COUNCIL OF GOVERNORS
Thursday 11 June 2015 09:00 – 15:00
Abbey Manor Business Centre, The Abbey, Preston Road, Yeovil, Somerset BA20 2EN

AGENDA
Item

Presenter

Time

Enclosure

09:00

Verbal

1

Welcome and Apologies for Absence

Peter Wyman

2

Declarations of Interest Relating
to Items on the Agenda

Peter Wyman

3

To Approve the Minutes of 18 March 2015 and to
Discuss any Actions/Matters Arising

Peter Wyman

09:05

Appendix 1

4

Governor Election Results 2015 & Introductions from
New Governors

Jade Renville

09:10

Appendix 2

5

Chief Executive Report, Including:
(Director Responsibilities, Nursing Recruitment – New
Starters, Special Sundays & CQC Mock Inspection)

Paul Mears

09:25

Appendix 3

6

New Models of Care & Vanguard

Paul Mears

Verbal

Verbal

Tea / Coffee Break – 10:30
7

Chief Finance and Commercial Officer Report

8

Governor Information Dashboard

9

To Receive a Presentation about HR Workforce,
Including:
Nursing Recruitment
Medical Recruitment
Staff Survey, Academy Workplan and Apprentices

Paul Mears/
Peter Wyman

10:45

Appendix 4

Paul Mears

11:05

Appendix 5

11:30
Maddie Groves
Tracy Wilkinson
Mark Appleby

Appendix 6

Reports from Board Assurance Committees /
Governor Committees and Working Groups
10 Board Assurance Committees 17 April 2015:
•
CGAC – Sue Bulley and Ian Fawcett
•
NCRAC – Jane Gifford and Hala Hall
•
Audit – John Park and Alison Whitman
11 Governor Committees and Working Groups:
• Strategy and Performance – 15 May
• Membership and Communications – 14 May

Governor
Observers

12:15
Verbal
Verbal
Appendix 7
12:25

John Park
Hala Hall

Appendix 8
Appendix 9

12 Feedback from other NHS Council of Governor
Meetings

Jade Renville

12:35

Verbal

Roger Hayward/
Peter Wyman
Jo Howarth

13:30

Verbal

14:00

Presentation
Verbal
Verbal
Appendix 10

All

14:45

Lunch – 12:45
13 Quality, Patient Safety and Experience Overview:
•
Patient Experience Group Update and Ongoing
Projects
•
Quality Accounts
•
Patient Safety Collaborative Event
•
CQC Mock Inspection Summary and Next Steps
•
Patient Safety and Quality Report
14 Any Other Business
15 Date and Time of Future Meetings:
• 17 September 2015 (with NED update)
- Academy, Lecture Theatre & Rm 9
• 30 September 2015 – AGM
• 10 December 2015
- Academy, Lecture Theatre & Rm 9

Jade Renville

16 Exclusion of the Public
To RESOLVE that representatives of the press and other members of the public be excluded from
the remainder of the meeting due to the confidential nature of the business to be transacted,
publicity on which would be prejudicial to the public interest.
Review of Meeting by Governors
An opportunity for governors to consider the matters presented in the meeting in the absence of the
officers of the Trust, and to confirm that the governors have received sufficient information to
enable them to discharge their statutory duties.
*If present at the meeting, the non-executive directors (NEDs) will also be asked to highlight any
relevant items from the assurance committees they chair.
Close – 15:00

APPENDIX 1
COUNCIL OF GOVERNORS

COUNCIL OF GOVERNORS
Minutes of a meeting of the Council of Governors held on 18 March 2015
At the Yeovil Innovation Centre, Barracks Close, Copse Road, Yeovil, Somerset, BA22 8RN
Present:

Peter Wyman
Anne Bennett
Sue Bulley
Ian Fawcett
Jane Gifford
Hala Hall
John Hawkins
Martin Ormston
John Park
Geoff Stroud
John Tricker
John Webster
Alison Whitman
Lou Evans
Vijay Adampalli
Michael Fernando
Julia Hendrie
Judith Lindsay-Clark

In Attendance:

Jon Brown
Maurice Dunster
Julian Grazebrook
Samantha Hann
Jane Henderson
Paul von der Heyde
Paul Mears
Jade Renville
Helen Ryan

Apologies:

Monica Denny
Lesley Boucher
Rob Childs
Jane Lock
Paul Porter

Chairman [excluded for part of item 12/15]
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor
Public Governor [items 06/15 – 15/15]
Public Governor
Public Governor
Public Governor [items 09/15 – 15/15]
Public Governor
Public Governor
Appointed Governor [items 04/15 - 15/15]
Staff Governor
Staff Governor
Staff Governor
Staff Governor

KPMG, External Auditors [item 4]
Non-Executive Director [items 01/15 - 12/15]
Non-Executive Director [items 01/15 - 12/15]
Assistant Company Secretary
Non-Executive Director [items 01/15 - 12/15]
Non-Executive Director [items 01/15 - 12/15]
Chief Executive [items 05/15 - 10/15]
Company Secretary
Director of Nursing and Clinical Governance
[items 05/15 – 10/15]
Mark Saxton
Non-Executive Director [items 01/15 - 12/15]
Barbara Williams-Yesson Associate Director of Research [item10]
Public Governor
Appointed Governor
Appointed Governor
Appointed Governor
Staff Governor
Action

01/15

WELCOME AND APOLOGIES
Peter Wyman welcomed the governors, Non-Executive Directors and those in
attendance to the meeting. Apologies were noted as listed above.

02/15

DECLARATIONS OF INTEREST
The Chairman declared that he is Treasurer and member of the Council of the
University of Bath.

03/15

MINUTES OF THE PREVIOUS MEETING AND MATTERS ARISING
The minutes of the meeting held on 2 December 2014 were approved as a true
and accurate record. There were no matters arising not on the agenda.

04/15

PRESENTATION ABOUT THE SCOPE OF EXTERNAL AUDIT AND THE KEY
ROLES OF GOVERNORS
Peter Wyman welcomed Jon Brown who provided a presentation on the role of
the external auditors and KPMGs perspective on the role of the foundation trust
governors.
Jon Brown summarised the work undertaken by KPMG in 2013/14 especially the
completion of the year-end audit in line with the agreed plan. He acknowledged
there had been a good level of discussion and challenge through the year at the
Audit Committee and confirmed the Audit Committee has governor
representation. An overview of the 2014/15 audit timetable was also discussed,
which includes:
• financial statements – annual report, accounts and going concern
• use of resources – annual governance statement, efficiency and
effectiveness
• quality accounts – the content, mandated and chosen indicator testing
An overview of the risk assessment and planning process was outlined and the
types of risks identified under KPMG’s 4 main risk categories; disclosure,
valuation, judgement and process. In particular, the Council of Governors noted
the risks in connection with increased agency and locum expenditure, income
recognition and fraud risk management override of controls, valuation of tangible
assets and provisioning for non-NHS debtors, which would be addressed
through the audit process.
Peter Wyman advised the governors the importance for the Board to receive
assurance from the external auditors, that the systems are robust and controls
are in place.
Jon Brown provided an overview of the results of the NHS Foundation Trust
Governors Survey and the reflections from the governance reviews.
The Council of Governors and Jon Brown discussed in detail the two
overarching duties of a governor; holding NEDs to account and representing
members. Examples were provided in the presentation of the ways governors
can effectively discharge these duties. Jon Brown identified areas in which the
Trust performs well (the governor dashboard, challenges made by governors,
effective governor working groups and governor walkrounds). He also explained
opportunities for improvement; the Trust website especially members page,
advising members of upcoming events at the hospital and lack of recruitment
events. The governors on the Membership and Communications Governor
Working Group advised the Council that they are looking at the ways the Trust
can improve the communication methods and better represent the members
which will include the areas identified. Jon Brown presented an example of a
governor effectiveness scorecard and dashboard template which could be
utilised by the Trust as a way to measure governor effectiveness at fulfilling their
duties. It was agreed the use of such an example would be reviewed.

JR/SH

Vijay Adampalli questioned how staff governors can effectively engage with
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staff. Jon Brown said he would provide further examples from other trusts. The
staff governors who were present provided examples of the ways in which they
currently engage with staff such as attending staff events. The Council of
Governors agreed photographs of the staff governors should be published on
the Trust’s website and on the staff notice board in the Canteen.
Peter Wyman thanked Jon Brown for his presentation. A copy of the
presentation would be distributed to the governors after the meeting for further
reflection.
05/15

JB

JR/SH

SH

GOVERNOR ELECTION PROCESS 2015
Jade Renville advised the Council of the timetable for the 2015 governor
elections. There are 3 public governor posts (Dorset, Greater Yeovil and South
Somerset (North and East)) and 2 staff governor posts. Jade Renville reminded
the Council that all current governors not reaching the end of their final third year
term are eligible to re-stand and must follow the process set out in the enclosed
paper. Elected governors will commence their role from 1 June 2015.
The communication methods used to actively publicise the governor elections
was discussed. Jade Renville thanked Anne Bennett who had worked with the
communications team to write a piece for the local newspaper regarding the role
of governor. Anne Bennett thanked the communications team for making the
process straightforward. The Council discussed the difficulties which can be
encountered with understanding the role of the governor and presentations such
as item 04/15 help clarify the key responsibiliies.

06/15

QUALITY, PATIENT SAFETY AND EXPERIENCE OVERVIEW AND IMPACT
OF OPERATIONAL WINTER PRESSURES
Helen Ryan tabled a presentation on the impact of winter operational pressures
on quality, patient safety and experience. Helen Ryan outlined the significant
and unprecedented operational challenges faced by the Trust over the winter,
many of whom were not within the control of the Trust.
Helen Ryan reported an increase in the reporting of incidents during the period
of escalation but noted the majority resulted in low or no harm to patients. Helen
Ryan stressed the importance of staff feeling able to report incidents including
near misses and when no harm is caused. There have been incidents reported
relating to delays in the recognition of deterioration of a patient’s condition which
are being investigated. Helen Ryan provided an overview of inpatient falls which
remain above that expected to achieve a 10% reduction by year-end. However,
the level of patient harm had not increased as staff are reporting near misses
and falls where the patient suffered no harm.
Helen Ryan advised there had been a rise in reported skin damage with 7 Grade
3 pressure ulcers reported. All pressure damage is reported to the CCG.
Helen Ryan advised the Committee that HSMR mortality rates remained static
despite the peak in deaths across the country in December 2014. A review of all
83 deaths at YDH in December 2014 has been undertaken and no significant
issues or trends were identified.
Another impact of the operational pressures is a reduction in the response rate
to the friends and family survey questions for both inpatients and A&E. Helen
Ryan was able to reassure the Council that the results of feedback that had
been received was positive, demonstrating that despite increased demand,
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patients were cared for and were understanding of the difficult circumstances.
This had also been demonstrated through the large number of compliments
received by the Trust throughout the winter. She acknowledged there had also
been an increase in the number of complaints and PALS enquiries which are
being reviewed and any common themes will be addressed.
Helen Ryan provided the Council with an overview of the current staffing
recruitment strategy including; the recruitment of nurses from overseas,
communicating more clearly to new staff the benefits and developmental
opportunities at the Trust and the Return to Acute Care Environment (RACE)
course - accredited by Plymouth University - which provides trained nurses who
have been out of the acute setting for a period of time with the skills they need to
return to an acute setting. Helen Ryan confirmed 12 nurses had joined the
course and there is the opportunity for all nurses to be recruited by YDH
following completion. Sue Bulley questioned whether the Trust is charging for
the RACE course and Helen Ryan confirmed the nurses who are recruited to
YDH from the course will not be charged but other attendees will. There have
been a number of agencies who have requested to send their nurses on the
course for which YDH has set a fee but the main purpose of the course is to
recruit substantive nurses at YDH. Helen Ryan also said the communications
and commercial teams are looking into new ways to advertise locally including a
professional recruitment video.
The Council asked what the Trust are doing to ensure staff do not leave. Helen
Ryan advised Maddie Groves, Associate Director of Nursing, is now responsible
for the recruitment and retention of staff and she will capture feedback from
leavers and ensure the right development packages are in place for staff.
The impact of the operational winter pressures both locally and nationally were
discussed more broadly by the Council.
07/15

CHIEF FINANCE AND COMMERCIAL OFFICER REPORT
Paul Mears and Peter Wyman presented the Finance and Estates Report. A
deficit had been predicted for the end of the 2014/15 but a number of factors led
to this being higher than budgeted deficit. These factors include the escalation
ward in use for the whole of the financial year, increased bed occupancy and
delayed discharges and increased use (and expenditure) of agency staff. In
relation to the increase in medical staffing, as YDH is a small hospital with a
small number of specialists, when a specialist is ill or there is a vacancy, a locum
has to be sourced immediately to cover. There is a national shortage of medical
staff and new and innovative recruitment initiatives are being undertaken to
increase the number of consultants available. The question was asked whether
there is a shortage across Europe, to which Paul Mears advised there are
opportunities to recruit from overseas, which is being explored.
The Council were advised of the Trust’s cash position and the plans agreed with
the Somerset Clinical Commissioning Group (CCG) and the Dorset CCG to
invoice one month in advance. Peter Wyman also explained that 77/152
foundation trusts are currently in deficit and it is predicted by the end of the
2015/16, most of the acute sector will be in deficit.
Paul Mears provided an update on estates to the Council saying that the Special
Care Baby Unit (SCBU) has been temporarily moved to the Freya Ward so the
work on the new SCBU developments could commence. He also said radiology
had improved their waiting area and the Trust now has a second CT scanner in
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operation. He confirmed the strategic estates partner, Interserve and Prime,
have reassessed the backlog of maintenance across the hospital. The Council
noted a significant amount of the maintenance work is not visible but assurance
was given that work is being undertaken.
Paul Mears confirmed funding had been agreed for the implementation of the
electronic health record and a contract has been signed with the product
supplier, Intersystems. Phase 1 will be completed by the end of 2015 which will
include the replacement of a number of systems used across the hospital. Staff
will be trained prior to implementation. Phase 2 will begin late 2015/early 2016
which will include more clinical systems such as e-prescribing.
Indicative Budget 2015/16
Peter Wyman presented the indicative budget for 2015/16. In doing so he
explained to the Council that the annual planning process had been delayed as
a result of national discussions regarding tariff, adding that YDH is still working
with the Somerset CCG to agree its contract and income for 2015/16 to ensure it
reflects the costs being incurred by the Trust and realistic activity assumptions.
He advised that YDH is forecasting a deficit budget of £18.2m for 2015/16 which
includes a number of planned service developments.
Peter Wyman also spoke of the Trust’s strategic plans to address the financial
challenges through the development of new models of care. He explained that
YDH has developed a business case setting out these plans and the funding
requirements which has been submitted to Monitor, the Department of Health
and NHS England for review. Clarity is still expected from them on the way in
which transformation funding will be processed to support YDH achieve its
strategic aims.
08/15

GOVERNOR INFORMATION DASHBOARD
Paul Mears presented the governor information dashboard advising that the
Board of Directors receives this information on a monthly basis. Paul Mears
highlighted keys areas of operational pressure from which it was noted that:
Cancellation of Elective Surgery
There had been a significant increase in the number of cancelled elective
procedures in the last quarter due to the lack of physical bed capacity at the
Trust. A recovery plan is being developed.
Patient Safety
The Council were advised there had been a case of MRSA at the hospital in
January 2015, the first since March 2013. A full root cause analysis is being
undertaken, the learning from which will be implemented.
Workforce
Staff sickness absence improved slightly in December 2014/January 2015 but
the operational pressures and norovirus had increased staff sickness absence
for February/March 2015. The staff appraisal and training figures have
remained static and the Council were informed the operational pressures can
have an impact on appraisals and training rates as staff are required on wards to
care for patients.
A&E Performance
The A&E 4 hour performance target was achieved in January 2015 but not in
February 2015. It was confirmed the Trust is still on track to meet the target for
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the financial year. Ian Fawcett questioned whether the Trust is penalised for not
achieving the performance targets. Paul Mears confirmed there is a penalty
regime but conversations are taking place with the Somerset CCG to negotiate
the fines given the severe operational pressures.
The question was asked whether patients can be referred to independent
treatment centres but Paul Mears confirmed most patients who have initially
been referred to YDH wish to remain at YDH even if it means waiting longer. To
date a total of 10 patients have agreed to be referred.
John Park sked if the cross section of patients and carers included in the
experience of discharge questionnaire was a large selection. Paul Mears
confirmed the numbers of patients surveyed is sufficient but KPMG will
undertake further checks against their audit of quality indicators and highlight
any recommendations for improvement.
09/15

CHIEF EXECUTIVE REPORT
Paul Mears presented highlights from his written report, from which it is noted
that:
Operational Pressures
Paul Mears explained to the Council the reason for declaring as black escalation
status on 23 February 2015, which lasted for two weeks with the Trust returning
to red escalation status on 6 March 2015. He advised that declaring black
escalation enables more support across the whole health community. The Trust
has launched 'fast forward week' where YDH will review systems and processes
internally and externally to identify any issues and how these can be combated
to expedite patient discharges. The learning will be collated and shared
internally and externally after the review has concluded.
Monitor Investigation Update
Monitor are concluding their investigations into the Trust’s short term financial
challenges and YDH is currently awaiting their feedback, following which they
will make an internal recommendation setting out whether further action is
required or if YDH can return to a green governance risk rating.
Five Year Forward - Vanguard Bid
Paul Mears confirmed YDH has been selected as a "vanguard site" to develop
and implement a Primary and Acute Care System (PACS) model as set out in
the NHS Five Year Forward View. Paul Mears confirmed 29 sites have been
selected and 9 of the sites will develop PACS models. YDH is the only site in
the South West. YDH's proposal to develop a PACS builds on the work already
developed with the Symphony project and the work undertaken recently in
developing relationships with GPs in South Somerset.
John Webster asked how GP practices would be recruited into the PACS model
and Paul Mears responded that GP practices in South Somerset who wish to be
involved have been asked to sign a Memorandum of Understanding.
Oncology Accreditation Visit
Following a two day external assessment in February 2015, the YDH oncology
service has been accredited by CHKS. Paul Mears took the opportunity to thank
the oncology team for the work undertaken in preparing for the accreditation visit
and ensuring it was a success.
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South West Patient Safety Collaborative
7 members of YDH staff recently attended the patient safety collaborative event
led by the South West Peninsula Academic Health Science Network (AHSN).
The event was a huge success and YDH will send different members of staff to
the next event later in the year. The Council agreed the event and how patient
safety can be improved would be welcomed as a future agenda item.
Staff Survey 2014 Response
The 2014 staff survey response rate increased from 49% in 2013 to 66% in
2014. The key theme was the increased workload and pressure felt by staff
which was unsurprising in the challenging period experienced recently. Paul
Mears confirmed Mark Appleby, Head of Workforce Performance and
Organisational Development and Simon Blackburn, Associate Director of
Communications will be working with teams across the Trust to address the key
themes and put in place a staff engagement plan. Peter Wyman advised the
Council a more detailed discussion would take place at the next meeting when
the data had been analysed further.
Car Parking
Paul Mears advised that although are been benefits with the new parking system
at the hospital, including increased number of parking spaces and the removal of
the barriers which has eased congestion, feedback has been received from
service users on the complexity of the system and, as a result, pay and display
machines will be installed at the end of March 2015. Peter Wyman reminded the
Council the new system is an interim arrangement until the multi-storey car park
is built in the future. The Council agreed more information should be circulated
to remind users of the car parks that the revenue gets reinvested to improve
services at the hospital.
10/15

