaken None undertaken 

Findings of review all cases eligible for referral to 
HSIB. 

No eligible cases. No eligible cases. No eligible cases. 

Report on: 
The number of incidents logged graded as moderate 
or above and what actions are being taken 
 
 
 
    
 
Training compliance for all staff groups in maternity 
related to the core competency framework and wider 
job essential training 
 
 Minimum safe staffing in maternity services to include 
Obstetric cover on the delivery suite, gaps in rotas and 
midwife minimum safe staffing planned cover versus 
actual prospectively.  

 
None 
 
 
 
 
 
 
Training – 95% 
compliance 
 
 
Staffing  
 
Full details in section 4 
 
  

2 Moderate (same 
patient) 
Post-partum 
haemorrhage and DVT. 
MDT case review 
arranged to review 
care.  
 
Training – 98% 
compliance 
 
 
Staffing  
 
Full details in section 4 
  

1 Moderate Incidents 
reported 
 
Stillbirth at 38 weeks -
PMRT review to be 
held.  
 
 
Training –88% 
compliance 
 
 
Staffing 
 
Full details in section 4 
  

Service User Voice feedback Feedback mechanisms 
in place.  

Feedback mechanisms 
in place  

Feedback mechanisms 
in place 

Staff feedback from frontline champions and walk-
about 

Completed Completed Completed 

HSIB/NHSR/CQC or other organisation with a 
concern or request for action made directly with 
Trust 

Escalation of urgent 
concern from HSIB 
investigation case 
number MI-0106116. 
The urgent concerns 
noted were 
• Provision of 
supervision for student 
midwives and 
unregistered midwives 
returning to practice. 
• Recognition of 
student midwifery 
status and support 
during any direct care 
they provide. 
See 2.5.2 

Health Education 
England Quality 
Interventions Review 
Report issued in 
November 2022 – 
highlighted some 
feedback and concerns 
around Post Graduate 
Doctors in training 
(PGDIT) 

 

Coroner Reg 28 made directly to Trust Nil Nil Nil 

Progress in achievement of CNST 10 Data quality is 
improving and 
feedback from NHSX is 
that meeting 
requirements to pass 
the standards 

Marked improvement in 
compliance data for CO 
monitoring – confident 
of meeting required 
target 

 

Training data has 
shown a slight dip in 
the required trajectory 
due to sickness in 
workforce – change in 
NHSR guidance 
enables the December 
data to be used for 
compliance 
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Serious Adverse Events  
 

2.3 Perinatal Mortality Review Tool (PMRT)  
 
The PMRT tool is now embedded in practice following its introduction in 2018.  It has 
been used at the local multi-disciplinary case reviews to review the care and draft 
reports.  There are clear reporting timescales.  
 
The maternity service writes to all parents to advise them that a review will take place. 
They are given the opportunity to provide a perspective about their care and raise any 
questions that they have.  All of the families have provided feedback. We have now 
established a process of inviting external reviewers to the PMRT reviews as set out in 
the standards.   
 

(a) PMRT - Notifications 
 
During October – December 2022 there was one case that met the PMRT criteria and 
were reported. Details of this case are: 
 

• Antepartum Stillbirth at 38 weeks gestation – December 2022: 
 
The case involved a Mother who attended for an elective caesarean section and sadly 
the baby was found to have died.  She had no history of reduced movements. The 
Mother was a type 2 diabetic with hypertension and raised maternal age.  There were 
no immediate actions or learning that arose from the 72-hour report.  A PMRT case 
review is schedule for mid-March and any learning from this will be disseminated to all 
Midwifery and medical staff. 
 

(b) PMRT – Completed Reviews  
 
During Q3 we did not undertake any PMRT case reviews.   

 
2.4 Healthcare Safety Investigation Branch (HSIB) 
  
2.4.1 Referrals to HSIB 
 
In Q3 no new cases were reported to HSIB 
 
2.4.2. Finalised investigation reports from HSIB 
 
In Q3 there were no finalised reports completed. 
 
2.4.3 Quarterly Engagement Visit with South West Maternity  

 Investigation Team 
 
We met with the South West Maternity Investigation Team on 5 December 2022.  We 
heard about investigation findings nationally and an update on the progress of three 
ongoing investigations.  
 
The team also shared some national learning on Hyponatremia and breech 
presentation. These have been shared locally with the clinical teams.  
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We also shared with the HSIB team our actions in relation to the urgent concern (see 
below)  
 
2.4.4 HSIB escalation of urgent concern -Case number MI-010616  

 
In October 2022 we were informed of urgent concerns that had been noted by the 
investigation team during their investigations. These concerns were: 
 
• Provision of supervision for student midwives and unregistered midwives returning to 
practice. 
• Recognition of student midwifery status and support during any direct care they 
provide. 
 
We were asked to respond with what immediate actions had been taken to address the 
concerns. We developed an action plan around: 
 

1. Supervision of students 
2. The role of the Delivery suite coordinator  
3. Escalation of concerns 
4. Duty of Candour.  
5.  

The actions were initiated with the Trusts response providing the assurance required to 
HSIB. As part of the escalation of concern it was suggested that the Devon ICB and the 
CQC, were advised of these concerns. These was completed and noted. HSIB have 
subsequently confirmed that they now consider this matter to have been addressed by 
the Trust and are satisfied with the response.  
 
2.5   Safety Improvement 

 
2.5.1 Maternity and Neonatal Health Safety Improvement Programme 
(MATNEOSIP) including PERIPrem    
 
The latest MatNeoSIP Patient Safety Network Event, was held on 8 December 2022. 
The event included presentations on the APPEAL pelvic floor project looking at teaching 
effective pelvic floor muscle exercises in antenatal care; a preventative programme led 
by midwives. The Fulcrum burnout project highlighted the burnout in preceptee 
midwives and how student midwives are graduating with moderate burnout and high 
levels of emotional exhaustion and depersonalisation. There was also an update from 
NHSE regarding the National MEOWS and NEWTT2 projects, both aiming to launch 
nationally early next year. Also, a PERIPrem update on the national and local picture.  
 
2.5.2 Saving Babies Lives Care Bundle  
 
Saving Babies Lives Care Bundle Version 2 (SBLCB v2) was launched in March 2019. 
This builds on the existing bundle, but adds a fifth element (preventing risk of preterm 
birth) for implementation.  Version 3 of the care bundle will be launched early 2023. 
The Board will recall previous escalation regarding the potential non-compliance around 
the element pertaining to a reduction of smoking in pregnancy, specifically CO 
monitoring at booking and 36 weeks. Evidence of 80% compliance is required for both. 
Due to the implementation of the maternity electronic patient record in May 2022, there 
had initially been difficulty in extracting the data fields for smoking, this has 
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subsequently improved. A CO monitoring dashboard has been developed which 
provides live data on our compliance in these 2 metrics and is being monitored daily. 
 
There have been significant improvements in the compliance rate following targeted 
intervention led by the Head of Midwifery and team. Our compliance over 4 consecutive 
months is now over 80% for both booking and 36 weeks. This meets the standard 
required for the Maternity Incentive Scheme (MIS) 
 
2.5.3 Stillbirth Rate 
 
One of the aims of SBLCB v1 and v2 is to reduce the number of stillbirths. National 
comparative data for England for 2021 has been published and has increased to 4.2% 
(3.8% in the previous year as per chart below).  
 
TSD data for 2022 is now at the same rate as the England rate for 2021.  
It is thought that the national rise in rate is related in some way to the Covid 19 
pandemic; either directly by an effect of the virus on the placenta or indirectly due to 
pressures of NHS or the impact of lockdown.  
 
We understand the national position for 2022 will be published in May 2023 at which 
point we will compare our rates with other units of a similar size. We already review 
each case as part of the PMRT process  and although we have not identified any 
themes or patterns of concern, due to the upward trend, a thematic review of all 
perinatal deaths will be conducted to provide more detailed analysis. 
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2.5.4 Avoiding Term Admissions into Neonatal Units  
 
The ATAIN collaborative work between the Maternity Service and Child Health is 
ongoing and is a fundamental part of MIS Safety Action 3. An audit is required of all 
term babies transferred to the neonatal unit, regardless of the length of stay. The 
findings of this audit inform an action plan to identify and implement relevant learning. 
Progress against the action plan is shared with the Board Level Safety Champion as 
well as wit the LMNS.  
 
For this reporting period an average of 7.1% of term babies were admitted to the 
Special Care Baby Unit. This is an increase from 4.7% seen in the last reporting period 
and is above the target of 5% or less. One of the reasons for the rise in rate appears to 
be related to sub- optimal temperature management. The actions to address this 
include relaunching of the ‘Warm Care Bundle’. All actions to reduce this rate are 
captured as part of the overarching collaborative ATAIN action plan monitored via both 
SCBU and maternity governance groups. 
 
Constraints continue in relation to this workstream. Predominately these issues relate to 
space and capacity issues within the clinical area. Prior to the COVID-19 pandemic, the 
estates strategy for the Women’s Health Unit had been approved and included the 
provision of a dedicated Transitional Care Facility in the space on McCallum ward. This 
would enable the maternity and neonatal services to support the on-going care of 
babies with additional needs, ensuring that mothers and babies are not separated, 
whilst avoiding term admissions into SCBU. Work is underway as part of the capital 
prioritisation process to review and refresh the strategy for this area.  
 
