BOARD OF DIRECTORS
Wednesday 21 October 2015 at 09:00 – 12:55
Boardroom, Level 1, Yeovil District Hospital NHS Foundation Trust

AGENDA - PART 1
Presenter Timings

Enclosure

1

Welcome and Apologies for Absence

PW

2

Declarations of Interest Relating to Items on the Agenda

All

3

To Hear a Patient Story and to Receive Feedback on
Actions from the Patient Story from 30 Sept 2015

HR

09:05

Presentation

PW

09:30

Appendix 1

09:00

Verbal
Verbal

The purpose of the patient story is to focus the attention of the Board
on patient experiences, the learning from which is used to improve
services across the organisation.

4

To Approve the Minutes of 30 September 2015 and
Discuss Matters/Actions Arising

5

To Receive Verbal Updates from the Governance and the
Audit Committees Held on 14 October 2015 and to Note
the Approved Minutes from 17 July 2015

6

To Discuss and Note Items from the Executive Director
Report

PM

09:50

Appendix 3

7

To Discuss and Note the Update on Symphony and New
Models of Care

JM

10:10

Appendix 4

PvdH
JH

Appendix 2

Break at 10:30 – 10:45
8

To Discuss and Note the TrakCare Highlight Report

9

To Review and Note the Quality, Operational and Financial PM/TN
Performance Report
SS/JHIG

JM

10:45

Appendix 5

11:15

Tabled

10 To Receive an Overview of Mortality Rates

TS

11:40

Presentation

11 To Receive a Presentation on Preparation for Winter

SS

11:55

Presentation

12 To Note the Safer Staffing Report and to Review a
Demonstration of iwantgreatcare

HR

12:25

Appendix 6

13 To Approve the Following Policies:
• Fit and Proper Persons – Directors
• Development and Management of Procedural Documents

JR

12:35
To Follow
Appendix 7

14 To Review and Note the Q2 Corporate Risk Register and
Board Assurance Framework
15 Any Other Business and Meeting Close

JHIG

12:45

Appendix 8

PW

12:55

Verbal

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.
17 Date and Time of Next Meeting
25 November 2015, from 9am, in the Boardroom, Level 1, Yeovil Hospital

APPENDIX 1
BOARD OF DIRECTORS
21 OCTOBER 2015

BOARD OF DIRECTORS
DRAFT
Minutes of the Board of Directors Meeting held on
Wednesday 30 September 2015 at Yeovil District Hospital
Present:

Peter Wyman
Maurice Dunster
Julian Grazebrook
Jane Henderson
Paul von der Heyde
Mark Saxton
Jonathan Howes
Paul Mears
Tim Newman
Helen Ryan
Tim Scull

Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deputy Chief Executive
Chief Executive
Chief Finance & Commercial Officer
Director of Nursing & Clinical Governance
Medical Director

In Attendance: Jonathan Higman
Jade Renville
Simon Sethi
Alison Whitman

Director of Strategic Development
Company Secretary
Interim Director of Urgent Care
Public Governor

Apologies:

Director of Elective Care

Leah Allen

Ref:

No :

1113/
15

Action

1
1.1

WELCOME AND APOLOGIES FOR ABSENCE
Peter Wyman welcomed everyone to the meeting, particularly Alison
Whitman, public governor observer, and Simon Lilley, Commercial Director,
observing in the audience. Apologies were received as noted above.

1114/
15

2
2.1

DECLARATIONS OF INTEREST
Peter Wyman declared that he is Treasurer and Vice-Chairman of the
Council of the University of Bath.

1115/
15

3
3.1

PATIENT STORY
Tim Scull introduced Matthew Hall, Consultant Orthopaedic Surgeon, along
with members of his team, to present an update from the Board in
November 2014 on fractured neck of femur (NoF) services. He explained
that the cost of treatment across the NHS is more than £2b each year with 1
in 3 women and 1 in 7 men (aged >50) experiencing such a fracture and
that NoF has a greater bed occupancy rate than any other disease. He
commented positively on recent developments saying that a specialist nurse
and senior specialty doctor in orthogeriatrics had been appointed, that an
early alert system to achieve correct ward placement had been put in place
(to help avoid patients being placed on a general medical ward) and that
improvements to the NoF pathway and orthogeatric service had been made.
However, he acknowledged that further improvements were required,
particularly to decrease length of stay. To achieve this he summarised the
next steps which would involve considering the following (including any
resulting financial impact and/or challenges in securing resource): having
weekend trauma lists (which would require multi-disciplinary input),
continuing to develop a comprehensive orthogeatric service and enhancing
weekend input from the physiotherapy team to aid patient recovery.

3.2

1116/
15

The Board congratulated Matthew Hall on the progress which had been
made to date and gave their support to his proposed solutions to further
improve services (subject to appropriate review and financial planning).
They reflected upon the interconnection between NoF and patients with
complex long-term conditions (with the corresponding opportunities arising
from the Symphony Project) as well as work with primary/community care to
improve falls prevention. It was agreed that the executive team would work
with Matthew Hall to further develop the proposals and he would be invited
back to a future meeting of the Board to update on progress.

3.3

Following-up on the previous patient story, Helen Ryan advised that as a
result the Trust had further improved its links with Magnolia Ward, operated
by Somerset Partnership NHS Foundation Trust. She also confirmed that
the two patients described in the story had been discharged.

4
4.1

MINUTES OF THE PREVIOUS MEETING
The minutes of the meeting held on 29 July 2015 were approved as a true
and accurate record, although Mark Saxton said that as a result of the
patient story, he had asked for further assurance on the Trust’s processes
relating to depravation of liberty, information about which Helen Ryan
agreed to provide at a future meeting.

1117/
15

5
5.1

ACTION SHEET
All actions were marked as completed, in progress or not yet due. Tim Scull
confirmed he had completed action 1-88/15 and this therefore would be
removed from the list.

1118/
15

6
6.1

EXECUTIVE DIRECTOR REPORT
Paul Mears, Helen Ryan and Tim Scull presented highlights from the
executive director report, from which the Board noted that:

6.2

• Planning permission had been granted to build an onsite multi-storey car
park, subject to an agreement with the Highways Authority for a new
road to link Higher Kingston and the A37.

6.3

• Planning permission had been granted to install a pre-fabricated ward on
the roof of the hospital’s outpatients department. The ward should be
put in place by early November and operational by the end of December.

6.4

• The Board congratulated the SPRING cancer rehabilitation team who
have been shortlisted in the HSJ Awards in the Compassionate Patient
Care category and those nominated in the Trust’s iCare awards. The
Board was pleased with the number of iCare nominations, saying that
they demonstrate the good work being done by staff. They added that
there may be learning for next year such as supporting nominators to
ensure the panel is provided with sufficient detail about the candidate(s)
and having a dedicated category for patients/visitors to nominate staff.

6.5

• On 1 October 2015, YDH is launching its partnership with
IWantGreatCare (IWGC) which provides an independent service for
patients to leave meaningful and honest feedback on their care. The tool
will also enhance the Trust’s existing mechanisms for obtaining and
responding to “friends and family” feedback and has been positively
received by other trusts.

MH/JR

HR

2|Page

JR

1119/
15

6.6

• There have been some staffing changes within Helen Ryan’s team,
including: Gaynor Appleby had been appointed as the full time
professional lead for occupational therapy and adult mental health
services; Roger Hayward, Head of Patient Services, will move from the
commercial department into the patient experience team from early
October; Mark Robinson, Matron; is joining the TrakCare team for six
months to lead the nursing inpatient developments (with Matron Liz Best
overseeing and supporting the critical care nursing team during this
time). Also, a Complaints Manager had been appointed as had a Head
of Governance and Assurance within the clinical governance team.

6.7

• YDH received a certificate from the national charity “John’s Campaign”,
which supports the rights of carers of patients with dementia to open and
unlimited access while in hospital. The certificate puts YDH among the
first 100 trusts within the UK to offer an unconditional welcome to carers
of patients with the condition, which was welcomed by the Board.

6.8

• The Trust’s revalidation programme is working well with 24 doctors
revalidated since 1 April 2015, which complements the 50 doctors who
were revalidated last year. Tim Scull advised that Meredith Kane,
Associate Medical Director, would become the responsible officer for
revalidation, but following questions from the non-executive directors, he
confirmed he would remain accountable to the Board.

7
7.1

SYMPHONY AND NEW MODELS OF CARE
Paul Mears presented an update on progress with the Symphony Project
and developing new models of integrated care. In general terms, he
confirmed that the various working groups remain on-track with their work
plans. He also said that initial data from the first symphony hub is being
collated, preliminary analysis of which is showing positive outcomes in terms
of fewer admissions and reduced length of stay. Feedback from patients in
terms of quality of care and experience has also been positive. The Board
welcomed the initial results which, if replicated with wider groups of patients,
would further justify the benefits of integrating patient care. Paul Mears said
that 8 practices in South Somerset are now involved in the pilot hub, which
is a positive endorsement. The non-executives asked if there would be
enough capacity to manage demand as more practices get involved. Paul
Mears responded that the purpose of the pilot is to test the model with a
smaller cohort of patients and adapt it as required. By doing so, it also
enables practices to become proficient in operating the new model, learning
which they could then pass to other practices in time. The Board concurred
and acknowledged that as the model is refined, establishment within new
practices would become more efficient. Commenting on capacity and
resource to implement the programme, Paul Mears advised that a
programme manager has now been appointed to work with the Symphony
Director and project managers are also being sourced.

7.2

At a national level, Paul Mears confirmed that YDH now has a permanent
PACS lead. He added that YDH is sharing learning with NHS England as
well as through the PACS Vanguard Community of Practice with other sites
who are developing similar plans. The Board asked about the next steps, to
which Paul Mears responded that a proposal to primary care to join the
integrated accountable care organisation is being drafted with input from GP
colleagues, the governance structure of which is being considered and
discussion on which would take place at a future meeting of the Board.
3|Page

1120/
15

8
8.1

TRAKCARE HIGHLIGHT REPORT
Jason Maclellan tabled an update on the implementation of the electronic
health record, TrakCare. He said the project status is red as risks discussed
at the previous meeting [item 1-107/15 refers] had come to fruition; namely
delays to the critical system build, which would affect the go-live date set
originally for 16 November 2015. Reflecting on previous discussions as to
alternative options, he confirmed that further re-planning with the supplier,
InterSystems, had identified the implementation of phase 1 could not be
completed this side of winter, the key reasons for which he summarised:

8.2

• Delivery would require significant overlap between build, test and training
activity which would not be consistent with a quality release.
• The resource demands required would not be realistic given some of the
other activities happening over the winter period including building a prefabricated ward and starting to develop a multi-storey car park.
• The plan left insufficient time to challenge existing practice and ensure
that the transformational change could take place.

8.3
8.4

8.5

Jason Maclellan confirmed that further re-planning is underway to set a new
go-live date in spring 2016, further details about which would be presented
at a future meeting. The Board and the non-executive directors in particular
were disappointed with the minor delay but agreed it would be more
important to ensure the quality of the product and that the operational teams
have sufficient time to test the system and undergo training. As such, they
accepted the delay to the timetable. Following queries from the nonexecutive directors, Jason Maclellan confirmed there is now increased input
and resource on-site from the supplier and, as a result, progress has
improved significantly. In addition, he said the Trust’s internal TrakCare
programme team had been strengthened, with a project manager in place to
work with the operational teams rather than being wholly IT focussed. He
added that a dedicated change manager would support the implementation.

8.6

The non-executives asked whether the re-planning would take account of
the go-live dates of other regional trusts working with InterSystems, which
Jason Maclellan said it would, and whether it would impact on the
commencement and completion of phase 2, the timetable for which he said
would be re-calibrated accordingly. Peter Wyman asked whether there was
anything further Jason Maclellan needed from the Board, to which he
responded he did not as he considered the Board to have been supportive
of the programme, which he highlighted as a transformational strategic
priority, not simply an IT project. Reflecting on the recent CQC inspection
report into Addenbrookes and the Rosie Hospitals, which acknowledged
some concerns with the implementation of their electronic health record,
Jane Henderson sought confirmation as to the support being provided to
clinicians at YDH to ensure they understand how to use the new system
with ease so that patient care is not detrimentally affected. Jason Maclellan
said he had reviewed the CQC report to ensure any learning is captured and
acted upon. He added that the renewed focus of the programme team,
linking directly with the operational teams, would ensure clinical input is at
the forefront of delivery. He also said that delaying the project would
provide additional time for staff training. The Board asked whether there
were any legal, contractual and or financial implications of the delay, which
Jason Maclellan agreed to review and which would need to be considered
by the Audit Committee and/or the Board if discussion at the Audit
Committee could not be practicably scheduled in timely manner.
4|Page
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9
9.1

STRATEGIC OBJECTIVES AND PRIORITIES
Jonathan Higman presented on the Trust’s strategic objectives, values and
key priorities, saying that work had been ongoing over the past few months
to consolidate these elements within one document which could be easily
communicated with staff and stakeholders. He added that the document
had evolved as a result of discussion with staff in dedicated focus groups,
the executives, the Board at their August development day, the Council of
Governors and HMT. He said the Trust’s vision is to be the UK leader in
delivering new models of care, an aim which is underpinned by four
objectives: developing our people, caring for our population, pioneering the
future and putting technology at the heart. He added that there are a
number of priorities which underpin these objectives; those which are
business as usual, operational priorities, and those relating to shaping the
future of care. The Board approved the strategic objectives and priorities for
the Trust, noting that they may evolve further over time. Jonathan Higman
said the next steps would involve working with the focus groups to inform
the way document should be shared and communicated with staff and
stakeholders (which would be in October using a range of mechanisms) and
ensuring the Trust’s corporate publications are updated to reflect the new
strategy. Mark Saxton added that further discussion would take place at the
HR seminar session in the afternoon on staff engagement and ensuring the
objectives of staff are aligned to the Trust’s strategic aims.

1122/
15

10

QUALITY, OPERATIONAL AND FINANCIAL PERFORMANCE REPORT
AND Q1 MONITOR FEEDBACK
The Board reviewed the previously circulated report, from which it was
discussed and noted that:

10.1

10.2

Operational Performance
As discussed at the previous meeting, while the Trust’s mortality ratio
remains below 100, Peter Wyman commented that the data shows an
adverse incline, on which he sought assurance. Tim Scull advised that
cases are scrutinised thoroughly and there is no evidence of any major
issues or concerns but said he would present more detailed analysis to the
Board in October 2015.

10.3

The Board noted steady performance in terms of patient falls, pressure
ulcers, C. Difficile and MRSA. Discussion on NoF services [item 1-115/15
refers] and the friends and family survey [item 1-118/15 refers] had taken
place earlier in the meeting and so was not duplicated here.

10.4

The non-executive directors expressed frustration with the pace of progress
to improve DNA rates, despite detailed discussion at previous meetings.
Responding to these concerns, Simon Lilley said performance had improved
in recent weeks in those areas which are utilising the outbound call and text
reminder service, the full roll-out of which is ongoing. He added that the
implementation of an online appointment booking and management tool,
which should take place during winter 2015/16, should help improve levels
in the long-term. The Board was also advised that the Trust’s performance
is in line with the national average. Following further discussion, it was
agreed that DNA rates should be considered through the hospital
effectiveness work stream and the outcomes reported to the Financial
Resilience and Commercial Committee in December 2015 /January 2016.
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TS

SL

10.5

Commenting on cancelled operations and the Trust’s RTT position, it was
noted that YDH was close to meeting its 92% target (incompletes) by
achieving 89.4% in August 2015. This reflects ongoing progress to recover
the position following the significant winter operational pressures which
necessitated YDH postponing a high proportion of non-urgent elective
procedures to accommodate patients requiring urgent care. The Trust
continues to work with the Somerset CCG to develop a full recovery plan,
further discussion about which would take place in Part 2.

10.6

Simon Sethi said that YDH is meeting cancer service performance targets
with the exception of the two week screening wait as a result of patient
choice, further discussion about which would take place later in the meeting
[item 1-24/15 refers].

10.7

Simon Sethi said the Trust met the 95% target of patients seen and
discharged within 4 hours from A&E in August 2015, across Q1 and is ontrack for Q2, for which the Board congratulated the team. However, he
acknowledged that meeting targets in Q3 would be more challenging as a
result of winter pressures. He also spoke of current operational difficulties
saying that the hospital is at maximum capacity and there are a number of
delayed discharges with patients waiting for access to community and/or
residential/nursing care home beds. Simon Sethi said YDH is meeting with
the Somerset CCG and other partners next week to address these
challenges and to put in place robust and collaborative winter planning
arrangements. Speaking on the plans YDH is putting in place to mitigate
operational challenges (such as commissioning additional nursing home
capacity and building a modular ward) the Board expressed disappointment
and concern about the lack of response from Somerset Partnership NHS
Foundation Trust to open additional beds at South Petherton Community
Hospital to support YDH with current levels of significant demand, an issue
which is ongoing from last year. As a result, the Board instructed Peter
Wyman to write to their Chairman, copied to the Somerset CCG, setting out
the Trust’s concerns, but acknowledging the positive input from their staff at
an operational level. Simon Sethi said he would communicate further with
them on the operational challenges and Helen Ryan agreed to link with their
Director of Nursing on their nursing recruitment and to see whether YDH
could support them further with their campaign.

