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THERE WILL BE A MEETING OF THE BOARD OF DIRECTORS  

 

At 9.30am on Wednesday 25 April 2018 in the Boardroom, Noy Scott House, Royal 
Devon & Exeter Hospital. 

 

AGENDA   
 

Item Title Presented by 
Item for 

approval, 
information, 

noting, action 
or discussion 

Time 
Est. 

1.  Chairman’s Opening Remarks  
 James Brent, Chairman Information 2 

2.  Apologies Melanie Holley, Head of 
Governance Information 1 

3.  Annual Review of the Board 
Register of Interests 

Melanie Holley, Head of 
Governance Information 2 

4.  Matters to be discussed in the 
confidential Board James Brent, Chairman Noting 2 

5.  Minutes of the Meeting of the 
Board held on 28 March 2018  James Brent, Chairman Approval 5 

6.  Matters Arising and  
Board Actions Summary Check   James Brent, Chairman Information 5 

7.  Chief Executive’s Report Em Wilkinson-Brice, Deputy 
Chief Executive Information 5 

8.  Policy and Strategy  

9. Performance 

9.1 Integrated Performance Report Adrian Harris, Medical Director Information 30 

9.2 Integrated Performance Report 
Refresh Update 

Pete Adey, Chief Operating 
Officer Information 10 

10. Assurance    

10.1 Q4 2017/18 Ward to Board Report Em Wilkinson-Brice, Deputy 
Chief Executive/Chief Nurse Information 10 

10.2 Model Hospital Chris Tidman, Chief Financial 
Officer Information 20 

10.3 Getting It Right First Time 
Adrian Harris, Medical Director 
and Mike Hutton, Consultant 
Spinal Surgeon and Eiri Jones, 
South West GIRFT Hub Director 

Information 20 

11. Information 

11.1 Annual Review of the Board 
Schedule of Reports 

Melanie Holley, Head of 
Governance Information 2 

12. Any Other Business 

13. 
At the conclusion of the formal part of the agenda, there will be an opportunity for members of 
the public gallery to ask questions on the meeting’s agenda. Where possible, questions should 
be notified to members of the Corporate Affairs team before the meeting. Every effort will be 
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made to give a full verbal answer to the question but where this cannot be done, the Chairman 
will ask a director to make a written response as soon as possible. 

14. Date of Next Meeting: The next meeting of the Board of Directors will be held at 9.30am on 
Wednesday 23 May 2018 at the Royal Devon and Exeter Hospital. 

15. 
The Chairman will propose that, under the provisions of section 1(2) of the Admission to Public 
Meetings Act 1960, the public and press should be excluded from the meeting on the grounds of 
the confidential nature of the business to be discussed. 
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MEETING OF THE BOARD OF DIRECTORS OF THE 
ROYAL DEVON AND EXETER NHS FOUNDATION TRUST 

 
28 March 2018 

Held at Boardroom, Noy Scott House, RD&E Hospital 
 

MINUTES 
 
PRESENT: Mr J Brent Chairman 
 Mr P Adey Chief Operating Officer  
 Mrs J Ashman Non-Executive Director 
 Mrs T Cottam Executive Director of Transformation & Organisational 

Development  
 Mr P Dillon Non-Executive Director 
 Professor A Harris Executive Medical Director 
 Professor J Kay Non-Executive Director 
 Mr S Kirby Non-Executive Director 
 Dr S Knowles Non-Executive Director 
 Ms M Romaine Non-Executive Director 
 Mr C Tidman Chief Financial Officer 
 Mrs S Tracey Chief Executive  
APOLOGIES Professor E Wilkinson-

Brice 
Deputy Chief Executive/Chief Nurse 

IN ATTENDANCE: Mr J Chinnock Head of Stakeholder Communications & Engagement 
 Mrs M Holley Head of Governance 
 Ms T Reeves Deputy Chief Nurse/Midwife 
 Miss L Vine Executive Support Officer 

 

  ACTION 

29.18 CHAIRMAN’S OPENING REMARKS  

 

Mr Brent welcomed Governors and members of the public to the meeting, and in 
particular Ms Tracey Reeves who was attending on behalf of Professor 
Wilkinson-Brice.  Mr Brent reminded the Board that the Extraordinary People 
Awards were due to take place over lunchtime which recognised the 
extraordinary contribution of Trust staff. 

Mr Brent reminded the Board that the meeting was a meeting in public, but was 
not a public meeting.  Questions would be welcome from members of the public 
at the end of the meeting and he reminded the public that the questions should 
relate to the meeting agenda. 

 
 
 

30.18 APOLOGIES  

 Apologies had been received from Professor Wilkinson-Brice.  
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31.18 DECLARATION OF INTERESTS  

 

There were no new interests declared.  Mrs Holley said that the annual review 
of declarations would be presented to the Board meeting in April 2018. 
Mr Brent reminded Board members to flag any interests if they arose during the 
course of the meeting.  

 

32.18 MATTERS TO BE DISCUSSED IN THE CONFIDENTIAL MEETING AND TO 
BE DISCUSSED IN THE BOARD SESSION 

 

 

Mr Brent informed the meeting that the Board would be discussing in its 
confidential meeting an Audit Committee report, an update on 2018/19 budget 
setting, the Clinical Pathway Transformation (CPT) Programme enabled by 
Electronic Patient Records, updates on the Energy Performance Contract and 
Energy Centre, and a key strategic issues update which was a standing item.  In 
the afternoon, the Board would be holding two sessions to discuss the 
Corporate Strategy Refresh update and lessons learnt from significant Capital 
Trust Projects. 

 

33.18 MINUTES OF THE LAST MEETING HELD ON 28 FEBRUARY 2018  

 The minutes of the meeting held on 28 February 2018 were agreed as a correct 
record subject to the following amendments: 

Minute 22.18, page 6, first paragraph, third sentence to read: ‘…which could 
avoid 20-30% of medical admissions.’ 

Minute 24.18, page 10, action to read:  ‘Assurance to be sought via the 
Governance Committee in relation to the review of the clinical impact on those 
cardiology patients waiting longer than 18 weeks for treatment.’ 

Minute 27.18, page 11, first paragraph, first sentence to read:  ‘Dr Foxall, a 
public Governor, said that she had received a telephone call from the wife of a 
patient who was on the waiting list for elective hip surgery and had been so for 
many months.  This was causing significant concern for reasons of reduced 
mobility.  Dr Foxall said that while they were very understanding of the 
pressures and delays, it was felt that improved and more frequent 
communications to keep them updated would be appreciated.  Ms Ashman 
confirmed that communications issues would be looked into by the Patient 
Experience Committee (PEC) and work to implement improvements would be 
on-going.’ 

 

34.18 MATTERS ARISING AND BOARD ACTION SUMMARY CHECK  

 

Action check 

The actions were as per the tracker with the following additions: 

23.18 (3) Professor Harris to review the action plan for the Fractured Neck of 
Femur target and feedback to the Board in March 2018 as to whether it should 
be revised or not.  Professor Harris reported that he had discussed this with Mr 
John Charity and Mr Matt Wilson, Consultant Orthopaedic Surgeons, and said 
that this was more complex than the Board had first perceived it to be.  
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Professor Harris said that the failure to achieve the target was due to the 
inability to get patients to theatre within 36 hours and the two main reasons for 
this were the lack of theatre capacity and the prevalence of anticoagulants 
(blood thinners).  He acknowledged there may be a higher number of patients 
taking anticoagulants due to the age demographic of the community that the 
Trust served.  Professor Harris informed the Board that during an audit in 2015, 
11% of patients were anticoagulated; 10% warfarin and 1% Direct Oral 
Anticoagulants (DOACs).  He added that over the last quarter of 2017/18, an 
audit showed an increase to 16% of patients who were not ready for theatre due 
to anticoagulation; 8% warfarin and 8% DOACs.  Professor Harris said that the 
team therefore recommended reducing the target to 85% to account for those 
patients who are not ready for theatre due to medication. 

Referring to the option to reduce the target from 36 hours to the National 
Institute for Health and Care Excellence (NICE) target of 48 hours, Professor 
Harris reported that the team did not believe this should be altered as new 
targets may well be lowered to 24 hours over the next few months and the Trust 
needed to ensure adequate medical cover was provided for these patients to 
ensure optimum fitness from admission.  Instead, Professor Harris said that the 
team had recommended to the Board that the trauma capacity could be 
increased in main theatres, the working hours could be extended and the 
number of foot, ankle and upper limb day-case operations could be increased at 
Heavitree to create more space in the PEOC theatres for trauma.  In summary, 
Professor Harris proposed to the Board that the target should be 85% of 
patients with a fractured NoF to be treated within 36 hours by increasing the 
theatre capacity. 

Ms Romaine enquired as to how much time needed to elapse after taking 
anticoagulants before a patient became fit for surgery.  Professor Harris said he 
believed it was 48 hours for warfarin and that the majority of DOACs would 
reverse naturally by 24-36 hours. 

Ms Ashman asked if it were possible to report the number of patients who miss 
the target because of the anticoagulants and how onerous this would be.  
Professor Harris said that he would need to review this and feedback to the 
Board. 

ACTION:  Professor Harris to establish if it is possible to report the 
number of patients with a Fractured NoF who miss the 85% target because 
of the anticoagulants and feedback to the Board 

Dr Knowles commented that the Trust should move away from the target 
number of hours regardless of the number and should instead seek to use run 
charts.  Professor Harris agreed the Trust could also report in this way. 

Mr Brent noted that due to the reduction in elective work recently due to the 
adverse weather, performance against the fractured NoF target had improved; 
this he said seemed to support the proposal to increase capacity.  Mr Brent 
suggested that the target should remain the same but that the proposals to 
increase theatre capacity should be approved and actioned to assess the 
impact of these changes.  He reminded the Board that the Trust was compliant 
with the other eight out of the nine NICE targets.  The Board approved this. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AH 

35.18 CHIEF EXECUTIVE’S REPORT  

 Mrs Tracey raised the following: 

1) Mrs Tracey reminded the Board about the recent communication regarding 
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Northern Devon Healthcare Trust (NDHT) and how the Trust would be 
working together with NDHT to explore the clinical sustainability challenge in 
North Devon.  Mrs Tracey said this was at the request of NHS Improvement 
(NHSI) and that it was in line with the work of the Sustainability and 
Transformation Plan (STP) to date.  She added that although discussions 
were still in the early stages, a plan was expected to be confirmed and put in 
place by 1 May 2018.  Mrs Tracey said this would be discussed in further 
detail within the confidential meeting. 

2) Mrs Tracey referred to the recent adverse weather and was pleased to 
report how well the Trust had responded to it.  Mrs Tracey said that due to 
the severity of the first occasion (1-3 March 2018), the Trust had taken a 
view that the response required was over and above normal activity and so 
an internal critical incident was called.  Mrs Tracey said this was very rare 
but an indication of the severity.  Mrs Tracey was pleased to report that 
there had been a fantastic response from everyone involved from staff, 
many of whom had walked miles to attend work and also to 4x4 volunteer 
drivers.  She added that accommodation and transport hubs had been set 
up and kept running through from Thursday 1 March 2018 into Saturday 3 
March 2018 when the internal critical incident was stood down. 

Mrs Tracey reported that approximately 2000 outpatient appointments had 
been postponed with the majority of these being within surgery; 25% of 
these were new appointments and 75% were follow-up.  Mrs Tracey said 
that the Surgical Division was the most affected, with Ophthalmology and 
Orthopaedics experiencing the highest volume of postponed appointments.  
Mrs Tracey confirmed that all affected maternity outpatients were rebooked 
for the following Monday (5 March 2018).  Referring to operations, Mrs 
Tracey informed the Board that 133 were cancelled, of which 22 were on the 
day and 111 were cancelled the day before the patients were due to attend. 

Mrs Tracey said that the Trust had attempted to regain its position as soon 
as possible and that despite an incredible response, it was inevitable that an 
impact in performance would be seen, particularly in relation to cancer.  Mrs 
Tracey noted that the predicted two week wait performance for March 2018 
was indicating that the Trust would fail the target of 93% at 82.21%.  She 
added that Emergency Department (ED) performance was relatively good at 
90.8% as at 26 March 2018. 

Mrs Tracey informed the Board that the Trust and the teams had learnt a lot 
from the process and a subsequent internal critical incident had been called 
on the following Tuesday (6 March 2018) with the Trust having declared 
Opel 4 on that one day.  She added that the Trust had experienced further 
pressures the following week with another internal critical incident being 
called for a gas leak, and further adverse weather the week after.  Mrs 
Tracey said that whilst it had not been necessary to declare an internal 
critical incident for the second adverse weather occasion, the transport and 
accommodation hubs were set up again in response. 

Mrs Tracey summarised that March 2018 had been a very interesting and 
busy month which had seen the Trust at its very best.  She added that 
numerous letters had been received from both staff and patients to reflect 
their thanks.  Mr Adey said that he would circulate the briefing document to 
the Board in relation to the Trust’s response to the adverse weather 
incidents.  Mr Brent reminded the Board that the thanks of both the Board 
and the Council of Governors (CoG) had been recorded and distributed. 

ACTION:  Mr Adey to circulate the Trust’s response to the adverse weather 
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incidents briefing document to the Board 
3) Mrs Tracey reported that all work was now complete in relation to the 

transfer of the Walk In Centre (WIC) services in Exeter and these services 
would transfer from NDHT to the Trust with effect from 1 April 2018.  Mr 
Adey added that this had gone well and there were now further opportunities 
available to the Trust in relation to the Sidwell Street service. 

4) Mrs Tracey highlighted to the Board the proposed Agenda for Change (AfC) 
2018 Contract Refresh.  She said that the proposals were for a three year 
deal which covered 2018/19, 2019/20 and 2020/21, subject to trade union 
consultation and Government clearance.  Mrs Tracey reported that the key 
points were currently being consulted on and, if agreed, would be 
implemented in July 2018 backdated to April 2018.  Mrs Tracey said that the 
changes would be rolled out over the three years of the deal and noted that 
this was still being worked through for the Trust. 

Mrs Tracey said that the top of pay bands were to be increased by 6.5% 
over the three years, except bands 8D and 9 which would be capped at the 
increased of band 8C.  She added that the minimum rate of pay in the NHS 
would be set at £17,460 from 1 April 2018 which was ahead of the Living 
Wage Foundation Living Wage rate of £17,062. 

Mrs Tracey noted that other changes included slight amendments to the 
terms and conditions but she confirmed that the suggested reduction in 
leave had not been pursued. 

Mr Brent asked how the pay increases would be funded.  Mr Tidman 
commented that extra funding would be available centrally for all pay awards 
with the exception of medical and dental staff. 

5) Mrs Tracey reminded the Board of the outcome in relation to the reduction in 
staff subsidy for catering which had been to reverse the decision made.  Mrs 
Tracey said that this was in recognition of the hard work of staff and said 
that this had been actioned and communicated to staff and the Council of 
Governors. 

6) Mrs Tracey was pleased to inform the Board that the Trust had signed an 
employers pledge for Time to Change which was a national initiative.  Mrs 
Tracey said the intention was to link this to the Trust’s Health and Wellbeing 
strategy and to remove the stigma and encourage people to speak more 
openly about Mental Health.  Mrs Tracey confirmed that 15 Mental Health 
Champions had recently completed training to act as direct support to staff 
and also to encourage people to speak more freely and signpost to the 
services available. 

7) Referring to the RD&E Thank You campaign, Mrs Tracey said that the 
adverse weather had coincided with the campaign and so it had been 
extended to run over two weeks.  She added that the timing could not have 
been better and thanked the Board for their contributions.  Mrs Tracey was 
pleased to inform the Board that there had been a great response, not just 
from staff, but also from patients. 

Mrs Tracey said that generous prizes had been donated by 11 local 
businesses, including 300 tickets from the Exeter Chiefs.  In total, Mrs 
Tracey said that 29 teams had been selected to win team prizes and five 
further individual prizes had been allocated.  At the end of the campaign, 
Mrs Tracey said that a montage of some of the photos showing messages of 
thanks had been pulled together and publicised on Hub.  Mrs Tracey said 
that it had been hugely appreciated by staff and that the Trust hoped to 
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repeat this on an on-going basis. 

There were no questions from the Board. 

The Board noted the Report from the Chief Executive.  

36.18 STAFF SURVEY RESULTS 2017  

 

Mrs Cottam thanked Mr Chinnock and Anette Grahns, Engagement Manager, 
for the huge amount of work they had completed in relation to the Staff Survey. 

Mr Chinnock reported that the survey was carried out at the end of 2017 and the 
results had been made available earlier that month.  He added that these were 
important as they provided a snapshot of staff views and that it had been proved 
that engaged and motivated staff promoted safer care for patients. 

Mr Chinnock said that it was a mandatory requirement to carry out a staff survey 
and added that this was the biggest survey in terms of participation. 

Mr Chinnock informed the Board that the survey comprised of 88 questions and 
32 key findings.  Mr Chinnock said that nationally 21 of the key findings had 
declined from 2016 and 11 had improved.  He added that the level of pay 
satisfaction rate had decreased year on year, the total staff engagement score 
had decreased to 3.78 for the first time since 2014 but there had been a 
marginal increase in the response rate nationally. 

Mr Chinnock reported that Picker Institute Europe had carried out the staff 
survey independently on behalf of the Trust.  For the first time, Mr Chinnock said 
that findings included the Community Division which made year on year 
comparisons difficult to make.  He added that the majority of surveys had been 
completed online, with only some postal questionnaires.  Mr Chinnock 
commented that further data was due to be released at the end of March 2018 
which would allow the Trust to rank itself against other organisations. 

Mr Chinnock said that although approximately 50% of staff had not participated, 
he was pleased to report a significant increase in the response rate by 8% 
which was the highest to date and above the national average.  He added that 
conversations had taken place to try and establish why staff were still not taking 
part and reasons for this included a lack of time, not trusting it to be completely 
independent and fear or repercussions. 

In terms of staff engagement, Mr Chinnock was pleased to report that the Trust 
had maintained its overall score of 3.90.  He added that the Trust had been 
below the national average in 2012 but with sustained improvement year on 
year it was now well above the national average.  Mr Chinnock said that 21 out 
of 32 key findings were better than average for other Acute and Community 
Trusts, and none were worse than average. 

Mr Chinnock highlighted the gap between the Trust’s scores and the median for 
other Acute and Community Trusts which was very positive.  The high 
percentage of staff that would recommend the organisation for care or treatment 
(84%) demonstrated high performance. 

Mr Chinnock outlined the key improvements since 2016 and the core strengths 
of the Trust which included the significant improvements made over the last five 
years in the correlation between effective communication between senior 
management and staff and senior managers acting on staff feedback.  This, Mr 
Chinnock said, showed that the investment in staff engagement was working 
well. 
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Whilst none of the key findings had declined, Mr Chinnock said that some of the 
88 individual questions had including the satisfaction with pay level and the use 
of feedback from patients and service users to inform decisions within 
departments and Divisions. 

Referring to the refresh of the Corporate Strategy, Mr Chinnock outlined the 
Trust’s performance against its key strengths and objectives.  He said that there 
was room for improvement with regards to the best in class for ‘kind and caring’ 
but said that the Trust was doing well in this area.  In terms of ‘listening’, Mr 
Chinnock said that the Trust had performed reasonably well but that receiving 
regular updates had been identified as a common theme.  Mr Chinnock said that 
the consistency across the Divisions in relation to ‘teamwork’ was quite stark but 
that overall the Trust’s performance was positive in this area. 

Mr Chinnock said that the Trust had achieved good results for those questions 
relating to ‘Towards Inclusion’.  He said that although the national trend for the 
key questions relating to Health and Wellbeing had increased, the Trust had 
declined slightly.  Mr Chinnock reassured the Board that a specific Health and 
Wellbeing survey was carried out in February 2018 to look at this in more detail.  
Mrs Cottam said that the top themes to arise from this included car parking and 
the park and ride service but that this needed to be balanced against the 
provision of services now available to staff. 

Mr Chinnock advised the Board that the data for the Community Division could 
not be separated out entirely and so the comparisons drawn were against the 
Trust as a whole.  He added that, following all the changes in relation to Your 
Future Care, these results were far better than expected but there remained a 
difference in culture between the Trust as a whole and the Community Division. 

Mr Chinnock summarised that the next steps would be to provide further and 
more detailed briefings to staff, carry out comparisons against other 
organisations including but not limited to those in the South West, a thematic 
analysis of the free text within the surveys, an update to the Engagement 
Toolkit, Trust wide priorities to be shared with staff and to work more intensively 
with one or two Divisions where there are still concerns.  Mr Chinnock invited 
questions from the Board. 

Ms Romaine referred to the best and worst results comparison between the 
Acute and Community Divisions and commented that this appeared to suggest 
that significantly more staff reported experiencing harassment/bullying/abuse.  
Mrs Cottam said this was poorly presented and was in fact the percentage of 
staff who had not experienced this.  Mr Chinnock added that whilst the Trust 
compared relatively well to other organisations, a deep dive may be necessary 
to look into the remaining third of staff that had reported feeling bullied or 
harassed.  Mrs Cottam reminded the Board that this could often be linked to 
patient cohorts particularly those that were elderly or had dementia and Ms 
Reeves said these tended to be the most problematic areas to recruit to 
because of this.  Mr Brent asked if the Trust should be looking at this as an 
absolute rather than on relative performance.  Ms Ashman added that the 
delayed discharge of these patients often frustrated and exacerbated these 
behaviours. 

Professor Kay asked what best in class meant and what the Trust was doing to 
identify how other organisations were achieving this.  Mr Chinnock said that the 
Trust had visited other organisations in the past and more visits would be 
scheduled again this year to look into this. 

Mr Kirby commented that this was a great achievement for the Trust and asked 
if there was an opportunity for these results to drive the Trust’s ability to recruit.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Board Minutes Public 28 March 2018    
    
 Page 8 of 17 

Mrs Cottam confirmed that a meeting had taken place recently to discuss how 
the Trust can become more attractive in terms of recruitment.  She added that 
the media coverage in response to the adverse weather incidents had been a 
great boost and had reinforced the Trust’s position. 

Dr Knowles expressed concern around the term ‘satisfaction’ when referring to 
the staff survey and suggested that it should reflect the autonomy, achievement 
and motivation more than satisfaction or dissatisfaction.  Mrs Tracey confirmed 
that a lot of work was being carried out in this respect particularly in terms of 
strengthening clinical leadership. 

Referring to the inclusion of the Community Division, Mr Dillon said he would 
encourage splitting the data into Acute and Community in order to not lost the 
ability to compare year on year.  Mrs Cottam said that further data, which was 
due to be released at the end of March 2018, should give the Trust this ability 
again. 

Ms Ashman stressed the importance of comparisons against other national 
organisations, not limited to the South West, for continuous improvement.  Mr 
Brent reiterated that the Trust needed to look at the absolute and compare with 
other organisations outside of the NHS in addition to this. 

In relation to the use of feedback from patients and service users to inform 
decisions within departments and Divisions and the decline in performance in 
this area, Ms Ashman suggested that the Patient Experience Committee (PEC) 
should review this in more detail.  Ms Reeves said that the national inpatient 
survey results were expected imminently and this would provide a good 
comparison. 

ACTION:  The PEC to compare the staff survey results with that of the 
national inpatient survey in relation to the use of feedback from patients 
and service users to inform decisions within departments and Divisions 

The Board noted the update. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JA 

37.18 INTEGRATED PERFORMANCE REPORT  

 

Mr Adey said he would take the Integrated Performance Report (IPR) as read 
and invited questions from the Board. 

Mr Kirby referred to the delayed discharges and the flow through the ED and 
asked if enough was being done to solve problems within social care or whether 
the Trust could be more innovative.  Mrs Tracey said that the Trust recognised 
there were issues with the provision of Domiciliary care and attracting/retaining 
staff.  She added that although this was a particular problem within Exeter in 
terms of how attractive the roles were, Mrs Tracey said the Trust was still 
performing better overall.  Mrs Tracey said that the Trust was aiming to move to 
a model with a joint approach and to focus on career progression.  Mr Adey 
added that this would be incorporated within the 2018/19 Operational Plan and 
the Health at Home programme.  Mr Tidman said that there would be some non-
recurrent funding available within the next year and this had been included as 
part of the financial plan. 

Referring to the Cost Improvement Programme (CIP), Mr Kirby expressed 
concern that the Trust was still projecting a recurring shortfall of £5.3m.  Mr 
Tidman said that it was a difficult balance and that although the long-term 
concern was sustainability, there would be a lot more bonus funding available in 
2018/19.  He added that the Trust continued to attempt to be more efficient but 
said this was made more difficult after the Winter it had experienced.  Mr Kirby 
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asked if there would be any impact on clinical safety as a consequence.  
Professor Harris confirmed that safety would not be affected but the broader 
provision of services may be influenced. 

Professor Kay asked if the Trust was utilising the full apprenticeship levy 
available and commented that she would value seeing further detail in relation 
to this.  Mrs Cottam said she believed the Trust was making use of circa £1.3m 
and agreed to circulate a briefing to the Board in this regard. 

ACTION:  Mrs Cottam to circulate a briefing to the Board in relation to the 
apprenticeship levy being utilised by the Board 

Ms Romaine referred to the performance of the Surgical Services Division in 
relation to the finance recovery and the cancellation of elective work over the 
winter and asked if this would deteriorate further.  Mr Tidman confirmed that it 
would in March 2018 but that the mitigation for this was a block contract 
throughout Devon.  He said that lost activity would need to be rebooked and this 
would become clearer over the coming weeks.  Mrs Tracey reminded the Board 
of the update she had given within the Chief Executive update which also 
covered this. 

Mr Kirby asked what had caused the significant cash movement within March 
2018.  Mr Tidman said he believed this was due to the working balances used 
but agreed to look into this and report back to the Board. 

ACTION:  Mr Tidman to review and identify the cause of the significant in 
month cash movement for March 2018 

In relation to the Emergency Department Demonstrating Difference, Dr Knowles 
asked what the quantitative effect of this was and how it had affected the 
service provided.  Ms Reeves said that this section would usually only provide 
an example rather than numbers of patients and how much time was saved but 
that a more descriptive context would be provided in future. 

ACTION:  Demonstrating Difference examples to include a more 
descriptive context in future with the number of patients affected or how 
much time was saved for example 

Dr Knowles was pleased to note the performance of the infection control team 
which he said was fantastic, especially given the circumstances over the Winter 
period. 

Referring to the antimicrobial performance, Dr Knowles asked if the Board 
should consider removing this statistic from the Integrated Performance Report 
(IPR) as it was no longer relevant.  Professor Harris confirmed that this was not 
included within the refresh of the IPR. 

Dr Knowles referred to the status of the NRLS incidents per 100 beds which he 
noted had been red for the last six months and asked how the risk for the next 
three months could therefore be low.  Ms Reeves said that the bed numbers 
were less so this had always appeared to be red since the transfer of the 
Community services.  However, she added that this had been looked at in detail 
and was no longer a useful indicator and so it had been removed as part of the 
IPR refresh. 

In relation to cancer performance, Dr Knowles asked what percentage of 
patients were presenting as emergencies following delays to their treatment.  
Professor Harris said he would provide an update at the Board meeting in April 
2018. 

ACTION:  Professor Harris to provide an update to the Board in relation to 
the percentage of cancer patients who had presented as an emergency 
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following delays to treatment 
Ms Ashman noted the remarkable performance in relation to ambulance 
handover times.  Mr Brent expressed caution that this may decline as a result of 
the number of pressures the Trust had experienced throughout March 2018 but 
Mr Adey said this was not expected to be significant.  He added that it was still 
an extremely good achievement, particularly when compared to other Trusts 
both locally and nationally.  Mr Dillon echoed this. 

Ms Ashman expressed concern in relation to the increased number of pressure 
ulcers.  Ms Reeves assured the Board that this had been reviewed in great 
detail, none had been assessed as either grade three or four and the Trust was 
not seeing a particular spike.  She added that the presentation within the Ward 
to Board dashboard was misleading in terms of the numbers and said that this 
would be looked at in further detail at the performance meetings later that week. 