2.6 Maternity Safety Champions  
 
Monthly walkarounds with the Board Level Safety Champion (BLSC) have continued, as 
have the Maternity and Neonatal Safety Champion drop-in meetings. The Non-Exec 
Director for Maternity has also attended relevant meetings within Maternity and is sent 
the minutes from additional maternity meetings on a monthly basis. She has also 
attended a walkaround within the Maternity Unit in December. This was the NED’s last 
undertaking as a Maternity Safety Champion as she stepped down from the role in 
December 2022. The Maternity Service is very grateful for the support that she has 

3
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provided throughout her tenure. We are awaiting confirmation of who is taking over as 
the Board Level Safety Champion.  
 
A summary of safety concerns and actions taken are provided to staff in the monthly 
maternity service meeting minutes.  
 
Concerns that have been raised by staff recently include: 
 

• Catheter stands/hooks – these were needed to enable women to get out bed 
promptly following a caesarean section and to maintain Infection Control 
guidance.  Action: Hooks sourced and ordered and are now available for use on 
the ward. 

 
• Day Assessment Unit - can become busy or bed blocked, women can be 

waiting a long time to be seen by a midwife, sometimes a few hours. Currently no 
system for triaging in the DAU Delivery Suite/John Macpherson ward help when 
there is capacity, but they becoming increasingly unable to help. The midwives in 
the DAU are often unable to triage because they are too busy to facilitate this 
safely and often no rooms available to do this. 
Action: A working party has been set up to explore the development of a 
telephone triage service within Maternity. 
 

3.0  Staffing  
  

Throughout Q3 sickness due to Covid-19 has not had a particular bearing on our ability 
to maintain minimum optimum staffing levels. However, flu has had a significant impact 
on staffing levels throughout December and reflects the situation across the wider Trust. 
We continue to attempt to cover shortages with bank/additional hours, with no use of 
agency staff. Sickness rates within the service have shown a consistent and marked 
decrease over the last 12 months. The rate in November 2021 was 11.07% and in 
October 2022 was 4.62%. 
 
We have had a number of new staff commence in post throughout Q3, including: band 5 
preceptee midwives, band 6 midwives and band 3 Maternity Support Workers. This 
year, as part of our recruitment drive, we have doubled the number of preceptee posts 
within the service. Due to the increased number of band 5 preceptee midwives now 
working in both community and hospital-based services, a new ‘legacy midwife’ has 
been appointed for a fixed term of 12 months at 0.6wte. Her role is to support newly 
qualified midwives throughout their first year, post-registration.  She is working flexibly to 
enable her to work alongside the preceptee midwives in the clinical areas and provide 
direct 1:1 support to them. 
 
We have been provided with external funding from LMNS for 2 fixed-term band 7 
specialist midwife roles within the service: a Pre-term Birth/Fetal Medicine Specialist 
Midwife and a Pelvic Health Midwife. This will provide a greatly enhanced service to 
women; however, the roles will be recruited to internally, which will, in turn, leave 
temporary vacancies within the existing midwifery teams. 
 
Our recruitment efforts are now aimed at increasing the number of midwives in each 
community midwifery team, with the intention of reducing caseloads and releasing the 
significant pressure on this area of the workforce. 
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We are also in the process of finalising a service wide consultation to address the 
alignment of shift times and will address the workforce split across the hospital and 
community teams. 
 
The Obstetric team have experienced a high level of long-term sickness within the 
Consultant workforce. This is requiring locum support as well as placing additional 
pressures on the remaining workforce. It has been added as a risk to the risk register. 
There has also been a sudden increase in sickness absence in junior doctor rota- this 
has been escalated and mitigations are in progress including a Mutual Aid request.   
 
4.0 Health Education England (HEE) report  
 
On the 2nd November 2022 the Obstetrics and Gynaecology team met with 
representatives from the SW HEE team who conducted a Quality Interventions Review.   
This was a follow up visit to one in December 2021 and also took account recent 
concerns raised by Post Graduate Doctors in training (PGDIT).  
 
There were some areas of positive practice where support and learning for PGDIT was 
deemed to be good 
 
Following the report, a number of actions have been initiated. These include immediate 
review of the orientation of PGDIT as well as mechanisms to support escalation of 
concerns so that they can be addressed immediately. A RAG rated action plan has been 
produced and will be monitored via the Clinical Directorate Group. 
 
5.0  UNICEF Baby friendly reaccreditation (BFI) 

 
The UNICEF Baby Friendly accreditation programme is recognised and recommended 
in numerous government and policy documents. Baby Friendly’s work to support 
breastfeeding is based on extensive and resounding evidence that breastfeeding saves 
lives, improves health and cuts costs in every country worldwide. Services which 
implement the Baby Friendly standards receive the prestigious Baby Friendly award, a 
nationally recognised mark of quality care.  
 
In order to maintain our level 3 accredited status, we were reassessed, in November 
2022. The staff were commended for their hard work over the last three years in 
continuing to support mothers. It was clear to the assessment team, that in many areas 
pregnant women and new mothers received a very high standard of care. The 
assessment team was impressed with the sound care given in many of the standards. 
They advised that there is a firm foundation from which to progress to Achieving 
Sustainability, which is the scheme designed to embed baby friendly care for the long 
term. There is only 1 maternity unit in the south west that has achieved sustainability, so 
for this level of care to be acknowledged, it demonstrates the commitment at TSD.  
  
However, although most of the standards continue to meet criteria, three of the 
standards have not been maintained. We are required to submit further audit findings 
against these standards by June 2023 with the aim that the designation committee will 
approve full reaccreditation.  
Compliance against this will be monitored via the Trust’s Baby Friendly Strategy Group 
who are supported by the BFI guardian, a post currently held by the Director of Infection 
Prevention and Control. 
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6.0  Maternity Incentive Scheme (MIS) 
 

Evidence to provide the assurance of compliance against the 10 safety standards has 
been produced in a secondary paper to the Committee and to the Board this month. 
Self – deceleration by the CEO on behalf of the Trust Board is required by the 2nd 
February 2023.  
 
There is a requirement to ensure the Committee and Trust board are cited on 
information that forms part of the technical guidance for safety action 4 ‘Can you 
demonstrate an effective system of clinical workforce planning to the required standard’ 
Inclusion of this detail in the paper will enable compliance to be declared for that part of 
the standard. 
 

i) Neonatal medical workforce- Confirmation has been received by the 
operational manager and the lead neonatal consultant that a review of the 
workforce has taken place within the required timeframe and that the neonatal 
unit meets the British Association of Perinatal Medicine (BAPM) national 
standards of junior staffing  

ii) Neonatal Nursing workforce- It has been confirmed by the matron for Child 
Health that a service specification standard for neonatal nursing workforce 
has been met and that the action plan developed in year 3 of the MIS has 
been completed.  
 

Conclusion 
 

The maternity and neonatal teams continue to ensure that systems are in place to 
provide assurance in relation to safe midwifery care. They will address the 
recommendations within the HEE report to improve the support that is available for 
PGDIT.  
 
Recommendations 
 

• Note the progress and compliance position with regard to the priority areas 
• Note the key quality and safety issues identified in the report 
• Note the requirements of the organisation to acknowledge the findings of the 

East Kent ‘Reading the Signals’ report  
• Note the information around safety action 4 for the MIS that relates to clinical 

workforce planning .  
. 
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Public 

Report to the Trust Board of Directors  

Report title: Safe Staffing Annual Establishment Review Meeting date:  
25th January 2023 

Report appendix Appendix 1: Safer Staffing data sets 
Appendix 2: Specialist Areas for Establishment Professional Guidance 
Appendix 3: CHPPD Monthly Summary 

Report sponsor Chief Nurse 
Report author Deputy Chief Nurse 
Report provenance Quality Assurance Committee  
Purpose of the report 
and key issues for 
consideration/decision 

The purpose of this paper is to outline to the Quality Assurance 
Committee the outcome of the 22/23 annual nursing and midwifery 
establishment review, including the methodology. This report provides 
an overview of the national landscape affecting the supply and 
retention of Nurses and Midwives, a review of the internal key 
performance indicators over the past 12 months, the process and 
outcomes of the annual review of the Nursing and Midwifery 
establishments and priorities for 23/24. 
Key areas for consideration include: 

• Impact analysis for 2020/21 establishment review uplift 
• Review of quality Indicators in 2022/23 
• Changing context of care and complexity for nursing 
• Proposed movement in establishments to meet demand and 

complexity 
• Proposed process for agreeing funding to support changes. 

   
Action required 
(choose 1 only) 

For information 
☐ 

To receive and 
note 
☒ 

To approve 
☐ 

Recommendation  The Trust Board are asked to; 
• Receive and note the proposed safe staffing establishments 

which have been supported and checked and challenged by the 
Chief Nurse for 23/24. 

• Note the requirement from ISU to consider and identify resource 
within current budget constraints to support outcome of 
establishment review as part of 2024/24 budget setting. 

• Note the work currently being undertaken to ensure nurse 
staffing capacity is compliant with national safe staffing 
guidance. 

• Note proposed changes will be implemented within existing 
budgets with plans for additional challenge, and risk 
management for enhanced observation of patients. 
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• Note that a further programme of work in relation to other areas 
not included within this establishment review is underway. 