10.8

10.9

PW

SS
HR

Simon Sethi said that performance against targets in stroke services had
improved, particularly in terms of patients receiving a CT scan within 1 hour
and placement on a stroke ward. He said further work is ongoing on a caseby-case basis to identify learning to further improve performance and patient
outcomes. The non-executive directors asked about the performance of
Taunton and Somerset NHS Foundation Trust and Simon Sethi said it is
comparable with that of YDH and that the two trusts are the highest
achieving units across the south west.
Workforce and Financial Performance
Commenting on financial performance, Tim Newman and Julian Grazebrook
said that this was reviewed in detail by the Financial Resilience and
Commercial Committee and that expenditure is currently in line with budget
(£1.6m deficit in-month and £7.6m deficit year-to-date, which is £0.01m
favourable to budget). Winter plans are currently being developed and the
finance team is reviewing the forecast for the rest of the year.

6|Page

10.10

The key adverse variance continues to relate to high nursing expenditure,
an update on which was provided to the Board by Maddie Groves,
Associated Director of Nursing:

10.11

The Trust has significantly reduced the number of nursing vacancies as a
result of successful EU recruitment. Helen Ryan said the nurses who have
been appointed are settling in well and that YDH is providing them with
support in terms of adapting to professional practice in the UK as well as
practicalities such as accommodation and enhancing their language skills
where this is required. All the nurses were subject to a rigorous interview
process prior to appointment. Given this position, the non-executive
directors questioned the adverse expenditure in relation to agency
nursing/payments for additional duties. Maddie Groves explained that in
some cases there had been delays in obtaining the PINs for the newly
appointed EU nurses. Maddie Groves said this process had now improved
and in many cases the nurses are now processing their paperwork before
arriving at YDH. In the meantime, these delays had required the nurses to
operate under supervision or be counted as an HCA. The non-executive
directors asked whether there were any professional reasons and/or
concerns with skills competency which had caused the delays. Maddie
Groves said that the delays were primarily as a result of the volume of
requests which the Nursing and Midwifery Council is processing. Helen
Ryan also explained that the Trust has been experiencing high levels of
operational demand, which resulted in additional staffing being required, and
that additional capacity was required in some instances to provide 1:1 care
for patients with complex needs.

10.12

Maddie Groves explained that the Trust is nearing full establishment for its
substantive nursing workforce but that pro-active recruitment activities would
continue on an ongoing basis, including to the bank. This was welcomed by
the Board who noted that recruitment needs to be balanced against any
leavers and that YDH needs to recruit in order to staff the additional ward
being put in place during winter 2015/16, which has been planned for.
However, the non-executives also said it would important to keep track of
the number of appointed nurses cross-referenced to those waiting for their
PIN and details of leavers to ensure the data fairly reflects the operational
position and levels of expenditure. While the Board welcomed increasing
staffing levels, including nursing, but Peter Wyman questioned why the
greatest increase appeared to be within admin and clerical positions and
asked for a breakdown of these positions. Tim Newman said the increase
would be the result of recruiting capacity to deliver the Trust’s key strategic
programmes, including new models of integrated care and the
implementation of the electronic health record programme, TrakCare.

10.13

Maddie Groves advised that Monitor has issued to all trusts a cap on
agency spend, the impact for YDH being an expected reduction from 18% to
8% by October 2015. She said YDH is working towards this figure but
would not do so if the quality or safety of care would be compromised.
Positively, the new framework should support a reduction in agency staffing
expenditure.

10.14

Q1 Monitor Feedback
The Board noted the Monitor Q1 report.
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11
11.1

SAFER STAFFING REPORT
The Board noted the safer staffing report, citing their earlier discussions
[10.10 – 10.13 refer].

1124/
15

12
12.1

IMPROVING CANCER SERVICE WAITING TIME STANDARDS
Simon Sethi introduced Teresa Coombes, Cancer, Oncology, Haematology
and Palliative Care Business Unit Manager, who gave a presentation on
improving and sustaining cancer service standards. She advised that
overall YDH is performing well and is currently achieving the 62 day
treatment target but not the 2 week screening wait as a result of patient
choice. By way of explanation, she provided statistical data against the
three elements of the cancer pathway, which are: first offered appointment,
decision to treat and treatment. In terms of the first offered appointment,
there was discussion about the importance of referring GPs communicating
with the patient about the urgency of the appointment, even in cases where
they have not advised the patient of the reason their attendance is required.
Teresa Coombes added that work is ongoing with the Trust’s Contact
Centre to inform patients of the urgency when booking the appointment.
She also said that YDH would increase the number of appointments offered
in the first week so an alternative date could be offered in the second week
if the patient is unable to attend the first. Simon Sethi said that YDH has
also approached the Somerset CCG to support us approach outlying
practices. There was then discussion about the decision to treat and
treatment, and it was positively noted that the Trust is consistently
maintaining performance against the 62 day standard. However, Teresa
Coombes acknowledged that this is more challenging in particular
specialties where the diagnostic pathway elements are more complex.

12.2

Teresa Coombes explained that in July 2015 the Achieving World Class
Cancer Outcomes Strategy was published nationally. There are 90
recommendations across all sectors which require actions on three fronts:
better prevention, swifter access to diagnosis and better treatment and care
for all patients diagnosed with cancer. She confirmed that the team is
reviewing the implications for YDH, noting that its aim to promote faster
diagnoses within four weeks (by 2020) would be a challenging target for
YDH and would require further analysis of capacity and demand. She
advised that the Trust’s operational cancer policy had recently been
updated, which was accepted by the Board, and that good progress had
been made against an action plan of 8 priorities, the key outstanding points
in progress of which are:

12.3

•

12.4

•

12.5
12.6

•
•

12.7

She also confirmed that reporting to the Board would now be by specialty.
The Board thanked Teresa Coombes and her team for their fantastic work
and noted the action plan and next steps to further improve services.

To publish timed pathway, agreed with the local commissioners and
any other providers involved in the pathway, for lung, colorectal,
prostate and breast.
Root cause analysis (RCA) for all cancer breaches should be carried
out for each pathway not meeting current standards, reviewing the last
10 patient breaches and near misses.
Capacity and demand analysis for key elements of the pathway.
An improvement plan should then be prepared for each cancer tumour
pathway not meeting the standard.

8|Page
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13
13.1

FEEDBACK FROM THE COUNCIL OF GOVERNORS
Peter Wyman said that the most recent Council of Governors had been an
effective meeting which had received positive feedback, a point with which
Alison Whitman, Public Governor, concurred.

1126/
15
1127/
15

14
14.1

ANY OTHER BUSINESS
There was no further business to discuss.

15
15.1

DATE OF NEXT MEETING
The next meeting will be held on Wednesday 21 October 2015.
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BOARD OF DIRECTORS – ACTION SHEET
21 OCTOBER 2015
Minute
Action
ACTIONS FROM 28 JANUARY 2015
1-15/15
Undertake a review of staff
turnover.

Outcome

Due

By
Tim
Newman
& Mark
Appleby

In progress

ACTIONS FROM 20 MAY 2015
1-74/15
Develop a briefing note explaining
the Trust’s strategic plans and
Vanguard status and share with
the Somerset MPs, particularly
with Marcus Fysh.

Complete – new
strategic priorities
now being
disseminated

ACTIONS FROM 29 JULY 2015
1-108/15 Detailed overview of mortality
data to be presented to the Board

On agenda

21 October
2015

Tim Scull

Not yet due

September
2016

Matt Hall

ACTIONS FROM 30 SEPTEMBER 2015
1-115/15 Executive team to work with Matt
Hall to further develop fractured
neck of femur service proposals.
Update to be presented at a
future meeting of the Board
1-116/15

Update to be presented on the
Trust’s processes relating to
depravation of liberty.

Not yet due

November
2016

Helen
Ryan

1-122/15
(10.4)

Overview of DNA performance to
be considered as part of the
hospital effectiveness work
stream and reported to the
Financial Resilience and
Commercial Committee

Not yet due

December
2015 /
January
2016

Simon
Lilley

1-122/15
(10.7)

Peter Wyman to write to the
Chairman of Somerset
Partnership NHS FT about winter
planning and bed availability at
South Petherton Community
Hospital.

In progress

October
2015

Peter
Wyman

AUDIT COMMITTEE
Minutes of an Audit Committee Meeting held on 17 July 2015 at Yeovil District Hospital
Present:

Paul von der Heyde (Chair)
Julian Grazebrook
Jane Henderson

Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:

Jon Brown
Peter Fry
Liz Jagelman
Tim Newman
Aimee Newton
John Park
Jade Renville
Greg Rubins
Helen Ryan
Adam Spires
Mark Thouless
Philip Watson
Alison Whitman

Senior Statutory Auditor, KPMG
Income and Costing Accountant [item 60/15]
Trust Risk Manager
Chief Finance and Commercial Officer
Counter Fraud Service
Elected Public Governor - Observer
Company Secretary
BDO – Internal Auditors
Director of Nursing [item 52/15]
BDO – Internal Auditors
Financial Controller
Facilities Manager [Item 61/15]
Elected Public Governor - Observer

Apologies:

Sheena Morrow
Dean Stevens
Tara Westcott

Assistant Director of Finance
Assistant Director of Finance
Senior Manager, KPMG
Action

47/15

WELCOME AND APOLOGIES
Paul von der Heyde welcomed everyone present to the meeting. Apologies
for absence were received as noted above.

48/15

DECLARATIONS OF INTEREST RELATING TO THE AGENDA
There were no declarations of interest relating to items on the agenda.

49/15

MINUTES OF THE PREVIOUS MEETING
The minutes of the meeting held on 17 April 2015 and 19 May 2015 were
approved as a true and accurate record. It was confirmed there were no
outstanding matters/actions arising not completed or on the agenda.

50/15

REVISED AUDIT COMMITTEE TERMS OF REFERENCE
Further to discussion at the last meeting [item 19/15 refers], Paul von der
Heyde confirmed the scope of CGAC and NCRAC had been combined
within a newly formed Governance Assurance Committee. As a result,
oversight of some items would transfer to the Audit Committee, including
estates, fire, health and safety. This had been reflected within the revised
terms of reference (ToR) for the Audit Committee, together with the
feedback which had been included following discussion at the last meeting.
It was agreed that the ToRs could be presented to the Board of Directors
for approval on 29 July 2015. Following a question from John Park, Paul
von der Heyde confirmed that the Quality Committee would now formally
report to the Governance Assurance Committee.

51/15

KPMG PROGRESS REPORT / TECHNICAL UPDATE
Jon Brown presented the external audit progress report and technical
update. He confirmed that since the last meeting KPMG had issued and
signed the year-end audit opinions including the financial statements for the
charitable funds. KPMG will present the year-end audit findings to the YDH
Council of Governors in September. Jon Brown said that there had been a
debrief meeting with key members at YDH to review areas of learning from
the 2014/15 year-end audit process. Within the next quarter, he said that
they will continue to support YDH embed improved payroll processes within
its monthly reporting system following review by their data analytics team
and will meet with Dean Stephens to discuss the accounting and tax
implications of the multi-storey car park project. Jon Brown also advised
that each year Monitor selects a sample of year-end audits in order to gain
assurance of the quality of audit processes. KPMG’s audit of YDH has
been selected this year and Jon Brown said he would keep YDH informed
as to the outcome.
In terms of the technical update, Jon Brown highlighted the increasing issue
of cyber security following a number of high-profile cyber attacks and
referred members to recent guidance published by the Department of
Health. Tim Newman said that the implementation of processes to protect
the Trust when operating in cyberspace falls within the remit of Barbara
Williams-Yesson, the Trust’s lead for information governance, and Jason
Maclellan, Chief Information Officer. Adam Spires said it would also be
important to take account of “malicious insiders”, adding that BDO is about
to embark on a review of the Trust’s information governance systems and
that they would consider the issue of cyber security as part of this process,
the report for which would be presented at a future meeting of the Audit
Committee. The Audit Committee also noted the other items listed in the
technical update, including the requirement to clearly display CQC ratings
(which is being done by YDH), the publication of Monitor’s business plans
for 2015/16 and the ongoing consultation on the Risk Assessment
Framework.

52/15

BDO INTERNAL AUDIT REPORTS
Progress Report
Greg Rubins presented the internal audit progress report advising that the
2014/15 work plan had been completed and the outstanding reports
finalised (CIP, SPS pathology and complaints and incidents). He added that
progress is being made with the 2015/16 work plan, particularly with internal
audit of consultant job planning, private patient income and information
governance.
The internal audits of SPS pathology services and CIP had received
moderate assurance and so BDO presented executive summaries of the
outcomes, the key points of which were noted as follows:
SPS
Overall BDO noted a number of areas of good practice and moderate
assurance was obtained that there are controls in place to ensure the
invoices made to participating trusts accurately reflect the tests performed
by Integrated Pathology Partnerships Ltd (iPP) on their behalf.
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However, only limited assurance was obtained that these controls are
operating effectively in practice, a number of recommendations for which
are bring implemented to strengthen controls and improve the allocation of
costs through the completion of electronic ordering/paper forms.
CIP
Moderate assurance was obtained in relation to CIP but BDO noted the
need to enhance the formality of processes, such as those for assessing
risks / service impact and the approval mechanisms through which the
strategic business units identify, approve and monitor plans to ensure staff
are aware of their roles and responsibilities and own/deliver plans. Paul
von der Heyde said that this programme is now being well co-ordinated by a
newly appointed project manager who is providing support to business
managers to deliver their plans. He added that they are overseen and
monitored by the Financial Resilience and Commercial Committee.
The non-executive directors questioned why they had received executive
summaries rather than the full reports. BDO said that this was because
moderate assurance had been received but agreed in future the full reports
would be circulated by email to the non-executive directors for reference
purposes.

AS/JR

Complaints and Incidents
Greg Rubins presented the internal audit report into complaints and
incidents saying that BDO had identified some weaknesses in the Trust’s
processes and had made 12 recommendations (seven medium, four low
and one high). He acknowledged that the handling of complaints can be
complex but said that a number of processes require improvement such as
the consistent recording and monitoring of data and the implementation of
appropriate procedural guidelines. He added that it would be particularly
important to improve the timeliness of responses to complaints. In terms of
incident reporting, he said that the Trust should set realistic targets and
ensure action plans are implemented and areas of learning clearly
documented.
In response, Helen Ryan said that the key leads responsible for managing
complaints and incidents had accepted the findings and would ensure the
recommendations are implemented. In terms of responding to complaints
in a timely manner, she said that the composition of the patient experience
team had been reviewed and it was agreed that additional resource is
required. As such, a Complaints Manager will be recruited, which should
help address many of the recommendations set out within the internal audit
report. She also acknowledged that a clear escalation route should be put
in place so the patient experience team can easily access support from
senior management if staff are not undertaking investigations / providing
responses in a timely manner. John Park asked about the Patient
Experience Group and Helen Ryan said it is now working well and has
representation from two staff governors as well as Maurice Dunster, NonExecutive Director, who had also reviewed the Trust’s historical complaint
files, (as discussed at the Governance Committee), the findings from which
aligned with those identified by BDO. It was agreed that the delivery of
actions would be monitored by the Audit Committee through the quarterly
follow-up report presented by BDO.
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53/15

BDO FOLLOW-UP OF RECOMMENDATIONS REPORT
Adam Spires presented the follow-up of recommendations report saying
that good progress had been made with three recommendations being
implemented and only one outstanding which would be followed-up as part
of the private patient income review. Overall, he said that BDO had no
major concerns with the Trust’s implementation of these actions. Following
questions from the non-executive directors, he also said that the
management response times were satisfactory. Paul von der Heyde asked
of progress with the implementation of the high priority recommendation in
connection with business continuity. Adam Spires confirmed that this is in
progress and an update would be requested in September 2015. Adam
Spires also tabled a revised internal audit work plan for 2015/16, saying that
it had evolved and been updated to reflect discussions at the previous
meeting [item 23/15 refers], which was accepted by the Audit Committee.

54/15

COUNTER FRAUD ANNUAL REPORT 2014/15
Aimee Newton presented the counter fraud service annual report, which
was noted by the Audit Committee. She explained that it is formatted
according to NHS protect requirements and details activity across each of
the following key areas: strategic governance, inform and involve, prevent
and deter and hold to account. She said the annual report comprises the
activity reported to the Audit Committee during 2014/15 and so there should
be no new areas requiring consideration.

55/15

2014/15 STAFF SURVEY OF FRAUD AWARENESS
Aimee Newton presented key points from the 2014/15 survey which
measured the level of fraud awareness amongst Trust staff and is an NHS
Protect requirement. Staff were encouraged to participate via a range of
mechanisms and, overall, the responses demonstrated that they had a
good awareness of fraud, bribery and corruption processes and understood
how issues should be reported. Commenting on areas for improvement,
she said that further work is ongoing with the Academy to explore
opportunities to deliver fraud awareness training to managers as in most
cases they are the first point of contact for staff to raise concerns. The nonexecutive directors commented positively on the report, but said that as
responses were requested on a voluntary basis, they may not have been
wholly representative of all Trust staff and concurred that more should be
done to encourage participation across a broader range of staff groups.