JR/SH

JR/SH

RH

PRESENTATION ABOUT THE RESEARCH AND DEVELOPMENT
DEPARTMENT
Peter Wyman welcomed Barbara Williams-Yesson to the meeting to an overview
of YDH research and development department. Barbara Williams-Yesson
began by explaining the 4 phases of a study and confirming whether each phase
is carried out by YDH:
• phase 1 - testing an investigational drug into a small cohort of healthy people
to evaluate its safety and identify side effects – not undertaken at YDH
• phase 2 – investigational drug given to large number of people with a
particular disease or condition to evaluate safety and effectiveness –
sometimes undertaken at YDH
• phase 3 – investigational drug undergoes additional testing on several
hundred to several thousand people with the appropriate disease or condition
– most of the work carried out at YDH are phase 3 studies
• phase 4 – after the drug is available by prescription, additional information
about a drugs risks, benefits and use may be gathered – undertaken at YDH
The research and development team started over 16 years ago and Barbara
Williams-Yesson provided an overview of the growth of the team over the years
and the types of staff who work in the team.
Geoff Stroud asked how patients are selected to take part in the studies.
Barbara Williams-Yesson confirmed all participants in a study are volunteers and
there is an eligibility criteria participants must fulfill before being entered into any
Page 7

study. The main reason for patients not entering trials was because they may
be unaware they can participate and the Council were advised of the ways in
which the team raise the profile of the studies and recruit participants including
the NIHR ‘It’s OK to ask’ campaign and the Patient and Public Involvement
Conference 2014.
The question was asked what additional support is provided to participants other
than the care they are already receiving in relation to their ongoing disease or
condition. Barbara Williams-Yesson confirmed additional support is provided
with follow up appointments. The participant’s GP is notified when their patient
is participating in a study as well as any other health or social care professional
involved in their care.
Barbara Williams-Yesson provided examples of recent studies undertaken at
YDH including the AVERT stroke study (therapy), the Kamilla drug study and a
device study into the effectiveness of the use of graduated compressions
stockings to prevent post stroke deep vein thrombosis.
Barbara Williams-Yesson advised feedback is generally positive with patients
welcoming the use of research to provide new and innovative ways treatments.
Patients often want to be involved and will travel considerable distances to be
included.
11/15

REPORTS FROM ASSURANCE COMMITTEES
The Council noted the following reports from the Board assurance committees:
CGAC – 16 January 2015
NCRAC – 16 January 2015
Audit Committee – 16 January 2015
The Council had received by email copies of the draft minutes for CGAC,
NCRAC and the Audit Committee which were all held on 16 January 2015.
From the draft minutes, Jane Henderson confirmed a presentation on SmartCare
had overlapped CGAC and NCRAC and assurance was provided on staff
engagement with the project and the impact and training requirements.
In terms of the Audit Committee, John Park commented it was positive to see
improvements being made in response to internal audit.
It was agreed by the Council to include the minutes from the assurance
committees and Governor working groups alongside the papers for future
meetings as the Council found this beneficial.

JR/SH

Patient Experience Group Update
The Council were advised on the difficulties which had been faced in
establishing and having the correct membership for the Group. Maurice Dunster
confirmed there is a great deal of work being undertaken to improve the
experiences of patients and their carers and that the Board is committed to
ensuring the Group meets and undertakes its work programme in 2015/16.
12/15

REPORTS FROM GOVERNOR COMMITTEES AND WORKING GROUPS
The Council noted the following reports from governor committees and working
groups:
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Strategy and Performance – 13 February 2015
John Park presented the enclosed report which identifies the areas discussed at
the meeting. Many of the items had been discussed during the course of the
meeting. John Park highlighted that the first Symphony Hub at the hospital is
now live.
Membership and Communications – 12 February 2015
Geoff Stroud presented the enclosed report which identifies the areas discussed
at the meeting. As the meeting held was not quorate, Geoff Stroud stressed the
importance of members attending their agreed working groups. Geoff Stroud
requested a number of decisions to be discussed, which were approved by the
Council:
- The appointment of Hala Hall as the Chairman of the Membership and
Communications Working Group
- Establishing the role of the Yeovil College Ambassador
- Supporting governors to attend local health forums within their constituencies
Appointments Committee – 9 March 2015
The non-executive directors left the meeting.
Peter Wyman advised the Council of the purpose of the Appointments
Committee and presented the paper which outlined the recommendations made
by the Appointments Committee. Peter Wyman confirmed the 360 degree
feedback for the non-executive directors had been very positive. Hala Hall
asked whether a sufficient number of comments had been received for each
non-executive director. Peter Wyman confirmed there had been a good
response rate on the whole but they will review the process for next year to
increase the responses from the executive directors. John Park confirmed the
non-executive director sessions following the Council meetings are beneficial
and allows for greater interaction and opportunity to develop relationships
between the governors and the non-executive directors.
As set out in the papers, the Council agreed to the 1% pay lift for the nonexecutive directors from 1 April 2015 and for the reappointment of Paul von der
Heyde, Maurice Dunster and Mark Saxton for a second three year term from
June 2015.
Peter Wyman was asked to leave the meeting to discuss the final
recommendation from the Appointments Committee. John Park as Lead
Governor chaired in the meeting in Peter Wyman's absence and asked the
Council to agree the recommendation from the Appointments Committee to
award a 1% pay uplift to the Trust Chairman from 1 April 2015. The Council
agreed the recommendation.
Peter Wyman returned to the meeting.
13/15

ANY OTHER BUSINESS
Anne Bennett, as Chairman of the League of Friends, spoke to the Council
about the role of the Friends and the support they provide to the hospital. Anne
Bennett provided examples of the equipment the Friends have supported the
Trust to purchase from fundraising events including the CT scanner and patient
bed boards. Peter Wyman thanked Anne Bennett and the Friends for all their
support and hard work.
Alison Whitman advised the Council she had recently volunteered to support
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YDH host the MRCP (UK) Part 2 Clinical Examination (PACES), which is
designed to test the clinical knowledge and skills of trainee doctors who hope to
enter specialist training. Alison Whitman spoke of the success of the
examinations, which took place over the course of a weekend in early March
2015 in the Academy, and the positive feedback provided by the patients and
volunteers involved.
Jade Renville and John Hawkins attended the South West Governor Event
Network held on 11 March 2015. Jade Renville advised the governors that the
event provided an opportunity to network with colleagues across the region and
receive information and support on topical issues from guest speakers.
The Council were reminded the YDH Constitution states that if a governor fails to
attend three consecutive meetings of the Council in a 12 month period, their
tenure of office will be immediately terminated unless the other Governors by a
three quarters majority agree that the absence was due to a reasonable cause.
The Council discussed the circumstances for which Monica Denny had been
unable to attend the last three Council meetings. The Council voted and agreed
that Monica Denny could continue as Public Governor in light of her
circumstances and she had confirmed she would be able to attend the next
Council meeting in June.
The Council were advised Lesley Boucher had stood down in her role as
Appointed Governor for South Somerset District Council. Peter Wyman
confirmed he would write to her and express the Trust's gratitude for the support
she has provided to the Trust.

PW

Peter Wyman confirmed Geoff Stroud and Anne Bennett joined the Trust as
Public Governors when YDH became a Foundation Trust in 2006 and this would
be their last meeting as Public Governors. Peter Wyman on behalf of the
Council and the Trust thanked Geoff Stroud and Anne Bennett for all their help
and support throughout the last nine years.
There was no further business to discuss.
14/15

EXCLUSION OF THE PUBLIC
The Council resolved to exclude the public and others for the remainder of the
meeting.

15/15

DATE OF NEXT MEETING
The next meeting will be held on Thursday 11 June 2015 .
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APPENDIX 2
COUNCIL OF GOVERNORS
11 JUNE 2015

Report to:

Council of Governors

Report from:

Jade Renville

Subject:

Public and Staff Governor Elections 2015

Date:

11 June 2015

Background and Context
The purpose of this paper is to advise the Council of Governors of the results of the 2015
election process.
The term of office of the following governors came to end on 31 May 2015:
Current Governor in Post
And Term of Office

Constituency

John Park - Second Term

Dorset

Geoff Stroud - Third Term

Greater Yeovil

Anne Bennett - Third Term

South Somerset (North and East)

Michael Fernando - First Term

Staff

Vijay Adampalli* - First Term

Staff

*Vijay Adampalli was co-opted in October 2014 to fill an interim vacancy. As set out within
the Constitution, this seat therefore became vacant as of 31 May 2015. The relevant section
from the Constitution is “7.11.2.1 [when a seat falls vacant partway through a term the Trust
can] co-opt the next highest polling candidate for that seat at the most recent election, or
where relevant, by-election, who is willing to take office, to fill the seat until the next annual
election, at which time the seat will fall vacant and be subject to election for any unexpired
period of the term of office.”
2015 Governor Election Results
A total of 19 nominations were received, ensuring that seats across all four constituencies
were contested:
Number of
Nominations

Turnout

Constituency

Result

2

24.2%

Dorset

John Park

5

25.7%

Greater Yeovil

Philip Tyrrell

5

25.9%

South Somerset (North and East)

Sue Brown

Staff

Michael Fernando
Yvonne Thorne
Nicholas Craw*

7

26.5%

*As Julia Hendrie, Staff Governor, has been appointed in a new role working for a different
organisation, her term of office was terminated on 31 May 2015. As such, Nicholas Craw
has been co-opted to fill this interim vacancy. As set out within the Constitution, this seat will
therefore become vacant as of 31 May 2016. The relevant section from the Constitution is
outlined above.
Next Steps
It is positive that all seats were contested in the 2015 round. However, it is acknowledged
that levels of turnout could be improved. During 2015/16, the Assistant Company Secretary
will continue work started in 2014/15 to undertake an internal quality assurance assessment
of membership data to promote accuracy, remove duplicate records and resolve any other
inconsistencies. She will also work with the Membership and Communications Working
Group to consider opportunities for membership recruitment and increasing the staff
membership. In addition, she will also review options for electronic voting.

APPENDIX 3
COUNCIL OF GOVERNORS
11 JUNE 2015

Report to:

Council of Governors

Report from:

Paul Mears

Subject:

Chief Executive Report

Date:

11 June 2015

Director Responsibilities
There are a number of key strategic projects underway within the organisation that are
important to the delivery of new models of care. To ensure there is sufficient executive
capacity to lead these projects, Paul Mears has agreed with Jonathan Higman that he will
take on a new role of Director of Strategic Development from the middle of June. He will
continue to report to Paul Mears and remain a non-voting member of the Trust Board.
To fill the role of Director of Urgent Care and Long Term Conditions on an interim basis a
new Director, Simon Sethi, will be joining the Trust in June. A graduate from the NHS
Management Training Programme, he is currently Programme Director for Urgent Care at
Gloucestershire CCG and has also worked previously in operational management roles in
acute hospitals.
In addition, YDH has appointed Oliver Wyman Consultancy following a procurement process
to support YDH progress its strategic developments.
Nursing Recruitment – New Starters
Following the Trust’s innovative recruitment campaign, nurses from Spain, Portugal, Italy
and Romania have completed their 3 week induction programme and started work on the
wards on 1 June 2015. YDH is expecting additional nurses, recruited from events in Italy and
Spain, to join the Trust in early July 2015.
Special Sundays
We are delighted to announce that YDH is a finalist in the Aviva Community Fund
competition to secure £10,000 for Yeovil Hospital’s entry, ‘Special Sundays’ in the
‘supporting the older generation’ funding category. If successful, the funding will be used to
offer older patients in the hospital the chance to participate in a variety of special activities
and events one Sunday every month.
CQC Mock Inspection
The CQC readiness work with PwC is in progress. They carried out a mock inspection on 19
May 2015, a verbal update on which will be provided at the Council of Governors meeting by
Jo Howarth, Associate Director of Patient Safety and Clinical Governance. YDH will ensure
any learning from the mock inspection is used to inform service improvement and
preparation for the routine CQC inspection (a date for which has not yet been confirmed but
will be before April 2016).
Vanguard and New Models of Care
I will provide a verbal update on current progress at the Council of Governors meeting.

Council of Governors
Finance, Estates and IT Report

11 June 2015

•
•
•

•

The deficit for the financial year 2014/15 was £7.4m prior to impairments of £3.1m, this is £5.0m adverse to
budget.
Pay costs have an adverse variance of £4.6m – this relates to the increased use of nursing and medical agency
staff to manage the increased demand and staff vacancies.
YDH have invested in planning for the ‘New Models of Care’ and also incurred costs for the deficit diagnositic
work required by Monitor.
Additional income of £2.0m was received during 2014/15 from NHS England (via CCG) toward RTT and Winter
Resilience.
Trend of Surplus / (Deficit) – Prior to impairment
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Nursing expenditure continues to increase

•

Bed occupancy continues to increase

•

Agency shifts increased in March to the
highest experienced all year.
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Temporary and Agency Staffing
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•
•

Temporary Staffing includes bank (nursing) and NHS locums (medical) but excludes additional
duties for substantive staff.
Agency includes all staff paid for through an external agency.
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Use of Capital

Total Capital spend in 2014/15 was £5.4m which was £0.5m below plan – this was mainly due to a later than
planned implementation of Smartcare and the delay to the SCBU upgrade.

Capital
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•

Cash balance as at 31st March 2015 was £2.1m

•

Cash mitigation plans in place, with weekly management and review of cash transactions.
- Appropriate stretch of creditors within government payment guidelines.
- Prompt invoicing of debtors.
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2015/16 Budget
‘Business as Usual’ budget for 2015/16 is a deficit of
£18.4m Increase of £7.4m from the 2014/15 recurrent
forecast (of which £3.2m is developments)
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Trackcare update
Phase 1 of 3 currently in progress. Scope for phase 1 is:
– PAS, outpatient, inpatient, Integrated RTT & pathways
– emergency department, maternity, pharmacy stock, theatres stock
– clinical work-lists, clinical alerts and correspondence
Key dates and status
Project phase

Planned Date

Status

Phase 1 – Operational
assessment

Feb - May

3 workshops remaining to be
completed in the next 2 weeks.

Phase 2 – Build

Jun - Aug

Data collection and data migration
progressing well.

Phase 3 – Testing and training

Aug - Oct

Testing plan and training plan for mid
July

Go-live

Oct/Nov

Estates update
Phases 1 & 2 of SCBU project currently in progress – to create
temporary space for the unit . Main phase (3) of work due to
commence in July/August with handover towards the end of the
year. Phase 4 – upgrade of Freya ward to start in 2016.
Plans evolving for the multi storey car park, planning request due
to be submitted in June. Start on site January 2016.
Backlog survey completed, awaiting results which will help us
prioritise plans for the next 5 years

Council of Governors
Performance Overview
Meeting: June 2015
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Outcome, Safety & Workforce Indicators

FY
14/15

Apr-14

May-14

Jun-14
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86.0

94.1

97.4

98.9
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Summary Trend Results

% of cost improvement plans in place (CIP)
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Early Warning Indicators

Summary Trend Results

FY
14/15

Apr-14 May-14 Jun-14

Jul-14

Aug-14 Sep-14

Results
Oct-14 Nov-14 Dec-14

Jan-15

Feb-15 Mar-15 Apr-15

RTT
15wks RTT - Admitted Pathways

80.5%

85.6%

87.0%

85.7%

81.6%

78.7%

78.1%

79.7%

77.0%

85.9%

79.8%

73.2%

70.8%

65.9%

15wks RTT - Non-admitted Pathways

91.6%

92.9%

92.5%

93.3%

90.6%

92.2%

92.9%

92.0%

90.4%

91.4%

91.5%

89.0%

90.3%

89.1%

15wks RTT - Incomplete Pathways

89.1%

93.4%

90.4%

90.0%

91.2%

90.5%

89.9%

88.6%

88.6%
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Admissions / Waiting lists
Total admissions

16,845

1,475

1,314
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Total Elective admissions
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Day Case admissions
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Daycase Rate
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81.3%
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Waiting List Size - Outpatients inc C2C.

3,593

3,029

3,217
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3,356
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Waiting List Size - Inpatients / Day case
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17.0%

18.0%
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Efficiency
1st to follow up
% Discharges between 8am-12pm
Average length of stay

4.6 days

A&E
A&E attendances

46,776

3,797
-0.9%

7.2%

7.6%

1.9%

0.1%

4.6%

4.7%

4.3%

2.1%
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0.5%

-5.0%

1.3%

A&E - % patients seen and discharged 4 hrs

95.3%

97.1%

95.3%

95.8%

95.6%

95.6%

96.2%

95.2%

95.1%

92.2%

95.2%

94.6%

93.6%

95.5%

Ambulance Handover < 30mins

99.8%

99.8%

99.8%

99.8%
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99.8%
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Hospital Standardised Mortality Ratio (HSMR)
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Patient Falls and Pressure Ulcers
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Effective
[1]

Cancelled Operations

Hospital Non-clinical Cancellations of Elective Operations
2015 - 16 YTD

April 15
On the Day Non-Clinical
Reasons

REQUIRES ALTERNATIVE SPECIALTY
REQUIRES ALTERNATIVE SESSION / CLINIC
DATE BROUGHT FORWARD
CHANGE OF PRIORITY
SESSION CANCELLED
SECRETARIAL / ADMINISTRATIVE ERROR
PATIENT NOT READY FOR THEATRE
NO BEDS AVAILABLE
MORE URGENT CASE TOOK PRIORITY -…
INSUFFICIENT SESSION TIME / SESSION…
CONSULTANT / CLINICIAN UNAVAILABLE

Rebooked within 28
Day Target
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(40 - March 15)

Total Cancelled due to
Lack of Beds
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Additional Notes

Hospital Non-clinical Cancellations of Elective Operations
April 2015

The Patient who is booked outside of the 28 Day Target was originally
rebooked within their target date but subsequently cancelled again for
a non-clinical reason.