Summary of key elements 
Strategic goals 
supported by this 
report 

 

Excellent population 
health and wellbeing 

 Excellent experience 
receiving and providing 
care 

x 

Excellent value and 
sustainability 

  
 

 
 
 
 
 

 
Board Assurance 
Framework 

x Risk score 16 

Risk Register x Risk score 16 
 
BAF Risk 1 – Quality and Patient Experience 
 

External standards 
affected by this report 
and associated risks  

 
Care Quality Commission x Terms of Authorisation   
NHS England x Legislation  
National policy/guidance x  
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Report title: Safe Staffing Annual Establishment Review  Meeting date:  

25th January 2023 
Report sponsor Chief Nurse 
Report author Deputy Chief Nurse 
 
1.0 Introduction 
 
The purpose of this paper is to provide the Trust Board with the outcome of the annual 
nurse staffing review across key areas within TSDFT and to advise the Board of any 
recommended changes to these establishments to ensure safe care.  
 
The Board should note that work is currently taking place with the senior nurse 
leadership team to implement the newly published community nursing framework and 
further updates will be provided to the Board through the People Committee as this is 
progress.  

 
1.1 National Framework  
 
The National Quality Board (NQB) in their publication ‘Developing Workforce Safeguards’ 
(2018) clearly sets out a requirement for the Board of Directors to receive a report 
outlining the assessment or resetting of the Nursing establishment and skill mix by ward 
or service area at least annually.  
 
The safer staffing establishment review underpins the 2016 NQB three expectations, right 
staff, right skills and in the right time and place.  
The principles set out by the NQB are further supplemented by a suite of national 
documents, that further inform the governance required to demonstrate the application 
and delivery of safe staffing levels in practice. These included; acute adult inpatients, 
district nursing, mental health, learning disability and maternity. These were followed in 
June 2018 by the publication of resources for children’s and young people’s services, 
neonatal care and emergency care. 
 
The national drive and commitment to achieving safe staffing levels became more 
evident in 2019 with the announcement from the Chief Nursing Officer for England with 
a 50K ambition to increase the number of registered nurses by 2024. If successful, this 
will go some way to enabling organisations to achieve workforce plans that continue to 
meet the needs of safe and effective care delivery.  
 
This review illustrates the safe nurse staffing model within the Trust and how the 
principles of the NQB expectations have been applied to inform, and guide, 
comparisons of the current funded nursing establishments and the outcome of an 
evidence-based review using the Shelford Safer Nursing Care Tool.  
 
1.2 National and Local Nursing and Midwifery context 
 
There is no doubt that the current operational pressures across the system and recovery 
programme continue to have a significant impact on staff capacity and wellbeing. The 
nursing and midwifery absence levels can be seen in graph 1 overleaf, mapped against 
the Trust total absence rate. 
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Graph 1 

 
Torbay and South Devon NHS Foundation Trust were one of the first Trusts in England 
to support the response to the Royal College of Nurses ballot for members to take 
industrial action. This action has been followed by 6 further trade unions with ballots 
taking place between Nov 22 and Feb 23. TSDFT took part in supporting our nurses to 
participate in strike action if required, and plans were put in place over the 2 days to 
ensure patients were safe and well cared for.  
 
The Health and Social Care Committee has published the Workforce: recruitment, 
training and retention report, stating that the NHS and social care face the “greatest 
workforce crisis in their history”. The report points to research which suggests that the 
NHS in England is short of 12,00 hospital doctors and more than 50,000 nurses and 
midwives.  
 
NHS England announced funding to establish International Recruitment Hubs within 
systems, Torbay and South Devon NHS Foundation Trust were the original host 
organisation for the Devon International Recruitment Hub. This was following a 
successful £1.1million bid for a 12-month period to provide 800 nurses across Devon. 
There are plans to submit a long-term programme after February 2022 when the initial 
program completes. The hub transfers to the Devon ICB under a formal arrangement 
from April 2023. To date TSDFT have welcomed 140 internationally educated nurses 
through the Devon IR hub with a further 16 nurses due to arrive in January 23. 
 
In Torbay and South Devon NHS Foundation Trust the vacancy position for Nurses, 
Midwives and Health Care Support workers in November 2022 was reported as 6%. 
 
2. Discussion 
 
2.1 Outcome of the 21/22 safe staffing review 
 
A significant investment was received in 2021/22 following the annual Nurse 
Establishment review to ensure our nursing teams could achieve the highest level of 
quality in care and outcomes for patients, and to rebalance the diluted skill mix to 
enable nursing teams to respond to increasing levels of complexity. In October 2021 
budgets were updated to reflect the 87.05 WTE posts increasing the vacancy position 
as would be expected from 108 WTE to approx. 182 WTE vacancies, against an 
establishment of 1374 in May 2021 to 1445 in October 2021 (Graph 2). 
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Graph 2 

 This graph shows the number of established posts and the number of people in post. 
The green line shows our decreasing vacancy rate.  
 
2.2 Recruitment and Retention 
 
Following a significant international recruitment drive and local work to attract and retain 
newly qualified nurses the Registered Nurse vacancy position has reduced steadily 
since June 2022. The nursing and midwifery turnover rates can be seen in graph 3 
below, mapped against the Trust overall turnover rates. The current registered nurse 
vacancy position at the time of this report is 73 WTE with the majority of these posts 
being in the newly opened Acute Medical Unit (AMU)  
 

 
Graph 3 

 
The international programme of nurse recruitment continues into 2023 alongside further 
local recruitment campaigns, with plans in place to reduce this gap and achieve a 95% 
fill rate by June/July 2023.  
 
2.3 Workforce efficiency and productivity improvements 
 
The workforce review in 2020/21 identified a range of improvements to ensure that the 
organisation is efficiently and productively deploying the nursing resource to optimise 
both safety and best use of resources. In addition, the Nursing and Midwifery workforce 
Improvement plan was devised with the introduction of wider governance to oversee the 
improvement plan, through the creation of the Nursing and Midwifery Workforce 
Council, chaired by the CNO.  
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In 2022, the organisation commissioned a review to scope and define opportunities 
against the wider workforce cost improvement plan, the scope of the opportunity and 
challenge for Nursing and Midwifery was £2.8m savings in 2022/23 against a budget of 
£34.3M. The target was adjusted due to delays in the workstream plans to £2m. 
 
There are two key areas of improvement being progressed following the 21/22 review 
and the recommendations to ensure that productivity and efficiencies are being driven 
across the Nursing workforce.  
 
This included;  

• Improvements in the application and use of the E-Rostering system; 
 Adherence of E roster KPI’s 
 Achieve level 2 NHSE level of attainment 

 
• Reduction in bank and agency spend, achievements so far include; 

 No Thornbury usage since 1st Sept 2022  
 £225k reduction in agency spend when comparing November 22 to March 

22. 
 
Some financial analysis is in progress to better understand the methodology used to 
generate the £2.8m target. If March 2022 is used as the comparator month, (this was 
before the work stream had started) then it is likely we can forecast a £1.6m saving by 
the end of the year. It is worth noting that December 2022 saw the lowest agency bill 
since March 2021, however this was not a reduction in nursing hours but a reduction in 
the use of high cost agencies.   
 
2.2 Quality Impact and outcomes in terms of Nurse Sensitive indicator (NSIs) 
 
The NICE guidance outlines some key quality metrics that should be considered as part 
of the staffing reviews. The safety metrics defined are patient falls, pressure ulcers and 
medicine administration errors. These metrics, along with a range of other defined 
quality indicators are already monitored through our internal clinical quality dashboard 
and are discussed ward by ward as part of the professional judgement methodology in 
the safer staffing reviews. 
 
In addition, there is ongoing review of red flags raised as part of the adverse event 
reporting system and on ‘safecare’. These reports have been rising during the winter 
months reflecting the additional pressures on the capacity and staffing models during 
the ongoing operational challenges. (Graph 4) 
 
Review of these incidents have been subject to separate reporting to the Nursing and 
Midwifery Workforce Council.  
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Graph 4 
 
NICE has published a list of “red flag events” that are reported by nursing staff which 
will act as a trigger for action in real time to prevent harm to patients.  The monthly red 
flag data is reported via Safe care and reviewed for any trends at the monthly Nursing 
and Workforce Committee Council.  
 

 
Graph 5 

 
Graph 5 shows the top 8 red flag events reported between Jan 22 and Dec 22.  
Missed intentional rounding has accounted for just under 45% of the total red flag 
events.  Intentional rounding was highlighted in the Francis Report as a way of ensuring 
all patients basic care needs are met in a timely manner. However, although the 
evidence is not clear on clinical outcomes, patients and carers are reassured by a 
continued nurse presence when undertaking intentional rounding. At times of 
operational pressures nurses will use clinical and professional autonomy to modify the 
intentional rounding process, assessing patients on an individual basis and making 
informed choices about how frequently to conduct “rounds”. 
 
As an organisation we monitor the quality of patient care in many ways, one aspect is 
ensuring that patients have a risk assessment completed within 4 hours of admission to 
an inpatient ward and the compliance standard is 100% completion. Graph 6 below 
shows current compliance against this target, demonstrating our position has been 
consistently above 95%. 
 

125
90

153
121

53 46
86

116
86 94 83

189

0

50

100

150

200

Number of Red Flags by month

76
42

450

94

70 4 18 5

Top Red Flags reported

COVID -19 2 in HDU

Missed Intentional rounding Less than 2 RN's

Shortfall in HCSW hours Boarding

Vital signs missed Omission of medication

Tab 7.4 Safe Staffing Annual Establishment Review

210 of 249 TSDFT Public Board of Directors-25/01/23



 
Graph 6 

 
However, it should be noted that due to the timing of the 5 a day daily audit and the 
point prevalence safety thermometer audit there can be an inconsistency with audit 
results. Work is currently being undertaken to review the process of this audit and to 
make recommendations for improvement in data collection. Table 7 below 
demonstrates the trust position in relation to pressure ulcers pre and post pandemic and 
uplift in establishment.  
 