56/15

COUNTER FRAUD REPORTS
Procurement Fraud Risk Assessment
Aimee Newton confirmed that this had been considered at the previous
meeting and all recommendations had been captured on the tracker.
Pre-Employment Checks
Aimee Newton presented the follow-up review on pre-employment checks,
confirming there were a number of areas requiring improvement. She said
the review confirmed that inconsistencies remain in the standard and quality
of HR documentation which can make it difficult to evidence in every case
that pre-employment checks have been carried out. She said that it also
highlighted where system improvements are required so YDH can
consistency provide evidence that visa documentation has been checked
for all applicants, where this is applicable.
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Speaking of next steps, Aimee Newton confirmed the recommendations
had been captured within an action plan for implementation. She said that
training would be cascaded within the recruitment team to ensure they are
aware of the procedures which must be followed and to advise where
improvements should be made. Tim Newman said that systems should
improve as a result of the recent HR restructure, which resulted in the
establishment of a dedicated recruitment team. Aimee Newton advised that
as part of the review the counter fraud service was informed of some “outof-process” recruitment where pre-employment checks had to be
undertaken retrospectively. Aimee Newton confirmed that she had spoken
on this point with the Associate Director of HR and Organisational
Development and the recruitment policy would be updated to reflect that in
certain, exceptional cases where suitable candidates are identified who
need to be recruited quickly, that applications could be reviewed and
agreed by the executive directors. Julian Grazebrook questioned whether
this would be sufficient to address the recommendations made by the
counter fraud service. In response, Aimee Newton said that preemployment checks should not be carried out retrospectively, but that the
directors could inform the recruitment team of any such cases to ensure the
checks are carried out in advance.
Commenting on paragraph 13.7, Paul von der Heyde asked about
processes for locum bookings, electronic rostering and job planning. Tim
Newman said that job plans for consultants are collated electronically but
acknowledged that the processes could be improved. He added that a
review of these systems would be undertaken by BDO in 2015/16 and there
was now in post a key contact to oversee medical rostering.
In order to provide further assurance for the Audit Committee, Aimee
Newton agreed that she would undertake a further follow-up review of the
pre-employment checks in 2015/16.
High Value Overtime / Enhancement Claims
Aimee Newton explained that at the behest of the Chief Finance and
Commercial Officer, the counter fraud service had undertaken a proactive
exercise relating to the verification of high value claims and overtime
payments processed through the Trust’s payroll department. In most
cases, she confirmed that claims could be verified. However, the counter
fraud service did make some recommendations, which were noted by the
Audit Committee as follows:
• The Medical Workforce Manager should regularly review high value
staffing costs associated with enhanced and overtime payments.
• All procedural documents to be reviewed to ensure that clear guidance is
issued to both managers and staff concerning booking, claiming and
authorisation processes.
Aimee Newton added that implementation of the nursing e-rostering system
would now ensure that no shifts are booked, authorised or passed for
payment unless it has been booked by the Staffing Solution team.
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The Audit Committee discussed whether in cases where there are a high
number of additional duties being worked, whether it would be more
efficient for permanent staff to be recruited to these posts. Tim Newman
confirmed this was under review in the relevant departments. The Audit
Committee agreed these claims should be kept under continual review and
Jon Brown added that KPMG is supporting YDH undertake analysis of its
ESR and payroll systems [item 51/15 refers].
57/15

COUNTER FRAUD PROGRESS REPORT
Aimee Newton presented the counter fraud progress report. She took the
report as read but highlighted the following points, which were noted by the
Audit Committee:
• The counter fraud service has continued to deliver its work programme
to meet NHS Protect ‘Standards for Providers’ in each of the following
key areas: strategic governance, inform and involve, prevent and deter
and hold to account.
• Under “hold to account”, two investigations have been opened and one
has been closed since the last meeting.
• The counter fraud service has submitted the self-review tool to NHS
Protect. Overall, the organisation was rated as green, although there
are specific action plans in place to clarify the processes for preventing,
deterring and detecting fraud and bribery in procurement, which was
RAG rated as red. Aimee Newton said that the areas RAG rated as
amber are also being addressed, adding that the effectiveness of
measures being put in place are monitored by NHS Protect. Following
discussion by the Audit Committee, Aimee Newton said that YDH is
comparable to other organisations.

58/15

COUNTER FRAUD RECOMMENDATIONS TRACKING REPORT
Aimee Newton explained that actions arising from the activities of the
Trust’s counter fraud service are monitored through the recommendations
tracker. Since the last meeting, she said that 29 recommendations had
been added (primarily in connection with items discussed at 55/15 and
56/15) and 14 had been marked as complete. She added than none of the
recommendations were outstanding.

59/15

FINANCE REPORT
Mark Thouless presented the finance report providing the current status for
debtors, year to date losses and compensation payments. He reported the
position as at 31 May 2015 which showed total debtors of £4.873m,
highlighting that invoiced debt was circa £2m (which is as expected at
financial year-end). Further to delays with payment from NHS England
relating to drugs, he said that an area of learning identified by his team had
been to ensure the way invoices are submitted to trusts using NHS Shared
Business Services is within their specified template. In terms of non-NHS
debt he listed details of outstanding items valued over £10k which YDH is
seeking to resolve, saying that the largest remains Yeovil Eyecare, the
supplier of which is still in process of CVA.
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Following questions from the non-executive directors, Mark Thouless
acknowledged that while the total amount of special payments is low, it is
higher than the previous year. He said that the payments primarily relate to
the replacement of patient property which may have been mislaid by the
Trust when they are transferring patients between wards. Guidance had
been issued to staff to help address the issue.
60/15

REFERENCE COSTS UPDATE
Further to his previous presentation [item 25/15 refers] Peter Fry attended
to give an update on reference costs, explaining that they are the average
unit cost of providing secondary healthcare to NHS patients and that they
are used to inform prices (tariff) for NHS funded services. Data is collated
and submitted to Monitor each year in July. He also advised that YDH had
been randomly selected by Monitor as one of 40 trusts whose processes
were audited, which was undertaken in June 2015 based on the 2013/14
submission. He said that the audit RAG rated the Trust as red and
highlighted a number of areas for improvement, many of which YDH had
already identified and was seeking to address. Some improvements
already implemented in the 2014/15 data collection included the
enhancement of clinical engagement so that costings were a more robust
representation of cost per intervention / activity currency. The nonexecutive directors welcomed the improvements that had been made but
asked about the ongoing actions to ensure reference costs are fit for
purpose. Peter Fry said additional work is required to improve clinical
engagement, including their direct involvement in apportioning costs and
consultant input in reviewing procedure costs to ensure activity is coded
accurately. Also, he said that the implementation of the electronic health
record should further improve data quality, that there would be renewed
focus on theatre and job planning and enhanced validation processes and
benchmarking against national averages. He added that the Audit
Committee could take assurance that an action plan containing these
elements (which had been shared with Monitor) is being implemented and
that any follow-up audit should show improvement.

61/15

ESTATES FACET SURVEY AND ERIC RETURN
Philip Watson attended the meeting to provide an overview of the Trust’s
estates return information collection exercise (ERIC) and the recent estates
facet survey which was co-ordinated by the strategic estates partner. He
said that ERIC comprises 113 data points across hard and soft FM. He
added that more has been done this year to validate the accuracy of
submitted data. He advised the exercise noted a number of areas of best
practice (such as energy efficiency and low waste landfill) as well as some
areas for improvement. This would be supported by information gathered
through the estates facet survey which identified non-risk adjusted backlog
of £9.2m (risk adjusted backlog - £5.1m), with the key works required relate
to the tower block (including items such as windows). Other areas
identified, such as works on the Convamore building, may not be a priority
given the expected life-cycle of the building. Following questions from the
non-executive directors, Philip Watson confirmed that further analysis is
ongoing of the survey results, after which the works would be captured
within an implementation plan in order of priority.
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62/15

Q1 CORPORATE RISK REGISTER
Liz Jagelman presented the corporate risk register confirming there are
currently 19 significant or high risks (12+) recorded, that one new one had
been added and three had reduced in score since the last review in May
2015. The non-executive directors questioned whether Liz Jagelman
challenges business managers on the scores and mitigation plans in place.
In response, she said that all risks are reviewed with the business
managers and that the action plans are monitored on an ongoing basis.
The non-executive directors also confirmed that they liked the format of the
new report and acknowledged that it has oversight from Jonathan Higman,
Director of Strategic Development. Speaking of the risks linked to the
significant operational pressure experienced by YDH, Liz Jagelman said
that ST010 in connection with meeting RTT targets had increased but that
recovery plans are in place and being re-modelled. She also spoke of the
ongoing implementation of recruitment plans to address the staffing
challenges and agency utilisation and spend. All other risks, including a set
of clinical risks that would exist regardless of operational pressures and the
remaining corporate risks, were noted by the Audit Committee. Paul von
der Heyde asked whether risks relating to the cash position should be
captured on the register. Tim Newman said that the Trust’s governance
rating would be returned to green following successful conclusion of the
Monitor investigation into the YDH’s short-term financial challenges, that
funding would be obtained from the transformation fund to enable delivery
of strategic plans and that revenue support would be provided by the
Department of Health. This being so, it was not thought such a risk would
be greater than 12+, the level at which it would be reported on the corporate
risk register.

63/15

REGISTERS OF SEALINGS, HOSPITALITY AND INTERESTS
The registers of sealings, hospitality and interests were noted.

64/15

ANY OTHER BUSINESS
There was no further business to discuss.

65/15

MEETING WITH AUDITORS AND COUNTER FRAUD SERVICE
There was an opportunity for Audit Committee members to meet with the
auditors and counter fraud service in the absence of officers of the Trust.
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GOVERNANCE ASSURANCE COMMITTEE (GAC)
Minutes of a meeting of the Governance Assurance Committee held on
17 July 2015 at Yeovil District Hospital
Present:

Jane Henderson (Chair)
Maurice Dunster
Paul von der Heyde
Mark Saxton

Non-executive Director
Non-executive Director (items 1/15 – 18/15)
Non-executive Director
Non-executive Director

In Attendance:

Sue Bulley
Wendy Churchill

Carole Shuff

Public Governor
Midwifery Clinical Leader and SOM (items 1/15 –
4/15)
Cancer, Oncology, Haematology and Palliative Care
Clinical Unit Business Manager (items 9/15-11/15)
Academy Business Co-ordinator (item 5/15)
Public Governor (Observer) (items 1/15 - 18/15)
Assistant Company Secretary
Trust Risk Manager
Academy Manager (item 5//15)
Consultant Physician and Endocrinologist (item 7/15)
Company Secretary
Director of Nursing and Clinical Governance
Medical Director
Midwifery Lecturer Practitioner and Supervisor of
Midwives (items 1/15 – 4/15)
Head of IT Transformation (items 17/15 – 19/15)

BDO Representative
Leah Allen
Julian Grazebrook
Wendy Grey
Hala Hall
Jo Howarth
Glen Salisbury
Kate Williams
Peter Wyman

Internal Auditors
Director of Elective Care
Non-executive Director
Senior Nurse, Strategic Development
Public Governor
Associate Director of Patient Safety and Quality
Clinical Nurse Specialist
Obstetrics & Gynaecology Business Manager
Trust Chairman

Teresa Coombes
Elaine Cox
Ian Fawcett
Samantha Hann
Liz Jagelman
Debbie Matthewson
Dr Sesha Pramodh
Jade Renville
Helen Ryan
Tim Scull
Sara Stride

Apologies
of those
invited to
attend:

Action
01/15

WELCOME AND APOLOGIES FOR ABSENCE
Jane Henderson welcomed everyone present to the first meeting of the newly
constituted Governance Assurance Committee, including Liz Jagelman who had
replaced Adrian Pickles as the Trust’s Risk Manager. Apologies for absence were
received as indicated above; the Chair expressed her disappointment at the nonattendance of those individuals who had been due to present at the meeting, and
thanked Helen Ryan and Tim Scull for agreeing to cover these items in their
absence.

02/15

DECLARATIONS OF INTEREST
There were no declarations of interest relating to items on the agenda.

03/15

MINUTES OF THE CLINICAL GOVERNANCE ASSURANCE COMMITTEE
(CGAC) AND NON-CLINICAL RISK ASSURANCE COMMITTEE (NCRAC)
The minutes of the CGAC and NCRAC meetings held on 17 April 2015 were
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approved as a true and accurate record. The actions from these meetings were
either noted as complete or on the agenda with the exception of NCRAC action
16/15 which was on the workplan for the October 2015.
The number and weight of agenda items was discussed by the committee and it
was agreed that additional meetings might need to be scheduled to ensure the
Committee gave proper attention to all the areas within its remit.
04/15

JH/JR

SUPERVISION OF MIDWIVES AUDIT
Sara Stride and Wendy Churchill were welcomed to the meeting to provide an
overview of the annual peer review of the supervision of midwifery (SoM). They
explained that the review is undertaken by the supervisory team together with a
peer supervisor and a lay person, and includes consideration of the findings and
recommendations from any NMC extraordinary reviews, which for this year was
Guernsey midwifery services.
The report presented to the Committee highlighted the challenges and triumphs
and identified three key priorities for the year ahead.
Sara Stride and Wendy Churchill described how SoMs are involved in clinical
incidents, complaints and serious incidents, complex care planning and supporting
midwifery practices. In relation to incidents, the Committee were advised all SoMs
are copied into all those reported by the midwifery team and actions are reviewed
regularly. Meetings with the Risk Manager are carried out when required and
recommendations for good practice are provided to staff.
There were discussions about complex care planning for women who do not wish
to follow advised birthing guidelines. In such cases, it was confirmed that the
midwives would work with the woman and consultants, as clinically appropriate, to
identify a suitable solution which ensures the safety of the woman and her baby is
upheld. Wendy Churchill confirmed senior midwives and SoMs are available 24/7
and will manage complex and high risk cases. She also said women with complex
cases are contacted after birth and asked for feedback on how the team can
improve their service.
The Committee were advised there had been a period of sickness within the team,
which had coincided with a period of high birth activity: this had been managed well
by the team with a view to patient safety. Two new SoMs had been trained and the
SoMs have been working with women to learn how the service can be improved
and how modern technology can be embraced. A film of the labour ward is being
produced and would be published online. A supervision leaflet has also been
produced for students. Sara Stride advised the sickness rate amongst midwives
will be reviewed, as well as ways to maintain positive work life balance, as the
irregular shift pattern of the job can affect staff morale but the most important factor
is for women is to have continuity of care. Sara Stride confirmed the on call rota
had been reviewed and the shift pattern hours are currently being reviewed.
YDH had used the extraordinary LSA review of Guernsey as a benchmarking
opportunity. Quarterly meetings were held with Helen Ryan to ensure senior
management were kept aware of any issues, concerns or good practice within the
midwifery team; monthly record keeping audits are undertaken; risk management
processes are reviewed constantly; 92-99% of patients would recommend women
use YDH midwifery services and there is an appropriate level of challenge between
the midwives and doctors.
Wendy Churchill said that the three priorities for YDH this year are to strengthen the
relationship with the risk management team, to maintain close liaison with higher
education and to continue to raise the profile of supervision. Sara Stride explained
2|Page

most trusts have a priority to strengthen risk management processes as the
midwifery service is a 24/7 service.
Sue Bulley asked whether the SoMs are confident their staff are reporting near
misses. Wendy Churchill confirmed that they are, processes for which are in place.
Tim Scull reported that the Quality Committee had reviewed the Midwifery Service
and the clinical supervision was impressive - the level evidenced could be rolled out
to other services within the Trust. Ian Fawcett questioned whether the professional
relationships between the midwives and consultants had improved and Sara Stride
confirmed they had.
Jane Henderson thanked Sara Stride and Wendy Churchill for their presentation
which was noted with approval by GAC.
05/15

EQUALITY AND DIVERSITY UPDATE
Debbie Matthewson and Elaine Cox were welcomed to provide an overview of
equality and diversity (E&D) at YDH which included information regarding the YDH
bi-monthly focus groups, attendance at the Somerset-wide E&D Group with other
providers within the county (led by the Somerset Clinical Commissioning Group),
attendance at the Somerset Engagement Advisory Group and at the Gypsy and
Traveller Forum (led by Somerset District Council).
The Committee were advised internal assurance for E&D is provided by submission
of the Equality Delivery System (EDS2) report and objectives each year and the
production of the annual workforce report and an annual report.
Debbie Matthewson drew the Committee’s attention to a new Government initiative
with NHS England for the Workforce Race Equality Standard (WRES), which came
into force on 1 July 2015. WRES measures compliance against 9 key indicators,
including BME workforce data for staff at band 8 and above, national NHS staff
survey findings and whether Board membership is representative of the local area.
Debbie Matthewson said the trust was collecting the relevant data which
demonstrate the trust’s staff and Board to be broadly representative of the local
demographic. Elaine Cox spoke of the challenges faced by not only by YDH but
countywide to engage with some BME groups. Mark Saxton questioned whether
there should be a review of the imagery of YDH to ensure it reflects the full diversity
of population the Trust serves. Debbie Matthewson advised the imagery used in
the Academy prospectus and plan is being reviewed. Jane Henderson asked
whether the NEDs can assist in raising the profile of E&D and it was agreed she
would note this at the Board.
While accepting the trust statistics are broadly representative, Elaine Cox
commented that from the data collected, the proportion of trust staff from BME
groups is low. The report would show a higher number if all staffing groups were
depicted.
It was agreed a further update would be brought back to GAC as part of the rolling
workplan. Jane Henderson thanked Debbie Matthewson and Elaine Cox for their
presentation, which showed the Trust was complying with its key obligations and
that plans for improvement were ongoing.