Referring to cancer performance, Mr Dillon queried the forward risk rating for 62 
Day Wait for First Treatment Consultant Upgrade and whether this had been 
changed to a medium risk score in the last month.  Mr Adey said that he would 
clarify the change in risk rating and report back to the Board. 

ACTION:  Mr Adey to clarify the change in forward risk rating for 62 Day 
Wait for First Treatment Consultant Upgrade in relation to cancer 
performance and report back to the Board 

Mr Dillon referred to the medical bed occupancy and asked if the Trust needed 
to change the way it looked at this.  Mr Adey said that this would be reviewed as 
part of the bed capacity planning which was currently taking place and added 
that Mr Tidman would be providing further context in the budget setting update 
within the confidential meeting.  Mrs Tracey noted that it was still very important 
to monitor this. 

Referring to the successful appointment of three gastroenterologists, Ms 
Romaine asked how long it would take to recover the position within Endoscopy.  
Mr Adey said that the three new Consultants were due to start in May 2018, 
August 2018 and October 2018 and Professor Harris said that the recovery was 
expected to take a year in total. 

Ms Romaine asked what the total number of vacancies for registered nurses 
and midwives was as the presentation of the data within the report was unclear 
and appeared to conflict with the narrative.  Mrs Cottam agreed to review the 
presentation of this data. 

ACTION:  Mrs Cottam to review the presentation of the data in relation to 
workforce vacancies and particularly the narrative with regards to 
registered nursing staff 
Professor Kay queried the total number of staff employed by the Trust which 
appeared to be 68 FTE over the funded establishment.  She asked how the 
establishment was decided and known.  Mrs Cottam agreed to review this and 
clarify. 

ACTION:  Mrs Cottam to review the total number of staff employed by the 
Trust and clarify the funded establishment and how it is decided 

Ms Romaine asked if the Trust was recruiting efficiently enough month on 
month in the critical staffing groups.  Mrs Cottam said that a workforce stocktake 
was currently underway to identify the current workforce shortages, those which 
have specific service implications and what was planned to mitigate these and 
fill the gaps more swiftly.  Mr Adey said that this would also be incorporated 
within the new IPR.  Dr Knowles commented that he would find it of interest to 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PA 
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know what was being done in terms of increasing the number of student nurses 
and Allied Health Professionals (AHPs).  Mr Adey said this would form part of 
the workforce stocktake. 

Mr Brent commented that despite the work done in relation to the number of exit 
interviews carried out, the Trust still needed to improve in this area. 

Referring to the national challenge with regard to the number of visas available, 
Mr Brent suggested that the Trust should feedback to NHS Employers to 
escalate this issue.  Mrs Cottam confirmed that the Trust and the STP had 
already done this but that the problem was linked to both the number of visas in 
addition to the length of time it takes to obtain them.  Professor Kay suggested 
that obtaining ‘trusted sponsor’ status could help and agreed to discuss this with 
Mrs Cottam further outside of the Board meeting. 

Mr Brent suggested that in order to reduce the number of patients breaching 52 
week waits, the Trust should review those patients at 48 weeks.  Mr Adey 
assured the Board that the Trust did not wait until patients reached 52 weeks 
but instead began the process of reviewing them at 40 weeks. 

The Board noted the report. 

38.18 AUDIT COMMITTEE REPORT  

 

Mr Dillon said he would take the Audit Committee (AC) report as read and 
invited questions from the Board. 

Ms Ashman referred to the decision to cease accruing for untaken holiday pay 
within 2018/19 and asked for further detail.  Mr Tidman explained that the NHS 
Accounting Manual stated that the Trust must recognise untaken annual leave 
at the end of each financial year and charge it if it was not taken.  He said that 
this did not add value to the accounts and was onerous so would not be counted 
in future.  Ms Romaine added that the AC had been assured that every action 
would be taken to ensure large quantities were not carried over from one year to 
another. 

The Board noted the report. 

 
 

39.18 ANNUAL REPORT AND QUALITY REPORT 2017/18 TIMETABLE  

 

Mrs Holley highlighted that the Board meeting in May 2018 was a week earlier 
than usual due to the submission date of the Annual and Quality reports to 
NHSI. 

There were no questions from the Board. 

The Board noted the report. 

 

40.18 ANY OTHER BUSINESS  

 

Professor Kay was delighted to announce that the University of Exeter Medical 
School had been awarded a further 73 places for medical placements.  She 
added that this was the highest increase awarded nationally.  Dr Knowles asked 
if these would be at Undergraduate or Graduate level.  Professor Kay confirmed 
that it was Undergraduate and would commence from 2018. 
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41.18 PUBLIC QUESTIONS  

 

In response to Professor Kay’s announcement Ms Doris, a public Governor, 
asked if this would cause any issues in terms of the numbers of supervisors.  
Professor Kay said it would not cause any problems but that there would be 
implications but she assured the Board that the bid had been worked through in 
conjunction with the Trust. 

There being no further questions from the public, the meeting was closed.  

 

42.18 DATE OF NEXT MEETING  

 
The date of the next meeting was announced as taking place at 9.30am on 
Wednesday 25 April 2018 at the Royal Devon and Exeter Hospital.   
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PUBLIC MEETING OF THE BOARD OF DIRECTORS 
Held on 28 March 2018 
ACTIONS SUMMARY 

 
This checklist provides a status of those actions placed on Board members in the Board minutes, and will be updated and attached to the minutes each month. 

PUBLIC AGENDA 

Minute No. Month raised Description By Target date Remarks 

75.17 June 2017 Virgin Care to be invited to attend the meeting being scheduled with 
the RD&E and DPT to look at the pathway for mental health patients 

ST/AH 
 

November 2017 
2018 - to be 
confirmed 

This is being progressed and will include 
attendance from a wider stakeholder group 
which will include Virgin Care.  It is on the 
agenda for the November 2017 Board 
meeting. 
Mrs Holley confirmed that in addition to the 
presentation scheduled, a further session 
was planned for 2018 to include the other 
partner organisations. Action on-going. 

88.17 July 2017 
Consideration to be given to an earlier draft of the NIHR South West 
Peninsula Annual Report, Annual Plan and Finance Plan being 
presented to Board prior to the final version in July 2017. 

AH May 2018 

The documents are circulated for comment 
and amends requested during March and 
April.  The Board could be included in this 
process prior to receive the final reports for 
approval at its July 2017 meeting.  Action 
on-going 

122.17 October 2017 
Professor Harris and Professor Wilkinson-Brice to review the ward 
staffing structures and provide an update to the Board at the 
meeting in April 2018 

AH/EWB April 2018 
September 2018 

April 2018 update: A clinical skills pathway 
mapping process has been undertaken 
within Healthcare for Older People (HfOP) 
and ENT identifying competencies required 
to deliver ward based care across a range 
of professions/alternative roles.  The 
outputs of this are being presented initially 
to the Medical Workforce Strategy Group 
on 27th April 2018.  A further update will be 
provided to the Board meeting in 
September 2018.  Action on-going 

06.18 (2) January 2018 
Patient story to be trialled at the beginning of each meeting to be 
trialled at the Patient Experience Committee meeting for three 
months. 

EWB/JA November 2018  
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PUBLIC AGENDA 

Minute No. Month raised Description By Target date Remarks 

07.18 (2) January 2018 
Feedback following the initial three month stage evaluation, in 
relation to the change to open visiting hours, to be presented to the 
May 2018 PEC meeting. 

EWB June 2018  

08.18 (1) January 2018 Learning from Deaths dashboard, graph displaying volumes of 
deaths and volumes of reviews, by month to be separated out AH April 2018 

The dashboard has been updated and this 
will be reflected in the next iteration of the 
report presented to the Board in April 2018. 
Action complete  

09.18 January 2018 Mrs Cottam to agree with Mrs Tracey and Mr Brent when a further 
update on Towards Inclusion will be presented to the Board TAC June 2018 

February 2018 Update:  A further update 
on the Towards Inclusion Plan will be 
provided in the first quarter of 2018/19 post 
the decision around resourcing.   Action 
on-going 

10.18 (1) January 2018 Mrs Cottam to review the nursing staff profile and demographic and 
feedback to the February 2018 Board meeting TAC 

February 2018 
April 2018 
May 2018 

February 2018 Update:  This detailed 
modelling will form part of the People 
Strategy update in February 2018. 
Update:  Mrs Cottam advised the Board 
that this would now be shared with the 
Board at the April 2018 meeting.   
April 2018 Update:  This will now be 
presented at the May 2018 Board meeting.  
Action on-going 

11.18 January 2018 
Professor Wilkinson-Brice and Ms Ashman to provide assurance to 
the Board, via the PEC, that sufficient learning has been taken in 
order for there not to be a repeat of the two recent incorrect death 
notifications 

EWB/JA May 2018  

23.18 (1) February 2018 
Professor Wilkinson-Brice, Professor Harris and Mr Adey to review 
the spike in 30 day emergency readmissions during January 2018 
and feed back to the April 2018 Board meeting 

EWB/AH/ 
PA April 2018 

April 2018 update:  The spike in 30 day 
readmissions occurred in June 2017 and 
was due to a data change in recording of 
patients on the Acute Medical Unit.  A 
briefing paper has been shared with the 
Board in advance of the meeting.  Action 
complete 
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PUBLIC AGENDA 

Minute No. Month raised Description By Target date Remarks 

23.18 (3) February 2018 
Professor Harris to review the action plan for the Fractured Neck of 
Femur target and feedback to the Board in March 2018 as to 
whether it should be revised or not 

AH March 2018 

A detailed review an options appraisal has 
been undertaken.  A final recommendation 
is being considered and will be brought to 
the March Board meeting for discussion.   
Update March 2018:  A detailed update 
was provided at the Board meeting on 28 
March 2018 as recorded within the 
minutes.  Action complete 

24.18 February 2018 
Assurance to be sought via the Governance Committee in relation to 
the high number of cardiology patients waiting longer than 18 weeks 
for treatment 

MR/MH April 2018 

An update on the Cardiology waiting times 
position will be provided to the Safety & 
Risk Committee meeting on 21st March.  
The outcome will be reported to the 
Governance Committee on 6th April.   
April 2018 update: The outcome was 
reported to the GC on 6th April 2018.  A 
verbal update will be provided by MR at the 
meeting.   

34.18 March 2018 
Professor Harris to establish if it is possible to report the number of 
patients with a Fractured NoF who miss the 85% target because of 
the anticoagulants and feedback to the Board 

AH April 2018 

April 2018 update: This data is available 
however to ascertain the full volume of 
breaches of patients due to anticoagulants 
requires more detailed audit. For example, 
an audit of Q4 2017 showed that 8 out of 
15 patients on DOACs breached 36 hour 
but 5 were classed as “awaiting medical 
review/ stabilisation” and 3 as “waiting for 
theatre space”. A further audit is in 
progress and revision to breach analysis 
process will identify this figure and be 
included in future exception reports. Action 
complete 

35.18 March 2018 Mr Adey to circulate the Trust’s response to the adverse weather 
incidents briefing document to the Board PA April 2018 

April 2018 update:  The adverse weather 
briefing document was circulated to Board 
members on 29th March 2018.  Action 
complete.  
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PUBLIC AGENDA 

Minute No. Month raised Description By Target date Remarks 

36.18 March 2018 
The PEC to compare the staff survey results with that of the national 
inpatient survey in relation to the use of feedback from patients and 
service users to inform decisions within departments and Divisions 

JA July 2018  

37.18 (1) March 2018 Mrs Cottam to circulate a briefing to the Board in relation to the 
apprenticeship levy being utilised by the Board TAC April 2018 

April 2018 update: Lisa Denning is 
producing a brief which will be emailed to 
the Board in advance of the April 2018 
Board meeting.  Action on-going 

37.18 (2) March 2018 Mr Tidman to review and identify the cause of the significant in 
month cash movement for March 2018 CT April 2018 

April 2018 update:  It has been confirmed 
that the cause of the in-month cash 
movement is the result of changes to the 
debtor/creditor balances.  Action complete. 

37.18 (3) March 2018 
Demonstrating Difference examples to include a more descriptive 
context in future with the number of patients affected or how much 
time was saved for example 

TR/EWB April 2018 

April 2018 update: Where possible and 
appropriate, quantification of benefits for 
Demonstrating Difference will be included 
in the narrative in future.  However it is 
recognised that this is not always possible 
as examples in the current IPR 
demonstrate.  Action complete 

37.18 (4) March 2018 
Professor Harris to provide an update to the Board in relation to the 
percentage of cancer patients who had presented as an emergency 
following delays to treatment 

AH April 2018 
May 2018 

April 2018 update:  Data analysis is 
currently in progress in order to ascertain 
the admission rate. Action on-going 

37.18 (5) March 2018 
Mr Adey to clarify the change in forward risk rating for 62 Day Wait 
for First Treatment Consultant Upgrade in relation to cancer 
performance and report back to the Board 

PA April 2018 

April 2018 update: The forward risk rating 
for Cancer performance metrics has 
remained consistent for both Consultant 
upgrade and screening.  There is an 
element of volatility for both metrics due to 
the low denominator.  March 2018 
performance is above threshold, pending 
validation.  Action complete. 

37.18 (6) March 2018 
Mrs Cottam to review the presentation of the data in relation to 
workforce vacancies and particularly the narrative with regards to 
registered nursing staff 

TAC April 2018 
April 2018 update: This will now be part of 
the new IPR HR section which will be 
implemented from May 2018.  Action 
complete. 
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PUBLIC AGENDA 

Minute No. Month raised Description By Target date Remarks 

37.18 (7) March 2018 Mrs Cottam to review the total number of staff employed by the Trust 
and clarify the funded establishment and how it is decided TAC April 2018 

April 2018 update: This is reported within 
the workforce section of the IPR for this 
month.  Action complete. 

 
Signed: 
 
 
James Brent 
Chairman 
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Agenda item: 
 

 3.0, Public Board meeting 
 

Date:  25 April 2018 
 

 
Title: 

 
Annual Review of the Board’s Register of Interests 

 
Prepared by: 

 
Melanie Holley, Head of Governance 

 
Presented by: 

 
Melanie Holley, Head of Governance 

 
Responsible 
Executive: 

Suzanne Tracey, Chief Executive 

Summary: 
 

 
An update to the Board of Directors’ Register of Interests. 
 

 
Actions required: 

 
The Board is required to note the update.  

Status (x):  
Decision Approval Discussion Information 
   x 

 
History: 

 
The Board’s Register of Interests is reviewed in fully annually. 

Link to strategy/ 
Assurance 
framework: 

 

 
Relates to the Board’s overall assurance and to the Board Assurance 
Framework 
 
 
 

 
Monitoring Information Please specify CQC standard numbers 

and  tick other boxes as appropriate 

Care Quality Commission Standards Outcomes  
NHS Improvement  Finance  
Service Development Strategy  Performance Management  
Local Delivery Plan  Business Planning X 
Assurance Framework X Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   
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1. Purpose of paper 

 
To present an updated Register of Interests. 

 
2. Background 

 
The Trust is required to keep a Register of Board members interests and to undertake an 
annual review as part of the production of the Annual Report.  At each Board meeting 
members are invited to declare any interests and may also amend their formal declaration 
at any time.       
 

3. Analysis 
 
The attached Register has been updated following an annual review of declarations of 
interest.  

 
4. Resource/legal/financial/reputation implications 

 
The Register of Board Interests is a document available for public inspection, it is posted 
on the trust website and additionally a copy is held in the Trust Secretary’s Office for 
inspection by any member of the public. 
 

5. Link to BAF/Key Risks 
  

None.  
 
6. Proposals 
             

The Board is recommended to note the revised Board Register of Interests. 
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ROYAL DEVON AND EXETER NHS FOUNDATION TRUST 
The following is the current register, as at 09/02/18, of the Board of Directors of the Royal Devon 
and Exeter NHS Foundation Trust and their declared interests. It is available for inspection on the 
Trust’s website (www.rdehospital.nhs.uk) and also by contacting the Trust Secretary on 01392 
404551. 
 

Name Role Interest 
Adey, Peter Mr Director of 

Operations 
None 

Ashman, Jane Ms Non-Executive 
Director 

None 

Brent, James Mr Chairman 
 
 

Akkeron Group LLP Designated 

Partner 

Akkeron Leisure Limited Director 

Five Directions Limited Director 

HHP Nominee Limited Director 

Natatomisam Limited Director 

Oldway Mansion Limited Director 

Plymouth Argyle Football 

Club Limited 

Chairman 

Saltrock Surfwear Limited Director 

South West Ticketing 
Solutions Limited 
 
The Plymouth Pavilions 
Limited 
 
Resurgam (West End) 
Limited 
 
Suite Hospitality Limited 
 
Hawksmoor Group Limited 
 
Hawksmoor Investments 
Management Limited 

Director 
 
 
Director 
 
 
Director 
 
Director 
 
Director 
 
Director 

Pen CLAHRC (Collaboration 
for Leadership in Applied 
Health Research and Care 
South West Peninsula) 

Interim Chair, 

 

http://www.rdehospital.nhs.uk/
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Name Role Interest 

Cottam, Tracey Mrs Executive 
Director of 
Transformation & 
Organisational 
Development 

None 

Dillon, Peter Mr Non-Executive 
Director 

None 
 

Harris, Adrian 
Professor 

Executive 
Medical Director 

Member of a political party 
Partner is a local General Practitioner  

Kay, Janice 
Professor 

Non-Executive 
Director 

Provost, University of Exeter 
Board Director, Higher Education Academy 
Board Member, Higher Education Funding Council 
for England (HEFCE) - Strategic Advisory Committee 
Quality Assurance & Regulation 
Committee Member, HEFCE – Learning Gain 
Steering Group 
Deputy Chair TEF Panel, HEFCE  

Kirby, Steve Mr Non-Executive 
Director 

None 

Knowles, Simon Dr Non-Executive 
Director 

Executive Reviewer, Care Quality Commission 
National Co-Lead for Pathology, GIRFT (Getting It 
Right First Time) Programme, NHS Improvement 

Romaine, Michele Ms Non-Executive 
Director 

None 

Tidman, Chris Mr Chief Financial 
Officer 

None 

Tracey, Suzanne Mrs Chief Executive None 
 

Wilkinson-Brice, Em 
Professor 

Deputy Chief 
Executive/Chief 
Nurse 

Associate Professor, Faculty of Health & Human 
Sciences, Plymouth University 
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Agenda item: 
 9.1, Public Board meeting 

 
Date: 25 April 2018  

 
 

Title: 
 

 
Integrated Performance Report 
 

 
Prepared by: 

 

Pete Adey, Chief Operating Officer 
Tracey Cottam, Director of Transformation & Organisational Development  
Adrian Harris, Medical Director 
Chris Tidman, Chief Financial Officer  
Em Wilkinson-Brice, Deputy Chief Executive / Chief Nurse  

 
Presented by: 

 
Adrian Harris, Medical Director 

 
Responsible 
Executive: 

Pete Adey, Chief Operating Officer 
Tracey Cottam, Director of Transformation & Organisational Development  
Adrian Harris, Medical Director 
Chris Tidman, Chief Financial Officer  
Em Wilkinson-Brice, Deputy Chief Executive / Chief Nurse 

Summary: 
 

To advise the Board of the Trust’s performance against key performance 
standards and targets; and progress on the implementation of the Trust Strategy 
and key supporting projects. 
 

 
Actions required: 

 

The Board is asked to receive the Performance Report and note the current 
risks and the proposed action plans to mitigate the risks against performance 
delivery.  
 

Status (*): 
Decision Approval Discussion Information 

   Yes  
 

History: 
 

 
This is a standing agenda item at each meeting of the Board of Directors.   
 

Link to strategy/ 
Assurance 
framework: 

 

 
This paper details the Trust’s performance in respect of key performance 
standards and targets.  Achievement of these performance standards and 
targets is a key objective within the Trust’s Strategy. 
 

 
Monitoring Information Please specify CQC standard numbers 

and  tick other boxes as appropriate 

Care Quality Commission Standards Outcomes  
Monitor  Finance  
Service Development Strategy  Performance Management  
Local Delivery Plan  Business Planning  
Assurance Framework  Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   
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1. PURPOSE 
1.1 To advise the Board of the Trust’s performance against the key performance standards and 

targets. 
 

2. SUMMARY 
2.1 
 

Following challenging months in both January and February 2018, operational pressures 
remained at a heightened level throughout the month of March, with eleven days at Operational 
Pressure Escalation Level (OPEL) 3, eleven days at OPEL 2, and eight days at OPEL 1.  
Significant snowfall during Thursday 1st and Friday 2nd March resulted in widespread disruption to 
the travel infrastructure throughout Devon and the wider region.  A Critical Incident was formally 
declared on Thursday 1st March in order to manage the Trust response to this extreme adverse 
weather event and to ensure that patients were kept safe, that staff welfare was maintained, and 
that care for patients in their own homes was maintained. The extraordinary response both from 
Trust staff, and from members of the wider community who volunteered to transport members of 
staff safely to and from work, and to take patients and visitors home, supported the continued 
delivery of key Trust services.  The Critical Incident was formally stood down on Saturday 3rd 
March.   

 

As a result of the associated impacts upon inpatient flow arising from this extreme adverse 
weather event, OPEL 4, for the first time in nearly three years, and an Internal Critical Incident 
were declared on Tuesday 6th March.  Following the successful implementation of a number of 
initiatives to rapidly address the extreme operational pressures, it was possible to stand down the 
OPEL 4 status and the Critical Incident Response Team later the same day.  

 

Whilst non-elective admissions were only 2% above plan in March, delayed discharges resulted in 
a continued challenge to patient flow, with a daily average of 57 medical outliers and 49 delayed 
transfers of care in March.  The planned 20-bedded escalation area continued to be staffed 
throughout the month, in addition to which a daily average of 13 further escalation beds were open 
in order to accommodate the continued high levels of emergency inpatients.  Unplanned 
escalation beds peaked at 40 beds and medical outliers at 114 patients on Tuesday 6th March in 
response to the extreme weather-related pressures upon patient flow.  In addition, over two 
thousand outpatient appointments, 240 Radiology appointments, and 130 operations were 
postponed as a consequence of the snow-related disruption. 

 

As a result of the operational pressures outlined above, flow from the Emergency Department was 
challenged in March, with the Trust narrowly underperforming against the indicative STF trajectory 
of 95.0% for the 4-hour target with performance of 92.5%.  An appeal has been submitted to NHS 
Improvement, outlining the impact that the adverse weather event had upon A&E waiting times 
performance and wider patient flow.  Further detail is provided on pages 12 and 13 of this report.  

 

At the time of writing and subject to final validation, the Trust was achieving seven of the nine 
cancer targets in March.  It is anticipated that on completion of validation this will reduce to six.  
Performance against the 62-day standard for GP referrals was 85.89% against the national target 
of 85%, although final performance is expected to be in the region of 82%.  Further detail is 
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provided on pages 13 and 14 of this report.   

 

At the time of writing the report, validation remains ongoing in respect of performance against the 
referral to treatment (RTT) target.  As a result of the cancellations of surgery associated with both 
the lack of bed availability for elective activity and the adverse weather performance now stands at 
83.27%.  As at the end of March, twenty six patients were waiting longer than 52 weeks for 
surgery of which twenty two have dates for treatment in April and May; dates for the remaining 
four patients are currently being arranged.  Further detail is provided on pages 15 and 16 of this 
report.  

 

Performance against the 99% standard for diagnostic tests deteriorated during March, with 434 
patients out of 6343 waiting longer than 6 weeks.  This represents performance of 93.16% against 
a target of 99% and a deterioration of 1.38% since the end of February.  Further detail is provided 
on pages 14 and 15 of this report. 

 

3. ANALYSIS & KEY ISSUES 
3.1 
 

Patient Experience 

 

 
 
 
Complaints & Concerns  
There were 75 complaints and concerns received during March for acute services, which is similar 
to February (77). The top themes for acute services across the Trust relates to communication 
issues and the length of wait for review/treatment. The categorisation process ensures that all 
aspects of the complaint are captured. Analysis both of trends in complaints volumes and themes 
raised in complaints are examined in closer detail by the Patient Experience Committee.  
 
 
Cases referred to the Parliamentary Health Service Ombudsman (PHSO) 
There were 2 new cases requested by the PHSO for review during March.  There was 1 final 
report received which was Not Upheld.  
 
 
Compliments 
There were 34 written compliments received during March.  The main theme relates to staff 
attitude.  Not all compliments and commendations are captured centrally on a monthly basis, but 
are detailed in the quarterly report reviewed by the Patient Experience Committee.   
 
 
CQAT  
No ward areas were audited during March. 
 
 

Risk for 
next 3 

Latest 
month

Low

Medium

Scale

120 ⁻

35 ₋ 

105% ⁻

90% ₋ 

Complaints & Concerns 
acknowledged within 3 

days
100%

Number of Complaints and 
Concerns 

Target line

<70

Indicator

74

98.6%

  |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018
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OQAT 
No outpatient areas were audited during March. 
 
 
Mixed Sex Accommodation 
There were no clinically unjustified single-sex accommodation breaches reported in March.  
 
 
Demonstrating Difference 
Specialist Services  
Yarty Ward 
The Yarty team have cared for a patient who had high anxiety levels regarding hospitals and felt 
they were ‘cold and hard’. She did not sleep well and believed hospital linen exacerbated a skin 
condition.   One of the nurses brought in a fleece blanket and a teddy for the lady – ‘something to 
cuddle up to’.  The patient was delighted and these two items have made such a difference to her 
anxiety levels and sleep pattern. The teddy provides a topic of conversation and she tells all that 
visit how he has become her companion.   
 
As often happens, it is the small gestures that mean so much to people and we shouldn’t 
underestimate the importance of our ‘creature comforts’. 
 
Medical Services  
Mardon Rehabilitation Unit League of Friends has purchased a six week course with Creative 
Space who do arts & crafts with patients in the unit. This has been found to be very beneficial for 
the wellbeing of the patients’, as the interaction with others provides stimulation and the activities 
are found to be therapeutic and a welcome distraction to usual activity. Patients have since 
requested that their work be put up around the unit for others to see and a gallery has been 
created for this purpose.   
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3.2 Safety & Safe Staffing    

 
Safe Staffing  
The ‘Allocate’ Healthroster system for rostering is now live in all ward areas, except Bramble and 
Maternity which will be implemented by June. This had made analysis of the shift fill rate simpler 
this month, as all the data has been on one system. Given the introduction of a new system there 
have been some challenges ensuring the rosters have been ‘signed off’ to enable analysis of the 
data. ‘Allocate’ has been into the Trust to meet with the Matrons and Senior Nurses via the ‘Care 
Matters Forum’ in order to provide some up to date information and support.  
 
The implementation of Healthroster will be reviewed and become “real time” preparing the way for 
the full utilisation of the “Safer Care” module. As part of the implementation there is on-going 
training provision for ward staff, and a project board will oversee the roll out of the Safer Care 
module. 
 
The Assistant Directors of Nursing continue to use information regarding acuity and dependency 
to inform decisions related to staff allocation on a daily basis.   
 
51.71 wte healthcare assistants were employed to undertake one to one care across the 4 
Divisions during March. This is an increase from 41.55wte in February. There were 2.64 wte 
Registered Mental Health nurses employed to provide one to one care.   The Staff Bank team 
continue to make every effort to fill all available shifts. Where possible patients who require 
enhanced observation are cohorted to safely manage their care and reduce the need for one to 
one nursing.   
 
Details of one to one care is as follows:  

• 13 x patients with dementia and delirium  
• 5 x patients at high risk of falls  
• 5 x patients requiring RMN/Mental Health experienced input 
• 5x Cohort bay nursing 
• 1 x CAHMS 
• 1 post traumatic stress disorder 

Due to the high number of vacancies and sickness absence (as detailed in the workforce section) 
together with unfilled bank and agency shifts, 29 wards have not met their planned hours at some 
stage during the month.  On all wards the Ward Matron and Senior Nurses reviewed the acuity 
and dependency of patients and reprioritised cover.  This reprioritisation is scrutinised further in 
the daily staffing meetings which are led by the Assistant Directors of Nursing, to ensure the safe 
care of all patients.   