• Medication administration is a key responsibility of registered Nurses and 
evidence shows a direct link between medication errors and the number of 
nurses per shift. The above table shows a significant reduction in medication 
errors reported following the increase in nurse staffing. 

• Further work is being undertaken to demonstrate the relationship between the 
nurse fill rate and the patient safety and quality measures using correlation 
coefficients.  

• TSDFT have seen a reduction in the number of pressure ulcers in the last 12 
months. The table below shows the improvement over the last 3 years where 
lapses in care have been identified. Please see Table 7 

 

 
Table 7 
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2.0 2022/23 Annual staffing review 
 
2.1 Scope of establishment Review can be seen in Table 7 below. 

In scope Out of Scope 
Paediatrics  Allied Health Professionals 
Community hospitals inpatient wards Other specialist areas  
Emergency Department and Assessment 
areas 

Community services 

Coronary Care   
General inpatient wards  
Endoscopy  
Maternity   

Table 8   
 
2.2 Methodology to support establishment review  

 
The following robust process was applied to undertake the nursing establishment review 
to assess safe staffing levels in line with the NQB (2016) guidance: 

• The reviews were led by the Associate Directors of Nursing and Professional 
Practice (ADNPP) supported by the HR Business Partners and ISU Finance 
Business Managers.  

• A slide deck was produced by the Deputy Chief Nurse to provide a consistent 
approach to the evidence base required for each Integrated Service Unit (ISU) 

• Each ADNPP met with the Matrons and Ward Managers to allow professional 
judgement to be applied which included discussions about; 
 
 Ward purpose 
 Ward geography and layout 
 Patient acuity and dependency 
 Specialist care requirements i.e., Infection Prevention and Control 
 National staffing guidance for speciality areas i.e. Acute Stroke 

 
• The completed slide decks were reviewed by the Chief Nurse in a Star Chamber, 

with the Deputy Chief Nurse and Head of Nursing Workforce to ensure each area 
met the principles of safe staffing and recommended guidance was applied 
appropriately.  

• A formal sign off by the ISU Management team 
• Final sign off from the Chief Nurse. 

 
Data sets used to assess safe staffing can be found in Appendix 1  
 
2.4 Principles of safe staffing 
 
The key principles which underpinned the nursing safe staffing review; 
• The establishments in all ward areas should be to the ratio of registered nurses to 

health care assistants between 60:40 and 70:30.  
• The Registered Nursing Associates should be included as healthcare support worker 

staffing cohort (SNCT) 
• Adherence to national best practice guidance around the role of the ward manager 

and support for the supervisory scope of Band 7 on every ward as detailed in the 
Francis recommendations.  
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• Financial model assumed an agreed uplift position of 23% across all inpatient areas.  
This is in line with national guidance which suggests a range of 21-25% headroom.  

• Establishment reviews will consider opportunities for changes as a result of 
efficiencies programmes, new ways of working and pathway changes. 

• Benchmarking with other organisations. 
 
3.0 Establishment review Outcome and Findings 
 
3.1 Care Hours per Patient Day (CHPPD) 
 
The CHPPD calculation measures the combined number of hours of care provided to a 
patient over a 24-hour period by both nurses and healthcare support workers. From 
September 2018 this measure has been used to provide assurance externally of staffing 
levels and is published monthly on NHS Choices website. Model Hospital data tables 
below demonstrates that; 
 

• CHPPD for registered nurses for the Trust is in the lowest quartile at 4.1 but has 
improved in the last year from 3.7 although is still slightly below the peer average 
of 4.3 and National average of 4.7 

 
Tables 9 below provide a breakdown of CHPPD for Registered Nurses benchmarked 
against our local and national peers taken from the Model Hospital dataset. 
 
Registered Nurses/Registered Midwives 
Trust value Peer Median National Provider Median 
4.1 4.5 4.7 

Table 9 
 

Unregistered CHPPD is higher at 3.6 than both peer at 3.2 and national median of at  
 
3.1. (See Appendix 2 for full details) Tables 10 below provide a breakdown of CHPPD 
for Health care support workers benchmarked against our local and national peers 
taken from the Model Hospital dataset 
 
Health Care Assistants/Maternity Care Assistants 
Trust value Peer Median National Median 
3.6 3.2 3.1 

Table 10 
 
The Trust has maintained the requirement to report externally as part of strategic data 
collection and internally as part of the Integrated Performance Report (IPR) on fill rates 
and CHPPD for registered and unregistered nurses. Any variation is reported and actions 
taken. The current Trust position in relation to adherence to the monitored metrics on 
nurse staffing levels 
 Average nurse to patient ratios set as per national guidance  
 Majority of wards have a skill mix of 60/40 
 Planned CHPPD for Registered Nurses range from 4.0 – 4.3 
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3.2 Skill Mix 
 

The average skill mix of registered nurses and unregistered nurses across the in-patient 
adult wards is currently 60:40. Although this is slightly under the RCN recommendation 
of 65:35 this ratio has improved since the last establishment review which showed a 
ratio of 55:45.  

 
3.3   Planned and Actual Staffing   
 
Planned staffing is the amount (in hours and minutes) of Registered Nurses, Midwives, 
and care support staff time that each ward plans to have on duty each day. This is 
based on maximum utilisation of their funded establishment. Actual staffing is the 
amount of staff time (in hours) actually on duty each day. These are broken down by 
day and night shift.  
There has been an increase in RN and HCSW fill rates for days and nights since the 
last establishment review.  This is due to a combination of efficient deployment of staff 
and a reduction in overall vacancies.   
 
3.4 Acuity and Dependency Levels 

 
Utilising the Safer Nursing Care Tool (SNCT) acuity and Dependency scoring tool, the 
comparison of acuity and dependency data has identified a continuing shift in the care 
requirements of the patients across the Trust. In the previous establishment review 
Level 1a and 1b patients were the highest category of patients occupying inpatient beds 
across the Trust, they accounted for 60-70% of all inpatient beds. These patients 
generally require all nursing care and in addition often have complex health and social 
care needs requiring oversight and scrutiny by registered staff. This picture has 
changed over the last 12 months and it has been reported through ‘Safe Care that there 
is: 
 

 An increase of patients requiring supportive observation 
 Level 1B patients account for between 60-90% of inpatients 
 L2 account for between 11-35% of patients 
 L3 account for 4% of the patients 

 
3.5 Trust wide risks and issues considered in the review; 

 
 Increasing patient acuity/dependency 

 
The ongoing recovery from the COVID-19 pandemic and subsequent harm reviews 
have resulted in an evidenced increase in the complexity, acuity and dependency of the 
patients cared for in our general ward beds.  Information on the acuity and dependency 
of our patients, including any enhanced care needs is recorded on the ‘Safe Care’ 
functionality in health roster and is used in real time as part of the twice daily staffing 
meetings. The information was used as part of the nurse establishment review.  

 
 Increasing Enhanced Care Needs 

 
‘Safe Care’ as part of the rostering system has allowed a more accurate capture of 
those patients who require enhanced care in the form of one to one nursing support. 
This enables the senior nursing team to have a better overview of the enhanced care 
requirements and prioritise resources where necessary. Trust wide there continues to 
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be an increase in the complexity of patients particularly in relation to mental health 
needs including dementia and patients remaining in the acute setting for prolonged 
periods of time while awaiting appropriate placements. In child health there has seen a 
significant rise in the number of children requiring additional mental health support and it 
is thought to have been exacerbated with COVID-19.  There has also been an increase 
in the reporting of violence and aggression experienced in the clinical areas which 
creates a need for additional staffing.  
 

 Supervising and Supporting the Junior / Internationally Educated workforce.  
 

The professional judgement conversations with ADNPP’s as part of the Star Chamber 
highlighted the additional challenges posed to the staffing models of appropriately 
supervising and supporting the increasing range of learners having placements in ward 
areas. This includes the ability to meet with supervisory standards with an increasingly 
junior workforce.  In addition, new guidance was issued by the NMC in October 2022 
with additional requirements in relation to the provision of preceptorship for newly 
qualified staff. Protected time for both preceptors and preceptees is now an expectation 
for all organisations. 

 
The retention and recruitment strategies across the organisation with a strong vision to 
‘grow our own’ nurses for the future means that wards continue to support a range of 
learners including undergraduate nurses, trainee nurse associates, nurse degree 
apprentices, return to practice students, newly qualified nurses and an increasing 
number of overseas nursing working towards registration. Education teams across the 
organisation have proved key to supporting the development learning in the wards and 
particularly in relation to supporting our overseas nurses to gain access to the NMC 
register 

 
3.6 Establishment outcome and proposed changes for 2023/24: 
 

The proposed movement and changes to establishment in the key areas outlined below 
reflects the changing context of care and will require further conversations as part of the 
business planning for 2023/24. 
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ISU 

Drivers for increase in Establishment RN HCSW 

Coastal   Cromie – increase in establishment 
of 7.92 to support nursing ratios 

 Dawlish - Increased acuity and 
dependency/increase bed stock   

7.92  5.0 

Paignton & 
Brixham  

 SACT registered nurses  3 0 

Newton 
Abbot  

 ED Triage – increase requirements 
to care for patients in the waiting 
room 

Variation to 
establishment 

0 

Moor to Sea   Revert B4 posts to B5 posts  No change No 
change  

Torquay 
(paediatrics) 
Maternity  

 Increase in eating disorders in 
children (B2) 

 B6 Practice Educator paediatrics 
 
 Maternity safeguarding midwife B7 

0.2 WTE (part time to full time)  

1.0 
 
 

0.2 
  

2.64 
 

Total   12.12 7.64 
    

4.0 Financials Impact  

The potential financials impact of the above changes will be £855,980, however in line 
with current productivity and efficient requirements, all ISUs will now be required 
consider and progress any uplift as part of the business planning of 2023/24, ensuring 
that the financial impact is cost neutral to budget for 2023/24 and aligned to delivery 
against the efficiency and productivity improvement objectives for 2022/23. 