06/15

JR/SH

LAMPARD REVIEW
Helen Ryan informed the Committee that Monitor had written to all Chief Executives
asking them to review their organisations against the recommendations in response
to Kate Lampard’s report. Hala Hall, Public Governor, had been asked to
undertake an independent review from which Helen Ryan was able to confirm that
YDH meets the required standard for the majority of the recommendations.
However, the current arrangements for volunteers, fundraising services and agency
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contract staff were identified as areas that required improvement, and action plans
would be put in place for the autumn. The Committee agreed that assurance could
only be taken once the gaps had been identified and a clear action plan was in
place. It was agreed for an update to be provided to GAC in October.
07/15

JR/SH

PEER REVIEW OF DIABETIC FOOT CARE SERVICES
Dr Sesha Pramodh was welcomed to the meeting to provide an overview of the
peer review of diabetic foot care services at YDH. Dr Pramodh outlined the
Somerset Diabetes Foot Integrated Pathway which was designed in 2014. The key
challenges for the service are to prioritise people at risk of acquiring acute foot
problems and those who already have them who are referred to YDH and Taunton
and Somerset NHS Foundation Trust (T&S). The remainder are treated within the
Somerset Community Podiatry Service provided by Somerset Partnership NHS
Foundation Trust.
Dr Pramodh explained that the peer review team had undertaken a review of the
county-wide foot care pathway. Positive feedback had been given, particularly on
the level of commitment shown by the team, although there were also a number of
recommendations which were being addressed pragmatically, including levels of
capacity in the multi-disciplinary team (MDT) and access to community podiatry. A
further practical constraint was that the availability of space to conduct clinics. Tim
Scull said that this was an issue similarly faced by other outpatient clinics and the
number and sizing of the rooms are being reviewed by the Trust’s strategic estates
partner.
Dr Pramodh said that the two streamlined MDT services managed by YDH and
T&S currently were the most practical solutions available given the space
constraints. Jane Henderson agreed this was a reasonable compromise under the
circumstances but questioned whether this was a general issue of resource and
whether the level of service currently offered would be adequate given current and
expected future demand. Dr Pramodh said that the options are being explored for
long-term sustainability and whether any of the care and treatment could be
provided within the community. Mark Saxton pointed out that if the service needs
to expand to cope with demand, the issue of space also becomes a workforce
issue. Dr Pramodh confirmed a business case is being developed covering these
issues which will be taken to the executive team in due course.
Jane Henderson thanked Dr Pramodh for the overview which was noted by GAC.

08/15

09/15

GOVERNANCE ASSURANCE COMMITTEE (GAC) TERMS OF REFERENCE
Further to discussion at the last meeting [CGAC item 19/15 refers], Jade Renville
confirmed the scope of CGAC and NCRAC had been incorporated in the draft
terms of reference (ToRs) for the newly formed GAC. Jade Renville added that
estates, fire, health and safety would now be included with the remit of the Audit
Committtee. It was agreed the Quality Committee would report to GAC. Following
discussion, it was agreed that the directors of the Strategic Business Units should
be in attendance at each meeting. Subject to the inclusion of this point it was
agreed the ToRs would be presented to the Board of Directors for approval on 29
July 2015.

JR
JR

QUARTER 1 QUALITY COMMITTEE EXCEPTION REPORT
Tim Scull presented the Quarter 1 Quality Committee Exception Report, adding that
blood transfusion and fire safety had been raised as significant issues in previous
quarters, both of which had been further reviewed by the Quality Committee in
Quarter 1 and were rated “amber”.
Tim Scull said that the Quality Committee scrutinises and monitors all areas across
clinical and non-clinical services and was functioning well. Jane Henderson
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10/15

questioned how GAC could get assurance that sufficient follow-up actions were
being undertaken to address those areas rated amber or higher, and asked that
“internal date for actions to be completed” be included within the report in future. It
was confirmed the Quality Committee would report on these to GAC.

CM/KP
TS/LA

In relation to End of Life Care Teresa Coombes provided the Committee with an
overview of the piloting of the new End of Life Communication Care Plan, which
was being rolled out now that the Liverpool Care Pathway was no longer in use.
It was agreed to include an agenda item on palliative and end of life care at the
Committee’s October meeting.

JR/SH

CANCER PEER REVIEW SUMMARY 2014 & 2015 UPDATE
Teresa Coombes presented the findings from the National Cancer Peer Review
Internal Validation Process 2015, which was part of a mandatory national cycle of
reviews of cancer MDT services. She explained how the peer review cycle works
from year to year involving (by way of desktop evidence-based review) a mix of
internal validation, external validation and full peer review. As part of the process
this year, a single peer review panel, including a patient representative, had been
held over three days covering all relevant MDTs, which represented a change to
the way the panels had previously been run. Feedback was that this had been
welcomed as an improvement on previous years, enabling greater consistency and
promoting better sharing of learning and innovation across different MDTs.
A snapshot of the compliance against locality measures and site specific MDTs was
included within the presentation. Overall, the review highlighted high levels of good
practice and strong compliance. Teresa Coombes summarised the concerns
identified which included some recurring themes such increasing demand and
workforce challenges (e.g. need for CNS support in some specialities, which was
being addressed). This should all be seen in the context of YHD setting itself very
high standards. In terms of the site specific recommendations, action plans were in
place for each MDT to implement improvements: these would be owned by the
divisions and outcomes evaluated in annual reports for next year.
Jane Henderson highlighted the workforce-related capacity issues as a concern.
Helen Ryan confirmed that the executive team is cognisant of these challenges and
are seeking to address them. Tim Scull commented that cancer services are
heavily scrutinised nationally and the Trust needs to ensure other services receive
the same level of support to ensure continual service improvement. Teresa
Coombes confirmed that cancer services work to a framework and some of the
principles could be used with advantage by other services across the Trust.
Ian Fawcett asked whether the MDT teams found the panel peer review process
valuable. Teresa Coombes confirmed the teams find it helpful and that they are
consulted and involved. Jane Henderson asked about the need for seven day MRI
services which Teresa Coombes confirmed would be an essential requirement in
future.

11/15

CQC INSPECTION READINESS UPDATE
Helen Ryan confirmed Teresa Coombes would be supporting the clinical
governance team on an interim basis to lead on CQC readiness work. Teresa
Coombes confirmed an inspection date is still yet to be confirmed with the Trust,
but the preparedness work is nevertheless continuing and the outputs from the
PwC mock inspection are being reviewed and implemented. Teresa Coombes
informed GAC that an operational group, which would replace the current CQC
Readiness Group, would be established with business managers and lead
clinicians attending. Its role would include to identifying the areas of success within
teams as well as the areas requiring improvement, and reaching out to staff within
their areas.
5|Page

12/15

ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS
ASSURANCE VISIT – ACTION PLAN UPDATE
Tim Scull provided an oral update. He explained that there was only one
outstanding item on the action plan assessed as Red, which related to the
leadership and interactions between consultant medical staff and midwifery staff.
Progress had been made with the appointment of a new clinical director and a
change in personnel. He also said that the Royal College has written to the Trust
recommending that the action plan be reviewed to align further with the wording in
their report, which would be undertaken. The revised version would be circulated to
the Committee together with the Royal College letter.
Tim Scull advised that an expert in organisational development had met all staff in
June to gather views and a plan would be drawn up covering how to improve the
maternity relationships and team working. Dates were being arranged for sessions
and the programme of work was due to be complete in October 2015. It was
agreed that the clinical director be asked to attend the Committee meeting in
October to give an account on progress.

13/15

14/15

OVERVIEW OF ACTIONS ARISING FROM CQC REVIEW INTO SOMERSET
SAFEGUARDING CHILDREN ARRANGEMENTS
Helen Ryan referred to the CQC review which took place in May 2015 into the
Somerset safeguarding children arrangements, which had some implications for
YDH. The formal report was expected imminently but a draft action plan had
already been drafted based on the verbal feedback and would be reviewed upon
receipt of the formal written report. It was agreed to defer this agenda item until the
October meeting when the report has been received.

LA

JR/SH

JR/SH

YDH BEING OPEN POLICY
The Committee received the latest version of the YDH Being Open Policy, which
Liz Jagelman advised had recently been reviewed and updated. Helen Ryan
confirmed the policy provides a framework for training and raising awareness with
staff to ensure they understand their responsibilities. The Committee discussed the
statutory duty of candour and the importance of apologising for things that have
gone wrong in a timely manner - the principles of which are followed by YDH and
captured within this policy.
JHo/LJ

The Committee approved the policy subject to the following amendments being
made:
• review and approval dates on the front page of the policy to be updated and
corrected
• the legal position regarding the duty of candour must be made more explicit and
stated at the beginning of the policy
• information is to be included within the policy as to how the “lead person”
responsible for investigating an incident would be identified
The Committee requested a copy of the final revised version to be circulated after
the amendments above had been made.
15/15

JHo/LJ

INFECTION PREVENTION AND CONTROL 2014/15 ANNUAL REPORT
Helen Ryan confirmed it had been a challenging year operationally for infection
control. Jane Henderson concurred and noted that this was reflected within the
report.
Maurice Dunster asked to what extent the increase in clostridium difficile (c.difficle)
rates related to the winter pressures. Helen Ryan responded when there is
norovirus present at the hospital, high levels of testing are conducted and this in
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turn may identify additional patients who were infected with c.diff despite not being
symptomatic. Helen Ryan advised a small number of the cases could have been
avoidable as a result of high levels of significant operational demand, learning from
which is being implemented at ward level.
The Committee agreed the hand hygiene figures were disappointing. Helen Ryan
confirmed a new approach on undertaking hand hygiene was in place which would
be included within the student nurse’s Academy training as well as HCA champions
on the ward.
The Committee noted the Infection Prevention and Control 2014/15 Annual Report.
16/15

CQC INTELLIGENT MONITORING REPORT
Helen Ryan presented the May 2015 CQC intelligent monitoring report, explaining
that its purpose was to help the CQC analyse certain indicators to assess possible
areas of risk. Helen Ryan confirmed that the risks relating to the Monitor ratings
had now been resolved.
Helen Ryan drew attention to the reported elevated risk in connection with the
proportion of patients who received all the secondary prevention medications for
which they were eligible. The information on which CQC had based this risk was
from April 2013-March 2014, and these data would have been updated since. Jo
Howarth was reviewing this with the clinical governance team.

17/15

PATIENT SAFETY, QUALITY AND EXPERIENCE REPORT
Helen Ryan presented the Patient Safety, Quality and Experience Report asking
the Committee if they had any questions regarding the previously circulated report.
She confirmed that evidence of learning from incidents will be included within the
reports to GAC.
Following questions from the Committee, Helen Ryan agreed that pressure ulcers
remained a key challenge for the Trust in times of operational pressure, although
levels had decreased from Quarter 4. She confirmed that a pressure ulcer study
day was being held for staff. 25 incidents were still being investigated, particularly
to assess the impact or high agency staff usage. Helen Ryan confirmed the first
cohort of newly recruited nurses were now working on the wards with the second
cohort in training, which should help to reduce reliance of agency staff. The sisters
on the wards would supervise the application of good practice and hold the staff to
account.
Liz Jagelman advised there had been a reduction in falls in May but numbers were
above target in April and in June. Ian Fawcett asked if staff were encouraged to
report all falls. Helen Ryan said that staff were not over-reporting but it was
important to have an open reporting culture. Helen Ryan also said the key areas
the clinical governance team reviews are repeated falls, and falls resulting in harm,
ensuring actions were taken.
With reference to patient experience, Maurice Dunster informed the Committee that
he had been asked by Peter Wyman, Trust Chairman, to undertake a review of
complaint files. His initial conclusions, based on the 20-25 files he has reviewed to
date, had highlighted some basic organisational issues: the need for prompt action
and response from staff to enable the Complaints Team to prepare responses; for
improved internal and external communication; for better staff attitudes in some
cases; and ensuring that the management of patient care was delivered safely and
to the highest possible standard. Maurice Dunster advised he would be reviewing
complaints information on a monthly basis going forward and would report back to
the Committee. Helen Ryan confirmed a further discussion would bel taking place
later that day in the Audit Committee on a recent audit of the Trust’s complaints
7|Page

service. Ian Fawcett questioned the understanding of staff as to the importance of
complaints and Maurice Dunster confirmed staff do have an understanding but the
issues he had identified had been exacerbated by capacity issues and operational
pressure.
GAC noted the patient safety, quality and experience report.
18/15

UPDATES FROM SUB-GROUPS
It was agreed that updates covering the remit of patient safety, clinical standards
and patient experience had already been covered during the course of the meeting.

19/15

TRAKCARE UPDATE
Carole Shuff presented the quarterly TrakCare update to the Committee, including
the timeline of the various phases and a summary of the build stage, which is in
progress. Carole Shuff confirmed the plan was to configure the system to ensure it
was fit for purpose for the Trust’s requirements and that RTT processes were being
embedded within TrakCare. She referred to the work undertaken so far on network
resilience, finalising data migration and staff testing, and the initiation of discussions
on the critical cutover weekend when old systems would be shut down and new
systems go live. Jane Henderson questioned whether contingency plans were in
place in the event of an unforeseen incident or major incident during the transition.
Carole Shuff confirmed that business continuity processes would be in place with
the Boardroom being used as the command centre for the switch over.
Carole Shuff gave an overview of the main issues and risks which included the
configuration to meet Trust requirements, Department of Health reporting
requirements, and the need for improved access to supplier support with
accommodation for testing and training (which is being sourced), resources to build
clinic templates and letters and the RTT pathway build. The ability to continue
CCG reporting had also been highlighted as a risk and Carole Shuff confirmed this
had been added to the risk register. She also noted that while data migration was
progressing satisfactorily, the scope of the task was such that it remained a key
risk.
Jane Henderson thanked Carole Shuff for the update and noted the assessment
that overall readiness for phase 1 go live, data migration and release of staff for
training remained key risk. She asked whether staff understood the impact of the
changes TrakCare will bring. Carole Shuff confirmed that understanding was
variable across staff groups, but a communications plan was in place. Drop in
sessions were in place for staff, which have been well attended, feedback from
which was especially positive about the practical demonstrations. Additional drop
in sessions would be held for specific staff groups. GAC noted the situation report
and the risks.

20/15

CORPORATE RISK REGISTER
Liz Jagelman confirmed there are 19 significant or high risks (12+) on the Quarter 1
2015/16 Corporate Risk Register.
The Committee reviewed the 19 risks identified in the summary report and in
particular, they noted that: some re-modeling and an action plan is being developed
in relation to RTT, a new risk has been added to the risk register as detailed at item
19/15. Jane Henderson commented that general workforce issues are a running
theme throughout the risk register which was an ongoing point of discussion at the
Board. Mark Saxton highlighted the risk of space management and the ability to
use the site flexibility to cope with the ever changing increasing demand (item 07/15
refers).
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21/15

ANY OTHER BUSINESS
There was no further business to discuss.

22/15

DATES AND TIME OF FUTURE MEETING
14 October 2015, Boardroom, Level 1, YDH
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RTT Recovery Plan – Paul Mears, Chief Executive
Board members will remember that the Somerset CCG recently served a contract
performance notice seeking assurance on the Trust’s plans to deliver the RTT constitutional
standard and trajectory ambition for incomplete pathways (92%). Following the initial
contract notice, YDH fully participated in the actions required, including meeting with the
Somerset CCG and our regulators via the Access and Performance Group, meeting with the
Somerset CCG to explain the model we have developed and providing a clear report
outlining our recovery plan. Subsequently, the Somerset CCG has written to us advising us
that we failed to provide them with a remedial action plan. The letter from the Somerset
CCG and our response are appended to this report (appendix 3a, 3b, 3c and 3d).
Junior Doctor Contract Negotiations – Tim Scull, Medical Director
The Rt Hon Jeremy Hunt has recently published a letter, appended to this report, sent to the
Chair of the BMA’s Junior Doctors’ Committee following a meeting to discuss the proposed
change to the junior doctors’ contract. There has been a general outcry against the
proposed changes from junior doctors with plans to ballot that group concerning their attitude
to industrial action. The letter outlines the reasoning behind the need to change said
contract, namely a move toward the 7 day NHS, but also contains promises to junior doctors
in terms of continuing the rules of the European working time directive and protecting
payments. Categorisation of Sundays and nights as premium hours will continue however
no such promises are made to include Saturdays in the definition.
Deanery Visit – Tim Scull, Medical Director
The Severn Deanery recently visited YDH for their annual discussion of training standards
informed by the annual GMC survey of trainees. The visit was led by the Associate Dean for
Quality, Dr Jon Francis. His team was received by YDH Consultants - Nader Francis, Paul
Foster and Tim Scull. Discussion took place detailing the developments put in place to
address areas in both Medicine and Surgery where feedback had highlighted areas of
improvement, these being chiefly around workload and clinical supervision in the Foundation
trainees. The Trust was congratulated on excellent performance in some areas including
Anaesthesia, Paediatrics and O&G.
CQC Inspection – Helen Ryan, Director of Nursing and Clinical Governance
The Care Quality Commission (CQC) has confirmed that they will be undertaking a
comprehensive inspection of YDH from 15-17 March 2016. This is not a “responsive”
inspection (i.e. in response to any issues or concerns raised about us) but forms part of their
routine programme. Our aim, of course, is to achieve the highest possible rating from the
CQC. However, we are clear that this should be an indication not simply of our ability to
provide a structured and impressive inspection visit, but of the real, every day quality,
compassion and commitment of our hospital and our staff. Jo Howarth, Associate Director
of Patient Safety and Quality, will be the key contact for the CQC, supported by the newly
appointed Head of Governance and Assurance, who will lead the detailed preparedness.