As described in the workforce section where the current recruitment activity is summarised, the 
turnover rate has stabilised thereby demonstrating that the retention plan has been successful. 
The work from this has been incorporated into the Professional Development Plan, with a focus in 
the first year on implementing the professional pyramids, a new model of support for students, 
embedding practice coaching and the publication of an advanced practice framework. The 
Professional Development Plan will be presented to the Board alongside the People Strategy in 
May. 
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Safety 
 
 

 
 

Summary Hospital-level 
Mortality Indicator (SHMI) 

Roll ing 3 months - 
Weekday Admissions

As 
expected 
or lower

Summary Hospital-level 
Mortality Indicator (SHMI) 

Roll ing 3 months - 
Specialist Services

As 
expected 
or lower

Low

Low

Low

≤10

≤30

175 ⁻

75 ₋ 

Rate of Grade 3- 4 
pressure Sores /1000 bed 

days

NRLS moderate, major or 
catastrophic incident 

count

Low

≤2

180 ⁻

40 ₋ 

Summary Hospital-level 
Mortality Indicator (SHMI) 

Roll ing 3 months - 
Weekend Admissions

8 ⁻

0 ₋ 

115 ⁻

85 ₋ 

150 ⁻

70 ₋ 

150 ⁻

70 ₋ 

As 
expected 
or lower

Rate of Grade 1- 4 
pressure Sores /1000 bed 

days
≤1.1255

NRLS incidents /100 
admissions

Inpatient Slips, Trips and 
Falls ≤160

≤5

Summary Hospital-level 
Mortality Indicator (SHMI) 

Roll ing 3 months - 
Surgical Services

As 
expected 
or lower

140 ⁻

70 ₋ 

E-coli  Bacteraemias (Trust 
apportioned)

MRSA Bacteraemias (Trust 
apportioned)

National Summary 
Hospital-level Mortality 

Indicator (SHMI) - Roll ing 
12 months

Summary Hospital-level 
Mortality Indicator (SHMI) 

Roll ing 3 months

As 
expected 
or lower

Low

Low

Low

Safety Thermometer – 
Harm Free Care ≥90%

Safety Thermometer – 
Absence of New Harm

Clostridium difficile  cases 
(Trust apportioned) Trajectory

2 ⁻

0 ₋ 

5 ⁻

0 ₋ 

As 
expected 
or lower

≥90%

0

4

0

2

8

107.43

95.95

95.57

100% ⁻

85%₋ 

100% ⁻

85% ₋ 

6 ⁻

0 ₋ 

97.7%

Latest 
month

Scale

Low

Low

Low

Low

Low

Low

Risk for 
next 3 

Low

Low

Low

Low

0.34

Low

MSSA Bacteraemias (Trust 
apportioned)

Indicator Target line

93.2%

0.04

97.41

105.04

15

12.3

111

≤0.1125

94.41

48.69

150 ⁻

70 ₋ 

170 ⁻

50 ₋ 

Summary Hospital-level 
Mortality Indicator (SHMI) 

Roll ing 3 months - 
Medical Services

As 
expected 
or lower

3 ⁻

0 ₋ 

0.7 ⁻

-0.1 ₋ 

35 ⁻

0 ₋ 

14 ⁻

6 ₋ 

  |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018
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Ward to Board Metrics 
The impact of the staffing challenges on the nurse sensitive metrics has previously been reported 
and is included in the Ward to Board drill down this month. The overall position has stabilised.  
 
 
Infection Control  
Clostridium difficile  
The objective for 2017/18 was to have no more than 31 hospital attributable cases and no more 
than 4 cases that were associated with contributory lapses in care.  In March there have been 4 
cases bringing the total in 2017/18 to 22 cases.  None of the cases in March were associated with 
contributory lapses in care.  Twenty of the 22 patients in 2017/18 had mild or no significant 
symptoms and in 20 cases no contributory lapses in care were identified. 
 
 
E.coli bacteraemia  
A Quality Premium reduction target for E.coli bacteraemia was introduced from April 2017 with a 
50% reduction required across primary and secondary care by 2020.  A slight increase has been 
seen in both community and hospital apportioned cases of E.coli in 2017/18.  Investigation of 
every case has been undertaken and, whilst themes in terms of risk factors for developing an 
E.coli bacteraemia have been identified, no clear improvement strategies in the cases that are 
acute hospital apportioned have been identified. 
 
 
MRSA bacteraemia  
There have been no cases of MRSA bacteraemia in March, however an investigation has 
commenced for a case identified at the beginning of April and the outcome of the investigation will 
be summarised in the next IPR. 
 
 
MSSA bacteraemia  
There are no concerns about the number or rate of MSSA bacteraemia.  The cases identified 
have been investigated and no specific learning has been identified that could have prevented 
these cases. 
 
 
Influenza 
Since the beginning of December, nearly 750 cases of influenza have been identified in the 
hospital, significantly more than in 2016-17, which clearly exceeded the number of single rooms 
available for isolation purposes.  However, in addition to laboratory testing, rapid point of care 
testing in admission areas allowed prompt identification of the majority of these cases and the 
establishment of cohort bays during the peak period in January and February.  Significant hospital 
patient contacts were identified swiftly on each occasion and they received antiviral prophylaxis if 
appropriate.  As a result of this approach very little cross infection has been identified in the 
hospital this winter.  A small number of cases continue to be identified in admission areas and 
point of care testing will continue until we are confident that flu season has reached an end. 
 
 
Serious Incidents & Coroner Reports  
There have been no Coroner’s reports or serious incidents in the Trust in March  
 
Summary Hospital Mortality Indicator (SHMI) 
The latest SHMI is 1.112 which is within the ‘as expected’ range and continues to be closely 
monitored and reviewed by the Patient Safety and Mortality Group.  



Integrated Performance Report Page 8 of 54 
25 April 2018 

 
 
General Medical Council (GMC) Concerns 
There were no cases referred to the General Medical Council (GMC) in March, nor did the GMC 
raise any concerns  
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3.3 Clinical Effectiveness   
 

 
 
Time to Surgery for Patients with a Fractured Neck of Femur  
Performance against the 90% target for patients with a fractured neck of femur to be operated 
upon within 36 hours of admission was 97.9% in March.  Further detail is provided on page 48 of 
this report.  

 
 
Proportion of Stroke Patients Spending 90% or More of their Hospital Stay on the Stroke 
Unit  
The Stroke Unit has achieved the 80% target again in March 2018, with performance of 84.4%.   
 
 
Antimicrobial prescribing – compliance with duration and indication on the drug chart, and 
compliance with guidelines 
In March 2018, Trust wide figures for antimicrobial prescribing compliance were: 86.8% (230/265) 
for inclusion of a duration on the drug chart; 94.3% (250/265) for inclusion of an indication on the 
drug chart; and 95.6% (172/180) for guideline compliance.  Actions are on-going to support the 
appropriate use of antimicrobials across the Trust. 
 
 
 

  |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018

91.9%

93.0%

97.9%

84.4%

Latest 
month

≥95%

MUST Initial  - % of 
patients screened for 

Malnutrition within 48hrs 
of admission

% of Stroke Patients 
spending ≥90% of their 

time on a Stroke Unit
≥80%

VTE risk assessment - % of 
eligible admissions 

assessed for risk of VTE on 
admission

MUST Triggers actioned 
(Food Record Chart)

Antimicrobial prescribing - 
 Indication specified on 

the drug chart

Antimicrobial prescribing - 
 Empirical therapy as per 

guidelines

≥95%

≥90%

MUST General  - % of 
patients screened for 

Malnutrition on weekly 
review

≥90%

≥90%

100% ⁻

40% ₋

100% ⁻

65% ₋ 

100% ⁻

70% ₋ 

100% ⁻

80% ₋ 

100% ⁻

80% ₋ 

100% ⁻

85% ₋ 

100% ⁻

85% ₋ 

100% ⁻

85% ₋ 

100% ⁻

85% ₋ 

Scale Risk for 
next 3 

Indicator

95.6%

Low

86.8%

94.3%

MUST Triggers actioned 
(High Energy Menu)

High

Medium

Target line

VTE Thromboprophylaxis - 
% of surveyed patients 

with appropriate 
prophylaxis

≥90%

Medium

Low

High

Medium

Low

Low

Antimicrobial prescribing -
Duration specified on the 

prescription

≥95%

Surgery within 36hrs for 
Patients with a Fractured 
Neck of Femur (excluding 

medically unfit)

≥90%

93.8%

88.0%

94.4%

≥95%

≥90%

Low

Low83.8%

100% ⁻

75% ₋ 

100% ⁻

90% ₋ 
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Proportion of Eligible Admissions Assessed for Risk of VTE on Admission 
The reported proportion of eligible admissions assessed for the risk of VTE in March was (93.0%) 
and is anticipated to improve as a result of further validation.  Validation remains ongoing in 
relation to the Q4 position and will be concluded in advance of the Unify submission deadline in 
April 2018.  
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3.4 Operational Effectiveness 
 

 

 

  |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018

98% ⁻

80% ₋

A&E: maximum waiting 
time of 4hrs from arrival 
to admission/ transfer/ 

discharge (excluding MIU)

14 Day Wait from referral 
to date first seen (Cancer) - 

 All  Urgent Referrals
≥93%

31 Day Wait from 
Diagnosis to First 

Treatment (All  Cancers)

Indicator

≥90%

≥94%

62 Day Wait for First 
Treatment (All  Cancers) - 

Consultant Upgrade

Ambulance Handovers 
Delayed >30 mins Trajectory

Scale

1.5% ⁻

0% ₋ 

Target line

≥98%

31 Day Wait for Second or 
Subsequent Treatment (All  

Cancers) - Surgery

62 Day Wait for First 
Treatment (All  Cancers) - 

Urgent GP Referral
≥85%

≥94%

97.80%

94.44%

Medium

Low

Low

High

100% ⁻

75% ₋ 

100% ⁻

20% ₋ 

100% ⁻

86% ₋ 

100% ⁻

79% ₋ 

100% ⁻

92%  ₋ 

101% ⁻

96% ₋ 

100% ⁻

70% ₋ 

100% ⁻

70% ₋ 

100% ⁻

70% ₋ 

High

90 ⁻

0 ₋ 

98% ⁻

80% ₋ 

15

High83.27%

22

Latest 
month

89.79%

98.73%

96.60%

Risk for 
next 3 

Medium

Medium

Low

Medium

Low

Low

91.40%

≥95%

Low

A&E: maximum waiting 
time of 4hrs from arrival 
to admission/ transfer/ 

discharge (including MIU)

≥95%

98% ⁻

85% ₋ 

92.47% High

≥85%

0

Maximum time of 18 
weeks from point of 

referral to treatment in 
aggregate - Incomplete 

≥92%

≥96%

High

62 Day Wait for First 
Treatment (All  Cancers) - 
Screening Service Referral

≤0.8%

Patients not treated within 
28 Days of same day 

cancellation due to non-
clinical reason

31 Day Wait for Second or 
Subsequent Treatment (All  

Cancers) - Anti-cancer 
drug treatments

14 Day Wait from referral 
to date first seen (Cancer) - 

 Symptomatic Breast 
Patients

≥93%

30 ⁻

0  ₋ 

85.89%

1.41%

31 Day Wait for Second or 
Subsequent Treatment (All  

Cancers) - Radiotherapy

Same Day Cancellations 
for non-clinical reasons 

as a proportion of elective 
admissions

82.01%

98.15%

96.98%
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A&E Maximum Waiting Time of Four Hours from Arrival to Admission, Transfer or 
Discharge (excluding Walk In Centre activity) 
Performance against the 4-hour target for March including all MIU performance was 92.5% 
against the national performance standard and STF trajectory target of 95%.  This represents an 
improved position from February, where performance against the 4-hour target was 90.5%.  For 
Q4, including all MIU’s, performance was 91.2% against a notional target agreed with NHS 
Improvement (NHSI) of 92.4%. 
 
Winter pressures continued to represent a significant challenge for the Emergency Department 
(ED) and wider Trust in March and this was exacerbated by the two periods of adverse weather at 
the beginning of the month.  Due to the excellent response from staff across the Trust, the ED 
was able to continue to run a normal service throughout.  An appeal has been submitted to NHS 
Improvement outlining the impact that the adverse weather event had upon A&E waiting times 
performance and wider patient flow in the health and social care system.   
 
Whilst the 95% target set for March represented a significant challenge for the ED and Trust, the 
comprehensive action plan encompassing ED, the Acute Medical Unit, wider hospital and 
community was implemented throughout March, with clear benefits delivered on flow and 4 – hour 
performance.  The range of interventions enacted in ED throughout March resulted in a lower 
percentage of delays attributable to the department.  Work is now underway to evaluate the ED, 
Trust and system schemes to embed as business as usual.  
 
Nationally winter pressures continued to make the delivery of the 4-hour target challenging, with 
national performance falling across type 1- 3 providers to 84.6%, and to 76.4% amongst type 1 
providers. 
 
There were four psychiatric patients who waited longer than 12 hours from decision to admission 
to transfer to an inpatient bed. The Trust continues to chair a joint-agency meeting between DPT, 
the CCG and NHSI to drive improvements in this pathway. This group is also contributing to plans 

80.4%

≤95%

≤95%

6 ⁻

4 ₋ 

100% ⁻

85%  ₋ 

100% ⁻

75% ₋ 

100% ⁻

70% ₋ 

Acute Adult Inpatient 
Average Length of Stay 
(excluding Maternities)

Medical Bed Occupancy

Surgery Bed Occupancy

Trauma & Orthopaedics 
Bed Occupancy

Outpatient Appointment 
Unavailabil ity (ASIs)

100% ⁻

85% ₋ 

120 ⁻

0 ₋ 

12% ⁻

0% ₋ 

N/A

≤90%

Not Set

Low

Low

High

High
Maximum time of 6 weeks 

from point of referral to 
key diagnostic test

≥99%

Average number of 
patients reported as a 

Delayed Transfer of Care
≤30

30 Day Emergency 
Readmissions

Acute 
Trust 

Average

93.2%

49

9.4%

5.0

93.1%

89.9%

High

Low

≤10%

Aggregate Adult Acute Bed 
Occupancy ≤90%

100% ⁻

80% ₋ 

90.3% Medium

High41.8%

50% ⁻

0% ₋ 
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to consider alternative pathways to the ED.  The DPT bed capacity plan and associated 
supporting actions including changes to crisis care capacity and the provision of step down 
facilities is also reported to the Eastern A&E Delivery Board.   
 
Ambulance Handover Delays   
There were no delays greater than 60 minutes and 22 delays validated as greater than 30 
minutes. This equates to 99.04% of ambulance handovers being less than 30 minutes in duration. 
This consolidates the improvement in handover delays reported in last month’s Integrated 
Performance report, and represents continued close working within SWAST at a tactical level, and 
the delivery of the co-produced ambulance handover delays action plan.  Improvements have also 
been seen as a result of enhanced data capture following the introduction and embedding of 
SWAST sign off via the Electronic Patient Record.   
 
 
Cancer Waiting Times Performance  
For the month of March, the Trust is currently passing seven of the nine national Cancer Waiting 
Times targets. The Trust is not expected to achieve the 62-day GP referral to treatment target, 
although currently exceeding 85%, the final performance is expected to be around 82%. 
 
Target Required 

level 
Level 
achieved 

Number of 
patients in 
Excess of 
the target 

Two-Week Wait - All Cancers 93% 82.01% 197 
31-day Wait for Subsequent Anti-Cancer 
Drug Treatments 

98% 97.80% 1 

62-day Wait from GP Urgent Referral to 
Treatment  

85% 85.89% 
Estimated 
≈82% 

≈6 

 
 
Two-Week Wait 
In March, the two-week wait target has continued to be affected by Endoscopy capacity within 
both the Upper and Lower GI pathways.  The adverse weather conditions also caused hospital 
and patient-choice outpatient cancellations across all tumour sites.    
 
31 Day Subsequent wait for Anti Cancer Drug Treatments 
The 31-day subsequent anti-cancer drug target is usually a well performing indicator for the Trust 
with only 12 patients missing the target in the last 12 months. The sporadic nature of these 
breaches has meant performance is below 98% in March, although the Trust will meet the target 
for Quarter Four and for the 2017/18 financial year. 
 
During March two patients were treated outside of 31 days; one who chose to delay their 
treatment and one whose treatment was delayed due to the adverse weather at the beginning of 
the month. 
 
62-day wait from urgent GP referral 
There was a combination of factors causing multiple tumour sites to be challenged against the 62-
day standard in March. In Lower GI, 1.5 of 3.5 breaches were late referrals from local Trusts. The 
other two patient breaches were due to patient choice and colonoscopy delays. Two Lung patients 
required a three month ‘watch and wait’ approach to diagnosis of their malignant lung nodules, 
with the remaining 1.5 breaches attributed to delays in other trusts.  
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Haematology saw three breaches as a result of complex diagnostic and treatment pathways 
requiring specialist input from Head and Neck.  The remaining 0.5 breach was a late referral from 
a neighbouring Trust, referred after day 62. 
 
Head and Neck also experienced a breach due to the pathway’s complexity with one patient 
requiring recovery time between dental extractions and treatment. Radiology delays at a 
neighbouring Trust impacted the length of pathway in two patients and could be attributed as the 
cause of one of the breaches.  
 
Sarcoma had one complex patient requiring a second opinion at a specialist tertiary centre and 
the other narrow breach was due to small delays in the pathway. Upper GI also was affected by 
complex pathways shared with other trusts. 
 
Urology has continued to see late referrals from other providers with six of the sixteen breaching 
patients arriving close to, or past, their target dates. The remaining breaching patients were due to 
a combination of the time taken for biopsy and histology to be completed and other patient 
comorbidities.  
 
 

Summary 
A steady improvement in performance against the two-week wait standard is anticipated during 
Quarter One although performance is likely to remain challenged.  As detailed within last month’s 
IPR performance against the 62-day standard continues to be impacted by the activity that was 
lost and the delays incurred within pathways as a result of the adverse weather at the start of the 
month. It is anticipated that the impacts of this will affect performance through Quarter One as 
patients affected commence their cancer treatment.  Additional actions will be implemented to 
deliver compliance with the waiting times standard with effect from Quarter 3.  
 
 

Diagnostic Test Waiting Times Performance   
Performance against the 99% standard for diagnostic tests deteriorated during March, with 434 
patients out of 6343 waiting longer than 6 weeks at the end of March 2018.  This represents 
performance of 93.16% against the diagnostics waiting time standard of 99%, and a deterioration 
of 1.38% against the February 2018 position. 

 

Diagnostic Test  
Volume waiting longer 
than 6 weeks at the 
end of March 2018 

Volume waiting longer 
than 6 weeks at the 
end of February 2018  

Change between 
February 2018 and 
March 2018 

MRI 
Inc. Cardiac MRI 167 72 +95 

Echocardiography  78 86 -8 
Endoscopy 167 177 -10 
Sleep Studies 17 2 +15 
Aggregate Across all 
15 Key Diagnostic 
Tests  

434 344 +90 
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MRI including Cardiac MRI  
The overall number of patients waiting longer than 6 weeks for an MRI is 167, of which 61 are 
awaiting Cardiac MRI, and 106 are awaiting non-Cardiac MRI.  The number awaiting Cardiac MRI 
has remained static in comparison to February, but there has been a significant increase in the 
number of patients awaiting non-cardiac MRI. This is due to a number of factors, but 
predominantly due to lost activity during the recent snow as patients were unable to make their 
appointments. During this time period, it was necessary to cancel and rebook MRI appointments 
for one hundred patients.  Additional Mobile capacity and five days use of the Bridgewater facility 
has been arranged during April to recover the position.  
 

Echocardiography  
The number of patients waiting longer than 6 weeks for a diagnostic echocardiogram decreased 
slightly to 78 at the end of March, from 86 at the end of February. There are ongoing capacity 
pressures within this service due to fluctuations in inpatient demand and having received 16% 
more outpatient referrals in 2017/18 than in 2016/17.  Additional weekend lists are being run in 
order to maintain the position, and an appointment process is underway for additional technicians. 
It is anticipated that this will result in sustained improvements in performance from August 2018.   
 

Sleep Studies 
The number of patients waiting longer than 6 weeks for a sleep study increased from 2 at the end 
of February to 17 at the end of March.  Additional capacity has been provided in April in order to 
accommodate these patients, and to support a return to compliance with the diagnostics waiting 
standard for the sleep studies modality.   
 

Endoscopy  
The number of patients waiting longer than 6 weeks for a diagnostic endoscopy procedure 
remained fairly static with 167 patients waiting longer than 6 weeks at the end of March; a slight 
decrease of 10 compared to the position at the end of February.  In response to the capacity 
issues within the service, three new consultants have been appointed and are scheduled to start 
in post between July and October this year.  Recruitment is currently underway for the first of the 
additional nurse endoscopist posts.   

 

Diagnostics Summary 
Considerable work continues to be undertaken to improve performance across all diagnostic 
modalities.  There are plans in place for all challenged modalities that should see on-going 
improvement in this waiting time standard during April 2018 and onwards.   
 
 
Referral to Treatment Targets (RTT)   
Validation in respect of the proportion of patients on an incomplete pathway, who at the end of 
March 2018 had been waiting longer than 18 weeks, remained ongoing at the time of writing this 
report.  As a result of the cancellations of surgery associated with both the lack of bed availability 
for elective activity and the adverse weather performance now stands at 83.27%.  Divisional 
Directors have been tasked with overseeing the re-scheduling of lost activity to ensure that all 
appointments postponed during the adverse weather, including MDTs, 2 week wait outpatients, 
diagnostic procedures, and treatments are rebooked.   
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52 week breaches  
There were twenty six patients who had waited longer than 52 weeks for treatment by the end of 
March; twelve within Cardiology, ten in orthopaedics, and four in General Surgery,  
 
Of the twelve patients within Cardiology, at the time of writing this report, nine had dates booked 
in April and work is underway to identify dates in April for the remaining three.  The Clinical Lead 
for the service has reviewed the notes of all 12 patients and has not identified harm to these 
patients as a result of their wait.  
 
All ten patients within Orthopaedics and three of the four patients within General Surgery have 
either now received, or have a date for treatment across the next four weeks.  A date for treatment 
is currently being scheduled with the one remaining patient in General Surgery.   
 
 
Cancelled Operations   
As a result of the significant operational pressures during February and March, there were fifteen 
breaches of the 28-day rebooking standard for hospital cancellations in March; of which nine were 
within orthopaedics.  Of the Orthopaedics patients, six have already received surgery, with the 
remaining three patients having dates for their procedures across the next four weeks.  Of the 
remaining patients (one each within rheumatology, general surgery, urology, and cardiology, and 
2 within gastroenterology), five have now received treatment, with the remaining one patient within 
General Surgery having a date for surgery in early May.  Clinical reviews have identified that the 
patients have not incurred harm as a result of their extended wait.  Assessments of harm for the 
three orthopaedic patients who have dates for their procedures across the next four weeks will be 
undertaken at the time of their admission.   
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3.5 Community Services Metrics 
The following indicators, grouped under the same themes as the main Integrated Performance 
Report document, relate explicitly to the Community Services Division.   

 
Patient Experience  
 

 
Complaints & Concerns  
There was 1 concern received during March around the attitude of a staff member and 
communication.  
 
 
Cases referred to the Parliamentary Health Service Ombudsman (PHSO) 
There have been no Community cases requested by the PHSO for review during March. 
 
 
Compliments 
There were 3 written compliments received during March. Not all compliments and 
commendations are captured centrally on a monthly basis, but are detailed in the quarterly report 
reviewed by the Patient Experience Committee. 
 
 
Mixed Sex Accommodation 
There were no clinically unjustified single sex accommodation breaches reported in March. 
 
 
CQAT  
There were no Community Hospitals audited during March.  
 
 
Demonstrating Difference  
Health and Social Care 
A Community De-escalation Team has been on site at the Acute Hospital accepting verbal 
referrals and actively case managing on all wards. They have also worked more closely with 
Devon County Council commissioning and primary provider colleagues to improve the patient 
pathway to long term care.  
 
• Patients were grateful for assistance and open and honest conversations around complexities 

of their situation to alleviate their anxieties during the discharge phase.  
• Staff have commented on the improved understanding, knowledge and trusted working 

relationships. 
 
Outcomes for the acute hospital within the first 5 days: 
• Medical outliers reduced from 113 - 44, and as a result 3 escalation wards/areas closed  
• Number of people delayed waiting for Urgent Community Response reduced from 48 to 28 
• Number of transfers per day of people who were on the ‘Green to Go’ list increased by 50% 
• Delayed Transfers Of Care (DTOC) decreased from 70 to 45 

Low

Community Number of 
Complaints and Concerns N/A

10 ⁻

0 ₋ 

1 Not Set

Community Complaints & 
Concerns acknowledged 

within 3 days
100%

105% ⁻

75% ₋ 

100.0%

Indicator Target line Scale Latest 
month

Risk for 
next 3   |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018
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A test of change remains on-going with the aim to reduce the DTOC to a target of 20 and sustain 
for April and May. 
 
Community Teams 
Lessons learned from the recent adverse weather and critical incident include; 
 
• Confirm communication channels from the central community hub to each cluster (i.e. 

dedicated person named in each cluster to on-call manager, CSM responsible) 
• Confirm equipment required in each area to support staff (some of which may be specifying 

their own preparedness for weather) 
• Confirm availability of list of staff residence with personal contact details so if snowed in we 

know who could walk to support 
 
A community nurse from the Moretonhampstead team got caught in the snow on the way back 
from seeing a patient. They abandoned their car and walked the remaining 6 miles (2½ hours) to 
get to the care home in Moretonhampstead to see patients to administer their insulin. At this point 
we tried to get him home but no 4x4’s could get to him which resulted in him spending the night in 
a hotel in Moretonhampstead.  Community nursing spirit at its best. 
 
 
Safety & Safer Staffing  
Safer Staffing  
Due to nationally mandated reporting requirements, the position reported on page 5 of this report 
represents a full Trustwide position. As detailed within appendix 3, the position in respect of the 
Community Division is that 104% (registered nurses / midwives) and 106% (care staff) of daytime 
shifts were filled in March.  At night this changed to 99% (registered nurses / midwives), and 
162% (care staff) respectively.  
 
Additional staff were used as follows: 

• Exmouth Community hospital needed 9 extra HCA shifts to provide enhanced care for 4 
patients  

• Tiverton Community Hospital needed 21 extra HCA shifts to provide enhanced care for 3 
patients 

• Sidmouth Community Hospital needed 3 extra HCA shifts to provide enhanced care for 
one patient 

 
Any requests for enhanced care are scrutinised by the senior nurses and the Assistant Director of 
Nursing. 
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Safety  

 
 
General Medical Council Concerns 
There were no cases referred to the General Medical Council (GMC) in March in relation to 
community services, nor did the GMC raise any concerns.   
 
 
Clinical Effectiveness  

 
 
 
Operational Effectiveness  
Due to nationally mandated reporting requirements, the position reported within the main fabric of 
this report represents a full Trustwide position in respect of the key performance metrics.   

 
 
 
Workforce  

 
  

100% ⁻

84%₋ 

Community NRLS incidents N/A

275 ⁻

150 ₋ 

269 Not Set

Scale Latest 
month

Risk for 
next 3 

100.0% Low

Community Safety 
Thermometer – Harm Free 
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≥90%
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84% ₋ 
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Maternities)

N/A

30 ⁻

15 ₋ 
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3.6 Workforce   
 

 
 
Workforce metrics are reported monthly, quarterly or half yearly against the workforce and OD performance 
indicators as summarised in the table below. 
 