5.0 Conclusion 
 
A robust annual staffing establishment review was undertaken using the methodology 
described in line with recommendations from the National Quality Board, NICE 
guidance, and the RCN Nursing Workforce Standards.  
From this annual safe staffing review, the following conclusions have been drawn. 
 

• Overall the staffing establishments remain challenged and a number of further 
changes have been identified, where acuity and dependency levels and growing 
demand continue to outstrip the nursing ratios. 

• When there is not sufficient and sustainable nurse staffing capacity staff are 
deployed in ways that ensure patients receive safe and effective care.  

• Recommendations for uplifts in these areas will be put forward by the ISU’s as 
part of the annual budget setting process.  

• Whilst the posts are clinically supported, it is recognised that there is no 
additional funding to support. Some ISU’s are currently running at a cost 
pressure to support clinical posts (Dawlish) 

• Sustaining and exceeding the current position will require delivery of a robust 
workforce plan which fully integrates and delivers the core components of the 
NQB framework.  
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Recommendations 
 
The Trust Board  is asked to:  

• Receive and note the proposed safe staffing establishments which have been 
supported and checked and challenged by the Chief Nurse for 23/24. 

• Note the requirement from ISU to consider and identify resource within current 
budget constraints to support outcome of establishment as part of 2024/24 
budget setting. 

• Note the work currently being undertaken to ensure nurse staffing capacity is 
compliant with national safe staffing guidance. 

• Note proposed changes will be implemented within existing budgets with plans 
for additional challenge, and risk management for enhanced observation of 
patients. 
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Appendices 
 
Appendix 1; Safer Staffing data sets 
 
The following data sets were used to assess each establishment review underpinned by 
evidenced based tools triangulated with a variety of guidance documents published by 
the Royal College of Nursing (RCN). 
 
Data sets used to underpin establishment reviews 
All workforce data including vacancy rates, turnover, sickness, appraisal, mandatory 
training compliance 
Workforce profiles including composition of staff, length of service, education and 
development requirements 
Staff survey and Freedom to Speak up information 
Care Hours per Patient Day 
Safer Nursing Care Tool (Shelford) including Professional Judgement  
Patient Experience and Feedback including PALS and FFT 
Quality outcome metrics including ward accreditation, completion of risk 
assessments, Saving Lives data and compliance with Medication safety 
RCN staffing ratios for Day and Night duties  
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Appendix 2: Specialist Areas for Establishment Professional Guidance 

 
 
 
 
 
 
 
 

Specialist area Professional guidance  

Paediatrics Defining staffing levels for children's and young people's services - 
standards for clinical professionals and service managers – RCN 
(2013) 

Paediatric Intensive 
Care 

Paediatric Intensive Care Society (PICS) (2001 and 2010) 
(SCAMPS, a validated paediatric acuity/dependency tool is tool is 
being developed in Scotland) 

Neonates British Association of Perinatal Nursing (2010) and DH (2009) 
Defining staffing levels for children's and young people's services - 
standards for clinical professionals and service managers – RCN 
(2013) 

Elderly Care AUKUH-SNCT Elderly Care Classification System. 

Adult Intensive 
Care Unit 

British Association of Critical Care Nurses (BACCN) (2010) 

Theatres Association for Peri-Operative Practice 
Day Surgery British Association of Day Surgery (BADS) (2003) 
Accident & 
Emergency 

There are no current agreed nationally recommended guidelines for 
minimum staffing levels. Benchmarked against peer organisations 
Defining staffing levels for children's and young people's services - 
standards for clinical professionals and service managers – RCN 
(2013) 

Endoscopy Royal College of Physicians Joint Advisory Group on 
gastrointestinal endoscopy (2007) 

Chemotherapy Benchmarked against peer organisations 
Haemato- oncology British Committee for Standards in Haematology (BCSH); Haemato- 

Oncology Task Force (2009); FACT-JACIE (The Joint Accreditation 
Committee-ISCT (Europe) & EBMT) (2011); National Cancer Peer 
Review Programme (2012) 

Maternity Royal College of Midwives (2014) and Nice Guidance on safe 
midwife staffing in maternity setting (2015) 
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Public 

CHPPD Monthly Summary  

Ward 
Planned 

Total 
CHPPD 

Planned 
RN / RM 
CHPPD 

Planned 
NA 

CHPPD 

Planned 
HCA / 
MCA 

CHPPD 

Actual 
Mean 

Monthly 
Total 

CHPPD 

Actual 
Mean 

Monthly 
RN / RM 
CHPPD 

Actual 
Mean 

Monthly 
NA 

CHPPD 

Actual 
Mean 

Monthly 
HCA / 
MCA 

CHPPD 

 Total 
CHPPD 

days not 
met in 
month 

RN / RM 
CHPPD 

days not 
met in 
month 

NA 
CHPPD 

days not 
met in 
month 

HCA/MCA 
CHPPD 

days not 
met in 
month 

 Total 
CHPPD % 
days not 
met in 
month 

RN / RM 
CHPPD % 
days not 
met in 
month 

NA 
CHPPD % 
days not 
met in 
month 

HCA/MCA 
CHPPD % 
days not 
met in 
month 

Carter 
Median 

CHPPD All 
(September 

2016) 

Carter 
Median 

CHPPD RN 
(September 

2016) 

Carter 
Median 

CHPPD NA 
(September 

2016) 

Carter 
Median 

CHPPD HCA 
(September 

2016) 

Ainslie 7.52 3.98 0.00 3.54 8.00 4.00 0.00 4.00 7 16 0 5 22.6% 51.6% 0.0% 16.1% 7.74 4.74 0 2.91 

Allerton 7.40 5.02 0.00 2.38 6.50 3.90 0.00 2.60 30 31 0 5 96.8% 100.0% 0.0% 16.1% 7.74 4.74 0 2.91 

Cheetham Hill 7.39 2.88 0.41 4.11 8.10 3.20 0.00 4.90 2 7 31 2 12.9% 9.7% 100.0% 12.9% 7.74 4.74 0 2.91 

Coronary Care 5.75 5.75 0.00 0.00 6.40 6.40 0.00 0.00 5 5 0 0 16.1% 16.1% 0.0% 0.0% 7.74 4.74 0 2.91 

Cromie 5.53 3.54 0.00 1.99 6.60 3.40 0.00 3.10 1 17 0 2 3.2% 54.8% 0.0% 6.5% 7.74 4.74 0 2.91 

Dunlop 6.47 3.35 0.00 3.11 6.70 3.40 0.00 3.20 10 12 0 6 32.3% 38.7% 0.0% 19.4% 7.74 4.74 0 2.91 

Forrest 0.00 0.00 0.00 0.00         0 0 0 0 0.0% 0.0% 0.0% 0.0% 7.74 4.74 0 2.91 

EAU4 8.63 4.79 0.00 3.83 8.10 4.20 0.00 3.90 26 28 0 14 83.9% 90.3% 0.0% 45.2% 7.74 4.74 0 2.91 

Ella Rowcroft 6.57 3.29 0.00 3.29 9.00 4.50 0.00 4.50 2 3 0 3 6.5% 9.7% 0.0% 9.7% 7.74 4.74 0 2.91 

Warrington 6.09 3.38 0.00 2.71 7.30 3.70 0.00 3.60 1 3 0 1 3.2% 9.7% 0.0% 3.2% 7.74 4.74 0 2.91 

George Earle 7.39 2.88 0.41 4.11 7.50 2.90 0.00 4.70 8 12 31 6 25.8% 38.7% 100.0% 19.4% 7.74 4.74 0 2.91 

ICU 21.85 20.70 0.00 1.15 28.90 27.40 0.00 1.50 0 0 0 14 0.0% 0.0% 0.0% 45.2% 7.74 4.74 0 2.91 

McCullum 6.76 2.71 0.00 4.06 7.50 3.30 0.00 4.20 5 3 0 8 16.1% 9.7% 0.0% 25.8% 7.74 4.74 0 2.91 

Louisa Cary 9.68 7.26 0.00 2.42 12.00 8.20 0.00 3.80 4 10 0 3 0.0% 32.3% 0.0% 9.7% 7.74 4.74 0 2.91 

John Macpherson 5.11 3.19 0.00 1.92 8.50 5.00 0.00 3.40 0 2 0 2 0.0% 6.5% 0.0% 6.5% 7.74 4.74 0 2.91 

Midgley 7.14 3.57 0.00 3.57 7.40 4.00 0.00 3.40 8 2 0 17 25.8% 6.5% 0.0% 54.8% 7.74 4.74 0 2.91 

SCBU 9.20 6.90 0.00 2.30 9.70 7.90 0.00 1.70 13 8 0 20 41.9% 25.8% 0.0% 64.5% 7.74 4.74 0 2.91 

Simpson 7.19 2.88 0.41 3.90 7.90 3.30 0.00 4.50 4 3 31 4 12.9% 9.7% 100.0% 12.9% 7.74 4.74 0 2.91 