Over the coming weeks and months there will be a range of resources and events designed
to give every member of staff a voice so we can capture the examples of exceptional
practice and the opportunities to improve. This will help us take a rigorous, targeted and
engaging approach to service improvement and help us to demonstrate to the inspectors in
March what an outstanding hospital we all work in.
Safer Staffing - Helen Ryan, Director of Nursing and Clinical Governance
Along with other NHS trusts, YDH has received a joint letter from the TDA, Monitor, NHS
England, the CQC and NICE (appendix 3e), advising that trusts should “look at staffing in a
flexible way which is focused on the quality of care, patient safety and efficiency rather than
just numbers and ratios of staff”. They also say that “trusts are responsible for ensuring that
they get the balance right by neither under-staffing nor over-spending, and are able to
secure the right complement of clinical staff to meet local patient need and circumstances.”
YDH will continue to work with the relevant agencies to progress the points made in the
letter while continuing to ensure appropriate, safe staffing levels across the Trust to ensure
the services provided are safe, caring and of high quality.
Monitor and the TDA have announced a consultation on proposals to cap the rates for
agency staff and to encourage workers back into substantive and bank roles. The proposals
include the following principles:
•
•
•

•

•

An overall rationale to bring agency pay in line with substantive pay by April 2016.
Price caps would apply to all doctors, nurses and all other staff in NHS trusts and
foundation trusts.
Rules would apply to all NHS trusts and foundation trusts in breach of their licence for
financial reasons and those in receipt of interim support from DH - although all others
would be strongly encouraged to comply.
There would be a phased approach to implementation with break clauses in place for
local managers and clinical leaders to override the rules under exceptional
circumstances in the interests of patient safety.
Ceilings and frameworks for agency nursing still apply. There are plans for agency
expenditure ceilings to be extended across all staff groups from 2016/17.

The letter is appended to this report (appendix 3f). The consultation closes on 13
November.
In recognition of the high vacancy rates nationally and the fast-approaching winter period,
the government has agreed to place nurses on the shortage occupation list on a temporary
basis pending a full review by the Migration Advisory Committee (MAC). The MAC’s report
will be completed by 15 February 2016. A copy of the letter is appended to this report
(appendix 3g).
Visit from Dorset CCG - Helen Ryan, Director of Nursing and Clinical Governance
Sally Shead, Director of Quality, Dorset CCG, visited YDH on 8 October 2015 and it is was a
positive and constructive visit. She has since written to me to acknowledge the dedication
and professionalism of frontline staff and their focus on patient safety. Her letter is appended
to this report (appendix 3h).
Urgent Care SBU - Simon Sethi, Director of Urgent Care and Long Term Conditions
Julie Thomas will be joining as Business Manager for Internal Medicine from November. She
has previously worked at YDH as a site manager and comes now from Taunton and
Somerset NHS Foundation Trust where she has developed a wealth of experience as a
manager on change projects including reducing length of stay and configuring wards. We’re
looking forward to welcoming her to the team.

Following the reduction in social care availability and its impact on hospital discharge delays,
the CCG has identified additional funds to support social work capacity this winter which
YDH has welcomed. Weekly calls are in place to monitor the implementation of this and
other resilience schemes such as our pre-fabricated ward.
YDH has been successful in winning a tender to provide consultant leadership to stroke
beds in South Petherton in partnership with Taunton and Somerset NHS Foundation Trust.

Appendix 3a
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Our Ref: DS/jp

Somerset
Clinical Commissioning Group

7 October 2015
Wynford House
Lutton Way
Lutton
Yeovil
Somerset
BA228HR

Paul Mears
Chief Executive
Yeovil District Hospital NHS Foundation Trust
Higher Kingston
Yeovil
Somerset
BA214AT

Tel: 01935384000
Fax: 01935 384079
enquiries@somersetccg.nhs.uk

Dear Paul
Failure to Agree a Remedial Action Plan
I am writing to advise you that Yeovil District Hospital NHS Foundation Trust (YDH) has
not yet provided an RTT Remedial Action Plan that provides sufficient assurance that the
plan will deliver the constitutional standard and trajectory ambition for incomplete
pathways with the amendments and corrections that have been requested. Somerset
Clinical Commissioning Group (CCG) has previously served a Contract Performance
Notice to YDH and will now be following the process detailed in the contract. The
Contract Performance Notice required that we agree a Remedial Action Plan by
18 September 2015 .
Since no Remedial Action Plan has been agreed both YDH and Somerset eCG need to
write to their Governing Bodies informing them of this failure . Please find attached the
letter to inform both of our Governing Bodies. Can you please return this letter
countersigned by yourself so that we can share with our Governing Body. Can you
please also confirm when this letter has been shared with your Governing Body.
In the event that a Remedial Action Plan is not agreed 2% of the annual monthly value
will be withheld from YDH for each month that a Remedial Action Plan is not agreed . In
addition, YDH should be advised that the national position is that penalties relating to
RTT non-delivery should be invoked and that this penalty sum will not be reinvested
unless there is an agreed RTI recovery trajectory and it is being delivered. I can confirm
that the CCG will be enacting this guidance.
The CCG will be re-forwarding a template which needs to be completed by the Trust to
provide the necessary assurance. This is required by Wednesday, 14 October 2015.

Chair: Dr Matthew Dolman
V

/ MINDFUL
EMPLOYER

I Managing Director: David Slack

Clinical Leadership to Improve Health
www.somersetccg.nhs.uk

The Provider is required to attend a further contract management meeting on Monday,
19 October 2015 from 12.00pm in Meeting Room 1, at Wynford House to discuss this
further.
Yours sincerely

David Slack
Managing Director

Appendix 3b

wm
Somerset
Clinical Commissioning Group
Remedial Action Plan Failure to Agree Notice jointly issued from the Provider and
the Co-ordinating Commissioner to their respective Governing Bodies
Paul Mears
Chief Executive
Yeovil District Hospital NHS Foundation Trust
Higher Kingston
Yeovil
Somerset
BA214AT

David Slack
Managing Director
Somerset Clinical Commissioning Group
Wynford House
Lufton Way
Yeovil
Somerset
BA228HR

CONTRACT REFERENCE: Yeovil District Hospital & Somerset CCG 2-Year
Contract 2014/15 and 2015/16
FAILURE TO AGREE REMEDIAL ACTION PLAN NOTICE REFERENCE: 01/2015
7 October 2015
This Remedial Action Plan Failure to Agree Notice is jointly issued by Yeovil District
Hospital NHS Foundation Trust and the Co-ordinating Commissioner, Somerset Clinical
Commissioning Group, to their respective Governing Bodies under General Condition 9
(Contract Management) of the Contract referred to above.
Please note General Condition 9.15 (Withholding Payment for Failure to Agree Remedial
Action Plan) of the Contract. If within 10 Operational Days of the date of this notice the
Parties have still not agreed a Remedial Action Plan, the Co-ordinating Commissioner
may recommend the Commissioners to withhold up to 2% of the Actual Monthly Value for
each further month the Remedial Action Plan is not agreed .
SIGNED BY

Paul Mears
for and on behalf of the Provider

SIGNED BY

David Slack
for and on behalf of the Co-ordinating Commissioner
Chair: Dr Matthew Dolman
./MINDFUL
VEMPLOYER

I Manag ing Director: David Slack

Clinical Leadership to Improve Health
www.somersetccg.nhs.uk

Appendix 3c

Yeovil District Hospital
Higher Kingston
Yeovil
Somerset BA21 4AT
Switchboard: 01935 475122
Direct line: 01935 384144
Email: Paul.Mears@ydh.nhs.uk

Our Ref: PM/bas/091015
9 October 2015
David Slack, Managing Director
Clinical Commissioning Group
Wynford House
Lufton Way
Lufton
Yeovil
Somerset, BA22 8HR

Dear David
I am writing in response to your letter of 7th October regarding the ‘Failure to agree a
remedial action plan’.
As you know our intention is to work transparently with the CCG to recover our RTT position
and we have involved the CCG closely in our modelling, recovery plans and approach to
recovery. I would hope the CCG recognise that our August performance of 89.4% against the
92% target shows the gap to recovery is small given the scale of challenges posed by
unprecedented winter demand last year impacting on our elective operating over a number of
months.
This said, I note your letter regarding the contractual position and although we would rather
work in a collaborative manner to deliver reduced waits, I understand if the CCG wish to take
this formal approach. However the contractual details in the letter from your team appear to
misrepresent the process outlined in General Condition 9.
Our understanding is that following your initial contract notice we fully participated in the
actions required, including meeting with yourselves and our regulators via the Access and
Performance Group, meeting with your team to explain the model we have developed and
providing a clear report outlining our recovery plan. As per recommendation 9.6-7 this
meeting led to the agreement of a series of actions that we delivered good faith and which
were included the revised action plan and recovery trajectory we provided on Thursday of
last week. At no point was a concern voiced at any of our meetings that a separate
Remedial Action Plan, in the form of a specific template, was required.

Chairman – Peter Wyman CBE

Chief Executive – Paul Mears

Appendix 3c
-2As stated in GC9.7 ‘ if this agreement was not reached, which was not communicated to us,
we would be required to undertake a Joint Investigation, the terms of reference of which we
must jointly agree and which should take no more than two months’. This Joint Investigation
would need clinical representation and include key actions from us as provider and all
commissioners, clear milestones, and describe financial sanctions on parties involved,
including providers and commissioners in the form of a Joint Investigation Report. Pivotally
this needs to consider how we mitigate the impact of rising elective demand and the winter
pressures caused by reducing social care provision and increasing referral demand.
Naturally if you do wish to pursue this route we would support this process but will focus on
continuing with our recovery actions in the meantime.
This Joint Investigation is required before proceeding to a formal Remedial Action Plan and
the Trust would need to show a failure to deliver reasonably against this Remedial Action
Plan before funding could be withheld as outlined in 9.15.
As outlined above, my team and I are sincerely committed to recovering RTT performance
and being transparent around our process for this. We are keen to continue to work with you
to refine and develop our model so that this can be used by us jointly in the future. I have
included the above contractual information to ensure there is a clear record of our position in
this regard but would like to assure you that we will be completing the template as requested
by next Wednesday.
Yours sincerely

Paul Mears
Chief Executive
Yeovil District Hospital NHS Foundation Trust
Tel:
Mobile:

Cc:

01935 384516
07825 027563

Alison Henley
Kaz Mascarenas
Jonathan Higman
Simon Sethi

Chairman – Peter Wyman CBE

Chief Executive – Paul Mears

Appendix 3d
From the Rt Hon Jeremy Hunt MP
Secretary of State for Health

Richmond House
79 Whitehall
London
SW1A 2NS
Mb-sofs@dh.gsi.gov.uk

POC1_961353
Dr. Johann Malawana
Chair of Junior Doctors’ Committee
British Medical Association
BMA House
Tavistock Square
London WC1H 9JP
Dear Dr Malawana,
Thank you for coming to see me to discuss the junior doctors’ contract. You
stressed that the key issue for junior doctors is a contract which promotes both
patient safety and fairness for juniors.
I share exactly the same aims for the new contract as you do. As you know, I
have put improving safety and quality at the heart of my time as Health
Secretary and I agree with you that junior doctors play a vital role in the NHS
and deserve to be treated with fairness and equity. They are tomorrow’s leaders
and I want to support them to have long, productive NHS careers.
Given we both fundamentally share the same objectives, I agreed to write to you
with assurances for junior doctors about our approach to a new contract.
Firstly, this is not a cost cutting exercise. I can give you a categorical
assurance that I am not seeking to save any money from the junior doctors’
paybill. Whilst I want to see an end to automatic annual increments (with pay
rises instead based on moving through the stages of training and taking on more
responsibility), these changes would be cost neutral, rather than cost saving.

From the Rt Hon Jeremy Hunt MP
Secretary of State for Health

This will mean that junior doctors would still benefit from four or five
progression pay rises as they move through training.
Secondly, I want the new contract to improve patient safety by better
supporting a seven day NHS. The Government was elected on a manifesto
commitment to ensure that the quality of NHS care is the same across the week.
So together with NHS staff, we must eradicate the ‘weekend effect’ of excess
deaths in NHS hospitals. For junior doctors, this means some increase in plain
time working (backed up with an increase in basic pay) and a replacement of the
banding system, and a move to paying for hours worked, with additional pay for
unsocial hours. Within this, I can give an assurance that nights and Sundays will
continue to attract unsocial hours payments. I would be pleased to discuss in
negotiations how far plain time working extends on Saturdays.
Thirdly, I believe that our ambition for the NHS to be the safest health care
system in the world is underpinned by reducing, not increasing, the
number of hours junior doctors work each week. Junior doctors already
work seven days and are the backbone of medical care in hospitals at weekends
and at night. I can give an absolute guarantee to junior doctors that this contract
will not impose longer hours. No junior doctor working full time will be
expected to work on average more than 48 hours a week. I want to see a work
review system with teeth that ensures that juniors are not exploited and that
addresses issues of overworking if they arise.
I recognise that there will be exceptional circumstances in which an individual
doctor should be compensated for hours worked outside the work schedule. In
such circumstances, employers will compensate the individual doctor for such
hours, provided that the work has been undertaken for the needs of the service

From the Rt Hon Jeremy Hunt MP
Secretary of State for Health

and is authorised by an appropriate person. Further, the employer will also have
a duty to review the work schedule to ensure that such instances remain as
exceptional circumstances.
My ambition on safety is also underpinned by better training for junior doctors.
I am working with the BMA consultant committee to make sure there is proper
consultant cover at weekends so junior doctors are better supported. I also want
HEE and the Royal Colleges to continue working with the BMA and NHS
Employers to look at how the training experience can be improved more
generally for juniors. This is not primarily a contractual issue but we do need to
look at how we can better support work life balance including leave
arrangements and recognising that juniors often have family responsibilities and
choose to work part time. I would like your help to formulate that programme of
work.
Finally, I have asked NHS Employers to develop the details of the new
contract to ensure that the great majority of junior doctors are at least as
well paid as they would be now. In addition, although the current proposal
does not provide protection for those whose pay reduces when they change jobs,
under an agreed move to a new contract we would be willing to consider such
protection for individual doctors who would otherwise lose out. In any scenario,
I can give an absolute guarantee that average pay for juniors will not reduce. I
have already given my assurances that GP trainees will not be disadvantaged
compared with the current system. I can also say that it is our intention that
flexible pay premia would be used to support recruitment into shortage
specialties such as Accident and Emergency Medicine and General Practice. We
would also include pay protection for doctors who change to shortage
specialities and to support agreed academic work.

From the Rt Hon Jeremy Hunt MP
Secretary of State for Health

I hope this letter makes clear what was discussed at the meeting – that we want
to work with you, in good faith, to develop a new contract which is better for
both patients and junior doctors. I am saddened by the distress being caused to
junior doctors who were misled by the calculator on the BMA website into
believing that their pay will be cut by 30% and that they will be asked to work
many more hours each week. As you know, the Government has been saying
privately to the BMA for many months that we have no such intention, so I
hope that this letter, with a set of unequivocal assurances, now helps us to move
the debate on and provides reassurance to junior doctors who have been on the
receiving end of significant misinformation.
The negotiations on the new contract began on the basis of a shared view
between the BMA and employers that the current contract had served its
purpose and needed reform. The best deal for junior doctors will be achieved by
the BMA coming to the table to negotiate on their behalf and I urge you now to
do this.