Monthly Reporting 
 

Quarterly Reporting Half Year Reporting 

- Annual Turnover 
- Sickness Absence 
- Pay Bill (NHSI Submitted 

Plan) 
- Agreed Establishment 

(NHSI Submitted Plan) 
- Compliance  

- Talent Management  - Inclusion 
- Staff Engagement 
 

 
A continued focus remains on delivering agreed plans to improve performance and further details are 
provided in the relevant sections of this report.   
 
 
Annual Turnover 
The Trust wide turnover rate has improved this month from 10.68% to 10.10% and this compares favourably 
with the March 2017 rate of 12.80%.  Rates for registered nurses have also decreased from 11.4% to 10.9% 
but also compare favourably with the 14.9% reported 12 months ago. The actions within our overall 
Turnover Plan and NHSI nursing retention plan remain on track and will continue to be monitored through 
the Workforce Strategy Group.  

The table below provides a detailed split by staff group for March with February’s figures shown for 
comparison purposes: 

 

Staff Group March 2018 February 2018 

Registered nurses and midwives 10.9% 11.4% 

Unregistered nursing 12.2% 13.1% 

Unregistered AHP staff 11.2% 12.3% 

  |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018 Latest 
month

10.1%

4.2%

£27.2M

10-12%

Indicator Scale

≤NHSI 
Plan

Low

Low

15% ⁻

6.5% ₋ 

Medium

3

Medium

7277 Low

Target line

Paybill

Agreed Establishment - FTE

£28M ⁻

£18M ₋ 

≤NHSI 
Plan

7.5K ⁻

5K ₋ 

Compliance
All 

metrics 
on target

6 ⁻

0 ₋ 

Sickness absence – Overall <3.5%

6% ⁻

2.5% ₋ 

% 12 Month Turnover

Risk for 
next 3 
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AHP staff 11.6% 10.8% 

Admin and Clerical 9.3% 9.9% 

Ancillary staff (housekeepers, 
catering etc.) 9.4% 10.6% 

 
 
The Trust stability index has improved from 91.6% in February to 92.2% in March but remains above the 
Trust target of 90%.  
 
 
Agreed Establishment (NHSI Submitted Plan): 
The total number of staff employed by the Trust equates to 7,068 FTE against a current funded 
establishment of c. 7,361 FTE. The table below has been expanded to provide more detail in relation to the 
current position against plan. ‘Establishment’ refers to the FTE that are funded in plan and is the number 
submitted to NHSI in the Workforce Plan. ‘Contracted’ is the actual FTE currently in post. ‘Vacancies being 
recruited against’ is the number of roles being actively recruited against by the Recruitment Team.  
‘Vacancies filled’ is the number of roles to which appointments were made (staff started work) during the 
month. 
 

Staff Group Establishment 
FTE 

Contracted 
FTE 

Vacancies being 
recruited against  

Vacancies Filled 
(March) 

Vacancies as % of 
staff group 

Additional Prof & Technical 231.18 205.4 15 (15) 3 7.3% (7.4%) 
Additional Clinical Services 336.3 432.6 26 (21) 10 6.0% (4.8%) 
Admin & Clerical 1590.14 1533.5 111 (91) 27 7.2% (5.9%) 
Allied Health Professional 527.53 485.6 63 (60) 14 13.0% (12.4%) 
Estates and Ancillary 715.5 622.1 18 (19) 6 2.9% (3.0%) 
Healthcare Scientists 217.24 200.9 18 (14) 2 9.0% (7.0%) 
Medical and Dental 724.12 774.1 36 (35) 2 4.7% (4.6%) 
Registered Nurses 1941.87 1841.7 194 (172) 33 10.5% (9.3%) 
Unregistered Nurses 1077.15 972.4 77 (67) 23 7.9% (6.9%) 
Total  7361.03 7068.3 558 (494) 120 7.9% (7.0%) 

 
 
The Trust adopts a proactive recruitment approach.  This means that vacancies are advertised once 
notification of a vacancy (new or replacement) is received, and before a current staff member leaves hence 
the 558 vacancies being recruited to reflects this.  Equally some of these vacancies will be for part-time 
posts vs. FTE. 
 
Of the 558 vacancies 110 (19%) have accepted an offer of employment and have a start date confirmed and 
a further 245 (43%) have had a conditional offer made and are waiting for a start date to be agreed.  
 
Of our registered nursing and midwifery vacancies 30 (16%) have accepted an offer of employment and 
have a start date confirmed, a further 104 (53%) have had a conditional offer made with the remaining 60 
(31%) currently at advert stage. The Trust continues to recruit registered nurses from overseas and has 
been successful with recent campaigns in Australia, the Philippines and Ireland with 178 offers of 
employment being made. Of these offers it is anticipated more than 70 nurses will start with the Trust. 
Future recruitment campaigns are planned for Australia, Philippines, Dubai and Spain.  
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Sickness Absence 
After last month’s increase the aggregate Trust sickness absence rate has reduced from 4.68% in February 
to 4.19% in March with a decrease in the 12 month rolling rate from 4.36% to 4.34%. The reduction in the 
number of days attributed to anxiety/stress/depression/other psychiatric illness continues this month with 
19.3% of all sickness falling into this category. This compares favourably with the 25% recorded 12 months 
ago and is reflective of the enhanced suite of support available to staff. 
 
The cost of the aggregate Trust sickness absence for March has decreased to £710k from the £785k 
reported in February (excluding any additional costs of replacement cover). 68% of the total absences 
recorded in March span five reasons as follows (with last month’s rates shown in brackets).  
 

Absence Reason Days Lost % 
Anxiety/stress/depression/other psychiatric illness 1778 (2045) 19.3% (22.3%) 
Other musculoskeletal problems 1636 (1472) 17.8% (16.1%) 
Gastrointestinal problems 761 (791) 8.3% (8.6%) 
Injury, fracture 562 (579) 6.1% (6.3%) 
Cold, Cough, Flu - Influenza 990 (1331) 10.7% (14.5%) 

 
 
Pay Bill (NHSI Submitted Plan) 
Pay has overspent by £599k year to date, a deterioration of £513k in the month and £187k in the forecast 
position. This is due to increased nursing expenditure in March. 
 
Medical staff pay has overspent by £2.5m in the year, nursing pay is overspent by £594k (including nurse 
agency) to the end of March and other staff costs (A&C, AHP, managerial, etc.) are similar to last month’s 
report and ended the year underspent by £2.5m.  
 
Total agency expenditure for the year has amounted to £7.6m with expenditure of £940k in March. Medical 
staff agency spend was £1.856m, a £693k overspend against a target of £1.163m. Nursing agency spend 
was £3.142m and other £2.625m at year end. This position is favourable to the NHS Improvement (NHSI) 
ceiling of £9.3m for the financial year. 
 
 
Compliance 
We have seen continued progress against prioritised compliance metrics, with a summary provided below: 
 
• At 89.8% the overall statutory and mandatory training compliance rate continues to improve and 

remains above the Trust target.  
• The Exit Interview response rate for this month has remained stable at 25% and is being monitored 

through PAF with the expectation that Divisions will drive improvement to achieve the target of 80%.   
• During the period of implementing the move from RosterPro to HealthRoster compliance rates for the 

timely completion of rosters will not be available.  
• Completed consultant job plans have decreased to 61.8% this month from the 68.6% reported for 

February. A further 6.5% are at the final sign off stage which have been agreed but are awaiting the 
individual consultant to access CRMS to complete the process. These are being actively chased by the 
HRBPs. The number of consultants with no job plan recorded has shown an increase from 37 to 55 
over the last month. 

• Medical staff revalidation is at 100%.  
• Nursing staff revalidation is at 100% in both acute and community 
 
All of the above are monitored via the Performance Assurance Framework (PAF) and by the Workforce 
Governance Committee. 
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3.7 
 

Finance  
 
Overview 

 

 
* before income on donated assets and additional Sustainability and Transformation Funding (STF) relating to 2016/17 financial 
year. 
 

Summary of financial position  
• At the year-end a surplus of £7.7m has been achieved compared to a budgeted deficit of 

£534k, a deterioration in the financial position of £906k to the position forecast at month 
11. This mostly relates to the loss of Sustainability and Transformation Funding (STF) of 
£913k due to not achieving the Quarter 4 A&E target. 

• Included in this position is £5.0m of additional Sustainability and Transformation Funding 
incentive income which is due to improving the planned control total by £5.0m. Additional 
STF income as a result of the bonus scheme is not included in this position. Following 
confirmation of the national position NHSI will notify Trusts on 20th April of additional STF 
and a verbal update will be given at the Board meeting. 

• The Cost Improvement Programme has over-achieved at year end by £347k and £16.6m 
of recurring savings have been achieved. 

• Before the one off commercial gain and associated STF incentive funding the Trust’s 
underlying operating position would have been broadly break even in the current year. 

 
 
It is important to note that whilst the financial position is benefiting from increased non-recurring 
commercial income and Sustainability and Transformation Funding (STF) income. The underlying 
financial deficit of the Trust (pre STF) at year end is circa £14.2m. 
 
This consists of: 
 

Planned deficit  £0.5m 
Removal of Non recurrent STF £8.7m 
Recurring CIP shortfall c/fwd. £5.0m 
  £14.2m 

 
 

 YTD Month 12 YTD Month 11 Change 
 £’000 £’000 £’000 

    
I&E year to date * 7,709 7,551 158 
I&E forecast * 7,709 8,615 -906 
I&E year-end forecast variance to 
budget/plan * 

8,243 
 

9,149 
 

-906 

    
Total income variance to date  5,245 5,061 170 
CIP variance to date 347 1,225 -878 
Pay expenditure variance to date  -599 -86 -513 
Non pay (excl. R&D) expenditure variance 
to date  

-1,699 
 

683 
 

-2,382 

    
Cash at month end  23,529 32,784 -9,255 
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The following graph below shows the actual income and expenditure positions: 
 

 
 
 

 
• Income has over recovered by £5.2m for the year; an improvement of £1.2m from last 

month’s forecast.  
• Pay costs are relatively in line with budget and forecast expectation; overspends on 

medical staff are offset by underspends on non-clinical staff.   
• Non pay costs have overspent in the year mostly relating to clinical supplies but are offset 

with savings on capital charges. 
• The capital programme has underspent by £7.1m due to delays in schemes such as the 

Linear Accelerator and Cardiac Catheter Lab and equipment being leased rather than 
purchased. 

• The cash position has decreased during March due to clearing creditor balances; however 
is better than budget due to the operational position, capital slippage and improvement in 
working capital balances.  

• The overall year end surplus reported is mostly due to better than expected one off non 
clinical income benefit which has triggered an additional STF incentive payment. 

• Under the NHSI Use of Resources score, the Trust is reporting a score of 1 for the year.  
 

 
 
Income 
Clinical income (including private patients but excluding STF) at the end of month 12 has over-
recovered by £705k, an improvement during March of £486k. This mostly relates to the resolution 
of a number of year end contractual issues. 
  
The main Divisional over/under performances are; 

• The Medicine Division over recovered by £3.8m at year end, an improvement in the month 
of £693k mostly related to General Medicine (£755k) and similar to the February forecast 
position.  
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• Surgical Services has underperformed by £7.2m year to date, a deterioration of £1.2m in 
Month 12 and an improvement of £122k to the Month 11 forecast position. The 
deterioration in March relates to Orthopaedics (£490k), General Surgery (£183k), Plastic 
Surgery (£137k) and Urology (£119k). 

• Specialist Services have over performed by £690k at year end, an improvement in March 
of £277k and £228k in the forecast, at Month 11. The forecast change mostly relates to an 
increase for Paediatrics (£130k), Midwifery (£101k) and Radiology (£70k). 

• Community Services year to date income has under-recovered by £567k, a similar position 
to last month. 

 
Commercial income has over-recovered by £4.5m year to date, a deterioration of £294k 
compared to last month’s position. 
 
 
Sustainability and Transformation Funding  
The Trust has achieved £12.0m Sustainability and Transformation Funding (STF) funding for the 
year. This is £3.3m higher than planned. Despite not achieving the A&E standard for quarter 3 
and 4 (a loss of £782k and £913k respectively); the Trust has improved its financial position 
against the control total therefore a pound for pound improvement is guaranteed which will 
provide additional income of £5.0m. 
 
The Chief Operating Officer has raised an appeal to reinstate the quarter 4 loss of £913k in 
recognition of the excellent performance delivered by staff  in March (92.5% achievement) despite 
the severe weather. 
 
The STF pound for pound incentive is guaranteed, however is likely to be increased due to the 
distribution of the unclaimed national STF incentive funding. It is expected that NHS improvement 
will increase the amount when the national position is known via the bonus scheme. This is to be 
announced on April 20th 2018 and is not currently included in this position. 
 
The table below sets out by quarter the amount recoverable: 
 

 
 
 
The following chart shows the month by month actual total income (including STF funding) for the 
year: 
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Expenditure 
Pay has overspent by £599k year to date, a deterioration of £513k in the month and £187k in the 
forecast position. This is due to increased agency expenditure and nursing costs in March. 
 
Medical staff pay has deteriorated in March by £73k which is an improvement of £248k compared 
to the forecast at month 11. Medical staffing has overspent by £2.5m in the year. 
 
Nursing pay is overspent by £594k (including nurse agency) to the end of March, a movement of 
£316k from the month 11 forecast position. This partly relates to a year-end provision. The 
continued opening of the additional Capener beds has continued to stretch nursing levels. 
  
Other staff costs (A&C, AHP, managerial, etc.) are similar to last month’s report and ended the 
year underspent by £2.5m.  
 
The following chart shows the month by month actual/forecast expenditure on pay for the year: 
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Total agency expenditure for the year has amounted to £7.6m with expenditure of £940k in March. 
This position is favourable to the NHS Improvement (NHSI) ceiling of £9.3m for the financial year. 
An increase use in high cost agencies leading up to the end of March and over the Easter period 
has been due to a reduction in fill rates for bank and regular agencies. 
 
The following chart shows expenditure by month/agency category: 
 

 
 
Non-pay expenditure at the end of the year is £1.7m overspent which is a deterioration of £1.8m 
from last month’s forecast position. This mostly relates to deteriorations in clinical supplies (£817k) 
and miscellaneous other operating expenditure (£1.1m).  
 
Clinical supplies has deteriorated due to changes in the year end stock holding (£267k), and as a 
result of increased activity in cardiology, radiology, and orthopaedics compared to last month’s 
forecast (£574k). 
 
Miscellaneous other operating expenditure has increased during March due to a number of year 
end provisions for known liabilities. 
 
The following chart shows the month by month actual expenditure on non-pay for the year: 
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Cost Improvement Programme (CIP) 
The total target for 2017/18 was £21.6m which consisted of the 2017/18 target of £14.0m in 
addition to CIP schemes that were achieved on a non-recurrent basis in 2016/17 of £7.6m brought 
forward. 
 

Current Year 

The current year target of £21.6m has been over achieved by £347k. £1.8m was achieved in 
month 12.  
 
 
Recurrently 

Schemes totalling £16.6m have been achieved on a recurrent basis against the target of £21.6m 
with £1.4m having been achieved in month 12. The Trust will carry forward £5.0m into 2018/19.  
 
The following chart shows the current year and historic CIP achievement:  
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Property, Plant and Equipment 
Actual capital expenditure for the year was £8.9m, £7.1m lower than plan. The main components 
of the slippage are: 
 

• Equipment schemes totalling £6.1m, including £2.7m relating to the Linear Accelerator 
equipment scheme have been deferred to 2018/19. 

• Other equipment schemes totalling £2.3m, including £0.9m relating to the Catheter Lab 1 
scheme, that are now being treated as operating leases, rather than capital expenditure.   

• Construction schemes totalling £1.7m, including work on the Catheter Lab 1, ED, Yarty 
Fire Safety and the Linear Accelerator 4th bunker have been deferred to 2018/19. 
 

The effect of the slippage is offset by the additional schemes that were recognised after the 
annual plan was finalised, including new schemes funded by PDC Dividend Capital funding.  
 
The value of property plant and equipment as at 31st March 2018 is £18.5m lower than the plan, 
and is mostly due to the valuation of land and buildings at 31 March 2017 being lower than plan, 
plus the slippage in capital expenditure to date. 
 
 
Receivables 
Trade and other receivables are £1.7m higher than the budget. Receivables include £7.1m of STF 
accrued income due from NHS England, with £5m relating to the accrued incentive bonus, which 
was not forecast within the budget. 
 
 
Payables 
Actual trade and other payables are £1.5m lower than budget  Other Financial Liabilities, mainly 
relating to accrued expenditure, are £1.6m lower than budget. The budgeted profiled values are 
based upon previous months and this level of variance will arise due to timing of authorising 
payments.   
 
 
Cash 
The cash balance is £23.5m, £4.8m higher than budget.  The increase in cash, compared to 
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budget, is due to the Income & Expenditure financial performance being much better than 
planned, and to changes in working capital balances and a reduction in capital expenditure.  The 
cash flow statement provides a greater analysis of the key variances.   
 

3.8 Leadership and Governance 
 

Duty of Candour  
For quarter four there were 15 incidents involving patients, graded with an actual impact of 
moderate, major or catastrophic closed between 1st January 2018 and 31th March 2018 and the 
criteria were met.  
 
 

3.9 
 

Regulatory and Contractual Position  
 
As a result of the performance reported in Section 3, the following is anticipated: 

 

NHS Improvement   

On the basis of performance in month 12, three NHS Improvement targets have not been 
achieved for the month.  On completion of validation this is anticipated to increase to four.   

• Maximum Waiting Time of Four Hours from Arrival in A&E to Admission, Transfer or 
Discharge.  Performance including local MIUs was 92.5% in March, compared to a target 
of 95%.   

• Maximum waiting time of 6 weeks from referral to key diagnostic test.  At the end of March 
93.2% of patients had been waiting less than 6 weeks, compared to a target of 99%.   

• 18 Weeks Referral to Treatment target.  Whilst validation remains ongoing at the time of 
writing this report, the current position is that 83.27% of patients awaiting treatment had 
been waiting less than 18 weeks, compared to a target of 92%.   

• Maximum waiting time of 62 days for first treatment following GP urgent referral.  The 
current position is that 85.89% of patients who received treatment in March were treated 
within 62 days of a GP urgent referral, compared to a target of 85%.  It is anticipated that 
on the completion of validation this will reduce to in the region of 82%.   

 

On the basis of performance in month 12 and on completion of validation, it is forecast that all 
three Sustainability & Transformation Fund performance trajectories will not have been met.   

• Maximum Waiting time of 62 Days for first treatment following GP urgent referral.  
Performance in March was 85.89%, compared to a target of 85.0%.  It is anticipated that 
on the completion of validation this will reduce to in the region of 82% 

• Maximum Waiting Time of Four Hours from Arrival in A&E to Admission, Transfer of 
Discharge.  Performance including local MIUs was 92.5% in March against a trajectory of 
95.0%.   

18-weeks Referral to Treatment target.  Validation of performance in March was ongoing at 
the time of writing this report.  Current performance is 83.27% against a trajectory of 92% 

3.10 Contract   
 
As a result of the performance reported in Section 3 the contractual implications are as follows: 

The total income penalty risk for month 12 is £79k. A penalty of £42k was incurred as a result of 
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the fifteen instances of 28 day rebooking breaches, and a penalty of £37k as a result of 
performance in respect of the 2 week wait standard for all cancer referrals as outlined on pages 
16 and 13 of this report.  This brings the year to date position to £202k.  The overall figure for 
contract penalties is anticipated to be much lower than in 2015/16 because some penalties no 
longer apply since the introduction of the Sustainability and Transformation Fund (STF).  
Achievement of the £8.7m STF funding for the Trust is dependent upon achieving performance 
and financial targets.   
 

3.11 Future risks 
Performance against some key targets continues to be high risk: primarily A&E, RTT, and 62 day 
cancer waits.  Performance will continue to be closely monitored and action plans implemented.  

 
 
3.12 
 

Appendices 
1. NHS Improvement Targets 

2. NHS Improvement Sustainability & Transformation Fund Trajectories  

3. Safer Staffing Return (Ward Level data )  

4. Ward to Board Report  

5. Additional Financial Tables  

6. Exception Report  

7. Cancer Waiting Times Standards Performance by Tumour Site  

8. Cancer Waiting Times Performance (62 day wait targets) by Tumour Site (Count of 
Patients)   

9. Media and Social Media Monitoring Report  

10. Data Tables (circulated as a separate appendix) 
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1. NHS Improvement Targets   
 

 
  

Indicates that the standard has been achieved for the month
Indicates that the standard has not been achieved for the month
Indicates that the Single Oversight Framework had not yet been applied

The position for Cancer targets is subject to change when the data is uploaded to the National Cancer Waiting Times Database 6 weeks after month end.

Maximum time of 18 weeks 
from point of referral to 
treatment in aggregate - 

Incomplete Pathways

≥92%

98% ⁻

80% ₋ 

83.27% High

NHS Improvement Single Oversight Framework Operational Performance Metrics Dashboard - March 2018

Maximum time of 6 weeks 
from point of referral to key 

diagnostic test
≥99%

101% ⁻

85% ₋ 

93.2% High

62 Day Wait for First 
Treatment (All  Cancers) - 
Screening Service Referral

≥90%

101% ⁻

80% ₋ 

91.40% Low

62 Day Wait for First 
Treatment (All  Cancers) - 

Urgent GP Referral
≥85%

100% ⁻

70% ₋ 

85.89% High

A&E maximum waiting time of 
4 hours from arrival to 

admission/ transfer/ discharge
≥95%

98% ⁻

85% ₋ 

92.47% High

Risk for Year
  |       Q1       |       Q2       |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       |       Q1       |       Q2        |        Q3      |        Q4       

Indicator Standard Scale
                      2015 - 2016                   |                    2016 - 2017                   |                   2017 - 2018 Latest 

month
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2. NHS Improvement Sustainability & Transformation Fund Trajectories   
 

 
  

A&E 4hr Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
92.1% 92.05% 92.1% 90.0% 90.0% 90.0% 92.4% 92.4% 92.4% 92.4% 92.4% 95.0%

Position 91.91% 92.83% 93.45% 95.06% 90.79% 90.61% 92.48% 93.30% 89.68% 90.58% 90.51% 92.47%

Cancer 62 day Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
80.0% 80.0% 80.0% 82.0% 82.0% 82.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%

Position 82.35% 81.21% 79.94% 80.23% 83.17% 78.16% 80.68% 80.06% 89.24% 84.30% 79.10% 85.89%

RTT Incomplete Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
90.4% 90.4% 90.4% 90.6% 90.8% 91.0% 91.2% 91.4% 91.6% 91.8% 91.8% 92.0%

Position 90.20% 90.42% 90.29% 90.40% 90.00% 89.18% 88.64% 88.35% 86.44% 86.09% 85.07% 83.27%

Indicates that the trajectory has been achieved for the month
Indicates that the trajectory for that month has not been achieved but the quarter has not yet finished
Indicates that the trajectory has not been achieved for the quarter

1 1 1 1 1 1 1 1 1 1 1 1

RD&E NHS Improvement Sustainability Fund Trajectories

Trajectory

Trajectory

93%ˉ

80%ˍ

100%ˉ

85%ˍ

90%ˉ

75%ˍ

Trajectory

The position for Cancer targets is subject to change when the data is uploaded to the National Cancer Waiting Times Database 6 weeks after month end.

The latest position for RTT is subject to change as the data has not been finalized and uploaded to Unify.

*Includes Tiverton and Exmouth MIU performance from October 2017
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3. Safer Staffing Return (Ward Level data ) 
 

 
Key to Safer Staffing Thermometer Indicators: 

Dependence Acuity 1 – Independent  

Dependence Acuity 2 – Independent with some additional input  

Dependence Acuity 3 – Two to four hourly  

Dependence Acuity 4 – Constant supervision with up to one-to-one nursing  

 
The top four Safe Staffing indicators relate to the comparison of the volume of planned nursing hours to actual nursing hours worked. The four 
indicators represent this comparison separately for registered and for non-registered staff, across the day and the night time periods.  Individual 
ward level data for all in-patient wards relating to each of these four indicators are detailed below.   
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March Data

Division Ward Name Planned Actual Planned Actual Planned Actual Planned Actual
Medical Service AMU East 3879.5 3451.2 3552.3 2922.0 2353.0 2373.0 2482.0 2884.0 89.0% 82.3% 100.8% 116.20%
Medical Service Ashburn 1426.0 1325.5 2091.0 1998.0 713.0 724.5 2139.0 2104.0 93.0% 95.6% 101.6% 98.36%
Medical Service Avon 1049.4 1014.5 709.5 800.5 713.0 690.0 713.0 747.0 96.7% 112.8% 96.8% 104.77%
Medical Service Bolham 713.0 800.5 1960.8 1980.0 713.0 885.4 1426.0 1414.5 112.3% 101.0% 124.2% 99.19%
Medical Service Bovey 1072.9 1056.9 2195.3 2106.1 713.0 709.5 1782.5 1908.0 98.5% 95.9% 99.5% 107.04%
Medical Service Capener 961.3 924.0 873.3 726.3 713.0 747.5 1000.5 874.5 96.1% 83.2% 104.8% 87.41%
Medical Service CCU 1043.6 1224.8 0.0 0.0 713.0 740.6 0.0 0.0 117.4% #DIV/0! 103.9% #DIV/0!
Medical Service Clyst 2149.3 2002.1 1666.7 1978.4 1414.5 1376.4 1069.5 1162.8 93.2% 118.7% 97.3% 108.72%
Medical Service Creedy 2372.5 1869.0 1501.5 1393.5 1058.0 1046.5 712.0 769.5 78.8% 92.8% 98.9% 108.08%
Medical Service Culm East 2817.9 3136.8 2481.5 2723.0 2771.5 2334.5 1759.5 2046.5 111.3% 109.7% 84.2% 116.31%
Medical Service Culm West
Medical Service Kenn 1092.6 964.0 2200.5 2098.3 713.0 724.5 1782.5 1770.5 88.2% 95.4% 101.6% 99.33%
Medical Service Lowman 1420.4 1382.0 1792.3 1654.5 1069.5 979.0 1058.0 954.0 97.3% 92.3% 91.5% 90.17%
Medical Service Mardon Hou 596.0 829.0 1745.0 1559.5 341.0 374.0 682.0 850.5 139.1% 89.4% 109.7% 124.71%
Medical Service Okement 1425.6 1307.5 1455.6 1561.4 1058.0 1037.0 621.0 771.5 91.7% 107.3% 98.0% 124.24%
Medical Service Taw 1409.0 1303.5 868.4 915.0 678.5 713.0 103.5 379.5 92.5% 105.4% 105.1% 366.67%
Medical Service Torridge 1072.6 1008.5 1094.0 1046.0 713.0 715.5 713.0 782.0 94.0% 95.6% 100.4% 109.68%
Medical Service Yealm 848.0 775.0 1267.5 1425.3 713.0 725.0 713.0 927.5 91.4% 112.4% 101.7% 130.08%
Medical Service Total 25349.6 24374.8 27455.2 26887.8 17161.0 16895.9 18757.0 20346.3 96.2% 97.9% 98.5% 108.47%
Specialist Services Bramble  2922.5 3436.0 914.0 1094.0 2254.0 2538.0 69.0 69.0 117.6% 119.7% 112.6% 100.00%
Specialist Services Maternity 2947.1 3000.8 2304.0 1526.8 2387.0 1990.3 1012.0 802.0 101.8% 66.3% 83.4% 79.25%
Specialist Services NNU  2620.0 2288.3 1061.0 724.0 1713.5 1720.0 713.0 609.5 87.3% 68.2% 100.4% 85.48%
Specialist Services Wynard 2074.1 1630.5 1382.0 1169.3 701.5 900.5 0.0 218.0 78.6% 84.6% 128.4% #DIV/0!
Specialist Services Yarty 2114.6 1912.0 830.4 812.5 713.0 713.0 356.5 402.5 90.4% 97.8% 100.0% 112.90%
Specialist Services Yeo 1329.1 1302.0 977.0 985.5 713.0 701.5 575.0 598.0 98.0% 100.9% 98.4% 104.00%
Specialist Services Total 14007.4 13569.6 7468.4 6312.1 8482.0 8563.3 2725.5 2699.0 96.9% 84.5% 101.0% 99.03%
Surgical Services Abbey 1415.1 1413.8 1424.0 1413.5 701.5 921.0 713.0 709.0 99.9% 99.3% 131.3% 99.44%
Surgical Services Dart 1414.6 1462.5 1475.0 1202.3 1069.5 925.0 713.0 806.5 103.4% 81.5% 86.5% 113.11%
Surgical Services Durbin 1720.5 1587.0 1475.0 1485.6 1069.5 1046.5 1426.0 1433.0 92.2% 100.7% 97.8% 100.49%
Surgical Services Dyball 1072.6 1068.3 1085.0 1241.8 713.0 702.5 713.0 671.0 99.6% 114.5% 98.5% 94.11%
Surgical Services Exe 1061.0 1236.0 1045.0 1068.0 713.0 713.0 356.5 529.0 116.5% 102.2% 100.0% 148.39%
Surgical Services Lyme 1420.3 1489.0 1413.0 1264.8 1058.0 1092.5 713.0 744.5 104.8% 89.5% 103.3% 104.42%
Surgical Services Mere 1069.0 1161.0 1072.3 1207.3 713.0 805.0 713.0 736.0 108.6% 112.6% 112.9% 103.23%
Surgical Services Otter 1374.7 1394.8 885.5 981.0 966.0 989.5 713.0 936.5 101.5% 110.8% 102.4% 131.35%
Surgical Services Tavy 1072.6 1117.0 1067.0 1082.5 713.0 715.0 1069.5 1001.5 104.1% 101.5% 100.3% 93.64%
Surgical Services Teign 4839.0 4301.3 977.0 515.0 4450.5 4229.8 713.0 322.0 88.9% 52.7% 95.0% 45.16%
Surgical Services Total 16459.4 16230.7 11918.8 11461.8 12167.0 12139.8 7843.0 7889.0 98.6% 96.2% 99.8% 100.59%
Community Services Exmouth - Doris Heard 988.0 1002.8 1140.0 1474.3 620.0 621.0 310.0 600.5 101.5% 129.3% 100.2% 193.71%
Community Services Sidmouth Hospital 1677.5 1600.8 1751.0 1915.5 620.0 650.0 713.0 970.0 95.4% 109.4% 104.8% 136.04%
Community Services Tiverton 1542.0 1787.0 2672.1 2525.9 1424.5 1372.5 713.0 1256.8 115.9% 94.5% 96.3% 176.27%
Community Services Total 4207.50 4390.60 5563.10 5915.70 2664.50 2643.50 1736.00 2827.30 104.4% 106.3% 99.2% 162.9%
Grand Total 60023.9 58565.7 52405.5 50577.4 40474.5 40242.5 31061.5 33761.6 97.6% 96.5% 99.4% 108.69%

Night
Average fill rate - 

care staff (%)
Average fill rate - registered 

nurses/ midwives (%)
Average fill rate - 

care staff (%)
Registered Care Staff Average fill rate - registered 

nurses/ midwives (%)

Day Night Day
Registered Care Staff
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4. Ward to Board Report 
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5. Additional Financial Tables    

 

Royal Devon & Exeter NHS Foundation Trust Prior Yr
Actual Budget Actual Actual Budget Actual Actual Budget Actual Annual Mar-17

Income Statement Variance Variance Variance Plan Actual
Period ending 31/03/2018 to Budget to Budget to Budget
Month 12 Fav./(Adv.) Fav./(Adv.) Fav./(Adv.) Fav./(Adv.)