SECRETARIAL / ADMINISTRATIVE ERROR

RESCHEDULED - REQUIRES ALTERNATIVE
SESSION / CLINIC

The figure for Total Cancelled due to Lack of Beds includes
cancellations with more than 1 day notice given.

NO BEDS AVAILABLE
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OVERRUN
CONSULTANT / CLINICIAN UNAVAILABLE
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Note: For any elective operation cancelled by the trust on the day of
the operation/admission, an offer of a new date must be made within
5 calendar days, and the newly offered date must be within 28 days of
the cancelled operation date.
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Cancelled Operations

Hospital Non-clinical Cancellations of Elective Operations
2015 - 16 YTD
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On the Day Non-Clinical
Reasons
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REQUIRES ALTERNATIVE SESSION / CLINIC
DATE BROUGHT FORWARD
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Day Target
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Hospital Non-clinical Cancellations of Elective Operations
April 2015

The Patient who is booked outside of the 28 Day Target was originally
rebooked within their target date but subsequently cancelled again for
a non-clinical reason.

SECRETARIAL / ADMINISTRATIVE ERROR

RESCHEDULED - REQUIRES ALTERNATIVE
SESSION / CLINIC

The figure for Total Cancelled due to Lack of Beds includes
cancellations with more than 1 day notice given.
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Note: For any elective operation cancelled by the trust on the day of
the operation/admission, an offer of a new date must be made within
5 calendar days, and the newly offered date must be within 28 days of
the cancelled operation date.
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Responsive
[1]

RTT Pathways
April Admitted

April Non-Admitted

April Incompletes

74.3%

92.7%

89.6%

(Target: 90%)

(Target: 95%)

(Target: 92%)

RTT Completed Pathways- Admitted
Monthly data

RTT Completed Pathways - Non admitted

RTT target

Monthly data
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Responsive
[2]

Inpatient and Outpatient Waiters
IP/DC Waiting List
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Notes

OP Waiting List

The IP/DC growth compared to last year is primarily due to an increase in
patients waiting for General Surgery, Trauma and Orthopaedics and
Ophthalmology.
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ED Attendances
A&E 4 hour performance - All Attendances

April 15
98%

A&E Performance

95.5%

Average Breaches per
Day

96%

5.7

94%

(3.7 April 14)

92%

(97.1% April 14)

90%

Monthly data

6 month moving average

Additional Notes

Avg A&E Attendances per Day
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A&E activity over the two month period March and April was down
by -1.8% vs last year (-143 attendances).

Avg A&E attendances per day
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YTD attendances (3848) are up 1.3% vs last FY YTD (3797).

Avg ambulance arrivals per day
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Ambulance Handovers
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Cancer 2 Week Wait
Draft Data
2 week cancer targets
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Additional Notes
no. referrals - breast symptons
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All breaches for 2 Week Suspected Cancer were due to Patient Choice
reasons.

2 week wait exhibited breast symptoms
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Cancer 31 and 62 day targets
(Draft data)
31 day treatment first

62 Day Treatment
Standard

Achievement %

62 day treatment standard

Target %

6 month rolling %

Additional Notes
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Draft data for April indicates that the Trust achieved both the 31 day
and the 62 day Cancer Targets.
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Admissions & LOS
Average Length of Stay (days)
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Friends and Family Test
Friends and Family Test % of Responses
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[2]

Experience of Discharge
Mar 15
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Very good
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Staff Turnover

Staffing
[1]

Percentage
13.8%
(April 14 -13.8%)
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Staffing
[2]

Sickness Absence
March 15

Percentage

3.2%
(March 14 – 3.2%)

Additional Notes
Sickness is reported one month in arrears.
The Sickness Absence Rate for March 15 (M12) was 3.2%, representing
an adverse variance against target and an decrease in month of 0.2%.
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Staffing
[3]

Mandatory Training
April 15

Compliance Percentage

86%
(April 14 – 81%)

Additional Notes
The percentage of staff up to date with their Mandatory Training has
increased from 85% to 86% in April, against a target of 90%.
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Staffing
[4]

Appraisals
April 15

Compliance Percentage

77%
(April 14 –81%)

Additional Notes
The percentage of staff remaining in date for their Annual Appraisal
reduced from 78% to 77% in April 15, against a target of 90%.
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Appendix I - Terms

HSMR

Weighted risk of mortality against national average

[Hospital standardised mortality ratio]

I&E

Income & Expenditure

CIP

Cost improvement plan

F&F

Friends and Family

RTT targets

% patients that started consultant-led treatment within 15/18 weeks
(admitted / non-admitted patient) (complete / incomplete pathway)

1st to follow up

Ratio – number of follow up appointments to 1st appointment

Ambulance handover

Time it takes from when ambulance arrives to when we accept the
patient into A&E

DNA

Did not attend
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Recruitment
Presentation by: Maddie Groves
Associate Director Nursing
Date:
June 2015

Raising our Profile

Registered Nurses
 RACE
 EU
 Non EU
 Rolling Interviews

RACE

Success for Yeovil District Hospital course to get qualified
nurses back into the hospital

EU Recruitment

Non-EU Recruitment

Nursing Vacancies
Projected vacancy/over established closing monthly position

Medical Recruitment

Presentation to Council of Governors
11th June 2015
By Tracy Wilkinson
Recruitment Manager – Medical Team

Medical Vacancies
• Training Doctors, yearly intake – 80 posts
 21 Foundation Year 1 posts
 22 Foundation Year 2 posts
 6 Core Training Year 1 & 2 posts
 15 GP VTS Training Year 1 & 2 posts
 16 Specialty Training Year 3 – 9 posts

• Medical Recruitment Campaign – 32 posts
 13 Consultant vacancies across General Medicine, Emergency Department and
Radiology
 10 Specialty Doctor (Middle Grade) vacancies across General Medicine,
Ortho-geriatrics, Anaesthetics
 9 Trust Fellow (SHO) vacancies for General Medicine and FOPAS

Medical Vacancies continued
• Additional Vacancies – 6 posts
 1 Consultant for Obstetrics & Gynaecology
 2 Educational Fellows for Anaesthetics
 1 Specialty Doctor Orthopaedics
 1 Trust Fellow Doctor Orthopaedics
 1 Trust Fellow Doctor Obstetrics & Gynaecology

Actions
• Restructured Human Resources Directorate to create a Human
Resources Team and a Recruitment Team
• All vacancies advertised via NHS Jobs, Doctors.net website and
BMJ publication
• Advert text and job descriptions reviewed and improved
• Recruitment Brochures developed for each specialty
• CV submission button on website under ‘Jobs @ YDH’ link
• Google Search rankings improved for Yeovil Hospital

Medical Campaign Actions
•
•
•
•
•
•
•
•
•
•

Agencies instructed to source suitable candidates
Executive search for Consultant grades using Harvey Nash
Benefits and relocation packages agreed for each grade
Advertising via agencies as well as NHS Jobs
Interview panel sent to Dubai, 14 candidates interviewed
Regular Skype interviews scheduled
120 CV’s received to date
79 candidates shortlisted for interview to date
23 offer letters released to date
Stakeholder engagement, weekly update meetings with Medical
Business manager and Medical Director

Future Plans
•
•
•
•
•
•
•
•

•
•

Instruct additional recruitment agencies and negotiate terms of business
Set up an employee Refer a Friend scheme for Consultant posts
Develop a talent pool
Attend Recruitment Fairs and Conferences
Explore the use of LinkedIn to headhunt candidates
Engage with the Severn Deanery regarding hard to fill posts
Contact Deaneries to identify new talent and win interest
Engage with the Royal Colleges regarding recruitment and retention of staff,
identify trends relating to Doctors in Training to assist with future workforce
planning
Scope possibility of supporting Specialty Doctors (Middle Grades) to
achieve accreditation with the GMC to become Consultants
Scope potential of training options to grow Specialty Doctors (Middle
Grades) to Consultants, including a rota with other hospitals

Any questions?

Apprenticeships

Mark Appleby, Associate Director of HR and OD
11 June 2015

1

Apprenticeships at YDH
• Delivered by our Academy Vocational Team in partnership
with Yeovil College
• Expectation from Health Education England that all Trusts will
employ apprentices if they draw on educational funding
• We are reviewing all Band 1 and 2 jobs vacant to be used as
an Apprenticeship

Staff Groups
• Apprentice HCA’s in outpatients, theatres and all wards except
maternity and paediatrics but we are in discussions with the
Matrons to include these areas
• Administration – many areas including EHR, Medical
Electronics, Colorectal and Stoma Care, Academy, HR
• Soft Services – Catering and Domestic Services but still
needing Maintenance and Portering
• Other areas still to explore are Finance and Therapies (clinical)

Why have an Apprentice
• 80% of those employers who employ Apprentices agree they
make their workplace more productive
• 88% of employers who employ Apprentices believe that
Apprenticeships lead to a more motivated and satisfied
workforce
• 83% of employers who employ Apprentices rely on their
Apprenticeships programme to provide the skilled workers
that they need for the future
• In general within health Apprentices are some of the
organisations must loyal members of staff

Trained to date
• In 2012/13 we trained 19
• In 2013/14 this increased to 45
• In 2014/15 this increased to 78
These figures do not include external Apprentices which we also
train.

Staff Survey 2014
Update

Mark Appleby, Associate Director of HR and OD
11 June 2015

1

Staff Survey 2014
Overview of performance
Survey Theme

Overall Movement in Year

Overall Movement in Year

2013

2014

Response Rate
Your Personal Development
Your Job
Your Managers
Your Organisation
Health, Wellbeing and Safety at Work

2

Your Personal Development (1/2)
What did it tell us

Focus during 2015

• Appraisal numbers up
modestly
• Some managers struggling
to find time
• Quality has improved

• Continue to increase
appraisal rate
• Review first year of
e-appraisal system
• Support managers to focus
on staff training needs

3

Your Personal Development (2/2)
What did it tell us

Focus during 2015

• Increased training activity
• Managers are beginning to
prioritise the release of staff
for training
• Improvement in violence
prevention training
although overall % needs
improvement

• Mandatory training
compliance

• Improve Academy YCloud
pages
• More e-learning courses

4

Your Job (1/2)
What did it tell us

Focus during 2015

• Generally more positive
responses to most
questions
• Still need to improve
perception & ability of staff
to influence positive change

• Management & leadership
training

5

Your Job 2/2
What did it tell us

Focus during 2015

• Work pressures are high,
and these pressures are
increasing
• Despite this, support of staff
has improved, although
level of positive comments
below 50%

• Increasing substantive staff
numbers (fewer bank/agency)
• Management & leadership
training especially bands
5 to 7

6

Your Manager
What did it tell us

Focus during 2015

• Communication by
managers still an issue
• Improvement in positive
responses around team
working

• Continued focus on
developing managers
• Continued efforts around
general staff and manager
communication

7

Your Organisation
What did it tell us

Focus during 2015

• YDH in line with national
average
• Operational pressures may
be impacting on staff
perception of YDH as a good
place to work

• Recruitment in key areas of
shortage (campaigns)
• Management development

8

Your Health, Wellbeing and Safety
What is this telling us

Focus during 2015

• Confidence to report
• Increase take-up of violence
incidents increasing, but still
prevention training
below average in many areas • Development of YDH
• Too many staff are still facing
equality video
violence and harassment at • More robust equality
work
training at Induction and
• Belief in fair recruitment
Mandatory training
processes increasing but
below average
9

Summary
•
•
•
•

Results are an improvement on previous year
Response rate one of the highest in country
Primary focus is on getting managers to take ownership
A lot more to do to become a great employer
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Academy

education and training
Two year plan
2015-2017

www.yeovilhospital.co.uk

Academy education and training

Two year plan 2015-2017

The Academy at Yeovil District
Hospital NHS Foundation Trust
(YDH) is an established training
centre for staff and external
learners, delivering a variety of
education, skills and knowledge
both formally and informally.

00

Academy education and training

YDH is committed to using education and training to develop
its workforce to support fulfilment of its mission and vision to:
 Improve the health and wellbeing of our community by
providing high quality, patient-focused healthcare.
 Provide more learning options for staff to fit the needs
of individuals, such as a greater emphasis on e-learning.
 Be the hospital of choice for our local community,
recognised for excellent innovative emergency, surgical,
acute medicine and maternity services, delivered by
caring and valued staff.
Education and training are key to developing and retaining a
high quality and motivated workforce, ensuring staff are fit and
safe to practice, are as effective as possible in their roles,
current with the latest learning and best practice and
continuously developing their skills whatever their area of work
or responsibility.
This education and training Plan sets out YDH’s priorities and
how we will use our resources over the next two years to
support education and training that will enable delivery of
YDH objectives.

This education and training Plan sets
out YDH’s priorities and how we will use
our resources over the next two years to
support education and training that will
enable delivery of YDH objectives.

Two year plan 2015-2017

Education and training can be used to support skills
development and the creation of new or enhanced roles that
can help YDH deliver more cost-effective care through
changes in skills mix as we face the challenge of reducing cost
while maintaining and improving service quality.
Staff who receive education and training and feel that they are
the beneficiaries of investment in their development are also
likely to be better motivated and less inclined to leave the
organisation. YDH’s promotion of and investment in education
and training, if carefully planned, can help reduce staff turnover
and associated costs or recruitment, induction and potential
discontinuity within teams and services.

The Seven Strands








1
2
3
4
5
6
7

Mandatory training
Leadership and development
Professional registration
Continual professional development
Vocational education
Talent management
Equality, diversity and inclusion

Academy education and training

Two year plan 2015-2017

Strand 1

Mandatory training

There is a legal duty on all staff to ensure they are up to date with their mandatory training and are safe to do
their work. The Academy must ensure that delivery is engaging, relevant and accessible. Achieving a high level
of compliance is a number one priority for YDH.

The core mandatory training modules include: fire, infection control, resuscitation, moving and handling, and
safeguarding. The strategic plan is for compliance in all areas to be more than 90 per cent and to achieve this
flexible learning methods are being developed, including e-learning, bespoke delivery methods, and workbooks.

Where we are

 Compliance is below YDH target of 90%
 YCloud page provides ‘Your Training Record’ for
staff to view their own training history
 Induction covered in one day for non-clinical staff
and two days for clinical staff
 Foundation Doctor induction delivered by
pre-workbook package and one day of short session
delivery
 ‘Market Place’ for networking and additional
information gathering
 Telephone booking system in place
 Quality of trainers delivering sessions varies

What we need to do












Where we need to focus










Improved compliance of mandatory to >90%
Develop and implement ‘e-booking’
Expand ‘Market Place’
Reduce duplication of Foundation Doctor
Induction (across organisations)
Improve Induction experience for all staff
Increase numbers of trainers to deliver sessions
Improve data collection, management and
analysis
Improve the delivery skills of trainers

Business managers to take responsibility for ensuring their staff are compliant – complete March 2016
HR business partners to work closely with managers and allocate targets – complete summer 2015
Work with ‘Ascribe’ to develop and implement ‘e-booking’ – complete June 2015
Email alerts to all staff and managers when ‘amber’ (ie six months before renewal required) and ‘red’ (ie two months before
renewal) to prompt booking and completion before out of date – complete June 2015
YCloud web page improved both in respect of navigation and visual appearance – complete January 2016
Increase number of stalls in ‘Market Place’ to improve induction experience – complete summer 2015
Implement across organisation e-learning package for Foundation Doctors and increase clinical skills to improve
experience – complete Autumn 2015
Academy to partner data team in validating and analysing performance reports – complete May 2015
Coach trainers to improve interactive delivery methods via internal and external teaching courses – complete summer 2016

Academy education and training

Two year plan 2015-2017

Strand 2

Leadership
and development

YDH recognises the importance of supporting new and existing leaders and managers and understands the
impact they have on patient care and cultural change in the organisation. We recognise that many leaders and
managers are innovative, creative, visionary and inspirational. This leadership and management strand will build
leadership capability. YDH will work towards transformational leadership at all levels, developing mechanisms to
enable leaders and managers to focus on key priorities, improving the patient experience and making YDH a
great place to work at.
Our three flagship programmes will be:

 A ‘Management Development Programme’ for staff in bands 5-7 (three courses per year training 60 staff).
 An ‘Introduction to Leadership Programme’ for staff in bands 3-7 (two courses per year training 24 staff).
 A ‘Leadership Development Programme’ for staff in bands 7 and above (two courses per year training 24 staff).

Where we are

 Leadership development programme delivered to
24 managers externally by POD South West
 Adhoc coaching and mentoring delivered
 Action learning sets delivered as requested
 NHS Leadership Academy programmes advertised
internally to all staff
 Myers Briggs Type Indicator (MBTI) delivered on
request
 ‘Introduction to Leadership’ delivered internally
 360 provided to managers on request

What we need to do

Where we need to focus

 Structured and managed approach to leadership
development
 Understand managers learning styles, 360 review
and SDI assessed to identify profile and leadership
needs
 Develop a cohort of 24 coaches/mentors within YDH
 Develop leadership master classes
 Upskill leadership competencies at all levels

 In partnership with Bath University, develop an MBA-based leadership development programme – complete summer
2015
 Launch internal modular management development programme – complete autumn 2015
 Every manager assessed and individual learning plan designed to fit individual leadership development needs –
complete end 2016
 Identify and train 24 senior staff to undertake ILM Level 5 Coaching and Mentoring qualification – complete end 2016
 Dedicated YCloud leadership page setting out all programmes, both internal and external – complete spring 2016
 Roll out programme of monthly bite-sized leadership masterclasses – complete summer 2015

Academy education and training

Two year plan 2015-2017

Strand 3

Professional
registration

All medical and professional registered clinical staff are required to ensure they keep up to date with best
practice and evidence their ongoing professional development for revalidation and/or re-registration. Ensuring
there is an appropriate environment and learning resources available is essential.