JEREMY HUNT

Appendix 3e

To: NHS foundation trust and NHS trust Chief Executives
Cc: NHS foundation trust and NHS trust Nurse Directors, Medical Directors, Finance
Directors and Operations Directors
13 October 2015
Dear colleague
Safe staffing and efficiency
We know that many organisations have taken a systematic and thoughtful approach
to staffing wards and services safely over the past two years, by responding
positively to the guidance issued by the National Quality Board and by NICE,
embracing transparency about their planned versus actual staffing, and focusing on
how to make services as safe as possible within available resources. We are also
aware that recent messages to the system on safe staffing and on the need to
intensify efforts to meet the financial challenge have been seen as contradictory. We
recognise that it is important to offer clarity to the system as we work together to
close the gaps in health and wellbeing, care and quality, and funding and efficiency
identified in the Five Year Forward View.
The current safe staffing guidance has been designed to support decision makers at
the ward/service level and at the Board to get the best possible outcomes for
patients within available resources. The guidance supports - but does not replace the judgements made by experienced professionals at the front line. The
responsibility for both safe staffing and efficiency rests, as it has always done, with
provider Boards.
As set out in the guidance, it is important for providers to take a rounded view of
staffing. Providers should be able to demonstrate that they are able to ensure safe,
quality care for patients and that they are making the best use of resources. This
should take account of patient acuity and dependency, time of day and local factors,
such as line of sight for those caring for patients. In some cases, these factors will
mean a higher number of nurses per patient, and in other cases it will mean a lower
number or different configuration of staff can be justified. Some trusts have taken
innovative approaches whereby Allied Health Professionals are included in their
ward based teams, and this can have a positive impact on patient outcomes. We
support this approach where appropriately implemented.
It is therefore important to look at staffing in a flexible way which is focused on the
quality of care, patient safety and efficiency rather than just numbers and ratios of

staff. We would stress that a 1:8 ratio is a guide not a requirement. It should not be
unthinkingly adhered to: achieving the right number and balance of clinical and
support staff to deliver quality care based on patient needs in an efficient way that
makes the best possible use of available resources is the key issue for provider
Boards. Where trusts are able to maximise the proportion of time spent by clinical
staff focusing on care that contributes most directly to patient outcomes (including
through the use of innovation and technology) there are likely to be benefits for both
patient care and for efficiency.
Trusts are responsible for ensuring that they get the balance right by neither understaffing nor over-spending, and are able to secure the right complement of clinical
staff to meet local patient need and circumstances.
CQC always assesses staffing levels as part of rating a service on safety in its
programme of comprehensive inspections. These assessments include observation
of care delivery, listening to staff and patients, assessing outcomes of care and
discussions with nurse managers about assessment of acuity levels and
achievement of planned staffing levels. Staffing ratios are never the sole determinant
of a rating.
We will continue to work with and support trusts to secure both safe staffing and
greater efficiency. This will include:
•

further progress on the Model Hospital led by Lord Carter, who will be working
with providers to develop a way to use data on the nursing and care hours per
patient, so that staffing arrangements remain safe across a range of different
times and situations. Lord Carter’s team will be working closely with front-line
staff to put in place a more sophisticated approach to measurement of nursing
time and its connections with outcomes, costs and other critical measures;
and

•

development of further safe staffing guidance. We are currently reviewing the
responses we had to the letter dated 4 August 2015 and will confirm further
details on the development of the guidance and timescales in due course.

In order to support your efforts to manage your agency staffing costs, the mandatory
use of approved frameworks for procuring nursing agency staff will come into effect
from 19 October. Further work is being taken forward at pace by Monitor and the
NHS TDA to introduce a national rate-cap for all agency staff, to include medical and
other agency staff later this autumn.
As we collectively work on both the efficiency and the safe staffing agendas, we
recognise the need for clarity and consistency across the work of all teams in the
arm’s length bodies in this area. We will be working hard across the national
organisations and in close partnership with providers and all clinicians to ensure
these are delivered in the next phase of work.
The financial and quality challenges that you are grappling with are unprecedented,
and we thank you for all you are doing for patients and their families.

Yours sincerely

Ed Smith, Chairman-Designate NHS Improvement

Sir Mike Richards, Chief Inspector of Hospitals

Dr Mike Durkin, National Director of Patient Safety, NHS England

Jane Cummings, Chief Nursing Officer for England

Sir Andrew Dillon,
Chief Executive, National Institute for Health and Care Excellence

Appendix 3f

To: NHS foundation trust and NHS trust chief executive officers
Cc: NHS foundation trust and NHS trust nurse directors, medical directors, finance directors and
operations directors
15 October 2015
Dear colleague,
New measures to support trusts and foundation trusts in managing workforce challenges
Last week’s data on Q1 trust and foundation trust financial performance highlighted the need for
concerted further action in 2015/16, specifically to address some immediate workforce
challenges, including the rapid growth of spending on agencies and the need for a rounded
approach to staffing decisions.
We are writing to inform you of two important steps being taken – with the support of the
national system leaders – which we hope will help you meet these challenges.
Safe staffing and efficiency
You will have received on Tuesday 13 October a joint letter from Sir Mike Richards, Mike Durkin,
Jane Cummings, Sir Andrew Dillon and Ed Smith, setting out our shared view on how providers
should approach the need to ensure safe, quality care for patients on a sustained, financially
stable basis, and reinforcing the need to use guidance and best practice to support but not
replace local judgement about the best use of resources.
National price caps for agency staff
We have been strongly pressed by a large number of providers to take urgent national
measures to cap the rates paid for agency staff and to encourage workers back into substantive
and bank roles. We have therefore accelerated our timescale for making this happen.
Subject to consultation, we propose to introduce hourly price caps for all agency staff
across all staff groups – doctors, nurses and all other clinical and non-clinical staff. The
intention would be to have these in place from 23 November 2015. The consultation is
being published today, along with detail of the proposed caps, the proposed rules and an impact
assessment.
Subject to the consultation process, the price caps would ratchet down in two further stages so
that from 1 April 2016, agency staff would not be paid any more than the equivalent substantive
worker. It is proposed that the caps would also apply to bank rates.
Full compliance would be essential for these measures to work. All trusts would be expected to
limit and reduce their spending on agency staff over time, and we would continue to work

closely with all trusts to monitor and limit levels of agency use across the sector as the
measures are implemented. The maximum rates would apply to all NHS trusts, NHS foundation
trusts receiving interim support from the Department of Health and NHS foundation trusts in
breach of their licence for financial reasons. All other NHS foundation trusts would be very
strongly encouraged to comply1 and all trusts would be required to report shift-level detail when
they exceed the price caps and the reason for doing so in their reporting to Monitor/TDA.
Ambulance trusts and ambulance foundation trusts would initially be exempt,2 but there would
be no other up-front exemptions, either for individual trusts or specialties.
We recognise that adhering to price caps would not always be without challenge and that the
effect on staffing supply, though difficult to predict, could be significant, particularly in the short
term and for some trusts and specialties. Where appropiate, national bodies will work together
to support trusts in meeting the price controls and other agency rules.
The proposed price caps have been developed with, and are fully supported by, clinical leaders
in Monitor, TDA, Care Quality Commission (CQC) and NHS England, but trusts would
nevertheless need to ensure they maintain patient safety at all times. We propose a ‘break glass’
provision for trusts that need to override the caps on exceptional safety grounds. Any overrides
would be scrutinised by Monitor and TDA and inappropriate use would be subject to regulatory
action as appropriate. We would also monitor closely the overall impact of the policy to ensure
patient safety concerns are being managed appropriately. In addition, it is proposed that pay for
interim very senior managers paid on an agency basis would be subject to the Monitor/TDA
consultancy approvals process. NHS England would take an equivalent approach with respect
to clinical commissioning groups.
We very much hope that you will find these steps helpful and a positive response to some of the
staffing issues you have highlighted – and we can assure you that the national system leaders
remain focused on the wider set of workforce challenges.
Yours sincerely,

Robert Alexander
Chief Executive
NHS Trust Development Authority

1

Stephen Hay
Managing Director Provider Regulation
Monitor

The new value for money risk assessment trigger means that Monitor will take into account inefficient or
uneconomic spending practices when considering the need for regulatory action concerning any potential
breaches of governance licence conditions
2
We are considering how to introduce equivalent measures for ambulance trusts in the near future and will gather
views through the consultation process.
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Home Secretary
2 Marsham Street
London SW1P 4DF
www.gov.uk/home-office

Professor Sir David Metcalf CBE
Chairman of the Migration Advisory
Committee
3rd Floor - Seacole Building
2 Marsham Street
London
SW1P 4DF

15 October 2015

Dear Sir David,

NURSING SHORTAGES

I am writing to commission the Migration Advisory Committee (MAC) to
examine whether there is a shortage of nurses or specific nursing job titles
which it would be sensible to fill through non-EEA migration.
I am conscious that the MAC considered the issue of nursing shortages in the
health sector in your partial review of shortage occupations published in
February this year and that you recommended against adding nurses to the
shortage occupation list, as well as removal of certain specialist nursing roles.
I regret asking you to look at this again so soon.
I understand that your recommendation in February was based on the
evidence available at the time, including detailed submissions from the Centre
for Workforce Intelligence on behalf of the Department for Health and from the
Royal College of Nursing and other health sector organisations. However,
since then increasing numbers of NHS Trusts and other interested
organisations have raised concerns about nurse staffing levels, highlighting
recent changes to recommended safe staffing levels within the NHS. In
addition, developments since February include the Government’s manifesto
pledge to deliver a seven-day NHS and new rules to clamp down on the use
of agency staff. I am advised that nursing vacancy rates may be as high as
10% across the health and social care sector, which if so would be twice the
maximum level recommended by NICE. It is not for the Home Office to judge
these representations and I should therefore be grateful if the MAC could
consider the latest evidence.

In view of the potential risks associated with high vacancy rates and the fastapproaching winter period in which we can expect the NHS to be under
particular pressure, I have exceptionally agreed to place nurses on the
shortage occupation list on a temporary basis pending that full review of the
evidence and your subsequent advice. I should be grateful to receive the
MAC’s report by 15 February 2016 and look forward to your analysis.

The Rt Hon Theresa May MP
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15th October 2015

6 May 2014
Helen Ryan
Director of Nursing
Yeovil Hospital NHS Foundation Trust
Higher Kingston
Yeovil BA21 4AT
Dear Mr Last Name

Dear Helen
Visit to Yeovil Hospital 8th October 2015
I am writing to thank you very much for making me so welcome during my visit to the Trust last
week to participate in the Safety Thermometer session.
I am particularly grateful to Sarah and yourself for taking the time to make my visit both
informative and enjoyable. Please pass on my thanks to all of those who contributed to this.
It was really good to see, at first hand, the dedication and professionalism of the staff who are
delivering care to patients in various parts of the organisation, and their focus on patient’s
safety. It was also very helpful for me to understand some of the challenges the staff face on a
day to day basis as well as some of the innovative work which is taking place.
With all good wishes
Yours sincerely

Sally Shead
Director of Quality

Supporting people in Dorset to lead healthier lives

APPENDIX 4
BOARD OF DIRECTORS
21 OCTOBER 2015

Report to:

Board of Directors

Report from:

Jeremy Martin, Symphony Director

Subject:

Symphony Update

Date:

21 October 2015

This is a regular monthly report updating the Board on progress with the Symphony
Programme in South Somerset. South Somerset was selected in March 2015 as one of 29
sites nationally to become Vanguard sites for the development of new care models and new
ways of working.
Programme Board and Working Groups
The programme continues to progress well.
At the recent Programme Board awayday discussion focussed on the principles for the joint
venture between hospitals and primary care. This was a very helpful discussion which gives
a clear way forward to develop the offer letter to practices. The detailed work is being led by
the Joint Venture Working Group. The key technical issues at the moment are VAT, the
form of the operating company, and insurance risk for the IACO.
We also discussed the Complex Care model and reviewed the excellent progress being
made, as well as the issues which still needed to be resolved. The Complex Care Working
Group is focussing on these as a core part of its work plan, as well as further refining the
model. The hub has now had over 100 referrals, and this is continuing to grow, now that the
second level information sharing agreement has been signed off.
All practices have been offered a further chance to put themselves forward to implement the
Enhanced Primary Care model, and there is a good level of interest. Approximately 50% of
practices will soon be working on the model. The advert for the first Health Coaches has
now closed with 33 applications.
A dedicated Programme Manager has started work and is reviewing all of the programme
governance to ensure the systems are robust.
National Vanguard Programme
As lead Vanguard for organisational form, we have been offered additional resource to
ensure that the learning is shared with other sites. The national team is working closely with
us to identify and work through the key issues relating to the JV.
There are a further two national Vanguard events in November at which Symphony will be
represented – one for PACS Vanguards, and one for all Vanguards – focussing on
leadership and implementing change.

BOARD OF DIRECTORS
21 OCTOBER 2015
APPENDIX 5

Report to:

Board of Directors

Report from:

Jason Maclellan

Subject:

SmartCare Electronic Health Record (TrakCare) Update

Date:

21 October 2015

Summary
The aim of this monthly highlight report is provide the Board with an update on progress and
to provide assurance on the actions and controls in place to ensure successful
implementation of the SmartCare electronic health record system (TrakCare).
Executive Summary
The programme status for Oct remains at AMBER.
The revised go-live date is likely to be 4th April and this will be confirmed during the next
week. The previously advised window of early March is now looking undesirable.
Intersystems are due to confirm that they can support this date but we don’t expect this to be
an issue as there is a 2 week gap between this date and the north Devon go-live.
Plan summary
High level planning has been completed based on the revised go live date. Detailed re-plan
has been completed except for the following which are still in progress:
1. Intersystems release plan – confirmation of plan to close the remaining outstanding
gaps
2. Clinic build – we are confident that the volume of work can be achieved and the
detailed schedule of specialties and timing of each is being worked through
3. Outpatients – Anne Carter, the new outpatient transformation manager, has now
started and he is creating the revised outpatient change plan
4. Inpatients – scope for the Swift plus replacement has now been confirmed and this is
feeding into the detailed plan.
Detailed re-planning to be complete and baselined by 23rd October.
Resource and Budget
The re-organisation of the programme team is almost complete. The last remaining role to fill
is the overall transformation manager however we expect this to be confirmed in the next 2
weeks. New Intersystem project manager is in place and handover completed.
The programme remains underspent to date however the extended running of phase 1 will
consume the under-spend. A detailed re-forecast in line with the revised date is underway
and will be complete by 23rd October.
North Tees
The North Tees go-live is going to go ahead on the 19th October. We are sending 6 people
to support the go-live with a view to enhancing our own preparedness based on the
experience gained.

Smartcare collaborative
There is a conference call arranged for 16th October to discuss collective response to
challenges over supplier performance. Legal situation to be raised and if not done
collaboratively then this will be progressed unilaterally.
Risks & Issues
Supplier resource – having a healthcare architect on site has been extremely beneficial
however he has now returned home. We have requested a replacement but are awaiting
confirmation. This will be escalated if the response is not positive.

Board of Directors Meeting
October 2015
Director of Nursing Report
Monthly Report of Nurse/Midwifery Staffing Levels
1 September - 30 September 2015
EXECUTIVE SUMMARY
The NHS National Quality Board published a new guidance in November 2013 to support
providers and commissioners to make the right decisions about nursing, midwifery and care
staffing capacity and capability “How to ensure the right people with the right skills are in the
right place at the right time”: A Guide to Nursing, Midwifery and Care Staff Capacity and
Capability.
There are nine key expectations that apply to the Trust:
1. Boards take full responsibility for the quality of care provided.
2. Processes are to be in place to enable staffing establishments to be met on a shift by
shift basis.
3. Evidence based tools to be used.
4. Clinical and managerial leaders foster a culture of professionalism and responsiveness
where staff feel able to raise concerns.
5. Multi-professional approach is taken when setting staffing establishments.
6. Sufficient time to undertake care and duties in practice.
7. Boards receive monthly updates on workforce information and staffing capacity and
capability and is discussed at public Board meetings every six months.
8. Clearly display information about the nursing and care staff present on each ward,
clinical setting or service on each shift.
9. Provider to take an active role in securing staff in line with their workforce requirements.
PURPOSE
The purpose of this report is to provide the Board of Directors with monthly information
regarding the nursing and midwifery registered and unregistered staffing levels on a shift by
shift basis of the planned and actual nurse staffing levels across the organisation and across
inpatient areas of the Trust as per the guidance received from NHS England and the Care
Quality Commission.
METHODOLOGY AND SCOPE FOR REVIEW
This report focusses on all adult inpatient areas including Critical Care, inpatient maternity
wards and inpatient paediatric wards. With the Trust working towards the 1:8 ratio as
recommended in the National Safe Staffing Alliance for relevant adult wards. For the
purpose of this report non inpatient areas such as the operating theatres, day theatre,
endoscopy and emergency department are currently excluded.
KEY POINTS


National Unify Returns











Safer Staffing: A Guide to Care Contact Time
Recruitment
NMC Language Controls
Non EU Recruitment
e-Rostering
Bank and Agency usage
Monitor nursing agency rules
Unfilled Shifts
Supervisory Status

Unify Return

Average fill rate - registered
nurses/midwives (%)

Average fill rate - care staff (%)

Average fill rate - registered
nurses/midwives (%)

Average fill rate - care staff (%)

101.0%

100.0%

100.0%

356.5

101.7%

101.9%

100.0%

103.3%

530

102.4%

100.9%

100.0%

100.0%

99.1%

100.0%

100.0%

Total monthly
planned staff
hours

Total monthly
actual staff
hours

Total monthly
planned staff
hours

Total monthly
actual staff
hours

Total monthly
planned staff
hours

Total monthly
actual staff
hours

Jasmine

690

683.5

1158

1170

750

750

375

375

KW

690

702

626

638

690

690

345

6A

977.5

1000.5

1324.5

1336.5

690

690

530

Night

99.1%

Care Staff

Registered
midwives/n
urses

Day

Total monthly
actual staff
hours

Care Staff

Registered
midwives/n
urses

Night

Total monthly
planned staff
hours

Ward name

Day

6B

1017.5

1023

1394.5

1382.5

678.5

678.5

570

570

100.5%

7A

1260

1316.5

928.5

928.5

690

690

690

690

104.5%

100.0%

100.0%

100.0%

598

101.0%

101.4%

101.1%

104.0%

99.9%

100.0%

100.0%

EAU

1350.5

1364.5

1545

1567

1035

690

690

690

690

690

690

690

104.9%

98.4%

100.0%

100.0%

690

701.5

690

713

102.1%

100.0%

101.7%

103.3%

690

100.6%

101.5%

100.0%

101.7%

1035

1041.5

1253.5

1252.5

690

8B

1260

1321.5

1260

1239.5

9A

1035

1057

1215

1215

10
ICU
CCU
Freya
SCBU

1035

1041.5

575

100.6%

8A

9B

1046.5

1137.5

1154

690

690

678.5

977

1001

345

364.5

945.5

957

102.5%

105.7%

101.2%

2196

2177.5

68.5

86

2277

2277

99.2%

125.5%

100.0%

101.0%

-

100.0%

1327

1340

0

-1

809

809

2767.5

2557.5

967.5

804

1890

1575

900

848

450

450

285

235

630
285

598.5

92.4%

83.1%

83.3%

95.0%

285

94.2%

100.0%

82.5%

100.0%

Safe Staffing: A Guide to Care Contact Time
The first data collection has taken place and it is currently being considered how to provide
the results in a meaningful way.
Recruitment
Registered Nurses: The rolling fortnightly interviews continue with successful candidates
being offered positions on the day; candidates are both UK and EU of origin. Another cohort
of 20 nurses commenced on the 14 September 201 and a further 16 preceptorship nurses
on 21 September 2015.