Turner 8.94 3.19 0.00 5.75 8.90 4.30 0.00 4.60 15 1 0 28 48.4% 3.2% 0.0% 90.3% 7.74 4.74 0 2.91 

COVID-19 Ward 7.52 3.98 0.00 3.54 8.70 4.50 0.00 4.20 6 5 0 5 19.4% 16.1% 0.0% 16.1% 7.74 4.74 0 2.91 
Brixham 6.95 3.05 0.70 3.20 6.70 2.90 0.00 3.70 18 18 31 7 58.1% 58.1% 100.0% 22.6% 7.74 4.74 0 2.91 
Dawlish 6.81 3.25 0.00 3.56 6.60 3.50 0.00 3.10 16 7 0 25 51.6% 22.6% 0.0% 80.6% 7.74 4.74 0 2.91 

NA - Teign Ward 6.40 3.20 0.00 3.20 6.10 2.80 0.00 3.30 21 29 0 15 67.7% 93.5% 0.0% 48.4% 7.74 4.74 0 2.91 
NA - Templar Ward 6.50 2.97 0.00 3.53 6.60 3.10 0.00 3.50 10 12 0 12 32.3% 38.7% 0.0% 38.7% 7.74 4.74 0 2.91 

Totnes 6.44 2.89 0.00 3.56 6.20 2.70 0.00 3.40 20 21 0 22 64.5% 67.7% 0.0% 71.0% 7.74 4.74 0 2.91 

                     

Organisational 
CHPPD 

Planned 
Total 

Planned 
RN 

Planned 
NA 

Planned 
HCA 

Actual 
Total Actual RN Actual NA Actual 

HCA 
            

6.68 3.63 0.11 2.94 7.72 4.11 0.00 3.61             

Total Planned Beds / 
Day 551                    

Days in month 31                    
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Public 

Report to the Board of Directors 
 
Report title: Mortality Score Card – January 2023 Meeting date:  

25 January 2023 
Report appendix Appendix 1 – Hospital Mortality 

Appendix 2 – Unadjusted Mortality Rate 
Appendix 3 – Mortality Analysis  
Appendix 4 – Focused Mortality Reviews  
 

Report sponsor Medical Director 
Report author Medical Director 
Report provenance Mortality Surveillance Group, Quality Assurance Committee 23/1/23 
Purpose of the report 
and key issues for 
consideration/decision 

The report is for bi-monthly assurance to ensure learning from deaths. 
 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☒ 

To approve 
☐ 

Recommendation The Board are asked to receive and note this report 

Summary of key elements 
Strategic goals 
supported by this 
report 

 
Excellent population health 
and wellbeing 

X Excellent experience 
receiving and providing 
care 

X 

Excellent value and 
sustainability 

  
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 

 
Board Assurance 
Framework 

 Risk score  

Risk Register  Risk score  
 

External standards 
affected by this report 
and associated risks  

 
Care Quality Commission X Terms of Authorisation   
NHS England X Legislation  
National policy/guidance X  
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Report title: Mortality Score Card – January 2023 Meeting date: 

25 January 2023 
Report sponsor Medical Director 
Report author Medical Director 
 
1.0 Introduction 
 
The document ‘National Guidance on Learning from Deaths’ was first published by the 
NHS National Quality Board in March 2017 and provides a framework for NHS Trusts 
for identifying, reporting, investigating and learning from deaths in care. The Trust must 
have an executive director who is responsible for the learning from deaths agenda and 
a non-executive director who provides oversight of the progress. From April 2017, 
Trusts have been required to collect and publish, on a quarterly basis, specified 
information on deaths by submitting a paper to public Board.  
 
For some patients, death under the care of the NHS is an inevitable outcome and they 
experience excellent care from the NHS in the months or years leading up to their 
death. However, some patients experience poor quality provision of care resulting from 
multiple contributory factors. The purpose of reviews and investigations where problems 
in care may have contributed to death, is to learn in order to improve and prevent 
recurrence. 
 
Since April 2020, it has been a requirement that all in-patient deaths are scrutinised by 
a suitably trained Medical Examiner. Some deaths which cannot be readily identified by 
a doctor as due to natural causes are referred to HM Coroner for investigation instead. 
Medical Examiners are mandated to give bereaved relatives a chance to express any 
concerns and to refer to HM Coroner any deaths appearing to involve serious lapses in 
clinical governance or patient safety. 
 
Some deaths require a case record review, looking at the care provided to the 
deceased as recorded in their case records in order to identify any learning. This would 
particularly apply where bereaved families and carers or staff have raised concerns 
about the quality of care provision.  
 
Lastly, some deaths require a formal investigation as guided by the Serious Incident 
Framework. 
 
Data Sources 
 
The indicators for this Scorecard have been collated from a variety of data sources 
using defined methodology. The report is designed to give a top-level view of our 
mortality data 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 Framework (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 
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generated for the Trust Board, Quality Improvement Group, and Mortality Surveillance 
Group as well as local ISU 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  
 

 
2.0 Trust Wide Summary  

 
The Hospital Standardised Mortality Rate (HSMR) is above the expected level of 100 for 
our population.  The rolling 12-month position exceeded the expected range for the 12-
months to August 2022 with a relative risk of 114.7 against a 100 benchmark. The 
rolling 12- month trend shows that the HSMR became statistically higher than expected 
in July 2021 and continued to increase. The last 4 data points have remained stable. 
The Trust’s HSMR is one of 9 trusts in our peer comparator which are statistically higher 
than expected out of 19 Trusts. The increase in HSMR over the last 2 years is broadly 
in line with the trend of increase in HSMR seen by our similar peers. 

Safety Indicator 
 

Data Source  
Target 

 
RAG  

Appendix 1 
• A. Hospital Standardised 

Mortality Rate (HSMR)  
 
 
 

 

     
Dr Foster latest 

benchmark Month 
 
 

Below the 100 
line with an aim 
for a yearly 
HSMR ≤90      
 

 
 

12-month 
average 
114.7 ↓ 

• B. Summary Hospital Mortality 
Index (SHMI)    

 

M
ortality  

 DH SHMI data  1.0667 ↓ 
(Jul 21 – 
Jun 22)  

Appendix 2 
• Unadjusted Mortality Rate  
• By number  
• By location   

 

Trust Data 
 
 
 

Yearly Average 
≤3% 

 
3.44%  

Appendix 3  
• Mortality Analysis  

Trust Data 
Dr Foster 

DH HSMR data 

New CUSUM 
alerts  

2 

Appendix 4 
• Mortality Reviews and 

Learning   
 

Trust Data 
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The factors affecting HSMR have been considered. The Trust has a lower Charlson co-
morbidity of 20+ and overall the Trust reports a higher percentage of spells in the 
‘Symptoms and Signs’ chapter (10.5% v 7.3% national). This may impact by reducing 
the overall expected mortality rate. Specifically, this relates to the ability of the Trust to 
accurately record a diagnosis (e.g myocardial infarction) and record all co-morbidities, 
relative to this ability in other Trusts with whom we are compared in producing an 
‘expected’ mortality for that patient. The Trust has a greater proportion of patients in the 
higher deprivation quintiles compared to Regional peers. Higher deprivation is known to 
contribute to poorer health outcomes and shorter life expectancy. The reasons why the 
higher deprivation and age of our population is not reflected by our ‘expected’ mortality 
rate will be investigated as part of our mortality improvement plan. 
 
The higher than expected HSMR is subject to a mortality improvement plan to consider 
all aspects which impact on HSMR including coding, patient mix and process of care. A 
coding audit is being undertaken during Q4 and the findings from this will inform the 
improvement plan for the next year. 
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Appendix 1 – Hospital Mortality  
 
This metric looks at the two main national mortality tools and is therefore split into: 
  

• 1A – Dr Foster’s Hospital Standardised Mortality Rate (HSMR) and, 
• 1B – Department of Health’s Summary Hospital Mortality Index (SHMI) 

 
 
1A The HSMR is based on the Diagnosis all Groups using the December 2020 
monthly benchmark and analysed by Relative Risk - Trend / Month  
 
Our HSMR 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 September 2021 to August 2022 (latest month available)  
Chart one (as below) shows a longitudinal monthly view of HSMR.  
 
The latest month’s data, August 2022 for HSMR has a relative risk of 130.3.  
 
 

 
 
 
 
Of note is a drop in volume of activity included in the HSMR basket of data for August 
2022. On review it has been identified that this due to the large volume of activity for this 
month in the ‘Residual codes’, an unclassified group which sits outside the HSMR 
basket. Activity in this group will have a lower risk. This may be due to a coding backlog 
and will be reviewed when the next report is available. 
 
Chart 2 -HSMR rolling 12-month position 
 
Rolling 12-month data for Sept 2021 to August 2022, indicates a relative risk of 114.7 
for the 56 diagnostic groups included. The range for the September 2021 to August 
2022 is 107.8 to 122.0 which is statistically higher than the expected range when 
compared to hospital trusts nationally. When COVID-19 activity is excluded from the 
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HSMR, the relative risk reduces to 112.7 (range of 105.1 to 120.7) however this remains 
statistically higher than expected. The last four data periods remain stable. 
 