Where we are

 Revalidation of medical staff already required and
supported
 Adhoc additional training delivered to support
professional registration/revalidation
 Nursing, AHP, midwifery, ODP, medical and
pharmacy ‘pre-reg’ students already in situ and
supported
 Training funding stream centralised and held by the
Academy to support revalidation
 GP refresher week supported by the Academy
 Delivery of workshops for medical staffing/students

What we need to do

Where we need to focus

 Nursing revalidation requirements
 Launch e-learning package for medical staff
(provided by Dynamic)
 Improved reporting to clinical directors about
medical workforce training activity
 Development of Physicians Associates in
partnership with Plymouth University
 Develop a ‘Return to the Acute Care Environment’
(RACE) programme
 Work with medical education supervisors to ensure
they are accredited with GMC regulation
 Ensure all nursing/AHP mentors can access
revalidation training

 Revalidation awareness day for nurses to be rolled out, supporting staff to understand process and requirement –
complete summer 2015
 Support staff with the use of the ‘Dynamic’ e-learning, including learning resources – complete autumn 2015
 Quarterly activity reports submitted to clinical directors – complete May 2015
 Support work placements and identify consultant lead and mentors for Physician Associates – complete July 2015
 Implement RACE programme and advertise externally to generate income – complete April 2015
 Deliver training sessions by DME to medical education supervisors – complete June 2015
 Use HESW funding to support mentorship training – complete May 2015

Academy education and training

Two year plan 2015-2017

Strand 4

Continual professional
development (CPD)

All staff are encouraged to develop in their role to their full potential. The Academy will support this by providing
opportunities for personal development to help them improve their skills and reach personal goals. An increased
emphasis on e-learning options will be developed to help staff learn according to their preferences.

Where we are

 Clinical skills programmes and training packages
delivered to internal and external participants
including community services
 Bespoke internal and external CPD programmes
delivered to fit both individual and employer needs
 Customer care training programme provided for a
number of staff
 AIMS courses developed and delivered for both
registered and non-registered staff internally and
externally
 Extended resuscitation programmes delivered

What we need to do

Where we need to focus

 Providing a more proactive rather than reactive CPD
programme aligned to individual and YDH priorities
 Increasing awareness of CPD opportunity internally
and externally
 Improving the patient experience by ensuring staff
have the skills to support patient-centred care
 Identifying non-clinical CPD opportunities and
developing a variety of learning media including
e-learning

 Undertake a CPD training needs analysis for all staff to develop and deliver a range of programmes – complete March
2017
 Develop an interactive suite of e-learning courses – complete March 2017
 Work in partnership with the commercial team to produce professional Academy information and training resources –
complete December 2015
 Dedicated CPD YCloud page – complete December 2015
 All ‘front of house’ staff to receive customer care training over a two-year period – complete December 2016

Academy education and training
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Strand 5

Vocational education

YDH is considered a leading organisation among educational establishments in its ability to provide high-quality
accredited vocational training programmes in many areas of health and social care. It is important that YDH
maintains this position to ensure that staff are equipped with the knowledge and skills to be successful in their roles.

Where we are

 Increasing apprenticeships in most areas at varying
levels, external and internal
 Early implementation of the Care Certificate
 Higher Level Apprenticeships (Level 5), delivered
both internally and externally (one of the first centres
in England to participate in this programme)
 Qualification and Credit Framework (QCF) delivery
for all levels, clinical and non-clinical
 Accredited vocational qualification for all staff
 Developing qualifications and standards with both
City & Guilds and Skills for Health

What we need to do

Where we need to focus

 Development of a Career College in partnership
with key stakeholders
 Continue to increase numbers and job roles where
we support the use of apprenticeships
 Work in partnership with universities and awarding
bodies to develop a vocational
qualification/apprenticeship into nursing
 Devise and develop a bridging qualification to
support increased opportunity for existing staff
onto professional programmes (awarding body City
& Guilds)
 Development and implementation of a Health
Baccalaureate qualification for 16-19 year olds

 Continue with plans to develop the Career College in partnership with Yeovil College, discuss build with Interserve Prime
and develop curriculum – complete March 2017
 Advise managers of implementation of mandatory apprenticeship consideration for all posts vacant in bands 1-4 –
complete summer 2015
 Work with universities, HESW and RCN to support the development and acceptance of vocational routes into nursing to r
educe the present and increasing workforce skills gap – complete Autumn 2015
 Work closely with City & Guilds to write units/modules for both bridging and Baccalaureate qualifications – complete
summer 2016

Academy education and training

Two year plan 2015-2017

Strand 6

Talent management

Talent management is about developing individuals who can make a difference to organisational performance
through their immediate contribution or (in the longer term) by demonstrating the highest levels of potential. By
having a talent management programme we will secure the future of YDH. We need to ensure that staff
demonstrating the ability to enhance their role or move into another role are supported and nurtured.

Where we are

 Talent management tool in place
 Talent mapping option available within the online
appraisal system
 No talent management activity undertaken
 Active development of staff with potential but
unstructured and adhoc

What we need to do

Where we need to focus

 Development of talent within YDH
 Ensure all managers use the talent mapping tool
during online annual appraisal
 Develop identified talent, assess their capabilities
 Identify the career aspirations of emerging talent
 Identify opportunities for talented individuals to get
involved in change programmes

 Identify a talent lead within the Academy – complete May 2015
 Develop a robust talent management programme setting out the various ways in which YDH will nurture talent –
complete Autumn 2015
 Produce a talent map – complete December 2015
 Analyse talent maps and identify staff with potential through data collected via online appraisal system – complete
December 2015
 Provide career advice for identified talent – complete March 2016
 Develop individual learning plans – complete summer 2016
 Develop a ‘paired learning ’ programme, initially piloted by Foundation Doctors – complete Summer 2016
 Establish a number of action learning sets for staff identified staff as having potential – complete March 2016

Academy education and training

Two year plan 2015-2017

Strand 7

Equality, diversity
and inclusion

We recognise the importance of providing an inclusive learning and working environment, setting an
example as a good employer. We are committed to helping all staff reach their full potential and adhere
to the values and behaviours that are so important to us. We are determined to establish a learning
culture where equality, diversity and inclusion permeates every activity.

Where we are

 Equality focus group in place
 Equality delivery system (EDS2) agreed by CCG and
action points are continuously reviewed
 Staff survey in some areas identified discrimination
is increasing
 Equality, diversity and inclusion training delivered in
both induction and mandatory training
 QCF and Care Certificate include a high standard of
equality, diversity and inclusion training
 Equality, diversity and inclusion clinics available to all
staff as drop-in facility
 Good links with other public service providers, local
community groups and PPI

What we need to do

Where we need to focus

 Identification of discrimination as reported through
the staff survey
 Reduce incidents of discrimination
 Improve quality and content of all areas of equality,
diversity and inclusion training
 Review reporting of equality, diversity and inclusion
concerns
 Identify from data areas/departments that require
targeted support

 Produce a YDH equality, diversity and inclusion training video in partnership with a production company – complete
Spring 2016
 Encourage staff to attend the equality, diversity and inclusion clinic and focus group by marketing them throughout
YDH – complete summer 2015
 Work with specific departments who have been identified with increasing discrimination incidents – complete
December 2015
 Implement improved equality, diversity and inclusion training for managers through management development
programme and specific events – complete Autumn 2015

Tel: 01935 384585
Email: Yeovilacademy@ydh.nhs.uk
www.yeovilhospital.co.uk
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Appendix
Council of Governors
11 June 2015
Report to:

Council of Governors

Report from:

John Park, Public Governor

Subject:

Audit Committee

Date:

3 June 2015

The Audit Committee (AC) is an assurance committee led by NEDs Paul von der Heyde (chairman),
Julian Grazebrook and Jane Henderson. The Council of Governors is asked to RECEIVE feedback
from the AC meeting held on 17 April 2015. The AC also met on 19 May to approve the year-end
accounts but governor observers did not attend. The full minutes are to be circulated but in summary
the topics discussed at the April meeting included:
Terms of Reference
• The ToR for the Audit Committee were being revised and the latest draft was discussed. The
main change is that the AC is to provide a means of review of all corporate governance,
assurance processes, internal control and risk management across the Trust’s activities, now
to include oversight of clinical and non-clinical risk, supported by the Clinical Governance
Assurance Committee and the Non-Clinical Risk Assurance Committee (CGAC and NCRAC).
Two Governor observers attend the AC.
• The ToR of the Quality Committee, which also reports through AC, were discussed. The main
objectives of the QC are assurance that the Trust is reaching acceptable levels of compliance
with all key quality legislation and standards, to ensure action is taken to address any areas of
concern and that key governance systems and processes are operating effectively within the
Strategic Business Units and corporate departments. 3 Governor observers attend QC.
Quality Committee Report
• The Quality Committee gave their first report to AC. Significant issues at present are
Emergency Planning, Fire Safety and Medical Device Training. These are all being addressed
in the appropriate departments but remain as high risks on the corporate Risk Register.
External Audit - KPMG
• KPMG had completed their interim audit on the Trust’s financial systems and controls and
were working on the final year-end audit and their opinions on the Trust’s statutory accounts
(including the Quality account).
• The Board has resolved that the Trust is a “going concern” and that the accounts should be
prepared on that basis. The Monitor investigation into the deficit remains ongoing.
Internal Audit - BDO
• BDO summarised the reviews they had completed in the financial year.
• Overall BDO were able to provide “moderate assurance” that there is a sound system of
internal control, designed to meet the Trust’s objectives, and that controls are being applied
consistently. Note that “Moderate Assurance” is the second highest level.
• BDO reported that the Trust’s record in implementing audit recommendations is good and key
issues identified by BDO audits have already been addressed
• A Business Continuity review resulted in 4 High recommendations. These will be addressed
by Yvonne Thorne, Head of Operational Resilience, during 2015 with regular updates to AC.
Counter Fraud – LCFS (Local Counter Fraud Service)
• The LCFS reported that only one investigation was open at present, concerning an employee
who may have been working at another NHS organisation while on sick pay from YDH.
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COUNCIL OF GOVERNORS
11 June 2015

Report to:

Council of Governors

Report from:

Hala Hall, Public Governor

Subject:

Membership and Communications Governor Working Group Report

Date of Meeting:

14 May 2015

The Council of Governors is asked to NOTE an update from the Membership and Communications Governor
Working Group which took place on 14 May 2015. The main points discussed were as follows:
The Group received and discussed ‘Representing the Interests of Members and the Public – Guidance for
NHS Foundation Trusts and Governors’ published by Monitor in March 2015, a copy of which has been
included within this summary report for all governors to review. The guidance document raised key questions;
how well does the Group feel YDH governors engage with members and can engagement be improved; what
are the barriers for governors in fulfilling this element of their role and is there anything the governors can be
equipped with to support them. These were discussed at length and a number of actions would be taken
forward:
• the development of a membership toolkit for governors to use to recruit members
• increase the frequency of communication with members
• review of the information held on the membership database; contact each member for up-to-date contact
details, suggestions of the types of information members wish to receive and whether there are members
who would welcome, and have time for, more active engagement
• review and improve the Trust’s website (Council of Governors and members webpage and online
membership form), governor induction programme and engagement with other organisations
• explore the possibility of the use of Twitter as a communication tool for governors
• governors to provide a list of local events/meetings/groups held within their local constituencies which the
Group will review as possible ways to engage further with the public
• photos and contact details for staff governors to be published throughout the hospital and drop in sessions
to be held regularly for staff
The Group agreed to utilise events taking place within the Trust as a way to engage with members:
• National Dementia Awareness Week 18-24 May 2015 – the Dementia Team showed viewings of ‘Barbara’s
Story’ in the canteen at the hospital. Members were invited to attend the viewings and speak with
members of the dementia team. 15 Trust members contacted Samantha Hann for further information and
5 Trust members attended the sessions
• Carer’s Week 8-14 June 2015 – a virtual event; the Dementia Team working with the Communications
Team to produce a press release containing information for carer’s. The teams are finalising the press
release and the information will then be sent out to members
• Dementia Awareness Sessions – the Dementia Team will be providing evening dementia awareness
sessions throughout the community. The venue, dates and format of the sessions are in the process of
being arranged and Samantha Hann will contact the members when finalised
YDH has been invited to attend the Sherborne Health and Wellbeing Fair on 24 June 2015 and discussions
are in place as to the information the Trust will provide members of the public attending with. It is anticipated
the event will be well attended and YDH will take the opportunity to recruit new Trust members.
The Group recommend to the Council of Governors the main presentation at the YDH Annual General
Meeting on 30 September 2015 should be YDH’s Vanguard status and the work of the Symphony Hub.

Representing the interests of
members and the public
Examples and guidance for NHS foundation trusts and governors

www.gov.uk/monitor
www.nhsproviders.org/governwell
www.cqc.org.uk
www.gov.uk/government/organisations/department-of-health
www.nhsproviders.org
www.gov.uk/government/groups/panel-for-advising-nhs-foundation-trust-governors
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About Monitor
As the sector regulator for health services in England, our job is to make the health sector
work better for patients. As well as making sure that independent NHS foundation trusts are
well led so that they can deliver quality care on a sustainable basis, we make sure: essential
services are maintained if a provider gets into serious difficulties; the NHS payment system
promotes quality and efficiency; and patients do not lose out through restrictions on their rights
to make choices, through poor purchasing on their behalf, or through inappropriate anticompetitive behaviour by providers or commissioners.

About GovernWell
GovernWell is the national training programme for foundation trust governors. It aims to equip
all NHS foundation trust governors with the skills needed for their important role and to meet
their responsibilities set out in the Health and Social Care Act 2012.
The NHS Leadership Academy commissioned the programme in partnership with NHS
Providers as a one-stop resource for foundation trusts to develop their governors’ knowledge
and skills.
Core training is available for all new governors (public, staff and stakeholder governors)
and for governors who would like refresher training. Specialist modules in questioning and
challenge, accountability, NHS finance and business skills, the governor role in non-executive
appointments, and member and public engagement are for more experienced governors.
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Introduction

Introduction

What is this guide?
This guide has been developed for governors of NHS foundation trusts to help you represent
the interests of members of foundation trusts and the public. This is one of governors’ statutory
(legal) responsibilities. This guide should help you to understand your role in engagement in your
trust. With understanding comes the confidence to engage with local communities, helping to
improve our NHS for patients and staff, now and in future generations.
Governors were given important duties when the first foundation trusts were established. The
2012 Health and Social Care Act gave governors an expanded range of responsibilities. In
2013, the Francis Inquiry identified governors as a vital channel for communicating feedback
from patients, service users, carers and the public to trust boards. In the same year, the Keogh
Report and the Berwick Report also included recommendations on involving and listening to
patients and service users. The vision for the future of the NHS set out in the Five Year Forward
View (published in October 2014) includes empowering patients and engaging communities.
Public engagement is an increasingly important part of what governors do.
Foundation trusts have freedom to decide how to engage with the public. This guide is a
resource to support trusts and governors as they do this. This guide:
•

gives the context for governors’ work

•

gives examples of what governors could do

•

includes case studies of the practical experiences of trusts and governors.

The examples in this guide are not new and your trust may be doing some or all of this already.
This guide aims to be a source of support using examples that have worked within other trusts.
People who are involved in helping governors to fulfil their duties may find this guide useful.
Chairs and other members of foundation trust boards, membership managers, trust secretaries
and other colleagues may wish to refer to it.

Why engage with members of foundation trusts and the public?
Public engagement is the process of getting communities involved in decisions that affect them.
Understanding the needs of a community can help providers to meet those needs, and ensure
patients and service users get maximum benefit from their services.
The NHS Constitution commits the NHS to:
•
1

actively encourage feedback from the public, patients and staff, welcome it and use it to
improve its services

work across organisational boundaries and in partnership with other organisations in the
interest of patients, local communities and the wider population.

All foundation trusts have a membership body that elects the governors of the trust from its
members. This is part of their accountability to local communities. Members of foundation
trusts include patients and service users, staff, carers and anyone with an interest in healthcare.
Having a dedicated membership can provide trusts with a ready pool of feedback, local
knowledge and support, but governors need to be aware that they have a responsibility to
represent the interests of members of the trust and the public.

Introduction

•

Governors have an important part to play by listening to the views of the trust’s members, the
public and other stakeholders, and representing their interests in the trust. This means, for
example, gathering information about people’s experiences to help inform the way the trust
designs, reviews or improves services effectively. Governors also have a role in communicating
information from the trust to members and to the public, such as information about the trust’s
plans and performance. Successful engagement calls for an ongoing working relationship
between a foundation trust and its members and the public, with patients and service users at
the heart of this. Governors are supported in their work by other groups of people at the trust,
including in particular the trust secretary and membership manager if there is one.

Where can I find more information?
This guide focuses on only one of the responsibilities of governors, the duty to represent the
interests of members and the public.
Monitor has published several further guidance documents about governors and members:
•

‘Your duties: a brief guide for NHS foundation trust governors’ (March 2014)

•

‘Your statutory duties: A reference guide for NHS foundation trust governors’ (August 2013)

•

‘Director–governor interaction: a best practice guide for boards of directors’ (June 2012)

•

‘Current practice in NHS foundation trust member recruitment and engagement’ (July 2011).

Governors, and those involved in helping governors to fulfil their duties, should refer to these
previous publications for further information about the governor role. A collection of documents
for governors is available on Monitor’s website.1 The GovernWell website also includes a
resource library for governors.2

1.
2.

www.gov.uk/government/collections/nhs-foundation-trust-governors-and-members-documents-and-guidance
www.nhsproviders.org/governwell
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Part one: The context

The context
To get public engagement right, governors need to understand
their role well. Induction and training are an important part of this.
Governors are called to act as representatives and must handle
appropriately the information they give and receive.

Understanding the role of governors
Information about the role of governors

Some trusts provide pre-election seminars for trust members to help them to understand the
commitment and responsibilities required of elected governors. A leaflet explaining the role of
the governor can also be helpful for members who vote in governor elections but who haven’t
chosen to engage any further. An article in the trust’s magazine or newsletter can explain the
role of a governor and provide contact details for anyone interested in becoming a governor.

Case study: York Teaching Hospital NHS Foundation Trust
York Teaching Hospital NHS Foundation Trust has designed and printed business cards
for their governors. Governors hand out the cards to members of the public to help
explain what they do and how to get in touch.

Recruiting governors

Being clear about exactly what the governor role is can help trusts find governors who are
committed and well suited to the role.
Learning about the skills their governors have through informal conversations or more structured
skills audits can then enable the trust to see what new governors can bring to help the trust
increase its impact in the local community. For example, some people might have the skills
to support website or social media activities, or be good writers, or confident in presenting to
external groups.
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Case study: South East Coast Ambulance Service NHS
Foundation Trust
South East Coast Ambulance Service NHS Foundation Trust’s Membership Development
Committee has developed a ‘membership toolkit’ for governors to use to recruit
members for the trust. It is being extended to support governors who would like to
engage with the membership.
The toolkit contains templates, advice and guidance for governors. It has additional tools
such as PowerPoint presentation slides for governors wishing to give presentations and
support to set up displays. The revamped toolkit will be a physical kit that is given to the
governor who needs to use it, rather than a printed handbook and this will enable the
trust to keep track of how it is used.