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000
Income

NHS Clinical Income 34,113 33,689 423 404,994      404,642 352 1 404,994      404,642      352 1  405,936 365,365

Private patient Income 186 123 63 1,801 1,448 353 1,801          1,448          353 1,364 1,650

Research and Development 1,827 1,835 (8) 18,137 18,137 0 18,137        18,137        0 18,936 18,824

Education and Training 1,117 1,117 0 13,993 13,993 0 13,993        13,993        0 13,440 13,798

Other Income 3,436 3,730 (294) 48,430 43,890 4,540 48,430 43,890        4,540 40,891 39,884

Total income 40,679 40,494 184 487,355 482,110 5,245 487,355      482,110      5,245 480,567 439,521
Expense

Employee Benefits Expenses (Pay) (26,729) (26,216) (513) (299,333) (298,734) (599) 2 (299,333) (298,734) (599) 2  (292,238) (269,333)

Drug Costs (4,932) (4,892) (40) (55,829) (56,073) 244 (55,829) (56,073) 244 (55,492) (52,769)

Clinical Supplies (4,877) (4,127) (750) (47,118) (45,420) (1,698) 3 (47,118) (45,420) (1,698) 3  (49,641) (44,837)

Non Clinical Supplies (620) (464) (156) (5,610) (5,700) 90 (5,610) (5,700) 90 (8,864) (5,732)

Research & Development Expenses (1,859) (1,766) (93) (17,284) (17,190) (94) (17,284) (17,190) (94) (17,972) (17,754)

Misc. Other Operating Expenses (5,544) (4,108) (1,436) (49,462) (49,127) (335) (49,462) (49,127) (335) (45,878) (45,403)

Cost Improvement Programme 0 878 (878) 0 (347) 347 0 (347) 347 0 0

Reserves 0 1,289 (1,289) 0 613 (613) 0                 613 (613) 0 (0)

Total Costs (44,561) (39,406) (5,155) (474,636) (471,978) (2,658) (474,636) (471,978) (2,658) (470,085) (435,829)

EBITDA (3,883) 1,088 (4,971) 12,719 10,132 2,587 12,719        10,132        2,587 10,482 16,296

Profit / loss on asset disposals 1 0 1 0 0 0 0 0 0 0 5

Exceptional Income / Costs 0 0 0 0 0 0 0 0 0 0 0

Total Depreciation and Impairments (1,004) (1,016) 12 (11,900) (12,460) 560 (11,900) (12,460) 560 (12,460) (12,240)

Total operating surplus (deficit) (4,886) 72 (4,958) 819 (2,328) 3,147 819 (2,328) 3,147 (1,978) 4,061

15 9 6 96 104 (8) 96 104 (8) 104 56

Total interest payable on Loans and leases (53) (59) 6 (645) (651) 6 (645) (651) 6 (651) (711)

PDC Dividend (287) (530) 243 (5,420) (6,350) 930 (5,420) (6,350) 930 (6,700) (5,677)

Net Surplus/(deficit) before donated asset & STF Income (5,211) (508) (4,703) (5,150) (9,225) 4,075 (5,150) (9,225) 4,075 (9,225) (2,271)

5,070 1,014 4,056 11,965 8,691 3,274 11,965 8,691 3,274 8,691 12,604

298 0 298 894 0 894 4 894 0 894 4  0 0

Net Surplus/(deficit) after 1718 STF/Winter Funding allocation 158 506 (348) 7,709 (534) 8,243 7,709 (534) 8,243 (534) 10,333

47 0 47 486 0 486 5 486 0 486 5  0 0

Net Surplus/(deficit) after donated asset & STF Income 205 506 (301) 8,195 (534) 8,729 8,195 (534) 8,729 (534) (2,271)

KEY MOVEMENTS

1 Clinical income has underperformed particularly within Orthopaedics, A&E, Urology, Plastic Surgery and Nephrology offset with over recoveries in General Medicine and Heathcare for Older People.
2 Pay - an underspend in other staff (£2.5m) is offset with overspends on Medical Staff (£2.5m) and Nursing Staff (£594k). 
3 Clinical supplies expenditure is overspent mainly due Laboratory equipment, Medical and Surgical products,Orthotics and Exeter Mobility Centre consumables and Chemical & Reagents.
4 Tranche 1 Winter Pressure income - to reflect existing costs of winter in plans. Expectation of corrersponding improvement in forecast postiion.
5 Additional income related to donated assets of £427k in the year and £59k additional Sustainability and Transformation Funding relating to 2016/17. Shown separately as whilst improving the Trust overall financial position, these items are unable to be counted towards the financial cont  

total target.

2017/2018 Winter Funding Allocation

Donated asset income & 2016/2017 STF income

Current Month          Year to Date      Outturn

Total interest receivable/ (payable) - inc committed WC facilities

2017/2018 Sustainability and Transformation Fund (STF) Income
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Royal Devon & Exeter NHS Foundation Trust Prior Yr

Actual Budget Actual Annual Actual Actual Budget Actual Annual Actual Mar-17
Statement of Financial Position Variance Plan Variance Variance Plan Variance

Period ending 31/03/2018 to Budget to Plan to Budget to Plan
Month 12 Fav./(Adv.) Fav./(Adv.) Fav./(Adv.) Fav./(Adv.)

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000
Assets, Non-Current 

Property, Plant and Equipment, Net (including intangibles) 199,955 199,468 487 218,480 (18,525) 199,955 199,468 487 218,480 (18,525) 203,270

Investment in joint venture 5 5 0 0 5 5 5 0 0 5 5

Non NHS Trade Receivables, Non-Current 866 1,100 (234) 1,100 (234) 866 1,100 (234) 1,100 (234) 963

Assets, Non-Current, Total 200,826 200,573 253 219,580 (18,754) 200,826 200,573 253 219,580 (18,754) 204,238

Assets, Current 
Inventories 8,649 8,700 (51) 7,700 949 8,649 8,700 (51) 7,700 949 9,061

Trade and Other Receivables, Net, Current 33,506 31,773 1,733 1 26,807 6,699 33,506 31,773 1,733 26,807 6,699 1 25,245

Non Current Assets held for sale 0 0 0 0 0 0 0 0 0 0 0

Cash 23,529 18,752 4,777 2 12,722 10,807 23,529 18,752 4,777 12,722 10,807 2 17,533

Other Assets - Current Assets Held by Charitable Funds 0 0 0 0 0 0 0 0 0 0 0

Assets, Current, Total 65,684 59,225 6,459 47,229 18,455 65,684 59,225 6,459 47,229 18,455 51,839

Liabilities, Current 
Loans, non-commercial, Current (DH, FTFF, NLF, etc) (1,270) (1,270) 0 (1,270) 0 (1,270) (1,270) 0 (1,270) 0 (1,270)

Finance leases - Current 0 0 0 (65) 65 0 0 0 (65) 65 0

Trade and Other Payables, Current (13,059) (14,566) 1,507 (11,566) (1,493) (13,059) (14,566) 1,507 (11,566) (1,493) (13,786)

Deferred Income, Current (3,102) (2,300) (802) (2,300) (802) (3,102) (2,300) (802) (2,300) (802) (2,472)

Provisions, Current (233) (290) 57 (290) 57 (233) (290) 57 (290) 57 (211)

Current Tax Payables (6,095) (5,698) (397) (5,698) (397) (6,095) (5,698) (397) (5,698) (397) (5,733)

Other Financial Liabilities, Current (20,631) (22,250) 1,619 (19,250) (1,381) (20,631) (22,250) 1,619 (19,250) (1,381) (18,220)

Liabilities, Current, Total (44,390) (46,374) 1,984 (40,439) (3,951) (44,390) (46,374) 1,984 (40,439) (3,951) (41,692)

NET CURRENT ASSETS (LIABILITIES) 21,294 12,851 8,443 6,790 14,504 21,294 12,851 8,443 6,790 14,504 10,147

TOTAL ASSETS LESS CURRENT LIABILITIES 222,120 213,424 8,696 226,370 (4,250) 222,120 213,424  8,696 226,370 (4,250) 214,385

Liabilities, Non-Current 
Loans, Non-Current, non-commercial (DH, FTFF, NLF, etc) (11,320) (11,323) 3 (12,478) 1,158 (11,320) (11,323) 3 (12,478) 1,158 (12,591)
Finance leases - Non-current 0 0 0 (679) 679 0 0 0 (679) 679 0
Other Creditors, Non-Current 0 0 0 0 0 0 0 0 0 0 0

Provisions, Non-Current (380) (410) 30 (410) 30 (380) (410) 30 (410) 30 (387)

TOTAL ASSETS EMPLOYED 210,420 201,691 8,729 212,803 (2,383) 210,420 201,691 8,729 212,803 (2,383) 201,407

TAX PAYERS' EQUITY

Public dividend capital 153,883 153,882 1 155,113 (1,230) 153,883 153,882 1 155,113 (1,230) 153,065

Retained Earnings (Accumulated Losses) 23,113 12,952 10,161 11,732 11,381 23,113 12,952 10,161 11,732 11,381 13,485

Charitable Funds 0 0 0 0 0 0 0 0 0 0 0

Revaluation Reserve 33,424 34,857 (1,433) 45,958 (12,534) 33,424 34,857 (1,433) 45,958 (12,534) 34,857

Donated Asset Reserve 0 0 0 0 0 0 0 0 0 0 0

TOTAL TAX PAYERS' EQUITY 210,420 201,691 8,729 212,803 (2,383) 210,420 201,691 8,729 212,803 (2,383) 201,407

KEY MOVEMENTS

1
2

         Year to Date Outturn

Trade and other receivables are £1.7m higher than budget. Receivables include £7.1m of STF accrued income due from NHS England, with £5m relating to the accrued incentive bonus, which was not included within the budget. 

Cash is £4.8m higher than budget, and is due to the revenue financial performance being better than planned, delays in capital expenditure and changes within the working capital balances.
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Royal Devon & Exeter NHS Foundation Trust Prior Yr

Actual Budget Actual Annual Actual Actual Budget Actual Annual Actual Mar-17

Cash Flow Statement Variance Plan Variance Variance Plan Variance

Period ending 31/03/2018 to Budget to Plan to Budget to Plan

Month 12 Fav./(Adv.) Fav./(Adv.) Fav./(Adv.) Fav./(Adv.)

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

NET CASH INFLOW/(OUTFLOW) FROM OPERATING ACTIVITIES

Surplus/(deficit) after tax 8,195 (535) 8,730 (534) 8,729 8,195 (536) 8,731 (534) 8,729 (2,271)

Non-cash flows in operating surplus/(deficit)
Finance (income)/charges 549 547 2 547 2 549 547 2 547 2 655

Depreciation and amortisation 12,188 12,461 (273) 12,460 (272) 12,188 12,460 (272) 12,460 (272) 12,240

Impairment 0 0 0 0 0 0 0 0 0 0 0

PDC dividend expense 5,420 6,350 (930) 6,700 (1,280) 5,420 6,350 (930) 6,700 (1,280) 5,677

Other increases/(decreases) to reconcile to profit/(loss) from operations 0 0 0 0 0 0 0 0 0 0 (5)

Other recognised gains/losses straight to reserves 0 0 0 0 0 0 0 0

Non-cash flows in operating surplus/(deficit), Total 18,157 19,358 (1,201) 19,707 (1,550) 18,157 19,357 (1,200) 19,707 (1,550) 18,567

Increase/(Decrease) in working capital
(Increase)/decrease in inventories 412 361 51 25 387 412 361 51 25 387 (2,293)

(Increase)/decrease in NHS Trade Receivables (423) (5,343) 4,920 638 (1,061) (423) (5,343) 4,920 638 (1,061) (5,353)

(Increase)/decrease in Non NHS Trade Receivables (1,781) 1,104 (2,885) (414) (1,367) (1,781) 1,104 (2,885) (414) (1,367) (377)

(Increase)/decrease in other receivables (210) 365 (575) (3,636) 3,426 (210) 365 (575) (3,636) 3,426 38

(Increase)/decrease in accrued income (5,612) (2,562) (3,050) 0 (5,612) (5,612) (2,562) (3,050) 0 (5,612) (1,144)

(Increase)/decrease in prepayments (553) (410) (143) 0 (553) (553) (410) (143) 0 (553) (791)

Increase/(decrease) in Deferred Income (excl. Donated Assets) 630 (172) 802 70 560 630 (172) 802 70 560 743

Increase/(decrease) in provisions 15 102 (87) 40 (25) 15 102 (87) 40 (25) (97)

Increase/(decrease) in Trade Creditors (1,969) 730 (2,699) 411 (2,380) (1,969) 730 (2,699) 411 (2,380) (1,117)

Increase/(decrease) in tax payable 362 (35) 397 0 362 362 (35) 397 0 362 1,147

Increase/(decrease) in Other Creditors 398 111 287 0 398 398 111 287 0 398 407

Increase/(decrease) in accruals 2,411 4,030 (1,619) 0 2,411 2,411 4,030 (1,619) 0 2,411 5,928

Increase/(Decrease) in working capital, Total (6,320) (1,718) (4,602) (2,866) (3,454) (6,320) (1,718) (4,602) (2,866) (3,454) (2,909)

Net cash inflow/(outflow) from investing activities
Property - new land, buildings or dwellings (8,876) (8,657) (219) (15,937) 7,061 (8,876) (8,657) (219) (15,937) 7,061 (510)

Property - maintenance expenditure 0 0 0 0 0 0 0 0 0 0 (1,823)

Plant and equipment - Information Technology 0 0 0 0 0 0 0 0 0 0 (941)

Plant and equipment - Other 0 0 0 0 0 0 0 0 0 0 (2,319)

Proceeds on disposal of property, plant and equipment 0 0 0 0 0 0 0 0 0 0 10

Increase/(decrease) in Capital Creditors 844 (62) 906 0 844 844 (62) 906 0 844 195

Other cash flows from financing activities 0 0 0 0 0 0 0 0 0 0 (5)

Net cash inflow/(outflow() from investing activities, Total (8,032) (8,719) 687 (15,937) 7,905 (8,032) (8,719) 687 (15,937) 7,905 (5,393)

Net cash inflow/(outflow) from financing activities
PDC Dividends paid (5,102) (6,032) 930 (6,765) 1,663 (5,102) (6,032) 930 (6,765) 1,663 (5,677)

PDC Dividend Received 818 818 0 2,670 (1,852) 818 818 0 2,670 (1,852) 621

Interest (paid) on non-commercial loans (645) (651) 6 (651) 6 (645) (651) 6 (651) 6 (711)

Interest received on cash and cash equivalents 96 104 (8) 104 (8) 96 104 (8) 104 (8) 56

Repayment of non-commercial loans (1,271) (1,268) (3) (1,270) (1) (1,268) (1,268) 0 (1,270) 2 (1,270)

Receipt of finance leases and loans 0 0 0 1,964 (1,964) (3) 0 (3) 1,964 (1,967) 0

(Increase)/decrease in non-current receivables 97 (137) 234 0 97 97 (137) 234 0 97 9

Increase/(decrease) in non-current payables 0 0 0 0 0 0 0 0 0 0 0

Net cash inflow/(outflow) from financing activities, Total (6,007) (7,166) 1,159 (3,948) (2,059) (6,007) (7,166) 1,159 (3,948) (2,059) (6,972)

Net increase/(decrease) in cash and cash equivalents 5,993 1,220 4,774 (3,578) 9,571 5,994 1,218 4,776 (3,578) 9,572 1,026

Opening cash and cash equivalents 17,533 17,533 0 16,299 1,234 17,533 17,533 0 16,300 1,233 16,507

Closing cash and cash equivalents 23,526 18,753 4,774 12,721 10,805 23,527 18,751 4,776 12,722 10,805 17,533

3 (1) 3 1 2 0 (2) (1) (1) 0 (2) (0)

         Year to Date Outturn
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Royal Devon and Exeter NHS Foundation Trust

Capital Expenditure

Period ending 31/3/2018
Month 12 Column B Column C Column D Column E Column F Column G Column H

Scheme Approval level
YTD actual 
expenditure

YTD planned 
expenditure 

per annual plan

YTD variance 
slippage / 

(overspend)

Forecast future 
capital 

expenditure for 
the year

Forecast total 
capital 

expenditure for 
the year

Full year 
expenditure 

per annual plan

17/18 forecast 
slippage / 

(overspend)

Expenditure 
approved by 

the Exec Group 

Total 
expenditure 

forecast for the 
scheme

Scheme 
variance under 

spend / 
(overspend) Note

( C - B) (B + E) (G - F)
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

CRIC 3,051 3,240 189 0 3,051 3,240 189 3,240 3,051 189 Mar-18

CRIC 1,188 1,552 364 0 1,188 1,552 364 2,509 1,555 954 1 May-18

OBC 71 625 554 0 71 625 554 625 625 (0) 2018/19

OBC 0 2,670 2,670 0 0 2,670 2,670 2,670 2,670 0 2018/19

OBC 292 913 621 0 292 913 621 1,011 1,011 0 TBC

CRIC / Unapproved 4,274 6,936 2,662 0 4,274 6,936 2,662

8,876 15,936 7,060 0 8,876 15,936 7,060

Approval Level Key Report for all on-going schemes where total scheme value is expected to exceed £0.5m
CRIC Capital and Revenue Investment Case
SOC Strategic outline case
OBC Outline business case
FBC Full business case

Notes
1 - Order of £893k placed to lease the equipment under an operating lease, therefore the costs have been transferred from capital to revenue.

EPR Not included in plan for 2017/18 
 

Linear Accelerator 4th Bunker

Expected 
completion date

Actual expenditure to date compared to budget on 
annual plan

Total expenditure forecast for the year compared to the budget on 
the annual plan

Total expected expenditure compared to the value 
approved by the Exec Group / Board of Directors

Schemes over £500k in progress or planned 

Total 2017/18 Capital Schemes

Estates Infrastructure 17/18

Cath Lab Replacement - Lab1

Linear Accelerator Equipment 

ED - Reconfiguration

Other schemes < £500k and contingency
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Royal Devon & Exeter NHS
Foundation Trust Actual Target Variance Actual Target Variance Actual Target Variance Forecast FY

to Budget to Budget to Budget
Cost Improvement Programme Fav./(Adv.) Fav./(Adv.) Fav./(Adv.)

Period ending 31/03/2018
Month 12 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Business As Usual
Medical Services 984 978 7 984 978 7 984 7 403 865 (461) 403
Specialist Services 1,693 1,693 0 1,693 1,693 0 1,693 0 1,499 1,847 (347) 1,499
Surgical Services 1,952 1,952 (0) 1,952 1,952 (0) 1,952 (0) 1,182 1,983 (801) 1,182
Operations Support Unit 726 608 118 726 608 118 726 118 975 1,139 (164) 975
Corporate 1,066 737 329 1,066 737 329 1,066 329 1,105 1,209 (104) 1,105
Community 2,343 1,902 442 2,343 1,902 442 2,343 442 2,327 2,728 (401) 2,326

8,765 7,870 895 8,765 7,870 895 8,765 895 7,491 9,770 (2,279) 7,491
Trustwide Projects

Commercial Income 0 0 0 0 0 0 0 0 0 0 0 0
Your Future Care 0 0 0 0 0 0 0 0 0 0 0 0
Medicine Optimisation 120 400 (280) 120 400 (280) 120 (280) 126 500 (374) 126
Estates Rationalisation 0 0 0 0 0 0 0 0 0 0 0 0
Workforce 1,050 1,050 0 1,050 1,050 0 1,050 0 1,050 1,050 0 1,050
Elective Care 750 750 0 750 750 0 750 0 750 4,750 (4,000) 750
Reserves 7,637 9,850 (2,213) 7,637 7,637 (0) 7,637 (0) 6,397 5,250 1,147 6,397
Trustwide - Other 3,625 1,334 2,292 3,625 3,547 79 3,625 78 738 750 (12) 738

13,182 13,384 (202) 13,182 13,384 (202) 13,182 (202) 9,060 12,300 (3,240) 9,060

Central Unidentified (excl BAU and Trustwide Projects) 346 (346) 346 (346) (346) (470) 470

Total CIP 21,947 21,600 347 21,947 21,600 (75) 21,947 347 16,551 21,600 (5,049) 16,551

         Year to Date - Achieved Current Year - Achieved Current Year - Forecast Full Year (recurring) - Achieved
Forecast CY Forecast 

Variance 
Fav / (Adv)
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YTD M12 YTD M12

Actual Budget                                                                         

£m £m

Green

Green

Green

Red

Green

Red

Green

Green

HEADLINE Key Performance Indicators

Month by Month Variance FY 
Forecast

£m

FY           
Budget

£m

FY           
Risk 

Rating
Narrative

An I&E surplus for the year of £7.7m (before gain on donated assets/STF funding) has been 
achieved (£8.2m favourable to plan). It is important to note that the financial position is 
benefiting from increased non-recurring commercial income, Sustainability and 
Transformation Funding (STF) income and non recurrent CIP achievement. The underlying 
financial deficit of the Trust (pre STF) at year end is circa £14.2m.

Patient Income variance  £'m 419.7 414.8 419.7 414.8

Private patient and clinical income (excluding STF) has over-recovered by £705k year to date. 
STF has overachieved by £3.3m - despite the loss of not meeting the A&E standard for 
quarter 3 and 4 (a loss of £782k and £913k respectively); the organisation has improved its 
financial position against control total therefore a pound for pound improvement is 
guaranteed which will provide additional income of £5.0m.

Income and Expenditure (before donated asset income 
and 2016/17 Sustainability and Transformation Funding)                                                                                                                           
                                                                                                                        
                  - Actual v Budget

7.7 -0.5 7.7 -0.5

Commercial income has over-recovered by £4.5m in the year.

Pay costs variance £'m -299.3 -298.7 -299.3 -298.7

Pay has over-spent by £599k in the year with overspends on medical staffing (£2.5m) and 
nursing (£594k) offset with underspends (£2.5m) in “Other” staff groups. 

Commercial income (exc. R&D) variance £'m 62.4 57.9 62.4 57.9

Drugs expenditure is underspent by £244k for the year.

Clinical supplies variance  £'m -47.1 -45.4 -47.1 -45.4

Clinical supplies have overspent by £1.7m . Overspends on lab equipment (£665k), medical 
and surgical products(£536k), orthotics consumables (£212k), Exeter Mobility Centre 
consumables (£160k) and chemicals & reagents (£194k) are offset with underspends on 
services received (£150k). 

Drug costs variance  £'m -55.8 -56.1 -55.8 -56.1

The expenditure on non clinical supplies is underspent by £90k mostly relating to laundry 
equipment (£54k) and linen & paper products (£35k).

Misc other operating expenses variance  £'m -49.5 -49.1 -49.5 -49.1

The expenditure on Misc. other operating expenses has overspent by £335k for the year. 
Overspends on consultancy fees (£717k), services received (£885k) are offset with 
underspends on admin expenses (£761k), travel expenses (£203k), telephone expenses 
(£147k) and training (£95k).

Non clinical supplies variance  £'m -5.6 -5.7 -5.6 -5.7

3 6 9                                12
Actual
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YTD M12 YTD M12

Actual Budget                                                                         

£m £m

Green

Green

Red

Amber

Red

Green

Red

Green

HEADLINE Key Performance Indicators

Month by Month Variance
FY 

Forecast
£m

FY           
Budget

£m

FY           
Risk 

Rating

Year end EBITDA has remained favourable compared to budget.

CIP

CY - achieved v budget 21.9 21.6 21.9 21.6
The CIP requirement for 2017/18 is £21.6m. £21.9m has been achieved non recurrently  in 
the year. Schemes totalling £16.6m have been achieved on a recurrent basis - £5.0m will be 
added to the 2018/19 target.

Recurrent - achieved v budget

EBITDA % 5.11% 3.84% 5.11% 3.83%

Actual capital expenditure to date is £8.9m, £7.1m lower than plan. The reduction is mostly 
due to slippage in the Linear Accelerator, Catheter Lab and ED schemes.

Inventories YTD - Actual v Budget 8.6 8.7 8.6 8.7

Inventories are in line with the budget.  The value of stock held within the bulk warehouse 
was £1.7m.

16.6 21.6 16.6 21.6

Capital spend - Actual v Budget 8.9 15.9 8.7 15.9

Trade and other receivables are £1.7m higher than the budget.  Receivables include £7.1m of 
STF accrued income due from NHS England, with £5m relating to the accrued incentive 
bonus, which was not included within the budget.