 
 
Chart 3-HSMR Peer Comparison 
 
The chart below highlights HSMR mortality by peer comparison with similar peers, using 
a 12-month annual total. This shows Torbay and South Devon is 1 of 9 Trusts with a 
statistically higher HSMR than expected out of 19. 
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Chart 4- HSMR Peer comparison  
 
The Trust’s HSMR is consistently higher than, but tracks, the similar peer’s relative risk 
with a slight upturn in the last period 
 

 
 
 
Chart 5- HSMR Expected rate (%) vs National  
 
The expected rates followed a similar pathway to National (but at a lower rate) to the 
Oct 20 to Sept 21 data period, followed by an incremental increase.  Whilst the Trust’s 
expected rate has been rising to meet more closely that of national, the rate has 
declined over the last four periods. 
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Chart 6- HSMR Expected rate (%) vs Peers  
 
The expected has followed a similar pathway to similar peers (but at a lower rate), aside 
from the last four data periods which have declined where similar peers rate has 
increased slightly. 

 
 
Table 2 – Coding Case Mix Summary  
 
The following table reports a higher percentage of spells in the Symptoms & Signs 
chapter (10.5%). This is slightly higher than that reported last month (10.0% last month). 
 
The percentage of spells with the Charlson comorbidity score of 20+ is lower than both 
the National and Peer average (14%). This is higher than in the previous report (13.7% 
last month). 
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Chart 7- Signs and symptoms – 3 year rolling 12-month trend 
 
Rolling 12-month Trend analysis also shows a downward trend in volume in the 
Symptoms and Signs chapter with an upturn in the last data period (potentially due to 
high volume of residual codes (R69) in the final period).  
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1B Summary Hospital Mortality Index (SHMI) Reporting Period July 2021 – June 
2022 
 
 
SHMI is derived from Hospital Episode Statistics (HES) data and data from the Office of 
National Statistics (ONS).  SHMI is based upon inpatient deaths and deaths 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 July 2021 – June 2022 data period and 
is different to HSMR.   
 
Chart 8- Trust SHMI compared to National Baseline  
 
The Trust is rated ‘as expected’ compared to trusts nationally with a SHMI value of 
1.0667 
 

 
 

 
 
Table 3 – SHMI diagnostic groups  
Secondary malignancies are statistically higher than expected. The out of hospital 
element of this group is driving the alert.  In Hospital SHMI for this group based on 95% 
confidence intervals is within the expected range. All other diagnostic groups are as 
expected 
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Appendix 2 – Unadjusted Mortality Rate 
 
This data looks at the number of deaths in-hospitals and expresses this 
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 in-hospital deaths (TD) 
+ live discharges (LD). 
Calculate the actual percent monthly-unadjusted mortality by dividing (TD) by (TD + LD) 
and then multiply by 100. 
 
Chart 8, below, highlights the Trust’s in hospital unadjusted mortality.  The rolling 12-
month average is 3.44%. This has to be viewed along with the more in-depth analysis 
provided by HSMR and SHMI. 
 
This chart below includes the Covid waves as annotated. This highlights a significant rise 
in deaths in March and April 2020 which is partly explained by a reduction in activity due 
to Covid changes. December 2022 showed a rise in unadjusted mortality. 
 

 
 
 
 
 
 

0.00%

1.00%

2.00%

3.00%

4.00%

5.00%

6.00%

7.00%

De
c-

19

Fe
b-

20

Ap
r-

20

Ju
n-

20

Au
g-

20

O
ct

-2
0

De
c-

20

Fe
b-

21

Ap
r-

21

Ju
n-

21

Au
g-

21

O
ct

-2
1

De
c-

21

Fe
b-

22

Ap
r-

22

Ju
n-

22

Au
g-

22

O
ct

-2
2

De
c-

22

Pe
rc

en
ta

ge

Month

Unadjusted Mortality

Covid 
Wave 1 

Covid 
Wave 2 

Covid 
Wave 3 

Covid 
Wave 4 

Tab 7.5 Mortality Score Card - January 2023

233 of 249TSDFT Public Board of Directors-25/01/23



 
Chart 9 indicates the monthly number of hospital deaths excluding (excluding stillbirths 
and deaths in A & E). 
 
Key points to note 

• The rise in March and April 2020 is partly due to Covid, before decreasing to 
comparatively low numbers during Summer 2020.  

• As hospital activity increased following the initial pandemic lockdown, the number 
of hospital deaths has also increased.  

• The pattern of increased deaths related to winter pressures appears to re-
emerge after a relatively low number of in-hospital deaths during the winter of 
2020/2021. 

• An increase in deaths is noted in December 2022 
 

 
 
Information from the Torbay Registrar of Births Death and Marriages (Table 4 below) 
demonstrates an increase in hospital deaths during the period of September to 
December 2022 when compared to 2021(592 v 502) but the overall total number of 
deaths for the locality population remains stable (935 deaths 2021 in v 930 death in 
2022). 
 
Table 4 – Death data from Torbay Registrar of Births, Deaths and Marriages 
Period 1st Sept – Dec 31st 2021 1st Sept – Dec 31st 2022 
Total Torbay deaths        935 

 
930 

Total hospital deaths 
including community 
hospitals and Rowcroft 

502 592 
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Chart 10 – System monitoring of infections 
 
We have seen an increase in admissions with infections in line with the national and 
regional picture. Preliminary review of the causes of deaths in December 2022 indicate 
the increase in deaths observed may be attributed in part to these infections impacting 
our older and frail population. Full analysis from Public Health England is awaited 
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Appendix 3 – Mortality Analysis  
 
Table 5–highlights mortality by ward location by month. Increases in deaths in some wards is attributed to altered case mixes because of the operational 
responses to infection control. 
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Alerts by Clinical classification 
 
An ‘alert’ is raised when the expected number of deaths is significantly exceeded by the actual 
number of deaths. The Trust adopts the ‘pyramid of investigation for special cause variation’ 
shown below to further investigate alerts. 

 
 

1) 1st Step Data: has the data been coded accurately, have all the comorbidities been 
recorded and coded, does the coding reflect what actually happened to the patient? 

2) 2nd Step Patient case-mix: Has something happened locally to affect the case mix? For 
example, patients admitted for end of life care and if so has a palliative care coding been 
recorded? 

3) 3rd Step Structure or Resource: were there any changes to the structure and availability 
of resources e.g. availability of beds, equipment and staff 

4) 4th Step Process of care: have new treatment guidelines been introduced, have 
appropriate care pathways been consistently followed, have there been changes to 
admission or discharge practices? 

5) 5th Step: Individual: An individual is rarely the cause of an alert. A consultant name may 
be recorded against the primary diagnosis but many individuals and teams are involved in 
providing care. Have there been any changes to staff or teams during the investigation 
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Table 6 – Dr Foster Alerts by clinical classification 
 

 
 
 
Compared to the dashboard previous dashboard there are 2 new diagnosis alert and 
one new procedure alert: 

• Septicemia (except in labour) – CUSUM -90 observed vs 70.6 expected 
• Gastrointestinal haemorrhage – Relative Risk - 27 observed vs 17.1 expected 
• Blood Transfusion – CUSUM -1 observed vs 0.1 expected – as this is less than 5 

no further analysis undertaken 
 

Chart 10 – Septicemia (except in labour) 
 

 
 

• There have been 90 deaths with an expected 70.6 for the period 
• Overall, the relative risk is statistically higher than expected with a relative risk of 

127.5 (102.5 –156.7) with March 22 also statistically higher than expected.  
• Increases to RR will always be due to a widening of the gap between the crude 

and expected mortality rates. Overall, both crude and expected rates have shown 
a linear increase over the 36-month period. 

• The sepsis group have been asked to undertake a review and feed back to the 
Mortality Surveillance group when completed 
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Table 7 – Gastrointestinal Haemorrhage 
 
The overall the relative risk for Gastrointestinal haemorrhage is statistically higher than 
the expected range with a relative risk of 157.5 (103.8 –229.2). No individual month is 
statistically higher than expected.  
 

 
 
Chart 11 – Gastrointestinal Haemorrhage - three year rolling trend 
 
The three-year rolling 12-month trend shows four of the last six periods to be statistically 
higher than expected with an upward trend since the August 20 to July 21 datapoint. 
 

 
 
 

• No age cohort was shown to be statistically higher than expected for this group. 
• The Trust has a higher proportion of patients within the 65+ year cohorts than 

similar peers. 
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Appendix 4 – Focused Mortality Reviews  

 
 

 
Number of deaths of a patient with a Learning Disability and / or Autism 
 
Patients with learning disabilities currently have a life expectancy at least 15-20 years 
shorter than other people. The Learning Disabilities Mortality Review (LeDeR) 
programme reviews aims to help narrow the gap in health inequalities and premature 
mortality for people who have a learning disability and or Autism. 
 
Themes emerging from LEDER reviews are considered through the ICS’ Quality 
Assurance and Learning into Action Meeting where system learning is agreed 
collaboratively to support joined-up actions to improve services, reduce health 
inequalities and reduce premature mortality. 
 
From April 2021 to date there have been 25 deaths which have been notified to the 
LeDeR team from TSDFT.   

• 7 people had a referral closed with no outcome because they did not meet the 
eligibility for a LeDeR review as they did not have a diagnosis of Learning 
Disability &/or Autism.  

• 8 people were reviewed by the ICS’ LeDeR reviewers did not raise any concerns 
that TSDFT are required to address. 

• 10 cases are awaiting an outcome. 
 
National LeDeR themes have emerged and include the need to focus on: 
 

• Improving the management of constipation for children and adults with a learning 
disability. 

• Reducing deaths from pneumonia. 
• To increase the reporting of deaths associated with autism. 