NMC Language Controls
The NMC announced on 12 October 2015 that from 18 January 2016 European registered
nurses and midwives wanting to join the registered will need to prove they have the
necessary knowledge of English to practice safely in the United Kingdom. It is anticipated tis
will have an impact on our ongoing recruitment drive, with EU nurses not meeting the
English language requirements.
Non EU Recruitment
As of 15 October 2015 registered nurses are now on the Shortage Occupation List. The
recruitment plans for India are now being actively progressed. This will lessen the impact of
limited recruitment from within the EU due to the future language requirements.
The following graph indicates our current recruitment position and going forward as of 5
October 2015:

The closing position includes the numbers required for the Winter Escalation Ward.
NB: It should be noted this is only accurate on the day it is calculated due to the fluidity of
recruitment.
e-Rostering
e-Rostering continues to be modified and updated to ensure meaningful reports are
available on the system.
Bank and Agency Usage
The following table indicates the number of bank / agency used during September 2015:

WARD 10

9A

9B

8A

8B

ACCU

7A

EAU

6A

6B

ICU

KW

MFFD / GYNAE

MATERNITY

SCBU

TOTAL

Registered Bank

11

3

4

13

11

9

19

18

6

13

21

7

28

72

25

260

Unregistered Bank

7

55

29

9

19

1

4

7

7

38

0

7

26

14

4

227

Total Bank

18

58

33

22

30

10

23

25

13

51

21

14

54

86

29

487

Registered Agency

24

19

57

60

28

2

50

52

34

71

91

14

49

0

16

567

Unregistered Agency

2

17

52

15

13

2

7

10

8

40

0

6

3

0

0

175

Total Agency

26

36

109

75

41

4

57

62

42

111

91

20

52

0

16

742

TOTAL Bank &
Agency

44

94

142

97

71

14

80

87

55

162

112

34

106

86

45

1229

Ward

The tighter controls on managing bank and agency booking continued during September
resulting in the following reduction in shifts booked (excluding escalation and those areas
currently excluded from the Safer Staffing report).

Registered Bank
Unregistered Bank
Registered Agency
Unregistered Agency
TOTAL

August
315
243
750
242
1551

September
260
227
567
175
1229

Reduction
56
16
183
67
322

Monitor, Nursing Agency Rules
As from 19 October 2015 we are only permitted to use agencies on the framework agreed by
Monitor. As Monitor does not recognise our current PPSA arrangements, we have
submitted applications for our highest usage agencies to be included on the Monitor
approved framework. This will be for an initial period of four months. Our current usage of
non-framework agency is currently 55%. Use of non-framework agencies will require an
exception report to Monitor, indicating the rationale behind the decision to go off framework.

9

53

1

3

37

8

9

1

1

1

TOTAL

3

SCBU

17

JW

8

12

8

131

KW

ICU

4

ACCU

Registered

3

6B

5

6A

1

EAU

Unregistered

1

7A

1

8B

19

8A

Registered

9B

9A

Using
Professional
Judgement

10

Unfilled Shifts

11

87

5

8

5

Nurse
unavailable
Unregistered

1

TOTAL

20

2

6

1

1

4

5

2

1

2

3

12

56

15

10

1

9

63

11

18

13

236

The high number of unfilled shifts are due to professional judgement on Wards 10, 6A, ICU
and Jasmine are all activity related. There has been a reduction in overall unfilled shifts both
professional judgement and those where nurses are not available compared to August 2015.
SUPERVISORY STATUS REPORT
(% calculated on number of days available to work)
Ward

April

May

June

July

August

Sept

10
9A
9B

46%
55%
18%

46%
52%
0

14%
5%
0
0
95%
118%
0
0
23%

38%
0
29%
5%
67%
64%
10%
10%
38%

62%
100%
Sister Chell
covering
Level 9
73%
12%
77%
67%
95%
69%
95%
77%
50%

17%
100%
Sister Chell
covering
Level 9
69%
20%
50%
67%
94%
53%
82%
20%
17%

57%
93%
100%

8A
CCU
8B
7A
EAU
T&O
Elective
MFFD
ICU

100%
100%
Sister Chell
covering
Level 9
100%
23%
95%
32%
100%
86%
52%
68%
33%

79%
10%
87%
75%
90%
84%
91%
72%
38%

RECOMMENDATIONS
The Board of Directors is asked to note the information contained in this summary report and
the actions currently in place.

Appendix: 7
REPORT TO:

Board of Directors

REPORT BY:

Jade Renville, Company Secretary
Samantha Hann, Assistant Company Secretary

PRESENTED BY:

Jade Renville, Company Secretary

TITLE:

DRAFT Policy for the Development and
Management of Procedural Documents

DATE:

21 October 2015

What is this item about and what is the Board asked to do?
The Policy for the Development and Management of Procedural Documents explains how
staff should go about developing procedural documents, the format in which they should be
produced and how they are approved and kept up to date. This policy has been revised, the
key changes of note of which are:
•

Authority for the review and approval of procedural documents to be delegated to the
groups/committees with responsibility for those work areas (including the strategic
business units/HMT where there is an operational impact). As a result, the Policy Group
has been disbanded.

•

To enable greater understanding and accessibility, the Policy for the Development and
Management of Procedural Documents has been significantly streamlined.

•

The central management of procedural documents will be strengthened.

•

A lead has been identified to support teams keep their procedural documents reviewed
and approved in a timely manner.

The Board is asked to APPROVE the Policy for the Development and Management of
Procedural Documents which has been reviewed by the Audit Committee. In future it is
recommended that authority is delegated to the Audit Committee to approve the Policy for
the Development and Management of Procedural Documents.
Are there legal, financial, procedural, workforce implications and/or legislative
requirements?
Organisations need formal written documents to communicate standard ways of working and
to set out where rules and regulations must be followed, within the legislative framework.
Is this paper clear for release under the Freedom of Information Act 2000?
Yes

What are the next steps/future actions?
• Development of a simplified template (using the revised HR manual as a basis) for
procedural documents, especially policies. To be included at Appendix B once
completed.
• Dissemination and communication with key staff.
Links to the Trust’s strategic objectives and/or priorities:
Care for our population.
Links to the Board Assurance Framework/Corporate Risk Register (if applicable):
N/A
Reference to CQC domains:
Safe, effective, well-led, responsive.
Report history:
Agreed by HMT - 4 September 2013.
Reviewed by Audit Committee – 14 October 2015

Policy for the Development and
Management of Procedural Documents

Version
Approved By
Date Approved
Author
Name of Responsible Committee / Group
Date Issued
Review Date
Relevant Staff Groups
Equality Impact Assessment Completed

3.1 DRAFT

Company Secretary / Assistant Company
Secretary
Audit Committee

Senior managers and staff that produce
procedural documents
Yes

1

What this policy covers

1.1

Organisations need formal written documents to communicate standard ways of
working and to set out where rules and regulations must be followed. This policy
explains how staff should go about developing procedural documents, the format in
which they should be produced and how they are approved and kept up to date.

2

Principles

2.1

Having standardised processes for the development and management of procedural
documents, including a single point of access on YCloud and a common format
achieves the following:
•
•
•

Helps ensure that the procedural documents used by staff are always the correct
version, are continually reviewed and kept up to date in line with best practice
and reflect the organisation’s objectives, priorities and values.
Reinforces corporate identity.
Makes the procedural documents easily accessible to staff.

3

Responsibilities

3.1

Responsibility is delegated from the Trust Board to the Audit Committee for
approving this policy and keeping it under review.

3.2

The Trust Board has overall responsibility for procedural documents and delegates
responsibility to the Company Secretary and the Director of Nursing for putting in
place arrangements for the management of procedural documents.

3.3

The Company Secretary and Director of Nursing have responsibility for managing
the corporate and clinical governance frameworks, including authoring this policy.

3.4

Document authors (who should be the subject specialists) are responsible for
producing written drafts of procedural documents, which are fully compliant in their
respective fields, and for undertaking the quality impact assessments (where
required) and equality impact assessments. In doing so, they must ensure adequate
consultation with appropriate staff groups and committee/group/business unit
meetings. They, together with support from the Assistant Company Secretary, are
responsible for communicating procedural documents (including any revisions) to
staff and for advising the Academy of changes where this impacts on staff training.

3.5

The Assistant Company Secretary is responsible for the central administration of
procedural documents following their approval. This includes ensuring they are
uploaded to a single location on a central library/register on YCloud and archiving old
versions. They will also update the chairs of the relevant groups/committees in
respect of procedural documents which are due for renewal. They will also hold a
master list of all procedural documents together with details of the document author
and approving committee/group.

3.6

The Chair of the designated groups/committees, with the support of the Assistant
Company Secretary, is responsible for identifying policy authors relevant to their
individual areas of responsibility, for informing authors six months in advance when
their procedural documents are due for renewal and for establishing a rolling
programme of policy review and approval.

3.7

All staff are responsible for acting in line with procedural documents.

4

Policy in practice

4.1

A flowchart setting out the process for developing procedural documents is set out at
Appendix A.

4.2

All procedural documents should be written in a standard format as exemplified by
this policy and detailed further at Appendix B.

4.3

The types of procedural documents governed by this policy are as follows:
Policy: Policies are clear, simple statements of how Yeovil Hospital intends to
conduct its services, actions or business. A policy provides a set of guiding principles
relating to an area of activity and details the expectations, parameters and actions
required of employees which reflect the organisation’s objectives, priorities and
values. Failure to comply with a policy may contravene terms of employment.
Procedure/Protocol: An established and uniform method of performing an activity.
A protocol is a detailed description of the steps taken to achieve a defined outcome.
This may apply to delivering care or treatment to a patient. Procedures and protocols
may form an appendix to a policy.
Guidelines: Guidelines are principles which are set to help manage a specific
condition or situation. They assist members of staff to make decisions by describing
the best practice approach.
Constitutional Documents: The suite of constitutional documents set out how the
Trust is governed. Responsibility for these documents lies with the Board and should
be revised by the Company Secretary with input from the Chairman, Chief Executive
and Chief Finance and Commercial Officer. Prior to approval by the Board, the Audit
Committee is to oversee any proposed changes.

4.4

Procedural documents should be published to a single location on a central
library/register on YCloud which is managed by the Assistant Company Secretary.

4.5

Procedural documents should be reviewed at least every three years or more
frequently in the event of a major change to the law or any other circumstances
which has an impact on the procedural document in question, at which point a review
will take place as soon as reasonably practicable.

4.6

Each document must have version control. E.g., new draft documents will start v0.1.
During the early drafting period and consultation with staff groups, this will
subsequently become v0.2, v0.3 etc. until the document receives final ratification to
v1.0. During the next review stage, this will progress as v1.1. v1.2, v1.3 etc. until the
final approval to v2.0.

4.7

Procedural documents must have an equality impact assessment as incorporated
within the standard format described at Appendix B

4.8

Quality impact assessments must be undertaken in cases where there is likely to be
a service impact. The quality impact assessment can be obtained from clinical
governance or from their page on YCloud.

Appendix A
Process for the Development and Approval of Procedural Documents
When developing new procedural documents or updating old versions, the document
author should contact the Assistant Company Secretary
to advise which group/committee has designated approval rights
relating to that particular procedural document.
In cases where procedural documents are due for renewal, the document author will
be advised by the designated committee/group six months in advance of the review
date via the Company Secretary.

The document author (who should be the subject specialist) is to undertake
development or review of the procedural document in line with best practice guidance,
the legislative environment and any other policy mandates and for undertaking a quality
impact assessment (where required) and an equality impact assessment. Documents
should be prepared in accordance with this policy and include engagement with
appropriate staff groups and committee/group/business unit meetings.

The procedural document is to be submitted for approval to the relevant
group/committee. Once approved, the document should be sent to the Assistant
Company Secretary to upload to the central library/register on YCloud. They will
ensure old versions are appropriately archived.

Once the procedural document has been uploaded to the central library/register on
YCloud, the author, with support from the Assistant Company Secretary, is responsible
for communicating procedural documents (including any revisions) to staff and for
advising the Academy of changes where this impacts on staff training.

Appendix B
Template for Procedural Documents
Under Development

Appendix C
Equality Impact Assessment Tool
[To be completed and attached to any procedural document when submitted to the
appropriate committee for consideration and approval.] The Equality Impact Assessment for
the Policy for the Development and Management of Procedural Documents is as follows,
which can be used as the template for other procedural documents.
Yes/No

1.

Comments

Does the policy/guidance affect one group
less or more favourably than another on
the basis of:
Race

No

Ethnic origins (including gypsies and
travellers)

No

Nationality

No

Gender

No

Culture

No

Religion or belief

No

Sexual orientation including lesbian, gay
and bisexual people

No

Age

No

Disability

No

2.

Is there any evidence that some groups
are affected differently?

No

3.

If you have identified potential
discrimination, are any exceptions valid,
legal and/or justifiable?

N/A

4.

Is the impact of the policy/guidance likely
to be negative?

No

5.

If so can the impact be avoided?

N/A

6.

What alternatives are there to achieving
the policy/guidance without the impact?

N/A

7.

Can we reduce the impact by taking
different action?

N/A

If you have identified a potential discriminatory impact of this procedural document, please
refer it to the Trust’s lead for Equality & Diversity, together with any suggestions as to the
action required to avoid / reduce this impact. For advice in respect of answering the above
questions, please contact the Trust’s lead for Equality & Diversity.
Signed: Jade Renville, Company Secretary
Date: 28 August 2009 - Reviewed November 2011, Reviewed October 2015

Appendix: 10
REPORT TO:

Board of Directors

REPORT BY:

Risk & Safety Manager

PRESENTED BY:

Director of Strategic Development

TITLE:

Corporate Risk Register Report at end of Quarter Two – 2015/2016

DATE:

21 October 2015

What is this item about and what is the Board asked to do?
The risk report aims to provide the Board of Directors with the key operational risks and
activity from Quarter two 2015/2016 relevant to risks scoring Significant or Higher (12+) on
the risk matrix.
The risk report provides the necessary information for the Assurance Committees and the
Board of Directors that is a fundamental part of the Governance arrangements required by
Monitor and the Care Quality Commission.
The Board of Directors is asked to NOTE the report and corporate risk register.
Are there legal, financial, procedural, workforce implications and/or legislative
requirements?
•

Legally? Yes. The Health and Social Care Act and Health and Safety at Work Act,
including Regulations apply to some risks

•

Financially? Yes. Some of the issues discussed reflect the current position against
Trust performance

•

Regarding Workforce? Yes. Staffing risks are highlighted

Is this paper clear for release under the Freedom of Information Act 2000
YES
What are the next steps/future actions?
The Corporate Risk Register is submitted to the Board of Directors on a quarterly basis.

Links to the Trust’s strategic objectives and/or priorities:
The report identifies key areas of operational risks that are fundamentally part of the Trust’s
governance arrangements. The reporting of risks links with the CQC key Line of Enquiry
(KLOE) under ‘Well-Led’.
Links to the Board Assurance Framework/Corporate Risk Register (if applicable):
N/A
Reference to CQC domains: safe, effective, caring, well-led, responsive
Well Led – Does the governance framework ensure that responsibilities are clear and that
quality, performance and risks are understood and managed?
The Corporate risk register and documents setting out how strategic risk is managed, this
should make clear the trust's highest risks related to quality of care and treatment.
Regulation 17: Good governance
17.—(1) Systems or processes must be established and operated effectively to ensure
compliance with the requirements in this Part.
(2) Without limiting paragraph (1), such systems or processes must enable the registered
person, in particular, to—
(a) assess, monitor and improve the quality and safety of the services provided in the
carrying on of the regulated activity (including the quality of the experience of service users
in receiving those services);
(b) assess, monitor and mitigate the risks relating to the health, safety and welfare of service
users and others who may be at risk which arise from the carrying on of the regulated
activity;
Report history:
This report presents the Corporate Risk Register as at the 6 October 2015. Since the last
update to the Board of Directors in July 2015, the following is noted:
•
•
•

There are 19 Significant or High risks (12+) recorded at the time of this report
on the Corporate Risk Register;
Six new risks were added in Qtr 2 – 2015/16, and;
Five risks have been reduced in score.