Trade and Other Payables YTD - Actual v Budget -13.1 -14.6 -13.1 -14.6

Actual trade and other payables are £1.5m lower than budget. The budgeted profiled values 
are based upon previous months and this level of variance will arise due to timing of 
authorising payments.  

Trade and Other Receivables YTD - Actual v Budget 33.5 31.8 33.5 31.8

The cash balance is £23.5m, £4.8m higher than budget.  The increase in cash, compared to 
budget, is due to the Income & Expenditure financial performance being much better than 
planned, and to changes in working capital balances and a reduction in capital expenditure. 

Cash - Actual v Budget 23.5 15.2 23.5 15.2

3 6 9                              12
Actual
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YTD M12 YTD M12

Actual Budget                                                                         

£m £m

HEADLINE Key Performance Indicators

Month by Month Variance
FY 

Forecast
£m

FY           
Budget

£m

FY           
Risk 

Rating3 6 9                              12
Actual

GreenCapital Service Cover Rating 1.0 2.0 1.0 2.0

Capital servicing has remained at a level 1 as expected.

Liquidity has remained at a level 1 in March as predicted.

Green

I&E Margin Rating 1.0 3.0 1.0 3.0

I&E margin has remained at a level 1 as expected.

Green

Liquidity  Rating 1.0 1.0 1.0 2.0

Agency rating (evaluating how close to the agency ceiling the Trust is) has remained at a level 
1.

Green

Finance and Use of Resource Score 1.0 2.0 1.0 2.0

Finance and Use of Resource Score has remained at a level 1 in March as expected.

Green

Agency Rating 1.0 1.0 2.0 1.0
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YTD M12 YTD M12

Actual     Budget
vol vol

Red = Budget
Black = Actual

Detailed Income Statement Variances

Month by Month Variance

Narrative

Outpatient Activity 122,706 141,868       

Outpatient activity for the current month is 20% lower than plan, 9% lower than the same month last year and 3% higher 
than the previous month. For the year, activity is 14% below plan and similar to the 2016/17financial year.

Day-case Activity 61,440   66,817         

Day case activity is 13% below plan for the current month and 8% below plan year-to-date. Key specialties below plan are 
Trauma & Orthopaedics, Oral surgery, Plastic surgery, Anaesthetics / Pain Management, Gastroenterology, Haematology, 
Dermatology and Gynaecology.

Elective Inpatient Activity 11,679   12,331         

Inpatient activity is 8% below plan for the current month and 5% below plan year-to-date. Key specialties below plan are 
General Surgery, Urology, Gastroenterology, Cardiology and Nephrology.

GP Referrals 75,803   

GP referrals are 9% higher than last month and 18% lower than the same month last year. For the year referrals are 3% 
lower than last year.

Non-Elective Inpatient Activity 39,703   39,944         

Emergency & Non-elective activity is 2% above for the current month and 1% above plan for the year. General surgery, 
ENT, Medical Oncology, Geriatric Medicine are above plan YTD.

Combined Elective Care Activity 73,137   79,148         

The combined Elective inpatient and Day-case position is 12% below plan for the current month and 8% below plan year-
to-date.

3 6 9              3 6 9                              12

Actual
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6. Exception Report  

CORPORATE TARGET NUMBER & DESCRIPTION:   Time to Surgery for Patients with a Fractured Neck 
of Femur  

CURRENT CORPORATE RATING: High 
RESPONSIBLE DIRECTOR: Medical Director  
  

Brief description of how the rating was derived 
The National Hip Fracture Database (NHFD) is a clinically led, web-based audit of hip fracture care and 
secondary prevention. Care is audited against standards defined by the British Orthopaedic Association 
(BOA) and British Geriatrics Society (BGS).  
Target 90% of medically fit patients to receive surgery within 36 hours of admission. 

Background & Contributing factors 
In March 2018, 97.9% of medically fit hip fracture patients received surgery within 36 hours, which meets the 
90% target.  The Trust admitted a total of 52 patients with a hip fracture in that month. 48 of these were 
medically fit for surgery and 47 patients received surgery within 36 hours.  One patient breached due to lack 
of theatre and recovery staff in PEOC theatres on 13 March 2018, despite having a surgeon and anaesthetist 
available at the time. The operation was carried out first on list on the following day in PEOC theatres. 
 
This positive performance is a result of the daily efforts of the hip fracture service in coping with treatment 
demands, as well as elective cancellations due to operational pressures in that month.   
 
The Hip Fracture Lead has reviewed all cases during the month and is confident that the quality of the clinical 
care remains high and the single patient who breached did not come to harm due to a slightly longer wait for 
surgery of 42 hours. The National Hip Fracture Database recommended standard is that patients undergo 
surgery within 48 hours, which was achieved for all of the patients in that month.  
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Breaches:  12.03.18:  1 Breach 
 
Breach Wait Times:  1 X 42 Hours 
 
Mr John Charity (Hip Fracture Lead) 
 
Lynsey King (Cluster Manager T&O) 
 
Mr Matthew Wilson (T&O Trauma Lead) 
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7. Cancer Waiting Times Standards Performance by Tumour Site 
 

 
  

Month: Inf services check: OK
Census date run: 

no diag

Target Position Worst Case
Acute 

Leukaemia
Brain & 

CNS Breast Gynae Haem Head & 
Neck Lower GI Lung Sarcoma Skin Testicular Thyroid/ 

Endocrine
Unknown 
Primary Upper GI Urology Blank

Breaches 322 0 3 8 8 0 28 133 4 6 39 0 1 0 76 16 #
Total 1790 0 21 267 126 15 199 185 48 55 467 7 5 1 197 197 #
Position 82.01% 85.71% 97.00% 93.65% 100.00% 85.93% 28.11% 91.67% 89.09% 91.65% 100.00% 80.00% 100.00% 61.42% 91.88%
Breaches 1
Total 54
Position 98.15%
Breaches 11 11 0 0 3 0 0 2 0 0 0 4 0 1 0 0 1 #
Total 364 60 0 2 39 18 24 10 18 14 9 142 1 3 1 17 66 #
Position 96.98% 81.67% 100.00% 92.31% 100.00% 100.00% 80.00% 100.00% 100.00% 100.00% 97.18% 100.00% 66.67% 100.00% 100.00% 98.48%
Breaches 2 2 0 0 1 0 0 0 0 1 0 0 0 0 0 0 0 0 2
Total 91 77 0 1 38 8 6 1 11 4 0 3 1 1 0 0 17 0 #
Position 97.80% 97.40% 100.00% 97.37% 100.00% 100.00% 100.00% 100.00% 75.00% 100.00% 100.00% 100.00% 100.00%
Breaches 1 1 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 1
Total 79 52 0 0 18 3 0 0 4 0 2 38 0 0 0 0 14 0 #
Position 98.73% 98.08% 100.00% 100.00% 100.00% 100.00% 97.37% 100.00%
Breaches 5 5 0 0 1 0 0 1 0 0 0 2 0 0 0 0 1 0 5
Total 147 105 0 2 33 13 5 2 6 19 0 12 0 0 1 4 50 0 #
Position 96.60% 95.24% 100.00% 96.97% 100.00% 100.00% 50.00% 100.00% 100.00% 83.33% 100.00% 100.00% 98.00%
Breaches 35.0 35.0 0 0.5 1 1 3.5 2.5 3.5 3 2 1.5 0 1 0 2.5 13 #
Total 248.0 38.0 0 1.5 18 11 12.5 6.5 9.5 8 9 112 0 2 0 11 47 #
Position 85.89% 7.89% 66.67% 94.44% 90.91% 72.00% 61.54% 63.16% 62.50% 77.78% 98.66% 50.00% 77.27% 72.34%
Breaches 1.0 1.0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 1
Total 18.0 5.0 0 0 15 0 0 0 2 0 0 1 0 0 0 0 0 #
Position 94.44% 80.00% 100.00% 50.00% 100.00%
Breaches 4.0 4.0 0 0 0 0 2 0 0 1.5 0 0 0 0 0 0 0.5 4
Total 46.5 14.0 0 0 2 5.5 7.5 2.5 1.5 8.5 0 8 0 1 0 4.5 5.5 #
Position 91.40% 71.43% 100.00% 100.00% 73.33% 100.00% 100.00% 82.35% 100.00% 100.00% 100.00% 90.91%

Mar-18
09/04/2018

Tumour site break down

Current Position for Month and tumour site break down.
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Treatment (n.b. does not 
include symptomatic breast 
First Treatment: Consultant 
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8. Cancer Waiting Times Performance (62 day wait targets) by Tumour Site (Count of Patients)  
 

62d patient counts
Count of 

pts
Acute 

Leukaemia
Brain & 

CNS Breast Gynae Haem Head & 
Neck Lower GI Lung Sarcoma Skin Testicular Thyroid/ 

Endocrine
Unknown 
Primary Upper GI Urology Blank

Breaches 44.0 0 1 1 1 4 3 5 5 2 2 0 1 0 3 16
Total 262.0 0 2 19 12 13 7 11 11 9 113 0 2 0 12 51
Breaches 1.0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0
Total 18.0 0 0 15 0 0 0 2 0 0 1 0 0 0 0 0
Breaches 6.0 0 0 0 0 2 0 0 3 0 0 0 0 0 0 1
Total 52.0 0 0 2 6 8 3 2 11 0 8 0 1 0 5 6

Tumour site break down

First Treatment: Urgent GP to Treatment (n.b. does not 
include symptomatic breast referrals despite these 

First Treatment: Consultant Screening Service Referral

First Treatment: Consultant Upgrade Service Referral

62
 D

ay
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9. Media and Social Media Monitoring Report  
 
One of the core functions of the RD&E’s Communications & Stakeholder Engagement (C&E) team 
is to undertake strategic communications and reputation management. One of the ways that we 
assess the impact of this work is to regular monitor and analyse: 
 

• local, specialist and national media coverage that is focused on, or mentions, the RD&E.  In 
the vast majority of cases, the C&E team will have been in contact with journalists/editors 
to promote a specific story or news item, or to seek to effectively manage how the story 
might appear.  

• key metrics on social media (although this is not currently monitored by Vuelio). Social 
media plays an increasingly important role as part of our duty to promote, maintain and 
protect the Trust’s reputation. 

 
This report examines the coverage in the media over Quarter 1 2018 based on an analysis of the 
individual stories against the methodology set out below. The categorisation process is undertaken 
through individual judgements about the tone of the specific coverage in question. 
 
This report is based on our monitoring system – Vuelio - which covers broadcast as well as print 
media. The system provides an insight into tone - though the overall allocation of tone is done on a 
case by case basis.  
 
 
Tone summary (see key below) 
 

Tone 

Number of items 
where RD&E 

mentioned (print, 
online and 
broadcast) 

 Neutral 549 (54.79%) 
 Positive 193 (12.26%) 
 Very positive  117 (11.68%) 
 Very negative 98 (9.78%)  

Negative 44 (4.39%)  
TOTAL 
MENTIONS 1,002  
 
Press releases and media statements 
 
• We issued 18 press releases. These are sent out proactively to all media to promote Trust 

achievements or make a public announcement. Charitable donations to the Trust made up the 
highest category (7 releases) in this quarter 

• We received 67 media enquiries and responded to each with either a written or verbal 
statement. Corporate made up the highest category (46.27% of all enquiries). 

 
Positive highlights: 

• A big 'thank-you' goes out to all the Snow Angels and staff who kept the health service going in Devon 
• RD and E renames hospital ward after world –renowned surgeon 
• Staff give the RD&E a positive report in the annual NHS Staff Survey – 2017 
• Exeter Chiefs rugby stars open new X-ray room with a jungle-style makeover 
• Volunteer Paula receives long service medal after 20 years at the RD&E. 
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Negative highlights: 

• Hospital mistakenly tells woman that her husband is dead after he went in for cancer 
surgery 

• Man told his sleeping wife was dead 
• NHS slaps British expat couple with £40k bill after emergency birth 
• Suspension of birth services at Okehampton. 

 
Comment 
Overall, the quarter was dominated by proactive and reactive coverage of the two severe weather 
periods. We worked closely with local and national media to convey our messages, including prime 
five minute slots on BBC 6pm and 10pm national news. Proactively, we were able to use the 
media to inform and advise the public on the status of various services along with requesting the 
help of volunteer 4x4 drivers and registered nurses. Reactively we were able to thank and 
commend the amazing work of our staff and volunteers. Outside of this there were a number of 
stories picked up by local media with a very positive tone, particularly the naming of the Robin Ling 
Ward. 
 
Negative coverage of the two mistakes – the wife told her cancer patient husband was dead and 
the man told his sleeping wife was dead – was dealt with swiftly but unfortunately did gain some 
national coverage due to their newsworthiness and emotive value. The couple who were charged 
£40k for the birth of their premature baby received widespread national coverage and featured us 
front and centre, though we responded and confirmed that this would be the case with any Trust 
so in effect it was incidental. 
 
This quarter’s coverage continues the trend of positive coverage outweighing negative. ‘Neutral’ 
coverage was inflated this quarter thanks to the two weather episodes.  
 
Tone key 
 
Very Positive – the item’s tone is overwhelmingly complimentary about the RD&E and/or its staff and significantly 
enhances our reputation. 
Positive – the item’s tone is complimentary about the RD&E and/or its staff and enhances our reputation. 
Neutral – the item references the RD&E in a purely factual way and its tone is objective. 
Negative – the item’s tone is critical of the RD&E and/or its staff and may damage our reputation. (‘Negative’ stories 
usually include an RD&E statement for balance.) 
Very Negative – item’s tone is highly critical of the RD&E and/or its staff and definitely damages our reputation. (‘Very 
negative’ stories usually include an RD&E statement for balance.) 
 
Social Media  
 
Twitter 
• We published 152 Tweets from @RDEhospitals  
• @RDEhospitals was mentioned 2,099 times 
• @RDEhospitals Twitter followers rose by 611 to 5,379 total. 
 
Facebook 
• RDEmaternity Facebook likes rose by 116 to 8,578 total 
• nnuexeter Facebook likes rose by 118 to 1,982 total 
• ExeterIBD Facebook likes rose by 7 to 103 total 
• RDECareers Facebook page was established and gained 45 likes 
• RDEResearch Facebook page was established and gained 24 likes. 
 
Popular Tweets/Posts this quarter included: 
• Here is our latest severe weather update - we're appealing for registered nurses available 

tomorrow to please contact us today asap. Please retweet thank you! 
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• Delighted to announce that our visiting hours will change to 8am-8pm from 5 February. 
Come on in! 

• Great to see our #ConnectingCare Comm Cells getting a mention on the @NHS Twitter 
account this week #newwayofworking 

• Natalia Spencer is walking 1,000 miles around the South West & Wales to raise £1m in 
her late daughter's name for Bristol Children's Hospital. She stopped off at our Bramble 
Children's Ward during a long day's walk. Read more about her remarkable story:  

• Today we officially renamed a hospital ward after world renowned orthopaedic surgeon 
the late Professor Robin Ling. Prof Ling co-developed the #ExeterHip replacement joint 
which has benefited over 1 million patients across the globe 

• Our new fruit and veg stall is officially open! Pop down to the entrance to the Centre for 
Women's Health between 12.30-3.30pm today for #local, #organic fruit, vegetables, eggs 
and other goodies from @shillorganics and Little Bowhay. #SameTimeNextFriday. 
 

Comment 
 
Our Twitter account was used extensively to convey updates and reply to questions and concerns 
during the adverse weather. Other than these two periods, activity on the RD&E’s social media 
platforms has been overwhelmingly positive this quarter.   
 

https://twitter.com/hashtag/ConnectingCare?src=hash
https://twitter.com/NHS
https://twitter.com/hashtag/newwayofworking?src=hash
https://twitter.com/hashtag/ExeterHip?src=hash
https://twitter.com/hashtag/local?src=hash
https://twitter.com/hashtag/organic?src=hash
https://twitter.com/shillorganics
https://twitter.com/hashtag/SameTimeNextFriday?src=hash
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Agenda item: 9.2, Public Board meeting  

Date: 25 April 2018  
 

Title: IPR Refresh Update  

 
Prepared by: Khalia Lancaster-Thomas, Executive Support Manager  

 
Presented by: Pete Adey, Chief Operating Officer 

Responsible 
Executive: Pete Adey, Chief Operating Officer 

Summary: 
 

Following an iterative process involving key stakeholders, the current Integrated 
Performance Report (IPR) has been reviewed, and a revised format is 
presented to the Board for implementation in 2018/18.   
 
A version of the revised IPR template, populated with March 2018 data, will be 
shared with Board members in advance of the April Board meeting.  Where new 
metrics will be introduced from April 2018, a placeholder has been included for 
information.   
 
The proposal is to introduce the revised format for IPR for Month 1 of 2017/18, 
reported to the May Trust Board.   

Actions required: The Board is asked to approve the revised format of the IPR for implementation 
from Month 1 of 2018/19.   

Status (*):  
Decision Approval Discussion Information 

x x   
History: 

 
The current format of the Integrated Performance Report was reviewed and a 
revised format proposed.  A template of the new format was shared with the 
Board in November 2017.  Following feedback, further changes have been 
made and a revised version will be shared with the Board in advance of the April 
meeting.   
  

Link to strategy/ 
Assurance 
framework: 

Linked to the Trust’s vision to provide - ‘safe, high quality, seamless services 
delivered with courtesy and respect’ and the Trust’s first strategic objective: - 
‘maintaining sound operational delivery of existing clinical, research and 
teaching facilities’ 

 
Monitoring Information Please specify CQC standard numbers 

and  tick other boxes as appropriate 

Care Quality Commission Standards Outcomes  
Monitor  Finance  
Service Development Strategy  Performance Management  
Local Delivery Plan  Business Planning  
Assurance Framework  Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   

 
 



2 
IPR Refresh Update 
25 April 2018  

1. Purpose of paper 
  
1.1 To detail the process utilised to review and redesign the Trust Integrated 

Performance Report (IPR) and outline the key changes and benefits of the revised 
format. 

1.2 To agree the implementation date for the new report format.     
  

 
2. Background 
  
2.1 The Trust has a robust Performance Assurance Framework (PAF) which, through 

the measurement, reporting and systematic monitoring of key performance metrics, 
enables assurance to be provided that performance, including safety and quality 
indicators, are effectively monitored and reported.   

At the heart of the Trust’s Performance Framework is the alignment of monitoring 
and performance from service line and ward level through to Board.  This takes the 
form of a monthly IPR presented to the Board, which includes a wide range of 
national and local performance indicators grouped by the following themes:  

• Clinical Effectiveness  
• Finance 
• Operational Effectiveness  
• Patient Experience 
• Safety and Safer Staffing  
• Workforce  

 
Performance metrics are accompanied by a traffic light system (RAG) of historic and 
current performance, assessments of future risk, narrative commentary and remedial 
action plans as required.     

2.2 Following discussion at the Board in 2017, the Executive Team commenced a 
process to review the current IPR and determine whether any improvements could 
be made.   

  
  
3. Aims  

 
3.1 The aim of the review was to redesign the IPR in order to: 

 
• Clearly articulate performance against targets and agreed trajectories 
• Embed the performance metrics within the report itself  
• Ensure that the narrative effectively communicates what has happened in the 

previous reporting period 
• Streamline the report generation process for internal teams  
• Integrate community performance data 

  
3. Process 
  
3.1 An information gathering process commenced, with feedback sought from the 
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Executive and Non-Executive Directors on the elements of the existing report which 
work well, and areas for further consideration.  The project team reviewed a range of 
IPRs from other Trusts across the country, focussing in particular on Trusts rated as 
CQC ‘Outstanding’, and trusts with integrated acute and community services.   

3.2 Meetings were held with each of the contributing teams to review current metrics, the 
thresholds for performance and rating of current and future risk, and the presentation 
format.   
 

3.3 An iterative process was followed, with mock templates created, shared with the 
team, and amended following internal review.   
 

3.4 A focus group was held involving two Non-Executive Directors to review progress 
and check that the proposed changes would meet the needs of the Board and 
achieve the desired benefits.   
 

3.5 The proposed new template was populated with September 2017 actual data and 
shared with the Board to inform a Board workshop and discussion of the IPR.  
 

3.6 Following the workshop and Board feedback, further refinements have been made to 
the new template and additional metrics agreed in discussion with the Executive 
Team.   
 

3.7 A version of the revised IPR template, populated with March 2018 data, will be 
shared with Board members in advance of the April Board meeting.  Where new 
metrics will be introduced from April 2018, a placeholder indicating this has been 
included for information.   

 
 

 

4. Principles of the revised IPR    
  
4.1 As a result of the stakeholder engagement and review of alternative formats, a 

number of key changes have been incorporated within the revised template for the 
report:   

4.2 
 

The revised template represents a transition towards a dashboard style report, with 
metrics grouped by theme.   

4.3 Data will be presented within the body of the report alongside the narrative rather 
than as an appendix.  A range of data presentation formats will be used, as 
appropriate to each performance theme, and the spark charts will be removed. 

4.4 The narrative accompanying the metrics will be succinct, often using bulletpoints to 
emphasise the key messages.  The narrative will detail the contributory issues 
driving performance, actions planned and taken to restore performance, including 
dates and responsible person, an assessment of future risk to delivery, and the 
anticipated impact of actions and recovery of trajectory.  Where required, additional 
pages can be introduced to detail exception reporting.   

4.5 An executive summary section will be introduced which will highlight the key 
messages for each of the 5 domains at the outset of the report.  A further summary 
page will describe the operational context,  drawing together the highlights from each 
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of the domains and outlining the interdependencies.   

 

5. Recommendations 
  
5.1 
 

The Board is asked to note and agree the revised format of the Intergrated 
Performance Report, and the proposed implementation date of May 2018.  This 
would support the reporting of the Month 1 2018/19 position in the new format to the 
May Trust Board.   
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Agenda item: 
 

10.2, Public Board Meeting 
 

Date: 25 April 2018 
 

 
Title: 

 
Model Hospital 

 
Prepared by: 

 
Gill Heathcote, Programme Director 

 
Presented by: 

 
Chris Tidman, Chief Financial Officer 

 
Responsible 
Executive: 

Chris Tidman, Chief Financial Officer 

Summary: 
 

 
This paper provides an update on the Model Hospital, how the RDE is 
benchmarking against other organisations on productivity and how this will 
contribute to the NHSI/CQC Use of Resources Assessment. 
 

 
Actions required: 

 
The Board are asked to note the information provided. 

Status (*):  
Decision Approval Discussion Information 
   X 

 
History: 

 

This paper is the second report on the NHS Productivity and Efficiency 
programme for the Board of Directors. 
 
 

Link to strategy/ 
Assurance 
framework: 

 

 
The issues discussed are key to the Trust achieving its strategic objectives. 
 
 
 

 
Monitoring Information Please specify CQC standard numbers 

and  tick other boxes as appropriate 

Care Quality Commission Standards Outcomes  
Monitor  Finance  
Service Development Strategy  Performance Management  
Local Delivery Plan  Business Planning  
Assurance Framework  Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   
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1.  Purpose of paper 

1.1 This paper provides an update on the Model Hospital, how the RDE is 
benchmarking against other organisations on productivity, how it is informing 
the Trust’s CIP plan and the NHSI/CQC Use of Resources Assessment. 

2.  Background 

2.1 In 2014 Lord Carter of Coles was commissioned by the Secretary of State for 
Health to carry out a review to identify what could be done to improve efficiency 
in hospitals. The report Operational productivity and performance in 
English NHS acute hospitals: Unwarranted variations1 was published in 
early 2016 and made a number of recommendations. 

2.2 One of the recommendations was for the development of a ‘Model Hospital’. 
The Model Hospital is an on-line portal that provides benchmarking data for 
acute hospitals against a range of metrics, related to both quality and 
productivity. It is accessible to all staff within acute Trusts and is the first time 
this data has been so accessible and transparent. 

2.3 In late 2017 NHS Improvement implemented a Use of Resources assessment2 
as a sixth domain within CQC inspections. This is now being rolled out across 
all trusts and the RDE will be assessed against this domain at the next full 
CQC inspection. 

3. Model Hospital 

3.1 The Model Hospital largely draws it data from reference cost submissions and 
Electronic Staff Records. It has been updated in the last couple of months for 
16/17 data. The model hospital data is market forces factor (MFF) adjusted, so 
the RDE’s costs are effectively uplifted to make them comparable to trusts that 
have a higher MFF. The MFF recognises that the cost of delivering healthcare 
is considered different across the country, largely because of the difference in 
land values and private sector wages. This also impacts on the amount of 
funding that NEW Devon CCG and the RDE receives and given that the MFF 
index is based on 2008 data, it is now overdue for review. 
 

3.2 At a high level it shows that the Trust is spending more than our peers and 
national median for the activity, cost per weighted activity unit (WAU), we 
undertake. £3,605 against a national median of £3,484. 

                                                 
1 Operational productivity and performance in English NHS acute hospitals: Unwarranted variations - An 
independent report for the Department of Health by Lord Carter of Coles, February 2016 

2 Use of Resources: assessment framework – NHS Improvement, August 2017 
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It also suggests a significant potential productivity opportunity (PPO) of 
£42.93m.  

The Potential Productivity Opportunity is based on analysis of positive variance 
within Reference Cost data. It highlights where a trust's costs for like for like 
activity exceeds the national average, and quantifies the potential cost savings 
that could be realised by the trust if above average unit costs were reduced to 
the national average without increasing costs elsewhere. Bigger trusts will tend 
to have a larger PPO simply due to their greater overall expenditure. This 
measure is therefore not a measure of productivity and it is not useful to 
compare trusts using this measure. Due to the indicator being based on 
reference costs and also subject to coding differences, this figure can only be 
used as an indicative opportunity. 

Please see appendix 1 for information about the Model Hospital. 

3.3 Data quality issues 

The Model Hosptial is a signficiant advance for Trusts in being able to 
benchmark themselves with others at a national scale. However there are 
some issues with the data: 

• As staff costs are based on ESR it includes substantive costs only and 
excludes agency and external bank costs 

• Vacancies are not taken into account  

• Outsourced activity is excluded from scope with Reference Costs for 
the MHP 

• Activity carried out by one trust’s staff for another trust is not accounted 
for, worsening staff cost per WAU for former trust, and improving cost 
per WAU for latter trust.   

• Significant Income generating activities distorts benchmarking results 
(eg laundry service for other trusts makes Pay Costs higher)  
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3.4 Impact of community services 

Unfortunately the Model Hospital is not yet able to differentiate costs for 
community services for combined trusts and this has driven up our cost per 
WAU artificially. When the community service costs are removed it brings our 
overall cost per WAU down to £3,443 which is better than the the national 
median of £3,484. 

The PPO is reduced by c£2m when the impact of community services is taken 
into account. 

Please see appendix 2 for further breakdown 

3.5 Productivity Programme 

As part of the Corporate Strategic Plan a Productivity Programme has been set 
up to focus on the following areas of work: 

• Carter and Model Hospital Project 
• Pharmacy Productivity Project 
• Procurement Transformation Project 
• Energy and Environment 
• Workforce 
• Outpatients productivity 

 
The Productivity Programme Steering Group is driving the work around the 
Model Hospital and Use of Resources plan. Project teams are in the process of 
being set up, and key milestones and deliverables have been identified. 

As part of this the lead for each area with data on the Model Hospital will be 
asked to complete an analysis of the refreshed data and identify key actions to 
improve productivity. As this work is carried out any data quality issues will be 
identified and actions taken to improve data quality. 