Keeping governors central to outreach

Governors need to work closely with other teams across the trust who are also involved
in engagement. Trusts can strengthen the effectiveness of the council of governors if the
governors themselves are firmly at the heart of any governor-related outreach activities and,
where feasible, the events are led by them.

Working together across the trust

Governors do need to be supported in their work by other groups of people at the trust, for
example corporate communications and membership teams who can provide practical support.
Their work should also be based around the trust’s strategic plan and a positive culture for
engagement.

Induction and training for governors
Learning about the local health economy, the trust and the community

Induction training and ongoing training (whether provided by the trust directly or by external
providers) are essential to help governors do their job effectively. Training should help governors
learn about the local health economy, how the trust works and the needs of the communities it
serves. This knowledge is vital for supporting governors in effective engagement. As part of their
induction and ongoing training, governors in some trusts also receive structured learning about
themes of public interest in healthcare to enable them to understand these better.

Getting to know other governors

Training sessions also provide good opportunities for governors to get to know each other and
can help them to work well together as a council rather than a group of individuals.

Getting the balance of information right

The induction process for governors can be a valuable opportunity for ‘jargon-busting’ and
helping governors to understand what type of information they should expect from the board.
The trust board is responsible for ensuring that information is given to governors in a timely
fashion and in an appropriate format. It can take time to get the balance of information right
for all parties. Trust boards and company secretaries will need to work with governors to
ensure that the information provided to them is sufficiently comprehensive whilst also being
clear and concise.
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Representing a large constituency

Governors may feel that they are small in number but represent a large constituency. However,
each interaction between governors and members of the trust or the public can make a difference
and should not be under-estimated. It is important to give constituency members the opportunity
to speak to their elected governors even if only a small number of people take this up.

Part one: The context

Representing the interests of everyone

The governor as a representative

Governors can sometimes be unclear about exactly who it is that they represent - the trust (and
therefore the trust’s board), the council of governors, or just their own member constituency.
To be clear, governors represent the interests of trust members and the public; governors do
not represent the trust itself. Representing the interests of the trust members and the public is
one of the core statutory duties of the council of governors alongside holding non-executive
directors to account for the performance of the trust board. It will help for governors to remind
themselves of their statutory responsibilities as governors of the trust and also to ensure they
are familiar with any trust policies which apply to them (such as a code of conduct or similar
guidance). More information about governors’ responsibilities is available in the documents
listed on page 2.

Different perspectives on healthcare matters

Governors are often interested in healthcare matters across the whole of the local health
economy, not just in the trust itself. Boards may therefore find that governors have a wide
perspective that can be helpful.
Some governors may feel that they need to represent a particularly strongly held view of one
part of their constituency. The chair of the council of governors has a responsibility to channel
their concerns in an appropriate way. Governors need to make sure that they always listen to
and represent the full range of viewpoints of their members and the public and not just one
viewpoint. Incorporating different perspectives can help lead to more effective and sustainable
services for patients and service users.

Using information appropriately
Dealing with confidential and personal information

Governors might receive or come across confidential and/or personal information. It is
important that governors are aware of the trust’s policies and procedures for handling this type
of information, and that governors comply with relevant legislation (eg Data Protection Act
1998). For example, when giving information about the trust to members of the trust and the
public, governors should take care to disclose only those matters that are non-confidential. If in
doubt, governors may wish to consult with their chair.

Openness and transparency

A culture of openness and transparency between the board and the council of governors, built
on mutual respect, can help governors to have the confidence to approach directors and chairs
informally. In a culture of openness, both board members and governors try to speak publicly
about things wherever it is appropriate to do so (bearing in mind that confidential or personal
information must be treated sensitively). In a culture of transparency, both board members and
governors are clear about processes and procedures, what they should each expect from the
other (including fairness) and, if difficulties arise, how these should be resolved.
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Governors working with regulatory bodies

The Care Quality Commission (CQC) is the independent regulator for health and social
care in England. It puts patients and people using services at the heart of its new approach
to inspecting health and social care services, including NHS foundation trusts. Councils
of governors are invited to contribute any evidence they wish to share as part of the new
inspection process. CQC inspection teams are particularly interested in evidence gathered
by councils of governors as a result of their public and member engagement activities. This
evidence helps CQC understand what matters most to people using the trust’s services and
those in the local community and informs the inspection and the judgements made about the
quality of care across the trust’s services.
For information on how governors work with Monitor, please see the documents listed on page 2.
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Before commencing public engagement activities, the aims,
objectives and approaches need to be clear and well planned. The
purpose of the activities may be to listen to members and the public,
promote two-way interaction with members and the public, or
provide information about the trust to members and the public.

Why is this important?
NHS foundation trusts are built on the principle of local accountability. For example, trusts must
hold annual members’ meetings. As part of their duties, governors should feed back information
about the trust to members and the public.

Part two: Governors communicating with members of the trust and the public

Governors
communicating with
members of the trust
and the public

A good relationship between governors and the local community can help to keep channels
of communication open. This may be helpful as healthcare providers and the local community
members move towards a shared understanding of the challenges the trust is facing and of the
potential solutions through consultations, meetings and events.

Benefits of engagement for patients and service users, members and the
public
•

Good engagement empowers people (for example, by increasing their knowledge of local
healthcare and giving people the chance to help design services)

•

Engagement can increase people’s confidence and belief in their abilities

•

Engagement can also give people an increased sense of control over decisions affecting
their lives.

Benefits of engagement for governors and the trust
•

Good engagement can make governance processes more effective

•

Governors who understand the views of members and the public are better able to do their
statutory duties (for example, when holding the non-executive directors to account for the
performance of the board)

•

Governors themselves may also feel more fulfilled and more energised in their role.
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Case study: Camden and Islington NHS Foundation Trust
After the dissolution of Camden Primary Care Trust (PCT) on 1 April 2013, Camden and
Islington NHS Foundation Trust took over the St Pancras Hospital site where the PCT
headquarters were previously located. In deciding how best to use the site, the trust
wanted to take into account the views of service users, carers, staff, the local community
and other local stakeholders. To that end, the trust held a number of stakeholder forums
in which those who would be directly affected by the development could have their say
and help the trust to generate ideas.
One of these was a dedicated forum for members and governors. Following a
presentation on the background to the project by the trust’s Director of Finance, members
were invited to discuss the changes and put forward ideas via round table discussions
chaired by trust governors and by adding ideas to a ‘wishing tree’. The member and
governor attendees worked together to come up with excellent ideas for clinical services,
amenities, complementary services, education and training facilities and environmental
improvements.
The feedback collected through this exercise was collated with feedback from the other
forums and reported to the management team responsible for the St Pancras Hospital
development project. In addition, the trust set up a dedicated governor working group
focused on the St Pancras site, to help ensure that the views of the membership continue
to be taken into account. The working group membership includes the NED who
chairs the finance and estates committee, so that ideas and issues can be escalated to
committee or board level if appropriate. Members have since been notified of the creation
of the working group through the trust’s newsletter, and have been advised on how to
submit any feedback or queries which they would like to be discussed at the group’s
quarterly meetings.

Approaches trusts have taken to plan public engagement
Making use of the trust’s membership strategy

Engagement should have clear and specific aims, objectives and outcomes. These are often
set out, with the chosen approaches, in the trust’s membership strategy. This might also
include useful background information about the trust’s membership base, the community and
local representative organisations. The scale and ambition of the approach will depend on the
available budget, and the membership strategy can also be useful to help manage expectations
of all parties. A targeted approach to public engagement can help make best use of resources.
Governors are integral to the strategy, adding insights and experience from the community to
shape its development.
Governors should take account of recent or existing community activities and local initiatives
when planning any engagement activity. Knowing about past experiences and issues raised will
help to avoid repeating work unnecessarily, and will help progress towards something new and
interesting for people to attend.

Using other organisations’ websites

Websites can help governors to understand organisations working in healthcare and in their
local communities. Reviewing the aims, objectives and future plans of these organisations can
9

Oxleas NHS Foundation Trust
Oxleas NHS Foundation Trust has created associate memberships available to third
sector organisations and businesses. Associate member organisations do not have a
voice in governor elections or at the annual members’ meeting, but are invited to attend
member and governor events and contribute to the trust in other ways.
For example, the trust held a joint event with their associate member Dartford and Bexley
MS Society during Carers’ Week and through this the trust was able to speak to service
users and members of the community that the trust might not have reached through its
usual members’ events. In another example, the trust is working with Charlton Athletic
Football Club’s Community Trust. As a result of this work, the trust developed a project
which promoted early intervention in psychosis.

Choosing the right activity to fit the purpose

Different types of activities are useful for different purposes. For example, community events
can be helpful to raise the profile of governors and the trust, but are not necessarily helpful for
gathering detailed information from the public and members. Focus groups may be helpful for
understanding people’s views in more depth but only reach a small number of people.

Part two: Governors communicating with members of the trust and the public

help identify opportunities for joint working or adding value. Local businesses, for example,
commonly have a social responsibility plan that may include health-related links or a desire to
reach out to the local community in some way. Knowing the local area enables governors to
have informed conversations in their communities.

It is important that any large-scale events or communications are well resourced and planned
so the content of the activity, the processes used, the outcomes that will be measured and the
links between content, process and outcomes are all clear.

Working with other organisations

Members of the trust and the public may find it confusing if they are approached by several
providers, commissioners, or health groups, all offering public opportunities for greater
engagement or involvement in healthcare issues. There may be a perception that there is
‘competition’ for the time of those who are interested. Where this may happen trusts may work
together with other organisations in the sector (for example, other providers, charities or patient
groups) to deliver on common aims and objectives for the benefit of patients and service users.
The benefits and risks should be explored in the planning stages.

Case study: Somerset Partnership NHS Foundation Trust and
Taunton and Somerset NHS Foundation Trust
Somerset Partnership NHS Foundation Trust and Taunton and Somerset NHS Foundation
Trust have held some joint events for members and the public. One of these events was
called ‘Improving dementia services – the Somerset way’. It helped both trusts to explain
the patient pathway to their members and to the public, covering all aspects of care
(acute, mental health and community services) and highlighting joint working.
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Approaches trusts and governors have taken to listen to members
and the public
Listening to the experiences of service users, members and the public

Governors should always take care to ensure that they represent the views of the members
and the public as a whole, not just their own personal experiences. Governors can pick up
feedback in conversation with people they already know. A patient’s or service user’s experience
can be very different from what a trust intends or assumes it to be and they can choose to tell
governors what works, what doesn’t and what could be done better.
Although each person’s view is important, governors should seek to explore in collaboration
with the trust to see if a particular issue is affecting a greater number of people.

Governors visiting trust sites

Some trusts arrange for governors to attend service user forums, to have structured tours of
trust sites or to participate in informal review visits to the wards, looking at aspects such as the
quality of the food, cleanliness or respect and dignity for patients and service users at the trust.
Some trusts choose to combine visits with non-executive directors, for example.
Although some trusts may choose to involve governors in hospital visits or volunteering,
it should be remembered that governors neither have an automatic right to inspect NHS
foundation trust property or services nor a duty to meet patients and conduct quality reviews.

Focus groups

Focus groups drawn from the trust’s membership can be a cost-effective way to discuss
emerging themes in more detail. Focus groups can be a chance to ask questions directly and
get an in-depth understanding of people’s views and comparison of views in the group.

Surveys of members and the public

An annual survey of the membership base can be a good way for trusts (and governors) to get
a better understanding of the members’ views. Another option may be for trusts to add extra
questions to standard surveys such as the ‘Friends and Family Test’, to get a broader or more
detailed picture of patients’ and service users’ views. Trusts may also make use of the findings
of surveys by other organisations, if the survey results have been published and are relevant.
Governors can support the trust in this activity by helping to develop or distribute a local survey.
The findings could be useful for understanding trust performance from the perspective of
patients and service users.

Providing a range of ways for members and the public to contact governors

Trusts can provide a range of ways for members of the trust or the public to raise questions
with governors. This can include face-to-face contact, telephone, post, email (for example to a
central email address).

Governor drop-in sessions and public meetings

Governor drop-in sessions or public meetings allow regular contact between the public or
members and governors. Regular sessions may be held at the trust (eg in a foyer area) or within
the community (for example at social clubs, theatres, councils and libraries). A similar approach
can be adapted for staff governors to reach their colleagues, for example in the trust restaurant.
Trust board members may also attend to answer any questions.
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Trusts may face challenges in ensuring their membership represents a large cross-section of the
public who use the trust’s services, and governors may need to make a special effort to contact
hard-to-reach communities. Community leaders and organisations that represent these groups
can have an important role here.
Trusts and governors may encourage under-represented groups to get involved by going to
meet with them or by providing information tailored to their needs. Governors, supported by the
trust as needed, can find out what these groups are really interested in and offer something that
is likely to appeal to them. Examples may include free health-checks in the workplace, tea and
coffee mornings and organising advice on specific healthcare conditions. Governors may also
attend festivals and events held in different parts of the local community.

Gauging levels of interest

Members of the trust or the public may choose to limit their engagement to a small number of
issues about which they feel passionate; sometimes it can be difficult to capture people’s views
on more day-to-day matters. Some trusts therefore seek to group their members according
to how much they want to be involved, so that the level and type of communication can be
adjusted for each group.

5 Boroughs Partnership NHS Foundation Trust
5 Boroughs Partnership NHS Foundation Trust has a tiered approach to membership and
finds that this works well. Members indicate their preferred level of membership in their
application and the trust now has about 900 members who welcome, and have time for,
more active engagement. Those 900 ‘gold’ members are the people the trust turns to first
when it wants feedback, support and volunteers for specific projects.

Part two: Governors communicating with members of the trust and the public

Reaching all parts of the local community

One example of the activities in which gold members have been involved is planning
for the construction of a new hospital in Leigh. Gold members were invited to join the
Member Engagement Group of the new hospital project team and have been able to
have an input on a range of matters from the site location to the design specification of all
aspects of the new build.

Making the most of the trust’s staff governors

It can sometimes be challenging communicating the foundation trust governor model to trust
staff. And once staff governors are in post they may have competing priorities. It is important
that staff governors are given sufficient time to fulfil their statutory duties. The trust can also help
to support staff governors by raising awareness of the importance of the role across all trust
departments.
Some trusts have developed specific programmes aimed at linking staff and staff governors.
They encourage staff members to inspire their colleagues and promote governorship as a
way to bring about positive change at the trust. By listening to staff members, governors
can get valuable insights into the organisational culture and climate at the trust, for example
understanding the trust from the perspective of the clinicians.
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Approaches trusts and governors have taken to interact with
members and the public
Tapping into governors’ existing networks

Trusts can use a range of media to reach the public (including social media, local press and
local radio) but word of mouth is often one of the most effective methods. For this reason,
governors who are well connected can be particularly good at picking up the views of members
of the trust and of the public.
Some governors are active in non-healthcare community groups, such as business forums,
local charities or groups connected to local schools. These governors often tap into their own
personal networks to start up communication with different sections of the local community or
pass on published information about the trust.

Open days

Some trusts choose to run open days. Trusts often combine the annual trust meeting with an
open day at the trust, when members of the public may visit areas to which they do not usually
have access. Open days can be formal or informal and can take a variety of formats including
workshop and question and answer sessions. Alongside a range of other activities, this can
provide great opportunities for members of the trust and the public to interact with governors
and staff of the trust. Some trusts provide tours of the hospital for example.

Organising health-related events

Several trusts organise various types of ‘health events’ or ‘member days/evenings’, which may
be led by governors but typically revolve around a talk by a clinician on a health issue (such as
dementia, diabetes, eating disorders, arthritis or cardiac care). As well as offering a talk from an
expert clinician, the event offers governors the chance to initiate a wider discussion about the
trust, picking up on matters of concern to members and the public, either before or after the
main talk. There is also the potential to join up with other local trusts to explain, for example, the
typical patient journey for a particular disease. Some trusts have found that events taking place
inside trust grounds tend to have a better turnout.

Case study: The Royal Devon and Exeter NHS Foundation Trust
The Royal Devon and Exeter NHS Foundation Trust runs ‘Members’ Say’ events each
year. The ethos of ‘Members’ Say’ is about listening to the views of the trust’s members
and using this intelligence to influence the work of the trust at different levels – from its
strategy to service changes. The events provide an opportunity for the trust’s members
to have their say about healthcare matters. Each event attracts around 200 members but
they are always oversubscribed. The events were built around the ‘Medicine for Members’
series the trust holds, at which members are invited to hear talks from clinicians on issues
they choose. In the ‘Members’ Say’ events, the talks are at the centre of the day but with
opportunities for interaction and dialogue. These include a health fair, where attendees
hear about the trust’s work in various areas (eg infection control), and interactive activities
at which attendees can express their views on key issues.
The events also include around six focus groups for up to 15 attendees to explore a
topic and express their views about what is important. These focus groups provide rich
feedback. Governors have an important role in planning these events: they have a stand
in the health fair, they hold meetings to brief members interested in becoming governors,
and they use the outcomes from the focus groups as an agenda for their own priorities.
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Some trusts host talks on other topics such as redevelopment of the hospital estates. The event
could include free health checks. Some trusts have built activities around the anniversary of
trust-related, local historical landmark events or current events.

Case study: King’s College Hospital NHS Foundation Trust
The year 2014 marked the 100th anniversary of the start of World War One and provided
an opportunity to reflect on its origins and impact. During World War One, many of
the hospitals now run by King’s College Hospital NHS Foundation Trust were used for
military purposes. In August, the trust marked the centenary of the start of the war with a
special week of planned lectures, events, exhibitions and public activities. The Corporate
Communications Team organised the commemorative events, which included a candlelit
service held in the chapel at King’s College Hospital attended by 150 people. The
service featured hymns, wartime songs performed by Camberwell Community Choir and
readings by staff past and present.
A joint talk with South London and Maudsley (SLaM) NHS Foundation Trust focused on
the pioneering treatment of soldiers’ physical injuries at King’s, given by cranio-oral and
maxillofacial surgeon Robert Bentley. The second half of the talk was given by SLaM’s
Professor Edgar Jones, who is an expert on shell shock. The week closed with a rededication of the memorial garden at Orpington Hospital, which began as a hospital
for Canadian soldiers built in 1916. The event was attended by more than 200 people,
including hospital staff, local community groups and voluntary organisations.
Volunteers were integral to the success of all the World War One events. The trust worked
with the Friends of Orpington Hospital and the Friends of King’s College Hospital to both
organise and manage the events, and members of the Trust’s volunteer programme
helped to welcome guests.

Building on other community or health sector events

Trusts may build on events or public meetings organised by other health sector bodies such as
clinical commissioning groups (CCGs) or primary care (GP) practices. Some trusts’ governors
make use of other events or activities going on across the community such as Women’s
Institute events, Youth Parliament, summer fetes or agricultural shows.