To aid interpretation of the risks they have been grouped into three broad areas under the
following headings:
•

Risks that are linked to the level of operational pressure that the Trust has been
experiencing.

•

A set of other clinical risks that would exist regardless of operational pressures.

•

The remaining corporate risks.

The table attached to this paper summarises the most significant risks and details the
actions that are being taken to mitigate these. A full copy of the risk register can be found on
YCloud – Click on this link.

The hospital continues to experience significant increases in pressure especially in times of
escalation. This is manifesting itself in a set of risks that are linked to these. Broadly, these
are:
• The risk associated with the current level of agency staff usage to staff areas of
escalation capacity
• The risk associated with the delivery of RTT standards, resulting from the
cancellation of elective surgery
• The clinical risk associated with the achievement of a reduction in pressure
ulcers
• The risk of serious harm as a result of patent falls
There are a series of other clinical risks that are not specifically linked to the operational
pressures. These are:
• The consistent management of inpatients with diabetes
• Senior medical cover to support frail elderly patients following orthopaedic
trauma
• Training and competencies of midwifery staff scrubbing for Theatres
• Ophthalmology Access – Back log of 1200 patients requiring appointment
• Increased demand for Children with Mental Health needs
• Best Practice Tariff income and Quality of Service - Clinical Psychologist
The key corporate risk areas are as follows:
• Staff shortages within the payroll department, potentially leading to delays in staff
being paid
• Pandemic Flu – management of capacity requirement
• The ageing fire alarm system
• Security management
• Medical devices scheduled services
• A number of risks relating to the Trusts Emergency preparedness
• Implementation of the Trakcare Electronic Health Record system
• Asbestos Contamination
The mitigating actions being taken to address each of these risks are detailed in the
attached table.

Risks that have increased as a consequence of the increased operational pressures being experienced by the Trust:
Risk No

Risk Description

Risk
Score

Action / Progress

Has
deteriorated
Static

Where
Reviewed

Residual
Risk

HMT

9=
Significant

Elective Care
Business Unit /
HMT

12 –
Significant

Urgent Care
Business Unit

12 =
Significant

Moving
towards risk
reduction
TW023

ST010

UC006

Clinical Trust-wide - 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 maintain quality of care

RTT - Insufficient capacity to prevent
breach of RTT targets from December
2014, resulting in specialty and aggregate
breach and significant numbers of patients
waiting over 18 weeks. Risk has increased
as a result of significant level of cancelled
operations over Winter 2014/15

Urgent Care – Nurse Staffing Vacancies.
Risk to the continued provision of quality
services as a result of increased agency
spend to maintain escalation capacity;
financial risk above budget of circa £100k
per month.

16 =
High

20 =
High

20 =
High

Capacity Modeling undertaken with the Academic Health
Science Network predicts a shortfall of 40-50 beds
across the Trust for Winter 2015/16. Plans are being
developed, linked to this year’s Operational Resilience
Funding to close this gap. These are under discussion
with Somerset CCG and include a 24 bed modular ward,
new assessment processes and partnerships with
Nursing Home and Domiciliary Care providers to deliver
new models which aim to reduce the pressure on
hospital beds. In addition the ‘Fastforward’ project to
assist discharges and identify flow issues took place
before Easter 15 with action plan as a result to address
flow issues. 6A / 6B swop taking place in May 2015 to
assist flow and capacity.
During Quarter 4 - RTT team has been developed and
now has an operational support manager owning RTT in
order for the RTT performance manager to concentrate
on assurance. Currently bed pressures inhibit full
booking of lists. Waiting list funding in negation in order
to address the backlog. Trajectory model developed
with CCG – aim to deliver all speciality other than T&O
by end of Qtr 3 15/16. Action plan developed alongside
this with all business managers and costed. All ongoing
pathways validated to ensure accuracy. Additional
activity in key performance areas of concern continuing.
Out to recruit 40 + Nurses from Italy and Spain during
April 15. RACE course developed. Second cohort
being planned. E-rostering system in place; incentive
scheme developed to support recruitment and retention.

Risk No

Risk Description

Risk
Score

Action / Progress

Has
deteriorated
Static

Where
Reviewed

Residual
Risk

Elective Care
Business Unit

6=
Moderate

HMT

6=
Moderate

Pressure Ulcer
Steering Group
reporting to the
Patient Safety
Steering Group

6=
Moderate

Falls Prevention
Working Group /
PSSG

6=
Moderate

Moving
towards risk
reduction
OTH001

TW025

TW003

TW002

Orthopaedics - Lack of capacity to meet
the LDP contract, local 17 week and
National 18 week RTT Targets in our
admitted pathway.

12 =
Signific
ant

Clinical Trustwide - Inability to recruit
experienced registered nurses and newly
qualified due to reduced numbers of
registered nurses available in the UK.

12 =
Signific
ant

Clinical Trustwide - Failure to implement
actions for patients at risk of developing
pressures ulcers whilst in hospital resulting
in skin deterioration, extended length of
stay and expose to infection control risk

Clinical Trustwide - Serious injury to
patients at high risk of falls resulting in
major harm

12 =
Signific
ant

12 =
Signific
ant

Raised risk possible to likely due to sustained reduction
in elective orthopaedic bed capacity early December
2014 and continuing late Feb 15, with no real indication
of any sustained improvement in bed flow. 6A / 6B ward
moves in April will assist flow. Elective orthopaedic ward
established on 6A, with a restricted access policy should
ensure that orthopaedic planned activity continues
throughout periods of escalation in the hospital
Nursing recruitment events overseas in March and April
and Return to the Acute Care Environment (RACE)
course commenced for HCA’s. Further overseas trips
planned May. Over recruitment of unregistered staff.
Number of European Nurses have commenced
employment within the Trust. Recruitment continues
with an over recruitment planned for end of September
2015
Regular reviewed at Pressure Ulcer Steering Group.
Mattress and Equipment changes being identified as
part of risk reduction work. Auditing use or pressure
ulcer relieving equipment Adhering to Tissue Viability
Risk assessment is part of the Fundamentals of Care
Audit Monitoring prevalence and continuing reduction in
line with CQUIN Target another reduction of 20% end of
year Target 2015/16 = 75. Current PU Action Plan being
updated with some slippage due to pressures and a
short term reduction in staffing resources. Ongoing work
and action is captured in the Trust’s corporate work plan
for pressure ulcers which is reviewed bi-monthly at the
Pressure Ulcer Steering Group.
Review RCA's and monitor falls for trends through the
Falls Prevention Group with Corporate action plan
developed through the falls prevention lead. New
multifactorial falls risk assessment has now been rolled
out Trust wide which is NICE compliant. Corporate
action plan continues to be updated following discussion
and development through the Falls Prevention Group.
Falls Prevention Group to implement testing of new style
hip protectors

Other Clinical Risks:
Risk No

Risk Description

Risk
Score

Progress

Has
deteriorated

Where
Reviewed

Residual
Risk

Urgent Care
Business Unit

9=
Significant

Diabetes
Steering Group

6=
Moderate

Maternity Risk
Management
Meeting

12 =
Significant

Static
Moving
towards risk
reduction
UC005

TW019

M009

Urgent Care – Consultant and Middle
Grade Medical Staffing Vacancies

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

Maternity - Midwives scrubbing for
caesarean section between 17.00 & 08:00.
Training is a key issue as midwives are
non-compliant in the required competencies
and mws are removed from women in
labour at times of high activity

16 =
High

16 =
High

12 =
Signific
ant

Appointed long term NHS Locums to cover FOPAS and
Respiratory Medicine and reviewing alternative staffing
models
Recruited to vacant posts in ED and EAU, SBU manager
for Emergency Medicine. Reviewing additional costs in
Urology and Dermatology
Action plan in place to address to address
actions.Serious incident investigations being reviewed,
implemented e-learning programs for registered nurses.
Business case agreed via HMT in April to increase the
specialist nurse hours for in-patient care. Workplan in
place to include focused and targeted training, trustwide
governance session, Thematic review of investigations.
Diabetic steering group continues to meet bi-monthly,
action plan in place
Due to staffing consultation issues in theatre they cannot
take over scrubbing / obstetric theatre until January
2016, because it was planned originally for this summer
the midwives have received no updating whatsoever,
and now with new midwives having started and new
ones starting they have had no training - so up to a
quarter of the workforce can't scrub. This makes it
extremely likely that an issue will, arise where we have
no midwife to scrub at night or an error will be made due
to lack of training/ experience. Therefore the risk
likelihood has been raised to 4 due to this reason.

New September
2015

Risk No

Risk Description

Risk
Score

Progress

Has
deteriorated

Where
Reviewed

Residual
Risk

Static
Moving
towards risk
reduction
SBUV00
8

P002

M021

Ophthalmology Access – Back log of
1200 ophthalmology patients requiring
follow up – appointments outstanding

Urgent Care - Paeds – Increased demand
for children with mental health needs.
Insufficient inpatient capacity and CAMHs
support for children requiring acute
admission to paediatrics

Urgent Care – Medicine – Best Practice
Tariff (BPT) income and Quality of Service.
Clinical Psychologist left post and SomPar
have not yet been able to replace. The
Clinical Psychologist is part of the MDT and
needs to be in place if we are to meet all
the BPT criteria and receive payment

15 =
High
Risk

15 =
High

16 =
High

Demand and capacity work on follow up slots requested
- received identifies 36 slots per week - the new middle
grade will fill these but will struggle to impact on the back
log. Team to review action plan and identify new ways
of working. Weekly pending list of all follow-ups
forwarded to the osm for RTT who is leading on the
review part of this work. Notes reviewed on pending list
by clinician - to continue until backlog gone.
Comprehensive action plan pulled together to address
backlog of follow ups in Ophthalmology. There are
currently 6 actions outgoing / pending. It is anticipated
that all actions will be completed by the end of March
2016.
Review of admission criteria to paeds and young adults
service by Head of Ops, ADN Patient Safety/Quality,
Matron Paeds
Ligature point and environment risk assessments to be
undertaken by Trust Risk Manager - Completed
Implementation of patient risk assessment and
placement/observation policy
Development of protocol for the management of long
stay in patients requiring CAMHs support with Head of
Contracting, Joint Commissioner for Mental Health,
CAMHs Lead, Matron for Paeds, Named Nurse for
Children's
Revisit admission pathway for young adults with
operational team and follow up request from CAMHs
manager regarding paediatric observational policy
Lead Clinical Psychologist - Somerset Partnership) is
leading the recruitment campaign which has not
succeeded so far. CAMHS psychology lead who is also
having difficulty recruiting to posts in Somerset. This is
an unprecedented event and they are together exploring
options to fill these posts. She states they are doing all
that they can get a replacement and will keep you
informed.

Elective Care
Business Unit

9=
Significant

New September
2015

Urgent Care
Business Unit

9Significant

New –
September
2015

Urgent Care
Business Unit

New September
2015

9Significant

Corporate Risks:
Risk No

Risk Description

Risk
Score

Action / Progress

Has
deteriorated

Where
Reviewed

Residual
Risk

Health and
Safety
Committee

5=
Moderate

Emergency
Planning
Committee

12 =
Significant

Static
Moving
towards risk
reduction
EFM046

OP006

Estates and Facilities - Ageing Fire Alarm
Systems and building engineering systems
do not prevent the spread of fire and smoke
in an emergency which leads to evacuation
delay and potential for evacuation areas to
be compromised.

Emergency Planning - Inability of trust to
manage capacity requirements where
pandemic flu affecting up to 50% of the
population across the country.

15 =
High

12 =
Signific
ant

Working with Strategic Partner to survey L2 Fire
Stopping. Fire doors replaced on L2 £182,000 allocated
15/16 for Fire Alarm upgrade. Fire stopping checks
completed on L2, training increased for Fire wardens
and key staff. Fire alarm upgrade plan being reviewed.
Prioritised plans in place to mitigate risk.
Action 1 progress awaiting Interserve partners to
develop plan for upgrade of the Fire Detection system.
Fire CAPEX meeting Sept 15 with Estates team to
progress with upgrades of fire detection improvement
has prioritised the Low level Duct and the Emergency
Department by the end of 2015/16. Action 2 progress
with Fire Stopping and review of building plans has
highlighted potential areas of fire stopping being
breached on level 3 in the areas of Day Theatres and
surrounding premises. Priority to take forward fire
stopping survey to level 3 to be prioritised to be
reviewed and complete by the end of March 2015/16.
Action 6 being progressed with Evacuation plans, fire
action plans and building survey being completed to
deliver wall mounted information to assist with
department awareness. this timeframe to be extended to
the end of 2015/16.
Following assurance meeting with CCG / NHS England risk amended to reflect trust resilience issues if up to
50% of staff unable to attend site due to sickness or
family sickness / school closures. Also expected
increase in patient activity, critical care capacity
constraints. Risk will remain high nationally and within
YDH, plans to be reviewed and critical care capacity
plan to be updated. Staff vaccination programme in
progress
.

Risk No

Risk Description

Risk
Score

Action / Progress

Has
deteriorated

Where
Reviewed

Residual
Risk

Security
Committee

3 = Low

Static
Moving
towards risk
reduction
EFM031

EHR001

EFM053

MD002

Security - NHS Protect Standards selfreview tool completed and has identified
overall Trust risk as Amber.

Electronic Health Record Trust wide –
Failure to realise and agree the risk
associated with implementation of the EHR
project (Smartcare) to allow management
decisions to be made on high risk areas
Asbestos Contamination - It has been
identified that there is asbestos
contamination within the ceiling void on
most wards and lift lobbies with the main
tower building. Restricting safe access to
essential services above ceilings
Medical Devices - Key Performance
Indicators for Medical Devices schedule
services falling below acceptable targets.
Devices that are passed service date,
which include high risk devices. Failure to
comply with good practice guidance
(MHRA) April 2015. Failure to comply with
manufacture instructions

12 =
Signific
ant

16 =
Signific
ant

12 =
Signific
ant

15 =
High

New outsourced Security contract due to be mobilised
with effect from 1 June 15. Additional hours to be
provided: 1 officer 24 hours per day, plus a second
officer 18:00 - 06:00 daily Increased awareness of
incidents and preventative actions taken through LSMS.
Security Camera review taking place. Conflict
Resolution Training levels to be agreed
Agree a risk reporting process to Board level committee
to communicate risk and agree level of acceptable risk
as implementation progress goes forward for Assurance

Management of Asbestos policy. Asbestos Register.
Contractor induction. Asbestos awareness training for
staff. Identify specific areas of contamination. Agree
programme of works to decant wards to allow removal of
ACMs. Remove/encapsulate asbestos on lift lobbies

Push forward recruitment of the two band three posts
and to ensure induction and device training
Space provision for staff as currently not enough room to
accommodate. Project manager (Estates & Facilities) is
currently reviewing options.
Possible recruitment of agency staff (technicians) to
review lower spec equipment until band 3 staff are fully
trained
Increase level of service contracts which would realise
technician time, although this would have a financial
implication on the Trust

EHR Team
New July 2015

6=
Moderate

Estates and
Facilities

6=
Moderate

New –
September
2015
9
=
Significant

New –
September
2015

Risks Reduced from the Risk Register since last Board review:

Risk No

Risk Description

Risk Score

Action / Progress

Has
deteriorated

Where
Reviewed

Residual
Risk

OBS &
Gynae
Business
Unit

6=
Moderate

Emergency
Planning
Committee

8=
Moderate

Pharmacy
Lead

6=
Moderate

Finance
Team

6=
Moderate

Medical
Devices
Committee

4=
Moderate

Static
Moving
towards risk
reduction
OG020

OP010

PH009

HR013

HR009

Gynaecology - Unable to recruit
nursing staff to EPAC/GAU
Gynaecology ward, or retain staff with
skills and knowledge. Financial risk of
covering Gynaecology ward with bank
nursing staff
Emergency Planning - Risk of patient
presenting with Ebola at YDH exposing
staff and others to the virus leading to
exposure and cross contamination
Pharmacy Clinical Trustwide - Delays
to patient treatment due to Homecare
service failures resulting in medication
not being received on time.
Finance - Staff not being paid correctly
and / or on time

Human Resources - Insufficient
assurance around Medical Devices
training which demonstrates staff
competency to deliver safe patient care

12 =
Significant

12 =
Significant

12 =
Significant

15 =
High

12 =
Significant

A ward staffing risk assessment has taken place. Admission
protocol developed for Jasmine ward. Review of skill mix
within Gynaecology dept. to determine ability to run a Gynae
ward/EPAC/GAU as cross cover for existing staff. Risk Score
upgraded due to timescales
Action work plan in place, all currently Amber / Green.
Current risk relates to releasing staff across ICU / ED for
training in PPE use.

Business model being developed through Chief Pharmacist,
Commercial Director and Assistant Director of Finance for an
Outpatient Pharmacy solution, wholly owned subsidiary, 3rd
party provider. This in effect would reduce the risk as this
could be brought under control of the Trust
2 permanent staff now recruited and Payroll Manager
recruitment underway after which closer working with HR will
be embedded and the risk will reduce significantly. New
payroll manager starting mid-August 2015
Improvement in availability with training with records being
recorded on completion. OLM training records updated and
devices being linked to staff training record – Policy and
procedures remain to be updated but progress is good with a
dedicated trainer