3.6 Clinical Service Lines 

The Model Hospital identifies the PPO per Clinical Service Line as below: 

Compartment Area Spend Indicative Potential 
Productivity Opportunity 
(PPO) in £m 

General Medicine £23.1m £5.9 
Geriatric Medicine £26.8m £5.3 
Obstetrics & Gynaecology £24.8m £4.0 
General Surgery £44.8m £3.9 
Paediatrics £14.2m £1.9 
Orthopaedic & Spinal 
Surgery 

£33.9m £1.4 

Cardiology £13.7m £1.4 
Gastroenterology £11.1m £1.1 
Pathology £13.8m £1.1 
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The Clinical Service Line data on the Model Hospital is a key focus and 
members of the Carter and Model Hospital Project team will work with each 
speciality to help them analyse the data at a more granular level, and complete 
an improvement plan. This will contribute to the overall strategy of increasing 
clinical leadership for productivity and performance, and the Trust’s CIP target. 

As GIRFT reviews are undertaken, the  quality and safety metrics and 
benchmarks are being populated in the Model Hospital to make the analysis 
richer. This enables clinical services to also address any improvements 
required around clinical outcomes, reporting to the Clinical Effectiveness 
Committee, and through Performance Assurance Framework meetings. 

Ophthalmology £10.4m £0.9 
Plastic Surgery & Burns £9.4m £0.71 
Respiratory £8.3m £0.41 
Cancer Services £6.8m £0.4 
Urology £8.1m £0.37 
Dentistry £2.3m £0.37 
Diabetes & Endocrinology £6.1m £0.34 
Oral & Maxillofacial £3.6m £0.28 
Ear, Nose & Throat £5.4m £0.14 
Neurology £3.6m £0.12 
Breast Surgery £3.3m £0.11 
Dermatology £3.2m £0.62 
Total  £30.77 

4.0 Carter Recommendations 

4.1 The report Operational productivity and performance in English NHS 
acute hospitals: Unwarranted variations made a number of 
recommendations and the Trust has been working on these as appropriate. As 
the Model Hospital has developed it has incorporated metrics to monitor many 
of the recommendations. 

4.2 One of the recommendations was: 

All trusts corporate and administration functions should rationalise to 
ensure their costs do not exceed 7% of their income by April 2018 and 6% of 
their income by 2020 (or have plans in place for shared service consolidation 
with, or outsourcing to, other providers by January 2017), so that resources are 
used in a cost effective manner. 

It is noteworthy that NHS Improvement has advised that they are now not 
intending to monitor trust’s delivery against this target. 

5.0 Use of Resources Assessment 

5.1 The purpose of the Use of Resources assessment is to improve understanding 
of how effectively and efficiently trusts are using their resources – including 
their finances, workforce, estates and facilities, technology and procurement – 



 

Page 6 of 12 
Model Hospital  
18 April 2018 
 

to provide high quality, efficient and sustainable care for patients. 

The Use of Resources assessment sits alongside the inspections undertaken 
by CQC as part of its new inspection regime. 

The Use of Resources assessment is expected to take place when the CQC is 
undertaking its core services and trust-level well-led inspections. Where this is 
the case, it is anticipated that the Use of Resources assessment will occur in 
the weeks before a well-led inspection, but not at the same time as a core 
services inspection. It is separate to the well-led inspection but any relevant 
information or insights will be fed into the well-led inspection. 

5.2 Prior to the assessment visit the trust will be required to review the Use of 
Resources metrics on the Model Hospital, provide high-level commentary 
against the Use of Resources key lines of enquiry (KLOEs) and submit any 
extra evidence or more recent data that might help inform the assessment.  

As part of each Use of Resources assessment, there will be a one-day onsite 
component during which approximately five senior staff from NHS Improvement 
visit the trust and interview its senior leadership. 

Subsequent to the visit a report will be drafted by NHSI and an indicative rating 
(outstanding, good, requires improvement, inadequate), which will be signed off 
by the CQC. This will then feed into the overall Trust CQC rating. 

5.3 The Use of Resources Assessment will focus on the following areas and key 
lines of enquiry: 

  
Key Lines of Enquiry (KLOEs) 

Clinical services How well is the trust using its resources to provide 
clinical services that operate as productively as 
possible and thereby maximise patient benefit? 

People How effectively is the trust using its workforce to 
maximise patient benefit and provide high quality 
care? 

Clinical support 
services 

How effectively is the trust using its clinical 
support services to deliver high quality, 
sustainable services for patients? 

Corporate services, 
procurement, 
estates and 
facilities 

How effectively is the trust managing its corporate 
services, procurement, estates and facilities to 
maximise productivity to the benefit of patients? 

Finance How effectively is the trust managing its financial 
resources to deliver high quality, sustainable 
services for patients? 

 

5.4 Northern Devon Healthcare NHS Trust and Torbay and South Devon NHS 
Foundation Trust have both undergone their Use of Resources Assessments 
and are providing the trust with useful intelligence. The Trust is currently 
carrying out a self-assessment and finalising an action plan to address any 
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areas requiring improvement.  

6.0 Conclusion 

6.1 The Model Hospital is providing a real opportunity to stimulate curiosity 
amongst clinicians and managers in how the trust benchmarks in its use of 
resources and to inform efficiency improvement plans. 
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Key for Model Hospital metrics 
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Impact of excluding community services costs on our Cost per WAU 
 

Metric Trust Actual Trust actual excluding 
community services 

Peer 
Median 

National 
Median 

Cost Weighted Output expressed as Weighted Activity Units (WAUs)                 
104,736  

                101,730                  
105,269  

                     
90,210  

Cost per WAU (MFF adjusted) £3,605 £3,433 £3,480 £3,484 
Cost per WAU (no MFF adjustment) £3,388 £3,226 £3,400 £3,436 
Potential Productivity Opportunity (PPO) £ £42,929,238 £40,929,237 * £34,975,149 £30,335,978 
          
Total pay cost per WAU £2,133 £1,976 £2,076 £2,157 

Substantive staff cost per WAU £1,983 £1,828 * £1,883 £1,886 
Non-Substantive staff cost per WAU £150 £148 * £238 £260 

Medical staff cost per WAU £542 £538 £539 £526 
Nursing staff cost per WAU £744 £668 £724 £718 

AHP staff cost per WAU £134 £108 £134 £127 
Healthcare science and Other STT staff cost per WAU £145 £140 £142 £153 

Corporate, admin, and estates staff cost per WAU £417 £378 £332 £352 
Agency staff cost per WAU £54 £47 £143 £137 

Other Non-Substantive staff cost per WAU £96 £93* £109 £131 
          
Total non-pay cost per WAU £1,472 £1,425 £1,378 £1,301 

Supplies and services cost per WAU £383 £374 £439 £375 
Medicines cost per WAU £410 £408 £368 £320 

Premises, establishment & service charges cost per WAU £176 £159 £164 £184 
Clinical negligence & purchased healthcare cost per WAU £136 £138 £173 £161 

Depreciation cost per WAU £95 £94 £96 £90 
Other non-pay (inc. impairments) cost per WAU £273 £273 £123 £116 

    * Estimated figures 
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Agenda item: 
 

10.1, Public Board meeting 
 
Date:  25 April 2018  
 

 
Title: 
 

Ward to Board Report Q4 2017/18 

 
Prepared by: 
 

Lisa Vogwill, Acting Lead Nurse for Quality & Patient Experience, in conjunction 
with the Deputy Chief Nurse/Midwife, Head of Midwifery, and Assistant Directors 
of Nursing for Community, Medical, Surgical and Specialist Services 

 
Presented by: 
 

Em Wilkinson-Brice, Deputy Chief Executive/Chief Nurse 

 
Responsible 
Executive: 

Em Wilkinson-Brice, Deputy Chief Executive/Chief Nurse 

Summary: 
 

 
The report details any changes in the divisional quality performance as detailed 
in the ward to board performance. 
 

 
Actions required: 
 

For information  

Status (*):  
Decision Approval Discussion Information 

   x 
 
History: 
 

The previous Ward to Board (W2B) Drill Down Report was discussed at the 
January 2018 Board of Directors Meeting. 

Link to strategy/ 
Assurance 
framework: 
 

 

 
Monitoring Information Please specify CQC standard 

numbers and  tick other boxes as 
appropriate 

Care Quality Commission Standards Outcomes  
NHS Improvement  Finance  
Service Development Strategy  Performance Management X 
Local Delivery Plan  Business Planning  
Assurance Framework X Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   
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1. PURPOSE 

1.1 To provide the Board with the quarterly drill down report into the Ward to Board 
(W2B) quality framework. 

 
 
 
BACKGROUND 

2.1 
 

This report monitors performance at acute and community inpatient ward and 
Divisional level and provides a Red, Amber, Green [RAG] rated outcome indicator 
based on scores for each indicator against the set trajectory and target.  
 
As highlighted in the January ward to board report, from April 2018 reporting cycle we 
are gathering data to represent the integration of community services and reflect the 
pathway for our patients, resulting in a “Home to Ward and Back Report”. This will be 
available in the next report for quarter one 2018/19, which reports to the Board of 
Directors in July 2018. The Board also agreed a number of proposals on individual 
metrics which will also be incorporated from April and therefore evident in the first 
quarters report in July 2018.  
 
This report forms part of the Integrated Performance Report for scrutiny by the Board. 
The monthly report is monitored by the Deputy Chief Nurse/Midwife via the 
performance meetings and areas of concern or escalation are reported to the Deputy 
Chief Executive/Chief Nurse. A rolling action plan is developed and maintained by the 
Divisions in response to the monthly reports. The Deputy Chief Nurse/Midwife holds 
the Assistant Directors of Nursing (ADNs) to account for performance against the 
action plans. 
 
Information is triangulated with complaint and incident data to provide an overall 
evaluation of performance.  The individual divisional aggregate scorecards are 
presented at the end of the narrative report.  
 
At the last Board of Directors presentation January 2018 the operational and staffing 
challenges were highlighted, these are interdependent and directly impact on the 
quality of care. The position over the last quarter has been sustained. 
 
From analysing the overall position the following can be determined: 
 

• The turnover position has stabilised over the quarter (around 11%), but there 
are still a large number of vacancies (143 band 5 posts).  There is a detailed 
recruitment plan with anticipated numbers of recruits joining us throughout the 
summer months. 

• Staff cover is prioritised but there are gaps in both medicine and surgery that  
undoubtedly affect the quality metrics. The daily Trust-wide 09:30 nursing 
staffing meeting continues to provide oversight and ensures that the available 
resources are appropriately distributed. Registered Nurse staffing within 
Medical Services in particular remains suboptimal. The senior nursing team 
has worked hard to maintain safety yet wards frequently operate below their 
agreed establishments. 

• The use of temporary staff results in challenges with entering of assessment 
information onto the ward whiteboard system. 

• The situation is made more challenging by having increased numbers of 
medical outlying patients (median for January 78, February 59 and March 50). 
This will be directly impacting on the ward areas specifically increasing the 
dependency and acuity on the wards. 

• The situation has been compounded by the continued use of additional 
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capacity with Capener ward throughout the quarter. 
• The sickness rates have improved slightly over the quarter (range 4.12- 4.09). 
• No deep dives have been required (eligibility of five or more red metrics). 

 

The following actions are in place: 
 

• Regular planned review of the staffing levels by the senior nurses. 
• Detailed review and prioritisation of staff by the Assistant Directors of Nursing. 
• Continued focus on retention, sustainability of the more stable picture. 
• Continued focus on both local and international recruitment, detailed plans are 

in place and being monitored through the workforce groups. 
• Review of escalation areas to reduce demand for staffing, planned for May. 
• Continued concentrated effort on patient pathways and patients being in the 

right place. 
 
 

2.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Medical Services Division 

The Medical Services Division continues to experience Registered Nursing 
shortages. Eleven wards have over 20% of their band 5 establishment vacant, five of 
which have over 40% of their establishment vacant (Yealm 42%, Okement 45%, 
Bovey 49%, Bolham 50% and Kenn 55%). The Division currently has 79.36wte band 
5 nurse vacancies but, to ensure ward teams are supported, the Division has over-
established with unregistered nurses. However, this additional resource is impacted 
by sickness and patients requiring enhanced observation.  

Despite every effort to ensure that staffing levels are maintained via the Staff Bank 
and nursing agencies, the number of Registered Nurse shifts that are unfilled has 
continued to increase throughout the quarter.  

In March there was an average of 155hrs of Registered Nurse time that was unfilled; 
which equated to over thirteen 11.5hrs shifts per day (compared to six 11.5hrs shifts 
per day in December). There were also unfilled unregistered shifts which equates to 
an average of eight 11.5hrs shifts. 

Given the staffing shortages experienced within the nursing teams, it should be noted 
that the Division has seen an increase in Datix reports relating to violence and 
aggression in Quarter 4. There were 21 incidents reported in Quarter 3 compared to 
48 in Quarter 4.  

The Ward 2 Board position within Medical Services remains challenged. The 
combination of unfilled shifts and high numbers of temporary staff has resulted in the 
processes that support the Ward 2 Board report not being consistently followed. 
However, the ward teams have worked hard to ensure that patients have received 
the care that they require. The results for March appear to show an improvement in 
performance but it should be noted that the Safety Thermometer audit was not 
scheduled to be completed in March and therefore the Ward to Board reflects fewer 
metrics. The sickness position has remained stable over the quarter at 5.55 – 5.68%. 

During Quarter 4, the Division has consistently underperformed in undertaking Initial 
MUST Assessments, VTE Risk Assessment (Unify) and Falls risk assessments. The 
Matrons are aware of these issues and continue to work with their teams to improve 
performance. However, the staffing position is a limiting factor in improving 
performance against these metrics. 

Although Hand Hygiene standards flagged as red in January and February, the 



Ward to Board Report Q4 2017/18   Page 4 of 24 
25 April 2018  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Division is compliant in March which reflects the work the Matrons have put in place 
to improve this metric.   

The Matrons within the Division continue to invest a considerable effort ensuring that 
the essential elements have been maintained despite the reduction in their 
supervisory time which has been used to cover unfilled shifts. 

The table below summarises the overall position for each of the specific metrics: 

 

This shows a similar position overall to last quarter with an improvement in hand 
hygiene compliance and a reduction in the number of falls.  

The Community Senior Nurses, Lead Occupational Therapist and Single Point of 
Access (SPOA) manager have been based in the acute services for a large 
proportion of the quarter. The team have focused on the “green to go” patients and 
expedited discharge by introducing professional challenge. This has been successful 
and SPOA are continuing to remain on the acute site. The work is being balanced 
with the team continuing to focus on admission avoidance. 

Metric Mar 2018 Feb 2018 Jan 
2018 

Absence of New Harm - Safety Thermometer N/A 93.7% N/A 
Harm Free Care - Safety Thermometer N/A 89.0% N/A 
Pressure Ulcer Assessment 92.8% 94.7% 95.8% 
MUST Initial 82.0% 84.4% 83.0% 
MUST General 92.6% 93.1% 92.5% 
MUST Triggers Food Record Chart 93.5% 88.9% 91.7% 
MUST Triggers High Energy Menu 93.2% 87.2% 80.6% 
Hand Hygiene 92.5% 77.0% 83.2% 
MRSA Isolates 0 0 0 
C.difficile Infections 1 1 2 
Falls Risk Assessment 87.2% 89.8% 87.1% 
Number of Inpatient Falls 77 82 104 
Number Resulting in 
Moderate/Major/Catastrophic Harm 

1 0 1 

VTE Risk Assessment Unify 85.7% 85.7% 86.2% 
VTE – Safety Thermometer N/A 94.8% N/A 
Thromboprophylaxis - Safety Thermometer N/A 84.8% N/A 
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2.4 Surgical Services Division 

Whilst surgery has a lower proportion of vacancies (20) they have been moving staff 
to work in the medical areas and had impact of increased acuity and dependency 
with medical patients, this has had an overall impact on their quality metrics.  

Safety Thermometer  
 
The Division continues to perform well in the safety thermometer audit this quarter, 
with results for the Division ranging from 95.9.% - 100% overall for absence of new 
harm, the Divisional position is 98.6%.  
 
Pressure Ulcer Assessment 
 
The level of Divisional compliance with assessment of pressure areas has been 
achieved across the quarter for 95.9% - 98.2% of patients.  
 
Pressure Ulcers 
 
There were 8 pressure ulcers noted in the Division during this quarter, (January 3, 
February 0 and March 5) one which was a grade 3. This is first grade 3 pressure 
ulcer seen in this division since 2014. The pressure ulcer position is one that the 
Divisional Senior Nursing team are addressing. 
 
Nutritional Triggers  
 
The Division was compliant overall with all aspects of the nutritional care in this 
quarter. Three wards are showing as red for MUST initial in March. Overall the 
Division is performing to an acceptable level with 88.9% overall of patients triggering 
high energy menu Food records being enacted across the quarter.  
 
Hand Hygiene 
 
1 ward failed to meet the required standards in January and 1 in March.  As a 
Division achievement of 88.4% - 92.3%; this is a particular area of focus for 
improvement. 
 
Clostridium Difficile 
 
There was one case of C Diff reported during the quarter and this was deemed non-
avoidable.  
 
Inpatient Slips, Trips and Falls 
 
Compliance with falls risk assessment has been varied over the previous quarter and 
some targeted reminders have been put in place with staff.  5 wards flagged red in 
January, 4 wards in February and 5 in March. Overall the Division is in an amber 
position by the end of the quarter with ranges from 92.5% - 94.1%. The number of 
actual slips trips and falls is 17 for March which is around the average for the 
Division, with 21 and 29 for February and January.  
 
Venous Thromboembolism (VTE) Risk Assessment 
 
The range across the division was 86.3% - 88.8%, the position of 86.3% which is the 
best position for over a year.  Reflecting some of the work the division has done to 
highlight the process through the clinical assistants at ward level. The Matrons 
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continue to review application of recording VTE assessments with the teams in the 
ward areas.  VTE within Safety thermometer has remained good at 90.4% for 
February, with venoprohylaxis at 98%. 
 
Ward Sickness Absence 
 
The Division has a varied level of ward sickness recorded from 4.09% - 4.93%, which 
is an improvement over the quarter. Senior Nurses and Cluster Managers carry out 
sickness surgeries between Divisional surgeries to ensure that the Matrons and 
department managers are supported in following processes and correctly 
documenting actions.  
 
Sickness actions continue to be reviewed with the Matrons to ensure they are in line 
with policy and that staff are being supported to be in the work place. It was pleasing 
to note two ward areas remain below the target of 2.99% or less throughout the 
quarter.  
 
Nursing Turnover Rates 
 
Nursing turnover across the quarter has reduced month on month 
 
January  16.3% 
February 16.1% 
March   15.5%  
 
Critical Care, particularly Theatres remain an area where recruitment is challenging, 
these posts have been targeted with the recruitment campaign particularly Dubai. 
 
Clinical Quality Assessment Tool (CQAT) 
 
The Division currently has six wards at Silver, one at Bronze and two at Gold  
 
VAP Rates and ventilator care bundle compliance 
 
Audit of Compliance with ventilator care bundle is a process measure aimed at 
reducing the risk of patients acquiring ventilator associated pneumonia (VAP).  
 
Compliance with the bundle for the quarter was excellent 
 
Bundle  Ventilator associated pneumonias 
 
January 94%   0 
February 100%   0 
March  100%   0 
 
Summary for Surgery 
 
The overall position for the Division has become challenged with some indicators 
reducing in the last quarter.  Some improvements are needed in individual areas for 
specific targets. With continued pressure on staffing the Senior Nursing team are 
ensuring quality indicators are not impacted. 
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2.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Specialist Services Division  

Safety Thermometer 

The Division continues to consistently perform well in the Safety Thermometer audit, 
and for this Quarter with results between 97.6%-100% for absence of new harm, and 
harm-free care. 
 
Pressure Ulcer Assessment 

The division’s overall performance was green for the first two months of this Quarter, 
the performance deteriorated in March, in cancer services with Yeo (92.9%) and  
Yarty (88.9%). Wynard has remained Green compliant throughout the Quarter. There  
have been no recorded pressure ulcers within the Division’s clinical areas for this 
Quarter.  
 
Nutritional Assessment and Care 
 
The Specialist Services Division overall has been compliant throughout the 4th 
Quarter with MUST/MST assessments. In January there were issues with Yarty 
ward where they returned a 0% compliance with the MST Triggers High Energy 
Menu metric. This was a data entry issue and it was addressed immediately. All 
clinical areas were then compliant for February, but in March, Yeo was Amber 
compliant (88.5%) for MST Initial Assessment; this is being addressed.  

 
Hand Hygiene  
 
Divisional Hand hygiene compliance has been consistent throughout the Quarter 
ranging between 94.8% - 95.4%.  
 
Inpatient Slips, Trips and Falls and Risk Assessments  
 
Falls risk assessments for the Divisional position has fluctuated throughout the 
Quarter. The overall compliance has varied between 91.2% – 95.9%. There have 
been issues within Cancer Services, with both Yeo (87.5%) and Yarty (87.2%) 
recording Red compliance in March. Wynard ward has remained compliant 
throughout the Quarter.  
 
There were 5 inpatient falls within the Division in January, 0 in February, and 2 in 
March. However, there have been no recorded falls which have resulted in “moderate 
harm”.  
 
Venous Thromboembolism (VTE) on Unify 
 
The overall Divisional compliance had improved this Quarter, but remains Red for 
March. Compliance has been consistent (90.9% - 92.7%). but is still not meeting the 
Trust target. Although this continues to be an area of concern for the Division, the 
performance had been improving for the first two months of the Quarter.   
 
Cancer services has undertaken significant work with VTE compliance, reviewing 
data and amending the cohorts for exclusion which resulted in an overall 
improvement. However, in March due to the significant growth in volume and 
complexity within day case, the ward areas had to provide support which has resulted 
in an overall decline in VTE and other metrics. This was also compounded on Yeo by 
junior doctors’ shortages. The team are working with the clinical leads to resolve this.       
 
Wynard continues to remain a problem area for this metric, but their compliance has 
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improved. One of the main issues with Wynard is day case patients. There is an 
issue with doctors seeing the patients within an appropriate time period. If they do not 
complete the assessment on the medication chart the nurses cannot enter this on the 
ward whiteboard. The Associate Medical Director has met with the clinical lead and 
Senior Nurse to understand the issue and to take actions to address. 
 
For VTE Safety Thermometer the Division was compliant with 95.3% compliance in 
February.  
 
Thromboprophylaxis Safety Thermometer was not compliant (69.8%) in February, as 
a result of low compliance on Yeo and Yarty wards. The issue related to a new 
member of the team entering data incorrectly, the issue has been addressed. Wynard 
was compliant.  
 
Ward Sickness Absence 
 
Sickness rates across the division have improved slightly from 5.06% in January, 
4.93% in February to 4.87% in March.   
 
Maternity Services sickness rate has remained high during this quarter at 7.47% in 
January, 8.73% in February and 6.39% in March, the team are continuing to focus on 
improving this. 
 
Yeo ward continues to report an excellent absence rate 1.99% in February, and in 
March.  
 
The Trust’s Sickness Management Policy is applied consistently across the Division 
to proactively manage absence.  
 
The ward nursing staff turnover rate has decreased from 6.5% in the previous 
Quarter to 4.8% in March. 
 
Clinical Quality Assessment Tool (CQAT) 
 
During this Quarter, Yeo ward and the Neonatal unit received silver awards for their 
CQAT and NNUQAT respectively. Yarty have been audited, however are still 
awaiting results.  
 
Maternity Dashboard  
 

Clinical Indicators 

Overall the clinical indicators remain good. The induction of labour rate (IOL) remains 
high, which reflects a national picture and is driven to ensure safe outcomes. A 
cluster of Stillbirth’s in October and November (proportion of babies born at 37 weeks 
or greater gestation without signs of life) prompted a thematic review of all cases in 
2017. The findings evidenced that no significant care issues were identified. Some 
themes emerged that warranted further follow up, for example ensuring follow up 
audits to confirm that women were receiving the correct information on reduced fetal 
movements.  

Workforce  

Midwife to birth Ratio remains consistently 1:31 (Recommended 1:26.5 – RD&E 
specific ratio following establishment review). The Birth-rate plus establishment report 
will be included in the Trustwide overall establishment review process. 
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Exeter Neonatal Unit  
 
The Neonatal Unit continues to monitor its quality via the nationally used data base 
‘BadgerNet’. The South West Neonatal Network dashboard for Quarter 3 is attached 
(please note the Network publishes it’s dashboard a quarter behind) 
 
 
Quality indicators 
  
The unit continues to monitor data submitted via BadgerNet to the National Neonatal 
Audit Project (NNAP).  
 
Work with the ATAIN project (Avoiding Term Admissions into Neonatal Units) is 
continuing. NNU were compliant for Quarter 3 on the SW Neonatal Network 
dashboard with a 1.2% reduction from the baseline over the year. However when 
trends are reviewed for each quarter there is a steady increase for admissions for 
suspected infection. There have been some coding issues identified and the ATAIN 
leads also believe that we are seeing some increased admissions due to the 
increasing number of woman being on the sepsis pathways. Actions are in place to 
monitor the data closely and to discuss the introduction of the Kaiser Permanente 
(sepsis risk calculator) with the Network. 
 
 
Summary for Specialist Services 
 
Performance within the Division for Quarter 4 had been very positive for the first two 
months. March’s performance is disappointing, and has resulted from reduced 
compliance in Cancer Services.  There are improvements for the VTE metrics, and it 
is expected for these to continue to improve.  
 
 
Community Services Division  
 
Safety Thermometer 

Community inpatient services continue to perform well with the absence of new harm 
reported 100% in February. There were no results for January and March as 
medicines safety thermometer was completed for these months.  

Pressure Ulcer Assessment  

There has been a gradual improvement in the inputting of pressure ulcer 
assessments on the whiteboard within the time limits. It has been identified that risk 
assessments were being completed on admission in the end of bed notes, but a 
delay in accessing whiteboard was reducing our compliance. Sidmouth hospital had 
also been performing poorly over the last quarter which was due to a patient who was 
having regular dialysis – the exclusion of his data has improved overall compliance.   

 

 

Jan 18 Feb 18 March 18 

Community Division 87.4% 97.3% 96.4% 
Sidmouth 73.8% 94.4% 92.9% 

 

Pressure ulcers 
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Ward to board indicates that there was one pressure ulcer reported in the community 
hospitals in January. There were none reported in February or March. 

Nutritional Assessment and Care Compliance 
 
Initial MUST assessments are showing a gradual improvement in the division with the 
range for the quarter of 71.9% - 83.6%.  
 
General MUST assessments are also showing a gradual improvement in compliance 
with the range from 82.6% – 90%. 
 
Although there has been an improvement in Q4, the senior nurses report the 
assessments are being undertaken in practice with the delays relating to a lack of 
entering into the ward whiteboards due to two main reasons, a lack of understanding 
by agency nurses and a lack of availability of computers in the clinical areas. The 
senior nurses have reviewed the use of IT in the clinical areas and increased 
availability of IT equipment within the bays.  
 
Hand Hygiene 
 
Hand hygiene for Q4 was 92% to 96.3% which exceeds the target. 
 
Clostridium Difficile  
 
There were no reported cases of Clostridium Difficile during this quarter. 
 
Slips Trips and Falls 
  
Compliance with falls risk assessments appears to remain variable with overall 
improvements over the quarter, ranging from 86% - 90%. 
 
The same issue is noted here as with the MUST assessments and compliance 
reduces when the areas are being supported by higher numbers of agency staff. The 
senior nurses report patients are receiving the appropriate risk assessments with the 
issue relating to entering onto the ward white board in a timely manner.  
 
The compliance as measured using the falls care bundle audit remains high in all 
areas and the focus on the prevention of harm from falls is monitored through the 
falls reports shared monthly with the teams.   
 
 
There have been two falls with harm during Q4, both are currently under 
investigation.  
 
 
Venous Thromboembolism (VTE) Risk Assessment 
 
During Q4 risk assessments for the community hospitals ranged from 96-98% with 
VTE prophylaxis recorded as being 100% for the quarter. 
 
CQAT 
Sidmouth Hospital was visited on the 30th January 2018 and received a silver result. 
This is an improvement on the bronze that was achieved in November 2017 
 
Tiverton Hospital, Twyford ward was visited the 12th February 2018 and received a 
silver result. 
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Summary for Community Hospitals  
 
The issues with data entry and compliance with entering the risk assessments into 
the ward white boards is improving. Computers are being made available more 
readily in the clinical areas.  
 