Case study: West Midlands Ambulance Service NHS
Foundation Trust
West Midlands Ambulance Service NHS Foundation Trust participated in an outdoor
festival day organised by a local shopping centre. The trust’s community responders,
community quality staff ambassadors and governors worked together at the event to
raise awareness and gather feedback. The trust also linked up with other emergency
services (such as the fire service), setting up a zone to showcase their vehicles, personnel
and skills. There were basic life support and portable defibrillator demonstrations which
attracted a crowd. The trust benefited from the wide appeal of events geared towards
families and children and signed up nearly 800 members over two days.
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Berkshire Healthcare NHS Foundation Trust had a stand at Reading’s Pride Festival. The
trust took a team of clinical staff along to talk to people about physical health, sexual
health screening and mental health. The trust’s Community Matrons delivered physical
health checks which was a good opportunity to engage with the community for the
benefit of both the trust and the festival-goers. The trust also had non-clinical staff and
governors at the stand to talk about the trust more widely and succeeded in recruiting
more than 200 new members. The event enabled the trust to provide a service at the
same time as engaging with new and existing members and the wider community, finding
out what people need from the trust and promoting the services offered by the trust.

Participating in local healthcare groups

Governors may also be involved in other healthcare groups, for example as members of
Healthwatch, GP patient participation groups, other foundation trusts or healthcare support
organisations such as The Stroke Association.
Local Healthwatch was established in April 2013 under the terms of the 2012 Act, with a range
of responsibilities. Local Healthwatch is the consumer champion for health and social care in
each local authority area. Governors may want to ensure that they have an arrangement in
place with their trust and with local Healthwatch to see the evidence local Healthwatch gathers
from local people about care at the trust. Working with their local Healthwatch and the other
organisations set out above may help governors in their duty to represent the members of the
trust and the public more widely.

Part two: Governors communicating with members of the trust and the public

Case study: Berkshire Healthcare NHS Foundation Trust

Governors are able to listen and gather information about the views on healthcare expressed at
those meetings. Independent sector healthcare providers can also be a useful reference point.
Before passing information back to the trust, governors need to be open with other group
members about their intention to do this and check that others are happy with this.
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Approaches trusts and governors have taken to feed back to
members and the public
Speaking at meetings outside the trust

Governors may attend local community council meetings or use their other community links and
provide feedback from the trust through these routes. This may include giving presentations to
members of the trust, or to other trusts, and seeking further feedback. Alternatively, governors
may make presentations at special health events or meetings (eg Healthwatch) or public
engagement events organised by the trust.

Case study: Birmingham and Solihull Mental Health NHS
Foundation Trust
Birmingham and Solihull Mental Health NHS Foundation Trust’s service user governors
and carer governors participate in service user and carer groups so they can pick up
issues directly. Some governors are active in mental health voluntary groups or local GP
patient groups and others attend clinical commissioning group board meetings. Their
feedback is used within the trust and has resulted in an improved waiting room after
carers raised concerns about how it was unwelcoming and didn’t have an area to hold a
private conversation. Carers responded positively to the simple changes that were made
as their feedback had been taken seriously and responded to quickly. One governor, who
was also an active local member of the charity, Mind, raised a discussion about the use of
restraint in mental health services following the publication of a Mind report on the subject.
This led to the trust setting up a working group to review its practice against the report’s
recommendations. The trust now records and monitors restraint across its services.

Attending public accountability forums

Governors may choose to attend public meetings at which trust board members present
the trust’s response on certain issues (for example, to elected local councillors, patient
representative bodies, CCGs or health and wellbeing boards). This can help governors to
understand both the concerns of others, and how well they feel the trust’s board is responding
to those concerns.

Using the trust’s website

The trust’s website is an important way of making information available to the public, often
complemented by a regular newsletter or magazine format. Costs can escalate if there are
a lot of trust members so this could be either printed or emailed. One or more governors
may sometimes write articles for the newsletter (with final approval resting with the trust). A
newsletter written by and for young members is another option.
Some trusts routinely publish on their websites the minutes of meetings of the board and of the
council of governors. Members of the public may be able to attend some board meetings, and
trusts encourage this by publicising dates and agendas in advance.
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The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust
organised a public members’ event in September 2013 called ‘Feeling younger for
longer’. Over 100 people travelled from around the country to the event and over 50
signed up as new members of the trust on the day. Members attended talks given by
specialists such as one entitled ‘hip pain and problems’.
Mr Andrew Bing, Consultant Orthopaedic Surgeon said: “It was great to have a chance to
talk directly to the public and get a feel for their concerns and answer questions in detail”.
Via their new ‘Connect’ bulletin, governors reported back to their members about the
event, together with information about other activities of the council of governors.
‘Connect’ is also used as an as opportunity to ask members for their feedback and their
views, and provides a dedicated email address for this.

Making information accessible

Some trusts have found ways to package information in more easily accessible formats, for
example supporting governors in their role by communicating by text message with some
members or putting together a short video or cartoon. Some trusts also make use of social
media (Facebook and Twitter). More and more trusts are using this medium to communicate
with members, staff, stakeholders, patients and service users and carers.

Part two: Governors communicating with members of the trust and the public

Case study: Robert Jones and Agnes Hunt Orthopaedic
Hospital NHS Foundation Trust

Governors should be working together with their trust’s membership and communications
teams to understand the methods of communication the trust is using and where they
work best.

Case study: The Royal Devon and Exeter NHS Foundation
Trust
At the trust’s last ‘Members’ Say’ event, a series of focus groups discussed what
compassionate care is, what it isn’t and the values that underpin providing care in this
way. The results were analysed and used to develop a six-minute film in a cartoon format.
The film is used as a way to prioritise compassionate care within the organisation
amongst all staff. For example, it is used by nurses as a training and induction package
and for continuous professional development of staff.
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One of the main ways governors and the board may communicate
is through the trust’s governance structures. Two-way communication is
important. To help with this, some trusts have set up systems for tracking
questions or issues to ensure that these are addressed appropriately.

Part three: Governors communicating with the board

Governors
communicating with
the board

Why is this important?
Governors provide insights for boards

Governors can help to highlight for the board the areas that matter to patients, service users
and members of the public (for example, patient transport to access services) and gather views
on healthcare approaches (for example, providing feedback on the trust’s dementia strategy).
Governors can be particularly good at reflecting the patient experience of quality in healthcare.
At one trust, governors have been instrumental in helping to improve patient comfort by
reducing noise at night. At another trust, governors’ focus on patient transport has helped
to bring about practical improvements for patients. Governors can spot things that matter to
patients and service users, for example around the physical environment, or highlight where
care approaches could be better coordinated.
Through structured feedback channels, governors can also help to raise the profile of particular
groups, for example the visually impaired or those with access requirements, to ensure that the
trust is properly responsive to their needs and preferences.

Boards share information with governors

Each foundation trust board tells governors about the trust’s plans, the trust’s performance
and how the trust is responding to issues raised by governors. This may include examples of
engagement from sources such as staff survey results. As part of their role in representing the
interest of members of the trust and the public, governors are uniquely placed to compare the
information they receive from the board with the lived experiences of patients, service users,
members of the trust, staff and the public. In this way governors can form a rounded view and
feed back any such information to the board. Governors can also use this local knowledge and
insight to help hold non-executive directors to account for the performance of the board.
Governor feedback can help influence the priorities of the trust, for example in quality reporting
or service line strategies. The council of governors may also be able to help change the culture
of the organisation. It is for trust boards to ensure that governors are kept informed.
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Approaches trusts have taken
Council of governors meetings

One of the main ways in which governors can inform the board about the views of members
of the trust and the public is through the meetings of the council of governors. Minutes (or
elements from the minutes) of the meetings of the council of governors may be sent in a paper
to the trust’s board and/or updates provided through the chair (who is chair of both the council
of governors and the trust’s board). Non-executive directors will often attend the meetings of the
council of governors. Executive directors may also choose to attend.
The council of governors has the power to require one or more of the directors to attend
a governors’ meeting to obtain information about the trust’s performance or the directors’
performance (or to decide whether to propose a vote on the trust’s or directors’ performance).

Sub-committees and working groups

Councils of governors may decide to set up sub-committees or groups of the council to help
them to examine certain areas of the trust’s operations in more detail. Some trusts have used
this structure to create membership, engagement or performance sub-committees to help
governors represent the interests of members and the public. Some working groups may be
ongoing, others may be ‘Task and Finish’ groups set up to work on a particular project goal.
The terms of reference usually set out whether or not specific skills or experience are needed to
sit on the particular sub-committee or group. The minutes of these sub-group or sub-committee
meetings may also be sent to the board.

Case study: Harrogate and District NHS Foundation Trust
Harrogate and District NHS Foundation Trust has a governor working group for workforce,
volunteering and education. The group membership includes public, staff and stakeholder
governors, with support from members of the corporate team. The group oversees the
delivery of the trust’s innovative volunteer programme, work experience and education
liaison schemes. The group is chaired by a public governor and, as a sub-committee of the
council of governors, reports to each quarterly public council of governors’ meeting.
The trust has around 600 active volunteers who can get involved by helping in reception
to direct patients, becoming Hand Hygiene Champions or Meal Time Volunteers feeding
patients. The Education Liaison scheme and Work Experience Programme builds strong
partnerships with local schools in the trust’s catchment area, promoting engagement with
children and young people. Opportunities include behind-the-scenes tours of the hospital,
organ and tissue donation awareness sessions and the innovative ‘living library’, giving
schools the opportunity to select a member of staff from a ‘bank’ of trust staff (‘books’) to
attend the school and speak informally on their subject of expertise.

Board meetings

The legislation requires that, before each board meeting, the board of directors must send a
copy of the agenda to the council of governors. After the meeting, the board of directors must
send a copy of the minutes to the council of governors.
Some trusts may choose to set up mechanisms for governors to ask questions of the
board. This may be during board meetings, or during a dedicated session of the board for
their questions, or by submitting written questions. In some trusts there may be regular joint
meetings (or sometimes joint away days) of the board and the council of governors, for example
to review the annual plan, although this does not constitute a board meeting.
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Case study: Somerset Partnership NHS Foundation Trust
Somerset Partnership NHS Foundation Trust decided to amalgamate the Council of
Governors’ Public and Patient Involvement (PPI) group with the trust’s operational PPI
committee. This means that executive directors, non-executive directors and governors
are all members of this governance committee.
All communications from patients, carers and the public now go through this committee,
including complaints and all items from Patient Advice and Liaison Services (PALS).
Governors are therefore able to see what information the trust collects and what action
the trust has taken to learn lessons and improve services. The trust has found that the
benefits include less duplication and more confidence that nothing is missed.

Part three: Governors communicating with the board

Governors may also be invited to attend meetings of the trust’s committees (although they do
not become members of board committees) or sit on other strategic working groups or subcommittees of the trust.

Including patient stories at meetings

With patients and service users at the centre of all the work a trust does, their stories are often
very powerful and engaging. Trusts sometimes gather patient stories in writing and start each
board meeting (and/or other key meetings) by listening to a patient story. Some trusts have
taken this a step further by bringing a patient into the meeting to tell their own story in person.
‘Patient stories’ can be particularly effective where they are used as a starting point for wider
discussion and action on the issues they raise for the trust, and governors may sometimes be
able to bring forward ideas for patient stories.

Making directors available to governors

Approaches vary, but trusts may choose to arrange regular formal and/or informal meetings
between governors, and the chair, senior independent director or non-executive directors. The
trust’s chief executive may also attend some of these meetings. In one trust, each governor has
been ‘buddied’ with a non-executive director, which creates an extra communication channel.
Extra meetings like this can be a way to provide more time for governors to reflect on trust
performance and to get to know the non-executive directors. However, it is important to ensure
that any informal or private meetings do not address business that would be more suitably
discussed at the full formal council of governors meetings held in public.

Case study: Chesterfield Royal NHS Foundation Trust
The council of governors of Chesterfield Royal NHS Foundation Trust meets every six weeks
and issues are raised directly with the board members around the table. The meeting agenda
includes space to seek assurance from the non-executive directors on issues that have
been previously raised. Three or four times a year the senior independent director and
the lead governor chair a meeting of the non-executive directors and governors. These
meetings tend to focus on one issue chosen by the governors. The council of governors
has four sub-committees: the PPI group, the nominations committee, the outreach group
and corporate citizenship. The PPI group reports to the board after every meeting (six
times a year). Governors can also approach directors and the chair directly.

22

Part three: Governors communicating with the board

Two-way communication

There needs to be a good balance between the amount of space devoted to keeping governors
informed and the amount of space devoted to governors raising issues with the board.

Case study: Northumbria Healthcare NHS Foundation Trust
Members of Northumbria Healthcare NHS Foundation Trust’s council of governors are
selected by their council to represent their colleagues on trust-wide strategic board
committees, including charitable funds, information management and technology,
assurance, and safety and quality committees. Governors attend the committees as
observers, but spend time with members of the executive team and the non-executive
director chair of the meetings to discuss any issues for further clarity outside the meetings.
Governor input has also been fundamental on active working groups including the
working group which has focused on the preparation of the design phase of the new
specialist emergency care hospital.
In addition to the four statutory general meetings each year, the trust also holds council
of governors development meetings every month to undertake ‘deep dives’ into
important issues. These meetings facilitate governors’ understanding of complex issues
including mortality outcomes, discharge planning and integration of care, and quality
improvement projects to improve patient care. This has enabled governors to contribute
toward the trust’s overall strategic forward planning as well as setting, understanding and
communicating the trust’s priorities to members as part of their engagement programme.

Keeping governors up to date

Email briefings for the trust’s staff may also be sent to all governors, for information. Keeping up
to date will help governors to feel confident and well informed in their interactions with members
and the public.
The chair may respond to governors via email, either in response to specific questions, on
general themes or to notify them of any significant incidents. The chair will also attend council of
governor meetings of course.

Systems for managing feedback from members and the public

Governors receive different types of feedback in different ways. To ensure feedback is put to good
use, several trusts have set up systems for collating and assessing it. Any issues that need to be
are escalated to the board; other issues may be directed to other parts of the trust if appropriate.
In some cases, governors may not be the best people to respond to the feedback. The trust
may have other systems for dealing with the issues in a more appropriate way.
For example, specific complaints may be passed on to the internal trust teams responsible
for handling complaints and/or PALS. Governors are also reminded that there is a local NHS
complaints advocacy service that is available to anyone who needs help in making a complaint.
Governors may find that people raise informal complaints with them but are reluctant to take
them further. Governors should be reassured that they can refer a complainant to their trust in
the first instance or to the NHS complaints advocacy service as an independent route through
which someone can be supported if they want to complain. The trust’s complaints team would
also be expected to inform anyone who may need support about the local NHS complaints
advocacy service, but people can also go to the service directly. Governors can get advice from
their trust about how they manage this locally and the name of the local service.
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Tracking matters raised with the board

Not all matters can be resolved quickly: some trusts maintain a log of questions raised with the
board so that outstanding matters can be kept in view until non-executive directors can assure
governors that the issue has been resolved.

Communicating the trust’s response

It can be helpful to make it clear how the trust has responded to specific feedback from
members and the public. This will build confidence that any engagement activity has been well
thought out, planned and then acted upon.
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Governors may come across issues from the public or members about individual safeguarding
concerns. These may relate to a trust or another local service. The relevant local authority
safeguarding team has the primary responsibility for responding to individual safeguarding
concerns. Governors would want to be assured that any safeguarding concerns that are picked
up via the local authority have a route to the trust’s board and to governors in whatever way is
appropriate. The trust’s company secretary will be able to advise governors on how to handle
these matters. Governors may also find it helpful to familiarise themselves with their trust’s
guidance for governors about dealing with safeguarding concerns.

Case study: Lincolnshire Partnership NHS Foundation Trust
Lincolnshire Partnership NHS Foundation Trust captures all the feedback which
governors receive from members of the trust and the public in an ‘issues log’. This is
presented to the ‘issues group’ which is chaired by the senior independent director and
includes governors, the trust secretary and staff from the trust’s membership office. The
membership office also compiles a report for the council of governors, capturing themes
from the issues log.
The issues group (supported by the membership office) decides whether it is appropriate
to resolve issues directly or escalate issues or themes to the board. Some issues relating
to personal budgets and eligibility criteria were raised with the council of governors who
helped bring this to the attention of commissioners. This resulted in the development of a
managed care network using new funding and voluntary sector providers to support and
keep mentally well thousands of people in the community.

Alder Hey Children’s NHS Foundation Trust
Alder Hey Children’s NHS Foundation Trust is building a new hospital entirely in a park
with a design inspired by children. The trust listened carefully to children who shared
their own vision for the new hospital and thousands of families took part in one of the
NHS’s biggest ever public consultations.
Many suggestions like better access to fresh air and nature have been included in the
plans. The team has continued to work closely with young people to get their input and
their children’s and young people’s forum recently helped to recruit an artist to work on
the hospital’s interior design.
Once the new Alder Hey opens, a children’s board will take an active role in the hospital
and make sure that young people are given a voice.
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Case studies from outside
the NHS
It is not just the healthcare sector that engages with the public. Here
are four case studies drawn from organisations in other sectors which
governors may find interesting.

Shelter
Shelter helps millions of people every year struggling with bad housing and
homelessness – and campaigns to prevent it in the first place. Shelter exists so that no
one has to fight bad housing or homelessness on their own.
Shelter focuses on involving its Service Users to ensure that their voices and aspirations
are heard and shape all aspects of the organisation’s work. This helps Shelter to provide
relevant services which meet the needs of the people who turn to them for support.
Involving service users also empowers them, builds their confidence and equips them
with new skills for the future.
Service user groups nationally meet regularly and contribute to Shelter’s work in different
ways. They take part in consultations on strategy and policy, provide feedback on
materials and literature and contribute to local activities and forums.
For example, in Sheffield the Service User group discussed Shelter’s 2015-18 Strategy
to ensure the objectives are relevant and the wording is clear and easy to understand.
Their views will be crucial in shaping the Strategy moving forwards.
There is also the ‘Inbetweeners’ Service User group in Bristol for young people aged 13
to 18. This encourages young people to get involved in consultations and feedback on
local services. For example, they were directly involved in writing service delivery plans
for the Children’s Service in Bristol.
In June 2014, Shelter launched a national Involvement Network and an Advisory Panel
of Service Users at the annual national service user event. Both aim to increase the ways
in which service users can have a say in shaping and improving Shelter’s services, feed
views to Shelter’s Board and influence Shelter’s work. This work is at an early stage and
will be developed over the coming year.
www.shelter.org.uk
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Rochdale Boroughwide Housing (RBH) is the UK’s first tenant and employee co-owned
mutual housing society with 14,000 homes throughout the local area. Members, tenants
and employees work together to provide better places to live and work in. Although
the organisation still has a board of directors, the elected tenants and employees sit
on a forum called the Representative Body. There are also nominated and appointed
representatives from partner organisations from within the community.
The representative body acts as the voice of the membership. Representatives are
involved in the development of RBH’s strategies which govern how services are delivered
and received, now and in the future. This may involve consulting with tenants and
employees about proposals.