 
 
Number of Neonatal, Perinatal, and Maternal Deaths 

A stillbirth is when a baby born dead after 24 completed weeks of pregnancy. It occurs 
in around 1 in every 200 births in England.  

During the reporting period of November and December 2022 we had one stillbirth. This 
was in December - a Mother whose Baby died during the antenatal period at 38 weeks 
gestation. The parents have consented to a Post-mortem examination.   
 
We had no Baby losses in November 2022 and a stillbirth was recorded in December 
2022. 
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Chart 12 – Stillbirth, Neonatal Deaths and Late Fetal Losses  
 

 
 
                           
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  
Medical Examiners 
 
The Medical Examiners service has continued to roll out to the community setting and is 
now scrutinising all deaths in community hospitals and Rowcroft Hospice. Discussions 
are underway with GPs with a number of early adopters identified but go lives are halted 
pending the DPIA being provided by the ICB and LMC. 
 
Table 8 – Medical Examiners - Community vs Acute Activity 

Month 

Number 
scrutinised by 

ME Acute Community 
Number scrutinised 
referred to coroner 

Dec-21 84 84 0 2 
Jan-22 107 107 0 4 
Feb-22 94 94 0 13 
Mar-22 124 124 0 20 
Apr-22 93 93 0 9 
May-

22 101 101 0 11 
Jun-22 103 103 0 17 
Jul-22 118 114 4 22 

Aug-22 93 91 2 21 
Sep-22 93 90 3 12 
Oct-22 149 126 23 25 
Nov-22 130 118 12 20 
Dec-22 176 157 19 29 
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Chart 13 – Medical Examiners Performance Summary 
 

 
 
 
Chart 14 – MCCD completion within 5 days 
 

 
 
Number of deaths in which complaints were formally raised by the family 
 
During November and December there has been 7 formal complaints. 5 are ongoing and 
relate to end-of-life care and errors in cremation paperwork delaying funeral. 1 complaint 
relating to end-of-life care and 1 complaint relating to delays in MCCD are now closed. 
 
In addition, there have been 14 concerns raised. 4 relating to timeliness of MCCD 
completion, 2 relating to communication, 6 related to care and / or medical treatment at 
end of Life and 2 relating to property. 
 
There have been 3 compliments received regarding treatment and care. 
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Cardiac Arrest  
 
Numbers of cardiac arrest call and actual cardiac arrests is demonstrating a stable 
position since January 2022 
 
Chart 15– Acute Hospital – Cardiac Arrests 
 

 
 
 
Trust learning: Serious Adverse Event Group  
 
Key Issues  Learning and actions taken  
Treatment / Diagnostic learning 
 
The SAE group discussed investigations 
into one death in September and two 
deaths in October 2022  
 

1. Patient admitted head injury and 
risk of alcohol withdrawal - died of 
ischaemic heart disease 
 
 

2. Death of patient after monitoring in 
ambulance outside ED due to 
pressures in system. 

 
 
 
 

 
 
 
 
 
 
 
Issues regarding delay to transfer to 
definitive ward, alcohol withdrawal 
management and handover. 
 
 
Unexpected cardiac arrest, immediate 
resuscitation response by SWAST and 
ED teams. Unlikely that admission to ED 
would have affected outcome but quality 
of patient experience would have 
improved. Whole system response to 
reduced holding ambulances 
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3. Patient with complex needs 
admitted with fitting difficult to 
control. Two admissions to ICU - 
died 

 

 
 
Issues with administration of time critical 
medication. MCA and DoLs training to be 
reviewed 
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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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Public 

Report to the Board of Directors 
 
Report title: Assurance framework for Seven Day Hospital Services Meeting date: 25th 

January 2023 
Report appendix  
Report sponsor Medical Director 
Report author System Medical Director for South Devon 

Report provenance Quality Assurance Committee 23rd January 2023 

Purpose of the report 
and key issues for 
consideration/decision 

This is a report on the progress made by Torbay and South Devon 
Foundation Trust in relation to seven-day hospital services (7DS). 
This programme supports providers of acute hospital services to tackle 
variation in outcomes for patients admitted to hospitals in an 
emergency, at the weekend and during weekdays. 

Action required 
(choose 1 only) 

For information 
☐ 

To receive and note 
☒ 

To approve 
☐ 

Recommendation The Trust Board is asked to note the contents of the report and the 
risks and assurance highlighted.  The monitoring of 7-day services 
continues as described and reporting to the Board will be undertaken 
on an annual basis. 

Summary of key elements 
Strategic goals 
supported by this 
report 

 

Excellent population 
health and wellbeing 

X Excellent experience 
receiving and providing 
care 

X 

Excellent value and 
sustainability 

X  
 

Is this on the Trust’s 
Board Assurance 
Framework and/or 
Risk Register 
 
 

 
Board Assurance 
Framework 

X Risk score 16 

Risk Register  Risk score  
 
BAF Risk Objective 1 – Quality and Patient Experience 
 

External standards 
affected by this report 
and associated risks  

 
Care Quality Commission X Terms of Authorisation   
NHS England X Legislation  
National policy/guidance X  
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Report title: Assurance framework for Seven-Day Hospital 
Services 

Meeting date:25th 
January 2023 

Report sponsor Medical Director 
Report author System Medical Director for South Devon 
 
Introduction 
 
The Seven Day Hospital Services (7DS) Clinical Standards were developed to support 
providers of acute services to deliver high-quality care and improve outcomes for 
patients admitted to hospital in an emergency. They were originally developed by the 
NHS Services, Seven Days a Week Forum in 2013. 
 
Four priority standards were selected to ensure that patients have access to consultant-
directed assessment (Clinical Standard 2), diagnostics (Clinical Standard 5), 
interventions (Clinical Standard 6) and ongoing review (Clinical Standard 8) every day 
of the week. Full details of all the clinical standards are available at: NHS England » 
Seven Day Services Clinical Standards. 
 
This report follows the updated Board Assurance Framework (version 2, February 2022 
which reduces the internal data collection burden for Trust Boards. 
 
Discussion 
 
As an organisation, we have reported on our performance in achieving the priority 
standards since 2016. Over this time, our performance has improved particularly around 
the 14-hour standard to consultant review (Clinical standard two) although this remains 
below target, and in the availability of MRI and Echocardiography over the weekend. 
We are compliant with Clinical standards 5 and 6. We do not achieve Clinical standard 8 
(and the related standard 3 which relates to the 7-day-a-week availability of the multi-
professional team) which is likely to impact our Length of Stay (LOS) and discharges at 
the weekend, and thus flow through the organisation.  
 
Clinical standard 2 
 
This standard requires 90% of newly admitted patients to see a consultant within 14 
hours of admission, and ideally within 6 hours during the working day.  
 
Medical consultant input in the evenings and weekends has increased significantly over 
the last few years. Currently, 4 general medical consultants and one acute physician (as 
of December 2022) work each weekend. The majority of this time is spent on newly 
admitted patients. The recent increase in numbers has extended the time that 
consultants are on-site to review newly admitted patients. Surgical consultant availability 
at the weekend has also increased in the last 3 years. However, we do not meet this 
standard, related to consultant availability and delays in initial assessment by more 
junior medical staff, which delay the consultant review time.  
 
A review of “medical” staffing is planned to begin in Spring 2023, with a view to 
investigating alternative staffing models for inpatient areas that will potentially improve 
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weekend staffing and out-of-hours staffing, this review has the potential to improve 
performance against standards 2 and 8. 
 
Clinical standard 5 
 
Emergency 
diagnostic test  

Available on 
site at 
weekends  

Available via 
network at 
weekends  

Not 
available  

USS     
CT     
MRI     
Endoscopy     
Echocardiography     
Microbiology     

 
Clinical standard 6 
 
Emergency 
intervention  

Available on 
site at 
weekends  

Available via 
network at 
weekends  

Not 
available  

Intensive care     
Interventional 
radiology  

   

Interventional 
endoscopy  

   

Surgery     
Renal replacement 
therapy  

   

Radiotherapy     
Stroke thrombolysis     
Stroke 
thrombectomy  

   

PCI for MI     
Cardiac pacing    

 
Clinical standard 8  
 
Medical patients make up the majority of in-patients within the organisation. Consultant 
input at the weekend is predominately directed at the front door, though each consultant 
working at the weekend does spend a proportion of time on their base ward. This time is 
directed towards the sickest patients and those potentially able to be discharged. A 
dedicated discharge registrar is also available to review patients identified as potentially 
fit for discharge (this derogation is supported by the updated clinical standards).  
However, the number of consultant (and junior) medical staff working at the weekends 
remains less than those during the week and this will play a role in the significant 
reduction in discharges at the weekend. 
 
If the Trust were to deliver the same staffing in inpatient areas supporting urgent care 
(for example, the medical wards) during the weekend as in the week it is likely to 
significantly reduce LOS. The risks vs benefits and achievability of this (even if only 6 
days per week), will be investigated as part of the inpatient medical staffing review to 
take place later this year.  
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Conclusion 
 
Performance against standards 5 and 6 is good as can be seen in the tables above.  
Performance when compared to standards 2 and 8 has improved over the last 3 years, 
and has further improved as of December 2022 with an additional medical consultant 
working at the weekend. There remain differences in care at the weekend which impact 
on discharges at the weekend and flow. A review of medical staffing of inpatient areas 
will include out of hours cover and has the potential to improve performance.  
   
Recommendations 
 
The board is asked to note the report and to receive a further report in Jan 2024. 
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