The senior nurses report the increase in the number of agency staff relates to the 
decrease in compliance with entering data into the white board. Teams prioritise 
patient care and safety over entering into the white board. It must be noted the senior 
nurses are assured the risk assessments and appropriate care planning is in place in 
practice.  

  
2.7 Infection Control 

 
The dashboard is contained within the appendix 3.   
 

3 PROPOSALS 
3.1 
 
 
 

The Board is requested to note the Quarter 4 W2B drill down report and actions 
identified by the divisions and summarised at the beginning of the report (section 
2.1). 
 

4. 
4.1 

FINANCIAL/OTHER IMPLICATIONS  
None 
 

5. RECOMMENDATIONS 
 

5.1 The Board is requested to note the Quarter 4 2017/18 Ward to Board drill down 
report and the actions being taken.  
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Appendix 1: Medical Services    
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Surgical Services  
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Specialist Services   
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Community Services   
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Appendix 2: Infection Prevention & Control Dashboard 
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Infection Control Performance Dashboard - Q4 2017/18
New MRSA Isolates & MRSA Bacteraemia - no. of cases C. difficile - no. of cases

Hand Hygiene - % complianceUrinary Catheterisation and associated UTI's Ventilator acquired Pneumonia rate & Compliance with Care Bundle

There has been a further MRSA bacteraemia in Q4 bring the total for 
2017/18 to two bacteraemias.  Whilst the first case in May 2017 was 
concluded to be unavoidable and no learning was identified,  the case 
identified in  Q 4 was  associated with lapses  in care that may have been 
contributory.  The number of MRSA isolates identified on or after day three 
of admission in patients previously unknown to be MRSA positive remains 
low. 

The objective for 2017/18 i s to have no more than 31 hospital attributable 
cases and no more than 4 cases that were associated with contributory 
lapses in care.  In Q4 there have been 8 cases, against a  trajectory of 7 , 
bringing  the total in 2017/18  to 22 cases.  None of the cases in Q4 were 
associated with  contributory lapses in care.  20 of the 22 patients in 2017/18  
had mild or no significant symptoms and in 20 cases no contributory lapses 
in care were identified. 

E. Coli & MSSA bacteraemias - no. of cases (hospital apportioned)
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E.Coli MSSA

A Quality Premium reduction target for E.coli bacteraemia was introduced 
from Apri l 2017 with a 50% reduction required across  primary and 
secondary care by 2020.   An increase has been seen in both community and 
hospital  apportioned cases of E.coli. in 2017/18.  Investigation of every case 
has  been undertaken and, whilst themes in terms of risk factors have been 
identified, no clear improvement strategies in the cases that are acute  
hospital apportioned have been identified.  

Data  collected as part of Safety Thermometer for both  the proportion of 
patients with an indwelling catheter and those with a  catheter associated 
urinary tract infection (CAUTI) have increased s lightly in 2017/18.  A new 
audit of a catheter care bundle was piloted in February 2018 and will be 
included every two months on Safety Thermometer day which will help 
identify whether the increased use of catheters is appropriate. 

The Trust wide compliance is once again above 85% as determined by 
observational audits by ward auditors .

Compl iance with the care bundle remains high and the VAP rate low.  
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Empirical Therapy as per guidelines
Target
% of pts on antibiotics >72hrs with a documented plan by 72hrs
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Number of bed days lost due to Infection Control issues

% of surgical site infection in knee replacement surgery % of surgical site infection in hip replacement surgery % surgical site infection in spinal surgery

Antimicrobial Indication & Duration Compliance Antimicrobial Guideline and Documentation Compliance Bed days lost to outbreaks in the Acute Hospital

As  surveillance of surgical site infection continues for a full quarter after the 
date of surgery data reporting is always one quarter behind all other data on 
the dashboard.  There has  been one infection in Q3 which is sufficient to put 
the rate just above the national benchmark.   692 operations were 
performed in the last 4 quarters with surgical s ite infection identified in only 
5 cases, a rate of  0.7%.  The knee team consider a ll infected cases and any 
lessons learnt as part of their multidisciplinary audit meetings. 

The rate of infection remains below the national benchmark and i s 0.4% in 
Q3.  In the last 4 quarters,  921 operations have been performed with only 2 
surgical site infections identified , a  rate of 0.2%.  The hip team consider a ll 
infected cases and any lessons learnt as part of their multidisciplinary audit 
meetings. 

Fol lowing a s ignificant increase in infection in 2015-16, many improvements 
were made to achieve a significant reduction across the pathway for spinal  
surgical care and the rate is now below the national benchmark. In the last 4 
quarters 628 operations have been performed with only 6 surgical site 
infections identified , a  rate of 1%.  The spinal team consider a ll infected 
cases and any lessons learnt as part of their multidisciplinary audit meetings.

There has been a s light reduction in compliance with recording an indication 
and s top/review date. The slight reduction is disappointing after the 
improvements in Q3 but probably reflects  the significant workload/capacity 
pressures experienced during this quarter.

Actions to maintain and/or improve compliance are on-going including: 
monthly feedback on compliance by ward and division; monthly snap-shot 
prescriber level feedback delivered via Consultants (in some areas not all); 
regular ward-based pharmacy intervention and feedback; and a new scheme 
to recognise excellence in areas meeting all targets. Work is also underway 
to improve the antimicrobial section of the drug chart and we are looking at 
ways  to share good practice across the divisions.

Outbreaks of norovirus began in November/Dec resulting in  ward closures  
to admissions, however the impact on bed availability was much less than in 
the previous winter.  Just before Christmas cases of influenza started to be 
admitted to the hospital a lthough at this  s tage it did not impact on bed 
ava ilability as there was no apparent cross infection.  Point of care testing in 
MTU was  commenced and helps  to identify cases early so that any contacts 
can be given prophylaxis and the cases isolated promptly.  
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Appendix 3: Maternity Dashboard 
RD&E MATERNITY DASHBOARD 2017-18

16/17

Target Amber Red

Total number of births
≥24/40

Standard Deviation based on 
previous year's data 314-353

295-313
354-372

<295
>372 N/A N/A 4030 19 295 314 333 353 372 4001

Home birth episode 
rate

Standard Deviation based on 
previous year's data >1.7% 1.1-1.7% <1.1% 2.3% ONS 1 5.0% 17 2.9% 10 3.2% 11 2.5% 9 3.9% 13 3.0% 11 1.7% 6 2.0% 6 2.6% 9 2.7% 8 3.1% 10 3.1% 10 120 3.0% 0.7% 1.1% 1.8% 2.4% 3.1% 3.7% 97 2.4%

Consultant-led delivery 
unit/labour ward birth 
episode rate 

Standard Deviation based on 
previous year's data <79.6% 79.6-81.9% >81.9% 87.0% NAO 2 73.9% 249 74.3% 254 72.9% 253 76.9% 280 74.8% 252 80.1% 294 79.3% 275 77.9% 236 75.9% 258 76.4% 230 80.2% 255 74.6% 244 3080 76.4% 2.4% 72.3% 74.7% 77.1% 79.5% 81.9% 3084 77.1%

Tiverton
(Freestanding Unit)

Standard Deviation based on 
previous year's data >2 1-2 0

2% (equivalent to 7 
pts/month) NAO 2 52 2 1 3 6 8 10 66

Okehampton
(Freestanding Unit)

Standard Deviation based on 
previous year's data >1 1 0 2% NAO 2 12 3 0 2 5 8 11 61

Honiton
(Freestanding Unit)

Standard Deviation based on 
previous year's data >2 1-2 0 2% NAO 2 24 2 1 3 5 7 9 62

BBA Locally agreed <6 6-7 >7 N/A N/A 32 N/A N/A N/A N/A N/A N/A 42
EBC
(Alongside Unit)

Standard Deviation based on 
previous year's data >13.2% 10.8-13.2% <10.8% 9.0% NAO 2 16.0% 54 18.7% 64 19.9% 69 17.9% 65 18.4% 62 15.8% 58 17.3% 60 18.8% 57 20.3% 69 19.6% 59 15.4% 49 20.2% 66 732 18.2% 2.5% 10.8% 13.3% 15.8% 18.2% 20.7% 631 15.8%

1:1 care in est. labour Locally agreed 100% 91-99% <91% N/A N/A 99.2% 0 N/A N/A N/A N/A N/A 100%

Induction of labour 
rate

National HSCIC standard
<28.0% 28.0-30.0% >30.0% 27.9% HSCIC- HES 3 26.4% 89 26.6% 91 23.9% 83 28.8% 105 30.0% 101 27.0% 99 31.1% 108 28.4% 86 31.5% 107 32.6% 98 33.0% 105 27.2% 89 1161 28.8% N/A N/A N/A N/A N/A N/A 1034 25.8%

Normal vaginal 
deliveries

Standard Deviation based on 
previous year's data >61.2% 58.6-61.2% <58.6% 60.0% HSCIC- HES 3 64.1% 216 64.9% 222 66.9% 232 61.5% 224 60.8% 205 59.1% 217 58.5% 203 61.7% 187 65.6% 223 62.5% 188 63.2% 201 65.4% 214 2532 62.8% 2.7% 58.6% 61.3% 64.0% 66.7% 69.4% 2563 64.0%

Instrumental birth rate
(Ventouse & Forceps)

Standard Deviation based on 
previous year's data <13.8% 13.8-15.9% >15.9% 12.9% HSCIC- HES 3 11.6% 39 10.8% 37 8.4% 29 9.3% 34 12.5% 42 15.3% 56 15.0% 52 12.9% 39 9.7% 33 7.6% 23 10.4% 33 6.7% 22 439 10.9% 2.2% 7.0% 9.2% 11.5% 13.7% 15.9% 460 11.5%

Caesarean section rate Standard Deviation based on 
previous year's data <28.6% 28.6-32.1% >32.1% 27.1% HSCIC- HES 3 24.3% 82 24.3% 83 24.8% 86 29.1% 106 26.4% 89 25.1% 92 26.5% 92 25.1% 76 23.8% 81 29.9% 90 26.1% 83 26.6% 87 1047 26.0% 3.6% 17.6% 21.2% 24.8% 28.5% 32.1% 981 24.6%

Elective caesarean 
section rate

Standard Deviation based on 
previous year's data <14.8% 14.8-16.9% >16.9% 11.1% HSCIC- HES 3 12.8% 43 12.0% 41 12.7% 44 13.5% 49 13.6% 46 12.0% 44 13.5% 47 11.9% 36 10.6% 36 13.6% 41 13.5% 43 12.5% 41 511 12.7% 2.1% 8.4% 10.5% 12.6% 14.7% 16.9% 503 12.6%

Emergency caesarean 
section rate

Standard Deviation based on 
previous year's data <14.0% 14.0-15.9% >15.9% 15.4% HSCIC- HES 3 11.6% 39 12.3% 42 12.1% 42 15.7% 57 12.8% 43 13.1% 48 13.0% 45 13.2% 40 13.2% 45 16.3% 49 12.6% 40 12.2% 40 530 13.2% 1.9% 8.1% 10.1% 12.0% 13.9% 15.9% 478 12.0%

4.1% RCOG 4 1.9% 4 3.6% 8 0.9% 2 4.0% 9 2.4% 5 2.3% 5 2.5% 5 2.7% 5 1.8% 4 1.1% 2 2.5% 5 0.9% 2 56 2.2% 59 2.3%

7.3% RCOG 4 5.1% 2 4.9% 2 0% 0 0% 0 4.5% 2 3.4% 2 1.9% 1 2.5% 1 2.2% 1 4.2% 1 0.0% 0 13.0% 3 15 3.2% 24 5.1%

PPH ≥1500 ml rate Standard Deviation based on 
previous year's data <3.0% 3.0-3.3% >3.3% N/A N/A 1.8% 6 2.3% 8 1.4% 5 2.2% 8 1.8% 6 1.9% 7 2.9% 10 1.3% 4 1.8% 6 2.7% 8 3.5% 11 1.5% 5 84 2.1% 0.4% 1.5% 2.0% 2.4% 2.9% 3.3% 97 2.4%

Shoulder Dystocia Standard Deviation based on 
previous year's data <2.4% 2.4-3.0% >3.0% N/A N/A 0.9% 3 2.3% 8 1.4% 5 1.4% 5 0.9% 3 2.5% 9 2.0% 7 1.7% 5 2.1% 7 0.3% 1 1.6% 5 1.2% 4 62 1.5% 0.6% 0.2% 0.9% 1.5% 2.1% 2.8% 60 1.5%

N/A N/A 6.4% 20 7.4% 24 7.8% 25 9.5% 32 7.1% 22 10.9% 38 10.7% 35 9.7% 28 6.8% 22 9.0% 25 11.2% 33 9.4% 29 333 8.8% 1.6% 4.7% 6.3% 7.9% 9.6% 11.2% 296 7.9%

Pre-term births (24-36 
weeks gestation)

National target
6% by 2025

Dept of Health 
5 4.6% 14 5.3% 18 7.3% 22 7.2% 23 5.5% 18 95

Stillbirth ≥37/40 13 N/A N/A N/A N/A N/A N/A 5

Stillbirth <37/40 6 9

Women adm to ITU 
following delivery (inc 
28 day PN)

Locally agreed <2 2 >2 N/A N/A 6 N/A N/A N/A N/A N/A N/A 14

Referrals to NHS 
Resolution

N/A
N/A N/A N/A N/A N/A 4

Breastfeeding initiation 
rate

Standard Deviation based on 
previous year's data >71.0% 69.5-71.0% <69.5% 74.3% PHE 7 74.4% 250 80.6% 274 78.7% 273 77.4% 281 79.8% 268 80.1% 293 76.0% 263 77.8% 235 76.4% 259 75.3% 226 71.0% 225 71.5% 233 3080 76.4% 1.9% 81.7% 83.6% 85.4% 87.3% 89.1% #REF! 85.4%

Breastfeeding on 
discharge rate

Standard Deviation based on 
previous year's data >75.1% 72.6-75.1% <72.6% N/A N/A 73.0% 246 78.7% 269 75.8% 263 76.6% 279 74.5% 251 80.4% 295 76.9% 267 76.2% 231 76.8% 261 74.1% 223 72.3% 230 76.5% 250 3065 76.1% 2.5% 72.7% 75.3% 77.8% 80.4% 82.9% 3108 77.8%

Smoking at booking 
rate

Standard Deviation based on 
previous year's data <12.4% 12.4-14.0% >14.0% N/A N/A 10.7% 36 12.3% 42 10.7% 37 12.6% 46 13.4% 45 10.6% 39 11.8% 41 11.6% 35 13.5% 46 8.6% 26 12.6% 40 10.1% 33 466 11.6% 1.7% 8.2% 9.9% 11.6% 13.4% 15.1% 466 11.6%

Smoking at birth rate National PHE standard <6.1% 6.1-11.0% >11.0% 6% PHE 7 6.5% 22 7.9% 27 6.9% 24 8.2% 30 7.4% 25 6.5% 24 6.6% 23 7.3% 22 8.8% 30 6.3% 19 7.9% 25 8.6% 28 299 7.4% N/A N/A N/A N/A N/A N/A 335 8.4%
Birth rate in women 
older than 40

Standard Deviation based on 
previous year's data <4.0% 4.0-5.1% >5.1% N/A N/A 2.7% 9 3.2% 11 1.4% 5 3.8% 14 2.1% 7 2.2% 8 4.9% 17 3.6% 11 2.4% 8 1.7% 5 2.2% 7 3.1% 10 112 2.8% 1.2% 0.4% 1.6% 2.8% 3.9% 5.1% 110 2.8%

Female genital 
mutilation

None
0.1% (equivalent to 

approx 4 pts/yr)

Estimated 
prevalence 

since 2008 8
1 N/A N/A N/A N/A N/A N/A 2

Obesity rate - BMI 35 
and over 7%

National 
population 
average 9

326 8.1% 1.8% 7.3% 9.1% 10.9% 12.8% 14.6% 437 10.9%

Acceptable: ≤ 2%
Achievable:  ≤ 1%

UK National 
Screening 

Committee 10
1.3% 4 1.7% 5 0.33% 1 2.5% 8 0.34% 1 1.55% 5 4.7% 14 2.3% 6 1.0% 3 2.3% 6 1.7% 5 ###### 58 1.4% 27 0.8%

Adequate staffing for 
acuity level

BIRTHRATE PLUS® 
85% 85% Birthrate plus

Staff sickness level Trust standard
<3.6% 3.6-3.9% >3.9% N/A N/A N/A N/A N/A N/A N/A N/A 4.5%

Professional Midwifery 
Advocates

None
N/A N/A  o commence April  2018

Midwives receiving 
Restorative Clinical 
Supervision

None
N/A N/A  o commence April  2018

Complaints

Concerns
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52
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0

2

0

1

217

58

NNU admission  ≥37 wk 
gestation rate

3° & 4° tear rate in 
assisted births 
(instrumental or failed 
instrumental)

TOTAL 
2016-17

%

294

2532

468

3775

4030

2563

491

3743

591

N/A N/A N/A N/A N/A N/A

1.0% 0.2% 1.2% 2.3%

324

STD+1 STD+2

303

4

Temp closure

Temp closure

Sep-17

367

4

100%

Temp closure

Temp closure

1

100%

Temp closure

Temp closure

4

40

322

1

3.3%

222 214

23

100%

4

41

325

3

No data

4

309

0

224

0

321

30

232

100%

4

4.4%

2

100%

187

8 48

Temp closure

8 Indicators Target Used National Standard
Source of 
national 
standard

2017-18 targets

A
ct

iv
ity

 

STD-1 MeanApr-17 % STDTOTAL 
2017-18
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342 347 340

STD-2

6

Jul-17

364 337

Mar-18

327

Oct-17

1

Jun-17

5

Nov-17

>11.2%

0.45% (equivalent to 
approx 1.5 
pts/month)

ONS 6

CQUIN target

Number of initial bloodspots

>3.0%2.1-3.0%<2.1%

2

4

4

8

1

0

216

3

337

100%

311

0

Number of births >37 wk gestation

Locally agreed

Number of unassisted births

<3.4%

>8.0%

>3

Instrumentals & failed instrumentals

<3

<9.7% 9.7-11.2%

<8.1%

<7.4% 7.4-8.0%

3

3.4-4.4% >4.4%
Standard Deviation based on 
previous year's data

National RCOG standard

Standard Deviation based on 
previous year's data

Date collection to commence December 2017

Date collection to commence December 2017
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Agenda item: 
 

10.3, Public Board Meeting 
 

Date:  25th April 2018 
 

 
Title: 

 
Getting it Right First Time (GIRFT) Programme 

 
Prepared by: 

 
James Hobbs, Execuitve Support Manager 

 
Presented by: 

 

Adrian Harris, Executive Medical Director 
Mike Hutton, Consultant Spinal Surgeon and National Clinical Lead – GIRFT 
Spinal Surgery 
Eiri Jones, South West Regional Hub Director 

 
Responsible 
Executive: 

Adrian Harris, Executive Medical Director 
 

Summary: 
 

 
The purpose of this item is to provide the Board of Director with a high level 
overview of the national Getting it Right First Time Programme and how the 
Trust is currently engaging with the programme. 
 
GIRFT is a national programme designed to improve medical care within the 
NHS by reducing unwarranted variations. By tackling variations in the way 
services are delivered across the NHS, and by sharing best practice between 
trusts, GIRFT identifies changes that will help improve care and patient 
outcomes, as well as delivering efficiencies such as the reduction of 
unnecessary procedures and cost savings. 
 

 
Actions required: 

 
The Board of Directors are asked to note the information provided. 

Status (x):  
Decision Approval Discussion Information 
   * 

 
History: 

 
The GIRFT programme has not been reported previously to the Board of 
Directors. 

Link to strategy/ 
Assurance 
framework: 

 

 
The issues discussed are key to the Trust achieving its strategic objectives. 
 
 

 
Monitoring Information Please specify CQC standard numbers 

and  tick other boxes as appropriate 

Care Quality Commission Standards Outcomes  
NHS Improvement  Finance  
Service Development Strategy  Performance Management  
Local Delivery Plan  Business Planning  
Assurance Framework  Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   
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1. Purpose of paper 
 
This paper provides a brief background in advance of a presentation that will be given 
at the Board of Directors meeting.  
 
2. Background 
 
Following the successful completion of a quality improvement pilot in orthopaedics 
entitled Getting It Right First Time (GIRFT), the Department of Health commissioned a 
programme that will cover an additional 35 clinical areas over the next three years to 
support the NHS in delivering productivity and efficiency improvements. Lord Carter is 
leading this agenda, and this programme is a key strand of activity, which I have been 
appointed to lead as The National Director of Clinical Quality & Efficiency.    
 
The ambition of the programme is to identify areas of unwanted variation in clinical 
practice and/or divergence from the best evidence.  The work will culminate in a report 
and set of national recommendations aimed at improving quality of care and also 
reducing expenditure on complications, litigation, procurement and unproven 
treatment.  This work will also support the development of the Model hospital, which 
will provide Trusts with a set of numbers to compare all areas of efficiency and 
productivity alongside their quality indicators and standards. It will allow acute trusts 
using a number of indicators and benchmarks, to plot productivity by clinical specialty.  
 
The GIRFT programme is not a concept but a very specific methodology that are 
applied to all of the specialties.  The format for the work is as follows: 
 
For each of the clinical areas data is analysed from multiple data sources - including 
the Hospital Episode Statistics (HES), NHS Litigation Authority, CQC etc. and a 
bespoke report is generated for each provider.  In addition to receiving a report, an 
appointed GIRFT national clinical lead, for each speciality, conducts a ‘deep dive’ visit 
to present to the report to the relevant Multi-dsicplinary Team. 
 
Subsequently, an action plan is co-developed by the clinical team in conjunction with 
the GIRFT team, in order to address any areas of opportunity for improvement 
highlighted within the report across the range of parameters.   
 
Once compiled, the action plans are approved via speciality and divisional governance 
processes before being presented the the Trust’s Clinical Effectiveness Committee for 
formal approval. Following approval, action plans are added to the Datix system and 
progress is monitored through speciality governance.   
 
Regional GIRFT hubs have recently been put in place to support Trust’s with 
implementation of GIRFT recommendations and actions and how the Trust works with 
the GIRFT implementation hub will be worked through in the comings weeks. 
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3. Analysis 
  
Not applicable 
 
           
4. Resource/legal/financial/reputation implications 
 
When GIRFT recommends strategic changes to a trust’s services or changes 
involving more than one trust, or other aspects of the local health economy, the 
GIRFT team will collaborate closely with all local partners (e.g. Trusts, CCGs, STPs, 
Accountable Care Systems, NHS England/RightCare, NHSI regional teams and Local 
Authorities) to help deliver those. 
 
5. Link to BAF/Key risks 
       
Not aaplicable 
 
6. Proposals 
 
The Board of Directors are asked to note the information provided. 
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Agenda item: 
 

11.1, Public Board meeting 
 

Date: 25 April 2018 
 

 
Title: 

 
Annual Review of the Board Schedule of Reports  

 
Prepared by: 

 
Melanie Holley, Head of Governance 

 
Presented by: 

 
Melanie Holley, Head of Governance 

 
Responsible 
Executive: 

Suzanne Tracey, Chief Executive 

Summary: 
 

 
For the Board to review and approve the Board Schedule of Reports 2018/19. 
 

 
Actions required: 

 
Link to status below and set out clearly the expectations of the Board when 
considering the paper. 

Status (*):  
Decision Approval Discussion Information 
 x   

 
History: 

 
The Board Schedule of Reports is reviewed annually.   

Link to strategy/ 
Assurance 
framework: 

 
 

 
Monitoring Information Please specify CQC standard numbers 

and  tick other boxes as appropriate 

Care Quality Commission Standards Outcomes  
NHS Improvement  Finance  
Service Development Strategy  Performance Management  
Local Delivery Plan  Business Planning  
Assurance Framework  Complaints  
Equality, diversity, human rights implications assessed  
Other (please specify)   
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1.   Purpose of paper 
 

 The purpose of this paper is for the Board to review and approve the Schedule 
 of Reports for 2018/19 to ensure it receives the correct reports at the right time 
 during the course of the year in order to conduct its business effectively.   
 

2.  Background 
 

The Schedule of Reports is reviewed annually.  
   

3.  Analysis 
 

The Schedule of Reports is attached.  The following changes have been made 
to the annual schedule of reports: 
 

• Following the Board Assurance Framework (BAF) review session in 
February 2018, it was agreed that the Corporate Risk Register should 
be presented annually; this has been scheduled to coincide with the 
last  quarterly review of the BAF, i.e. January 2019. 

• Following agreement by the Board on 28th March 2018, a list of 
outstanding strategic outline business cases will be presented annually 
to the March Board meeting. 

• In line with the March 2017 National Quality Board Guidance on 
Learning from Deaths, there is a requirement for Trusts “to collect and 
publish on a quarterly basis specified information on deaths. This 
should be through a paper and an agenda item to a public Board 
meeting in each quarter.” This quarterly report will include an updated 
Learning from Deaths dashboard, outlining the number of deaths, the 
number subject to a formal investigation and the number subject to a 
Structured Judgement Review, along with a narrative report outlining 
any themes, key learning points, actions taken in response and the 
impact of those actions.  The Trust Board received an initial update on 
Learning from Deaths and a copy of the initial Learning from Deaths 
Dashboard at the January 2018 Board meeting. 

 
4. Resource/legal/financial/reputation implications 
 

None.  
 
5. Link to BAF/Key risks 

 
None. 

 
6. Proposals 
 

The Board is asked to approve the Schedule of Reports for 2018/19.    
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April May June July August Sept October November December January February March

 
  

Executive Director Remuneration Committee 
Report  

 
   

 
 Annually, as required - C

Budget Setting Update
  Annually, as required - C

Budget        Annually, as required - C

Annual Report and Quality Report timetable   Annually, as required - P

Draft Annual Report       Annually, as required - C

Draft Annual Accounts   Annually, as required - C

Draft Quality Accounts   Annually, as required - C

Approval of Draft Operational Plan   Annually, as required - C

Approval of Final Operational Plan   Annually, as required - C

Approval of Annual Report & Accounts   Annually, as required - C

Approval of Quality Account   Annually, as required - C

Strategy Update - IPR 6 monthly report   6 monthly after sign off - P

Equality, Diversity & Inclusion Annual Report   Annually as required - P

Operational Capacity & Resiliance Plan   Annually for approval -P

Key strategic issues discussion                     Monthly - C

Integrated Performance Report                         Every Month, presented by Deputies - P

NIHR CRN SWP Annual Report and Annual 
Plans   Annually as required - P

Ward to Board Report Q4  Q1 Q2 Q3 Every Quarter - P

NHSI Quarterly Return
Q4 Q1

Q2
Q3

Every Quarter - C

Board Assurance Framework
        Four times a year - C

Annual Clinical Staffing Review (was 
establishment review)   Annually- P

Audit Committee Report         Quarterly - P

Governance Committee Report         Quarterly - P

Meet as the Corporate Trustee   Annually - separate mtg

Annual Complaints Report to the Board   Annually - P

Infection Control Annual Programme   Annually - P

Infection Control Annual Report   Annually - P

Treasury Management  Policy approval   Bi-Annually (next due Nov 2017) - C

Annual Review of Register of Directors 
Interests  

Annually, ahead of production of Annual 
Report - P

CEO and NEDs meeting (post-Board)         Quarterly  

Corporate Risk Register
 

Annuallly (to coincide with the last 
quarterly review of the BAF)-C

List of outstanding strategic outline business 
cases   Annually-C

Learning from Deaths
        Quarterly - P

Research & Development Annual Report   Annually - P

Review of schedule of reports   Annually  - P

BOARD OF DIRECTORS REPORTS SCHEDULE 2018/19

Information

Policy & Strategy

Performance

Frequency 

Assurance
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