Case studies from outside the NHS

Rochdale Boroughwide Housing

Since coming out of shadow role in June 2013 the representative body have strategically
approved the potential transfer of the management of the Rochdale Council homeless
service to RBH, held feedback sessions with members at the employee annual
conference and annual members’ meeting and shaped and approved corporate strategy.
The second function is to hold the board to account. The board is legally responsible for
running the mutual. The representative body does not get involved in operational issues
(such as repairs, housing management queries, complaints) unless they are likely to have
a widespread impact on members. If so, the representative body may investigate the
matter or ask for an update.
‘Our Place’, ‘Our Team’ and ‘Our Choice’ schemes, which bring together employees
and residents to address important issues in local communities have really taken off
with local tenants allocating £60,000 of community funding to support local projects via
participatory budgeting. All of these projects were initiated by tenants and volunteers to
help improve their neighbourhoods.
www.rbh.org.uk
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Case studies from outside the NHS

The National Trust
The National Trust is Europe’s biggest conservation charity. It was created in 1895 and
its purpose enshrined in statute in 1907. That purpose is to look after special places
forever for everyone. It has 4 million members although the National Trust exists for the
benefit of the nation, not just its members. Its work is carried out by 11,000 staff and
over 70,000 volunteers. The National Trust is generally regarded as part of the fabric of
British society.
The National Trust has a Board of Trustees – a group of 9 to 15 unpaid individuals
selected for their expertise across a range of business and conservation disciplines.
The Board’s role is to set overall direction via a strategy and thereafter to hold the
director-general (the chief executive) and her team to account for its delivery.
The Board is appointed by the National Trust Council. This is a group of 52 people
which, as well as appointing the Board, is tasked with holding it to account and ensuring
it stays true to the National Trust’s purpose and ethos. It also discusses major policy
issues and shares its views with the Board and staff. Half of the Council are elected by
the National Trust’s members and half are appointed by kindred bodies who have an
interest in the National Trust’s work.
Council members get involved in the National Trust’s work in a variety of ways. They can
sit on selection panels making recommendations for the appointment of new trustees,
participate in fundraising events or join occasional working parties on subjects upon
which they are experts. The debates on key issues of policy at the Council meetings
provide another forum to input their knowledge and expertise.
Council members say:
“One day I could be attending a Council meeting and the next at the Giant’s Causeway
talking to staff about the challenges of managing Northern Ireland’s only World Heritage
Site . . . I was recently asked to attend the staff conference where I had the chance
to meet many staff and volunteers face-to-face . . . I’m still very close to my local
properties. However, I now also maintain good links with the regional director and
executive team so that I can inform Council debates and make my fellow members
aware of any particular regional issues or difficulties …”
“I decided to focus my attention on volunteers and was asked to sit on the volunteering
committee to work on ‘a ten-year ambition for volunteering and community involvement’,
which was very interesting.”
www.nationaltrust.org.uk/how-we-are-run/
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University College London (UCL) is committed to engaging with people outside
academia to contribute to and engage effectively with society and local communities. In
October 2013, the UCL Public Engagement Unit coordinated a range of activities at the
Bloomsbury Festival. The Bloomsbury Festival is an annual, free community celebration
of over 200 cultural events taking place over six days.
There were three main reasons why the UCL Public Engagement Unit contributed to the
Bloomsbury Festival:
•

to create specific opportunities for public engagement at UCL

•

to increase understanding of UCL as an entity where engagement can happen

•

to develop UCL’s role in the Bloomsbury community.

Case studies from outside the NHS

University College London at the Bloomsbury Festival

UCL ran an ‘Ideas Salon’ (12 discussion sessions in a tent led by UCL academics) at
the festival, local walking tours run by UCL researchers, ‘Bite-Sized Bloomsbury’ (three
short lectures by UCL researchers held in a local charity, Wellbeing of Women), and
‘Night of Light’ (an artistic light installation). UCL supported an exhibition and an open
mic night for those who work in or love the local museums. The result was a variety
of activities, in both subject matter and format. This variety offered something for
everyone: a range of audiences (eg young people, families, local residents, local workers,
community groups) attended. It also showcased the services UCL offers. Staff and
students from 21 UCL departments participated and over 730 people attended UCL
activities during the festival.
The Bloomsbury Festival offered a valuable, quick and easy opportunity for UCL to
engage directly with its neighbours in Bloomsbury. Integrating with an existing festival
meant that the planning and organisation workload was shared and UCL could tap into
a ‘new audience’. The public engagement programme provided an accessible route,
for the audiences, into a range of subjects whilst promoting teaching and research
happening at UCL. In summary, the organised activities showcased what UCL as
an institution can offer not only as an academic body but as a cultural and creative
institution; reinforcing UCL’s role in the Bloomsbury community.
www.ucl.ac.uk/public-engagement
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What is this item about?
The Quality Report aims to provide the Council of Governors with essential information about the
safety, clinical effectiveness and patient experience of care provided during Qtr 4, 2014-15.
Please note that not all data has been validated to year-end due to the timing of the meeting.
Why is this item necessary?
To provide a level of assurance on the quality of clinical care delivered by the Trust and in line
with Strategic objectives and iCARE principles.
What is the Council of Governors asked to do?
The Council of Governors are asked to NOTE the report.
1. How does this paper improve patient care?
This paper improves patient care by providing an overview of the current position in respect of
standards of clinical care and patient experience. The content highlights areas of good practice
and areas where improvement is required.
2. How does this paper advance the Annual Plan?
The quarterly Quality Report is an essential part of the work towards delivery of the Annual Plan
and Quality Account.
3. How does this advance our strategic objectives?
The report provides a summary of performance against the following:



Patient Safety, Quality and Clinical Effectiveness – secure continual reduction in patient
harm
Patient Experience - Establish substantive Patient Experience Team and increase the
range of opportunities for patients and staff to provide feedback in their experiences of the
hospital

4. Is further information available?
Yes on request from the Clinical Governance team
Are there implications for the Trust?


Legally? No



Financially? Yes. Some of the issues discussed reflect the current position against CQUIN
targets



Regarding Workforce? No



Is this paper clear for release under Freedom of Information?
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YES

Quality Report Quarter 4 - 2014-2015
Executive Summary
This report provides an overview to the Council of Governors about quality and patient safety. It
includes performance against objectives outlined in the 2014-15 Quality Account, Trust CQUIN
programme, Patient Safety Strategy and details exceptions and trends and the high level actions
being taken where indicated.
The CQC’s new surveillance model is linked with the areas of the report as follows:
SAFE - Patient Safety
The reporting of pressure ulcers in Qtr 4 has seen an increase against the low reporting during
2014/15. The year end target reduction of 20% is achieved.
There amount of in-patient falls continued to remain high in Qtr 4 with continued pressures on
admissions and services. The target of a 10% reduction against the 12/13 outturn will not be
achieved, increased admissions and operational pressures have significantly impacted on
reducing numbers. The rate of harm resulting from falls in Qtr 4 is the lowest in year.
The Patient Safety Steering Group reviews all incidents, investigations (RCAs) and corporate
action plans to ensure the delivery of improvements.
No Safety Alerts are outstanding at this time.
EFFECTIVE - Clinical Effectiveness
The Clinical Outcomes Committee reviews outcomes data and results from national and local
audit. The Dr Foster Quality report, including HSMR and SHMI, highlights areas for improvement
which include readmissions to Maternity Services and length of stay, aspiration pneumonia,
deaths in acute myocardial infarction and length of stay in total knee replacements. Audit work is
underway to identify key factors and address performance.
There are no outstanding NICE at this time and areas of partial compliance are risk assessed and
managed by the Clinical Business Units.
CARING and RESPONSIVE - Patient Experience
The Patient Experience Team continues to be the lead investigators for all complaints. Increase
in PALS issues in the last quarter have been seen from new car parking arrangements.
WELL LED
The Corporate Risk Register provides an overview of the key clinical risks which include:


Increased demand during winter 14/15 resulting in escalation areas open, elective activity
and quality of care; Major risks include Falls, Pressure Ulcers, Medication errors, Staffing
risks and inability to maintaining high levels of care



Failure of Nursing and Medical staff to accurately record and respond to poor control of
diabetes



Pressure Ulcers and Falls continue to be a key focus of risk with working groups in place
to carry out improvement work
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1.

PATIENT SAFETY

1.1

National Patient Safety Alerting

The following patient safety alerts received since April 14 remain open or under observation.
There was 1 new patient safety alert received during March 15.
Alert Number
NHS/PSA/W/2014/007

Action
Deadline

Alert Description

Action taken

Minimising risks of omitted
and delayed medicines for
patients receiving homecare
services

Closed on CAS - Whilst we
do not commission this
service, the Trust uses the
Homecare service - therefore
all actions have been
reviewed against the PSA
recommendations and we
can confirm that relevant
actions have been taken

09/03/2015

Standardising the early
identification of Acute Kidney
Injury

Closed on CAS - All actions
reviewed & plans put in place
to ensure compliance

08/05/2015

Managing risks during
transition period to new ISO
connectors for medical devices

Open and under assessment

09/05/2014

th

Issued 10 April 2014

NHS/PSA/D/2014/010
th

Issued 9 June 2014
NHS/PSA/W/2015/004
th

Issued 27 March 2015

1.2

Hospital Acquired Pressure Ulcers

The number of grade 2 or above hospital acquired pressure ulcers totals 124 YTD. Of those
reported 70 have been confirmed as avoidable, 34 as unavoidable and 20 have yet to be ratified
against a year-end target reduction of 20% of no more than 98 avoidable cases. The rate per
1,000 bed days is 1.30 for March.
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1.3

Reducing Patient Falls

There was a reduction in inpatient falls during January however increased throughout February
and March. A total of 248 patient falls were reported with 12% of patients falling on more than
one occasion. The rate per 1,000 bed days for the qtr. averaged 8.52 with a reduction against a
rate of 11.17 for December. The number of falls YTD is 928 (unvalidated) against a proposed
year-end target reduction of 10% = 824 cases. 2013/14 total falls = 915. One fall resulted in a
Subdural Haematoma in January 2015

1.4

Incident Reporting

In Qtr 4 a total of 1291 incidents were reported of which 911 were Patient Safety Incidents (PSI).
The following run chart below shows the actual number of PSI’s reported by month at an average
rate of 32 per 1,000 bed days.

4 of 30

1.5

Adverse Incidents including Serious Incidents Resulting in Harm

16 new root cause analysis investigations were commissioned in Qtr 4, of these 8 were
reportable as SIRIs to the CCG. At the end of March there are 24 investigations open, of which
11 were reportable to the CCG.
Details of the investigations are as follows:

January 2015
8 new root cause analysis clinical investigations were commissioned in January, of these 4 are
reportable to the CCG.
The details of the investigations reported in January are as follows:







3 x Grade 3 Pressure sores (STEIS)
Delays in clinical care & treatment resulting in salpinectomy for ectopic pregnancy
Discharge concerns - rapid deterioration in condition
Delays in clinical care & management
Fall resulting in subdural haematoma
Management of diabetic foot ulcer - subsequent amputation

February 2015
5 new root cause analysis clinical investigations were commissioned in February, of these 2 are
reportable to the CCG.
The details of the investigations reported in February are as follows:





2 x Grade 3 Pressure sores (STEIS)
Delay in clinical care – query missed opportunity to thrombolise
Possible delay in diagnosis of portal vein thrombosis
Fall resulting in fractured tibia

March 2015
3 new root cause analysis clinical investigations were commissioned in March. Of these 2 are
reportable to the CCG, 1 of which is a Never Event
The details of the investigations reported in March are as follows:




Grade 3 Pressure sore (STEIS)
Never Event – wrong site surgery (CQC and STEIS)
HAS 1 form not double signed in accordance with legal requirements for a Termination of
Pregnancy (Department of Health reportable)
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SUI Reporting levels

1.6

Litigation and Coroners Activity

January 15
There were no new potential Clinical Negligence claims in January but two letters of claim were
received.
February 15 There were three new potential Clinical Negligence claims in February;




Allegation of delay in diagnosis of brain haemorrhage
Skin damage during surgical procedure to remove breast lump – Reported as incident
Failure to recognise and treat symptoms of stroke.

March 15 There has been one new claim in this month;


Allegation of additional dental extraction carried out without parental consent. (Consent for
removal of other decayed teeth obtained)

Two letters of claim were received
 Alleged damage to nerves and bladder due to delay in identifying retention following left
hip replacement. This claim was originally against the consultant for surgical technique
and successfully defended on that basis.
 One failure to identify complexity of fracture resulting in delayed surgical intervention.
1.6.1

Closed Claims

Two claims were closed in January. One with damages of £2,250 and one for £22,500.
No claims were closed in February or March.
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1.6.2

Non Clinical Claims

During the last quarter 4 new claims have been received, one relating to a member of staff falling
off a chair reported as faulty, two claims were received from alleged staff handling injuries.
The last claim received has come from a patient incident in A&E claiming for damages resulting
from a fall out of bed. The allegation identifies cot sides not raised to stop the patient falling out of
bed and lack of supervision when requiring to use a bottle for toileting purposes. The latter is
under review.
Actions coming from staff handling injuries include:






1.6.3

Reviews of all handling risk assessments with training adapted to meet the needs for
staff is being carried out through the Safer People and Ergonomic Advisor.
A review of Theatre handling risk assessment for patients positioning, including
Bariatric patients
To reduce handling impacts from bed moves across the Hospital, Theatres are trialing
a bed mover, but with limited success due to constraints of the equipment and space.
An alternative bed mover has been reviewed in March 15 which impressed the current
users with ease of use in restricted spaces. A business case will be developed for this
product.
A significant step forward is being made with purchasing 67 new beds that have
electric profiling capacity. This will help with having to manually reposition patients in
recovery when non-profiling beds are not available.

Coroners

There were three new coroner’s cases advised in the quarter;


A patient who self-discharged from ED and subsequently committed suicide



Complication of hip surgery resulting in a fatal haemorrhage



An inpatient fall resulting in subdural haematoma

One inquest was held. This was a case from 2011 where the coroner was not advised of a fall
resulting in a head injury 5 days prior to admission. The case was reopened by the chief coroner
concluding in a narrative verdict from the inquest held in March 2015.
1.7

Directors Safety Walk rounds

Executive Patient Safety/Experience walk rounds now take place on a monthly basis, looking at
aspects of the ward/department, including first impressions, patient safety issues, staffing,
information available to patients and visitors and how staff might raise concerns. Executive
Directors, together with Non-Executive Directors and Senior Managers, visit different clinical
areas monthly and provide a report on feedback and actions to be taken by the ward or
department, or at Executive level, as well as highlighting areas of best practice
Themes that have been highlighted in the last six months include:
Ward level actions
 Staff should meet, greet and acknowledge visitors to the ward as soon as possible
 Some patient safety information is out of date.
 Useful Information, including ward contact details, needs to be visible on the ward
including discharge information
 Cluttered areas within some clinical areas were noted
 Ensure staff receive feedback from incidents / complaints and know how to raise a
concern
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Executive Director Actions
 Production of Ward Information booklets and business cards detailing key contact
information
 Consider electronic data capture and display of patient information to replace ward
boards
 Refurbishment of key areas including Kingston Wing and A&E Reception
 Review of storage areas and facilities for recycling
 Improving catering and crockery supplies
The Director actions are assigned to relevant teams, e.g. Communications Team, Estates and
Facilities and Ward Sisters/Dept. Leads are provided with a copy of their actions in the
report. Reports are considered as part of monthly Peer Review and actions recorded in work
plans. It is intended that these walk rounds continue throughout the year and other members of
staff be invited to join.
1.8
Ward Safety and Security Risk Review
A review of Medicines Safety and Ward Security took place in March 2015. The result identified a
number of areas of improvement necessary to meet the Medicines storage regulations.

1.9

Safeguarding Reporting

1.9.1 Referrals
Regular referrals of safeguarding concerns are made via incident reporting. 26 safeguarding
alerts were reported in March 15 from staff within YDH and from professionals based in
community agencies. 4 of these alerts were passed onto the local authority as formal
safeguarding referrals.
Information collected on all other cases confirmed that concerns were already being addressed
by appropriate agencies or issues that would be addressed through appropriate multi-agency
involvement. There were two cases of concern raised about care provision in YDH for which 72
hour reports have been complied. Both relate to the discharge process, primarily around
communication of information during planning and at the point of discharge. One investigation
has already been returned to the local authority and the other report is in its final stages of
completion.
1.9.2 Learning Difficulty patients
In 2014 the safeguarding adults team received 68 referrals for patients with learning disabilities
(average 5.6 a month). In March 2015 the safeguarding adults team have received 4 referrals (all
4 female).
1.9.3 DoLs Applications
Two Deprivation of Liberties (DoLS) standard application and urgent authorisations to Somerset
County Council has been made in March 15 – we are currently awaiting assessment by the local
authority for these.
1.9.4 Serious incidents that meet safeguarding referrals:
No SUIs have been identified as meeting the safeguarding referral criteria in Quarter 4.
1.9.5 Training
Monthly report on mandatory training figures in relation to safeguarding adults level 1 and 2.
PREVENT WRAP3 training has not been delivered this month due to the inability to release staff.
A review of the ongoing training programme for WRAP3 training will be undertaken with a view to
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delivering this via e-learning. 3 MCA update sessions were held and aimed at medical staff this
month.
2.

CLINICAL EFFECTIVENESS

2.1

Hospital Standardised Mortality Rate

The HSMR for the period January 2014 to December 2014 was 99.01 which is within the
expected range compared to hospital trusts nationally.
The trend graph shows a linear decline in the HSMR over the 12 months.
Trend in HSMR, September 2013 to August 2014

Key Actions from the Clinical Quality reviews include
Audit work is underway to identify key factors and address performance with results and actions
overseen by the Clinical Standards Committee. The current audits being undertaken in Qtr 4
include:







2.2

Aspiration Pneumonia (On-going from December 14)
Residual Codes ((On-going from November 14)
Acute Myocardial Infarctions
Lap Cole readmissions
Cardiac Pacemaker
Osteoarthritis
Deficiency and Other Anaemia
In Hospital deaths per month

The number of in-hospital deaths remained high in January, dropping to familiar reporting levels
in February and March 15. The chart below shows the actual in-hospital deaths to the end of
March 15.
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2.3

NICE Guidance Compliance

There are 140 published NICE Clinical Guidelines NICE Guidelines that are applicable to the
Trust. Of these:
Compliance

Published NICE Clinical Guidelines

Yes

93

Partial

33

Awaiting Review

7
Total 133

Compliance

Published NICE Guidelines

Yes

1

Partial

1

Awaiting Review

5
Total 7

There are 190 published NICE Technology Appraisals that are applicable to the Trust. Of these:
Compliance

Published NICE Technology Appraisals

Yes

189

Awaiting Review

1
Total 190
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The Trust is partially compliant with 34 published NICE Clinical Guidelines and NICE Guidelines.
18 (53%) of these were published over three years ago. These Clinical Guidelines that have been
in publication for over three years and where the Trust is only partially compliant are highlighted
at monthly Clinical Standards meetings for reassessment or audit.
2.4

NCEPOD

The following NCEPOD Studies are taking place:
Audit Name

Lead

Progress

Trachestomy Study

Mark
Robinson

Report published Gap Analysis from report to
June 2014
be completed

Sepsis Study

Emma Young

Data collection
period

No actions at present

Gastrointestinal
Haemorrhage Study

Dr Gore

Report launch
03/07/2015

No actions at present

Acute Pancreatitis Study

2.5

Actions

Identified patient
list for study

National Audits

The following National Audit reports have been published and are open to be reported through
the Clinical Standards Committee:
Audit Name

Lead

Outcomes

Actions being taken

National Chronic
Obstructive Pulmonary
Disease (COPD)
Programme – Site Level
Organisational Audit
Report 2014

Dr R Sinha

There are 11 areas
identified that could be
improved

Site Level Clinical Audit
Report 2014

Dr R Sinha

There are 7
recommendations

This report is a summary
of the Site Level
Organisational Report for
Yeovil District Hospital.
The National
Organisational Report will
be published on 19
November 2014 (World
COPD Day). To be
presented
To be presented

National Paediatric
Diabetes Audit (NPDA)
2013-14

Jo
Kennington

There are 7
recommendations

To be presented

National Comparative
Audit of Blood
Transfusion (NCABT)
2014 National Survey of
Red Cell Use

Alison Hill

There are 4 discussion
points and it is suggested
the information can be
used for demand planning
and patient blood
management initiatives

To be presented

National Neonatal Audit
Programme – Annual
Report 2013

Dr M Eaton

There are 8 key messages To be presented

Julie Bond
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NICE Guidance – Clinical Guidelines Compliance Report
Issue
date

Ref.
no

Aug
2004

CG15

NICE Guidance Title

Compliance
status

Diabetes: Diagnosis and
management of Type 1 diabetes
in adults, children and young
people

Partial

Date of last
review

Risk score of
non-compliance
with Guidance

Aug 2009
6

Actions required to achieve full
compliance

Responsible
Business Unit
/ Staff

No drop in facility, home based
care at diagnosis or age banded
clinics.

Urgent Care

This guidance is due to be updated
in 2015.
Feb
2006

CG32

Dec
2006

CG43

Nutrition Support in Adults

Obesity

Partial

Partial

Apr 2014

Urgent Care

6

Lack of nutrition specialist nurse
and pharmacy presence on rounds.
On risk register. Business plan in
development.

Urgent Care

6

Insufficient resources to provide
ongoing dietetic input for all
overweight children or to give
specialist advice to all overweight
pregnant women.

6

No patient information prior to
surgery.

Elective Care

SSNAP Audit results Ongoing
National Audit

Urgent Care

Apr 2014

Apr
2008

CG65

Inadvertent perioperative
hypothermia

Partial

May 2008

Jul
2008

CG68

Stroke

Partial

On-going
participation in
National Audit
6

Procurement of second CT scanner
will help meet brain imaging target.

Nov
2008

CG75

Metastatic spinal cord
compression

Partial

Feb 2014

Jan
2009

CG76

Medicines adherence: involving
patients in decisions about
prescribed medicines and
supporting adherence

Partial

Apr 2012

6

6

On-site access to MRI out of hours.

Urgent Care

Guideline presents best practice
when prescribing however there is
no evidence to support the
reduction in wasted meds if the
guideline is followed each time a
patient is prescribed medicines.

Urgent and
Elective Care

This is currently being reviewed by
Jon Standing, Chief Pharmacist.
Feb
2009

CG79

Rheumatoid arthritis

Partial

Nov 2012

Mar
2009

CG83

Rehabilitation after critical illness

Partial

Apr 2013

Oct
2009

CG92

Venous thromboembolism:
reducing the risk

Partial

Sep 2011
Audit of NICE
Quality
Standard 3 in
April 2014

Jun
2010

CG101

Chronic Obstructive pulmonary
disease

Partial

Aug 2010

Jul
2010

CG103

Delirium

Partial

Review of
Quality
Standard 63 in
Sep 2014

Jul
2010

CG104

Metastatic malignant disease of
unknown primary origin

Partial

Feb 2014

6

Review of clinic templates to
improve access.

Urgent Care

Urgent Care

6

No formalised comprehensive
clinical assessment proforma or a
written local protocol.

Urgent and
Elective Care

6

Audit carried out re: Quality
Standards 3 Venous
thromboembolism - prevention.
Assessment compliance issues to
be addressed.

6

Participation in National Audit 2014
– Action plan being prepared.

Urgent Care

Urgent Care

6

Quality Standard 63 Delirium –
assessment, documentation and
patient information issues being
addressed and audited locally.

6

Pathways being developed jointly
with MPH.

Urgent Care

Mar
2011

CG119

Diabetic foot problems

Partial

May 2014

Sep
2011

CG128

Autism

Partial

Jan 2015

This guideline covers children
and young people with autism
from birth until their 19th
birthday. It should be used
alongside CG 142 and CG 170
Oct
2011

CG130

Dec
2011

CG134

Jan
2012

CG137

Care pathway being developed.

Urgent Care

Lack of resources – clinic time and
provision of medical staff for the
assessment of children with autism.
Business case submitted for an
additional consultant to help with
this workload.

Urgent Care

Urgent Care

6

Currently only compliant in CCU.
Protocol being developed.

Urgent and
Elective Care

6

Local clinical protocol in place. No
patient information leaflet or
discharge advice re: adrenaline.

6

6

Hyperglycaemia in acute
coronary syndromes

Partial

Anaphylaxis: assessment to
confirm an anaphylactic episode
and the decision to refer after
emergency treatment for a
suspected anaphylactic episode

Partial

The epilepsies: the diagnosis
and management of the
epilepsies in adults and children
in primary and secondary care

Partial

May 2014

May 2014

On-going
participation in
National Audit

6

Access issues to neuropsychological services, speciality
nurse support, outpatient and
inpatient EEG at YDH.

Urgent Care

3.

PATIENT EXPERIENCE

3.1

Complaints and PALS

This report provides an overview of what patients have told us about their care and treatment
during the quarter but also includes data from April 2014 until March 2015.

PALS
April 14 – March 15

Type of PALS cases
4th Quarter
120

PALS Case

110

PALS Complex

100
Patient Experience Input

90
80
70
60
50
40
30
20
10
0
Jan-15

Feb-15

Mar-15
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Complaints
April 14 – March 15
Number of complaints
received

18

18
16

Rate of complaints per
1000 bed days

14

14

13

12

11

10

10
9

8

9

8
7

6

6
5

4

4
2

2.09
1.14

1.46

1.3
0.7

0.69

0.56

0.45

0.73

1.13

1.02

0.9

0
Apr-14

3.2

May-14

Jun-14

Jul-14

Aug-14

Sep-14

Oct-14

Nov-14

Dec-14

Analysis of Complaints and PALS

Top PALS Themes
4th Quarter
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Jan-15

Feb-15

Mar-15

Complaint Themes
4th Quarter
14
12
10
8
6
4
2

3.3

Nursing Care

Discharge Arrangements

Diagnosis Problems

Communication - Insufficient
Information

Communication - Face To Face

Clinical Treatment

Appointment (OP) Cancellation/Delay

0

Quarterly summary from the Patient Experience Manager

Since January 2015 the Patient Experience Team have increased their hours of service to cover
7 days per week. This has been both successful and well received and will be developed further
over the next year. During the first three months whilst availability of the service was becoming
known the team made contact with 60 patients or relatives seeking help.
Although there was a slight rise in the number of complaints received during February and March
the average monthly total for the third quarter remains low at 10. This is an encouraging number
in view of the fact that all escalation areas have been open for much of that time. The Patient
Experience Team have continued to be the lead investigators for all complaints and this seems to
working well.
We have had very few complaints referred to the Health Service Ombudsman this year and none
upheld by them. One new case was accepted by the PHSO during March, giving a total of 3 this
past financial year. In an annual national report by the PHSO, YDH is reported very favorably in
terms of numbers of cases referred. This endorses the process that we are following and is in line
with previous performance.
The average number of PALS enquiries continues to be high with a total of 123 during March.
Some of these are very straightforward requests for information but many are complex enquiries
into why or how something has happened. The significant rise in numbers for March are largely
due to 38 received regarding the new car parking system. This volume has continued into April
and discussions are underway as to how to manage this workload and give visitors an effective
and helpful response.
We continue to refine our reporting on PALS themes to ensure that the themes identified provide
department and organisational learning. It is very important that we ensure all required learning
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and improvements are in place as a result of both PALS and complaints.

A streamlined process to ensure this is under discussion.
The new Patient Experience Working Group met for the first time in March and as a group will be
looking at the data produced in more detail to ensure that wider organization learning is captured
and acted on.
We continue to meet with an average of 10 families per month to discuss concerns raised. Many
of these meeting have a Director present. We have responded to approximately 75 % of
complaints within the agreed time frame. This figure is affected by the low numbers of complaints
being logged. This percentage has also been affected by the situation in the hospital over the
past three months with all senior staff tied up with managing escalation areas on a day to-day
basis. A new process of producing complaint responses using 'Bighand' in the near future will
help to address this in some measure. We have re-opened 1 complaint during the last quarter
and had one complaint referred to the Ombudsman.

Departments with highest levels
of PALS & Complaints – 4th Quarter
3rd Quarter
40

35

30

25

20

15

10

5

0

Jan-15 PALS
13

Jan-15 Complaints

Feb-15 PALS
14

Feb-15 Complaints

Mar-15 PALS
39

Mar-15 Complaints

Emergency Department

6

3

6

3

8

2

Ward 6B (MFFD)

4

2

9

1

3

Orthopaedics

3

9

4

Medical Records

5

3

4

Facilities
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Compliments by Department or Individual
January 15 – March 15
ACCU
Ambulatory Care
Aspire Clinic
Bereavement Services
Breast Care Team
Cardiology
Catering Team
CDU
Colorectal/Stoma Care
Diabetic Team
Domestics
Dr A Bickerton
Dr J Gotto
Dr K Rashed
Dr M Khawaja
Dr Petrie
Dr S Gore
Dr Swanston
DSU
EAU
Emergency Department
Endoscopy
FOPAS
General YDH
ICU
Jasmine (Ortho)
Jill Lister
Kingston Wing
Luke Bridle
Lynne Vickers
Macmillan Unit
Mihaela Savu
Mortuary
Mr A Allison
Mr B Ansari
Mr C Parker
Mr Hoare
Mr J Spearman
Mr P Porter
Mr T Farooq
Mrs L Karamura
Nia Daubner
Occupational Therapy
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Orthopaedics
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S/N Alison Adams
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Ward 9B
Yeovil Hospital
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3.4

Comments received on NHS Choices and Patient Opinion websites

Comments on NHS Choices are monitored daily and a response from the relevant Trust
department is submitted accordingly. Patients posting concerns are advised to contact the Trust
to enable the organisation to investigate and improve services as a consequence of the
feedback.
During Qtr 4 positive comments have been received. 4 Negative comments include:





3.5

Responding to disgnosis and treatment from ENT
Delay in ENT appointment
Delay in receiving a follow up appointment for Opthamology
Lack of follow up within a month as promised from Stroke services

Patient Feedback Indicators / Patient Surveys

Your Care Questionnaires
December saw 119 questionnaires completed with 116 during February and 122 in March
(facilitated by the PPI members) on the adult inpatient wards. The following chart shows how
respondents rated their overall care.

Overall Care (Your Care Questionnaire)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Jan-14

Mar-14
Excellent

May-14

Jul-14

Very good

Sep-14
Good

Nov-14

Jan-15

Fair

Poor

Mar-15

The Trustwide dashboard demonstrates the full Your Care questionnaire findings. This provides
the percentage of patients that answered ‘yes’ to each question. The benchmarks that have been
applied are >90% = green, between 75% and 89% = amber and <74 = red. The letters down the
left hand column indicate whether the question falls within an iCARE category.
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Your Care Trust Wide Dashboard
iCARE

Question
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Apr14

May14

Jun14

Jul-14

Aug14

Sep14

Oct14

Nov14

Dec14

Jan15

Feb15

Mar15

Y2D

98%

94%

99%

99%

97%

98%

99%

99%

97%

98%

100%

100%

96%

98%

94%
98%
89%

98%
100%
100%

92%
99%
86%

96%
98%
95%

94%
99%
92%

96%
99%
91%

94%
98%
91%

98%
98%
91%

95%
99%
90%

91%
67%
94%

89%
97%
90%

96%
98%
88%

95%
99%
86%

95%
95%
96%

95%

96%

97%

100%

96%

94%

94%

93%

95%

96%

92%

97%

98%

95%

93%
96%
97%
94%

98%
96%
99%
89%

98%
98%
100%
94%

93%
96%
97%
89%

96%
97%
96%
81%

95%
97%
100%
81%

95%
93%
99%
83%

97%
95%
98%
80%

94%
94%
98%
83%

88%
96%
98%
88%

91%
94%
96%
87%

96%
96%
100%
92%

94%
97%
98%
91%

95%
96%
98%
86%

98%

95%

95%

96%

97%

93%

98%

95%

94%

100%

96%

99%

98%

96%

99%

100%

99%

97%

97%

99%

99%

100%

99%

99%

100%

96%

98%

97%

E

Were you made to feel welcome when you were first admitted to the
ward?
Have the nurses looking after you introduced themselves?
Do staff do everything they can to help control your pain?
Do you feel that you have been fully informed of your plan of care?
Have your relatives or loved ones been kept informed as much as they
would like to be?
Do staff on this ward take the time to talk to you?
Do you feel listened to?
Are you addressed as you would like to be? ) i.e. Mr, Mrs, firstname etc.)
Have you ever been made to feel a nuisance? (% answered 'no')
Do you feel that you have been treated with respect and dignity at all
times?
Do you feel safe on this ward?

E

If you have missed a meal have you been offered something else to eat?

82%

91%

88%

88%

83%

92%

97%

81%

84%

89%

69%

85%

92%

87%

E

Do you think the ward is clean and tidy?
99%
Are you ever bothered by noise at night? (% answered 'no')
75%
When you have used your call bell, or asked for help, have staff responded
89%
as quickly as you would like them to?
Personal care questions: the following 5 questions were only asked to patients
that stated they required help with personal care
If you have needed help with washing and dressing do you feel you have
97%
received it at all times? (low responses)
If you have needed help with washing your hair do you feel you have
78%
received it at all times? (low responses <30)
If you have needed help with brushing your teeth do you feel you have
73%
received it at all times? (low responses <30)

100%
77%

99%
72%

100%
63%

99%
62%

100%
59%

98%
63%

98%
63%

98%
80%

100%
65%

99%
57%

98%
63%

98%
67%

99%
65%

92%

97%

92%

90%

78%

85%

83%

90%

90%

88%

88%

89%

88%

100%

100%

97%

99%

80%

75%

86%

80%

62%

67%

60%

63%

A
A
C
C
A
R
R
R
R

E

If you have needed help with shaving do you feel you have received it at all
times? (low responses <30)

78%

100%

75%

67%

81%

If you have needed help with eating your meals do you feel you have
received it at all times? (low responses <30)

69%

57%

67%

57%

60%

Would you be happy to return to this ward for future care if you needed
it?

97%

94%

95%

97%

96%

98%

97%

97%

98%

98%

94%

98%

99%

97%

Overall, how would you rate your care whilst on this ward? (% answered
'excellent' and 'very good')

88%

93%

89%

92%

92%

86%

87%

85%

83%

92%

85%

89%

86%

85%

The table below presents a summary of the Your Care questionnaires based on the iCARE
categories.
iCARE summary
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Communication
Attitude
Respect
Environment

89%
95%
96%
89%

3.6

Apr14
95%
97%
95%
89%

May14
92%
96%
96%
88%

Jun14
98%
96%
95%
81%

Jul-14
94%
96%
93%
75%

Aug14
93%
96%
93%
88%

Sep14
93%
96%
93%
89%

Oct14
92%
98%
92%
86%

Nov14
93%
95%
92%
90%

Dec14
95%
92%
96%
88%

Jan-15
91%
93%
93%
81%

Feb15
93%
97%
97%
86%

Mar15
92%
95%
96%
89%

Y2D
93%
96%
94%
82%

Friends and family test / iCARE if you’re smiling

There were 720 iCARE if you’re smiling surveys completed during March. The friends and family test
(FFT) is one of the questions within the survey and data for patients over the age of 16 is collected
from the adult inpatient wards, emergency department and maternity unit for national submission each
month.
The following charts show the responses to the friends and family test for each area of submission
(Emergency Department, Inpatient Wards and Maternity).

NB: Data for ACU patients was not included within the national submission until November 2013; therefore data available
nationally may differ slightly
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The inpatient ‘iCARE if you’re smiling’ survey allows patients have the option to answer some
addition questions regarding elements of the care they have received. Each question relates to
one of the four iCARE categories, patients are asked to give a score out of 5 (5 being the best
possible answer), these are then weighted and an average is calculated to give a score out of
100, the higher the score the better. The results for these questions are shown in the chart
below.
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iCare if you're smiling - additional questions
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Informed

Attitude

Respect

Cleanliness

The following graphs show the position Trustwide against each of the indicators from both the iCARE and
Your Care for the Year to Date. It is important to note that there has been no adverse impact recorded for
the month of December during a period of increased demand and pressure on services.

FFT Response Rate
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FFT Score
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iCare Survey - Communication
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iCare Survey - Attitude
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iCare Survey - Respect
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iCare Survey - Environment
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Your Care Survey - Communication
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Your Care Survey - Attitude
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Your Care Survey - Respect
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Your Care Survey - Environment
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