BOARD OF DIRECTORS
Wednesday 25 September 2019 at 11:45-12:20
Frogmary Green Farm, West Street, South Petherton, TA13 5DJ

AGENDA - PART 1
Action
1 Welcome and Apologies for Absence

Presenter

Time

Enclosure

Chairman

11:45

Verbal

2 Register of Declarations of Interest and to Confirm
Declarations Relating to Items on the Agenda

To Receive
and Note

3 Freedom to Speak up Guardian Review Tool

To Review Shelagh Meldrum 11:50

Appendix 2

4 Briefing Paper on Temporary Closure of Maternity
Unit

To Receive Shelagh Meldrum 12:00
and Note

Appendix 3

All

Appendix 1

5 Medical Appraisal and Revalidation Annual Report To Receive
2018/19 and Compliance Statement
and Approve

Tim Scull

12:10

Appendix 4

6 Any Other Business and Meeting Close

Chairman

12:20

Verbal

7 Date of Next Public Meeting
6 November 2019 in the Boardroom, Level 1, YDH

Board of Directors – Declarations of Interest September 2019
the following table sets out the declaration of interests of the Board of Directors
(voting and non-voting).
Name

Position

Interests Declared
Chairman and Non-Executive Directors (Voting)

Paul von der Heyde

Chairman
(From Jan 16)

-Trustee and Adviser Howlands Furniture Group, Office Furniture Manufacturer
-Sister-in-law is the sister of Dr Ali Parsa who is the Founder and Chief Executive
Officer of Babylon Healthcare Services
-Director of The Worshipful Company of Furniture Makers’ Charitable Funds
incorporating the Furnishing Trades Benevolent Association
-Director and Shareholder of Herswell Consulting
-Chairman of Psoriasis and Psoriatic Arthritis Alliance & PAPAA Enterprises Ltd
-Director and Shareholder of Sweetfish Limited

Maurice Dunster

Non-Executive Director

-Chairman of Simply Serve Limited
-Chairman of Symphony Healthcare Services Limited

Jane Henderson

Non-Executive Director

-Private Practice Therapeutic Counsellor
-Part-time, self-employed consultant for Frome Birth Talk

Martyn Scrivens

Non-Executive Director

-Consultancy Services provided to Grant Thornton LLP

Graham Hughes

Non-Executive Director

-Volunteer Advisor at Citizens Advice
-Parish Councillor of Babcary Parish Council
-Trustee Director of Avon Mutual
Executive Directors (Voting)

Jonathan Higman

Chief Executive (from Dec 17)

-Director, Symphony Healthcare Services Limited
-Director, Yeovil Property Operating Company Limited
-Director, Wellchester Innovation Limited
-Management Board Member, Yeovil Strategic Estates Partner Board

Shelagh Meldrum

Deputy Chief Executive/Chief Nurse
(From Dec 17)

-Management Board Member & CQC Nominated Individual, Daycase UK
-Non-Executive Director, Simply Serve Limited
-Husband is employed as Contract Manager at Yeovil District Hospital

Tim Scull

Chief Medical Officer

-Director of ATUM Medical Consulting Ltd.
-Wife is GP Principal in Millbrook Surgery, Castle Cary

Simon Sethi

Chief Operating Officer (From Jan 19)

-Wife is Director of Transformation at North Bristol NHS Trust
-Lecturer at Yeovil College – unpaid position

Executive Directors (Non-Voting)
Tom Norton

Director of Transformation/CIO (from Nov
18)

-None

Kathryn Patrick

Director of Primary Care (From Jun 17)

-GP within Symphony Healthcare Services Limited

Paul Foster

Deputy Chief Medical Officer (From July
17)

-Wife is a GP Partner for Newland Medical Practice

Freedom to Speak Up
Guidance for Boards Update

Shelagh Meldrum, Chief Nurse and Deputy CEO

In July 19 new guidance for boards published:
Supports boards to create a culture where workers feel safe and able to speak up
about anything that gets in the way of delivering safe, high quality care or expects
their experience in the workplace.
Supports managers to feel comfortable about having their decisions and authority
challenged, welcoming speaking up as an opportunity to learn and improve.
New self-reflection review tool, improvement action plan and additional scrutiny from
NHSI/E. The self-reflection review tool will be repeated at least every 2 years. The
improvement plan should also include actions around:
• Creating a culture of compassionate and inclusive leadership
• Creating meaningful values that people buy into
• Tackling bullying and harassment
• Improving staff retention
• Reducing excessive workloads
• Building powerful and effective teams

Individual responsibilities are set out now for:
The Chief Executive and Chairman
The Executive Lead for FTSU
The Non-executive Lead for FTSU
The HR Director
The Medical Director and Director of Nursing

Demonstrating Board commitment:
•
•
•
•
•
•
•
•

Named Executive and NED with clear understanding of role and evidence of
contribution
Include speaking up and other related cultural issues in board development
programme
Sustained focus on the reduction of bullying, harassment and incivility
Gaining assurance that the experience of people who speak up is a positive
one
Investing in sustained and continuous leadership development
Having a well resourced FTSU model
Creation of an effective communication and engagement strategy
Inviting people who speak up to present their experience in person to the
board

The Board must:
•
•
•
•
•

•
•

Have a clear vision and strategy linking speaking up to patient safety, staff experience
and continuous improvement – this should be reviewed regularly by the board
Ensure that the FTSU strategy should be reviewed annually by the Exec Lead
Ensure that the FTSU Guardians regularly meet with the CEO & Chairman
Ensure that the FTSU Guardians have access to senior leaders and applicable
sources of data.
Ensure that the FTSU Guardians are enabled to develop relationships with regulators,
inspectors and other FTSU teams through national network meetings and training
events.
Hear directly from the FTSU Guardian on a 6 monthly basis
Seek further assurance when there has been significant change, where change is
planned or where there has been a negative experience.

FTSU Audit Report (new requirement):
NHSI/E expect the speaking up policy, reflecting the minimum standards set out
by NHSI to be audited at least every 2 years.
The audits should not focus solely on FTSU Guardian activity but on the
effectiveness of all the speaking up channels as well as the whole speaking up
culture.
If the board is not assured that its people feel confident and safe to speak up it
should consider getting external support to understand what is driving that fear.
Reviews and audits should be shared on the Trust website.

New Mandatory Training Guidelines:

Core training should be attended by all workers with additional training for line
managers and senior leaders (incl executive board members, non-executive
directors and governors).

Freedom to Speak Up review tool for
NHS trusts and foundation trusts
July 2019
Date

NHS England and NHS Improvement

This is a tool for the boards of NHS trusts and foundation trusts to accompany the Guidance for boards on Freedom to Speak Up
in NHS trusts and NHS foundation trusts (cross referred with page numbers in the tool) and the Supplementary information on
Freedom to Speak Up in NHS trusts and NHS foundation trusts (cross referred with section numbers).
We expect the executive lead for Freedom to Speak Up (FTSU) to use the guidance and this tool to help the board reflect on its
current position and the improvement needed to meet the expectations of NHS England and NHS Improvement and the National
Guardian’s Office.
We hope boards will use this tool thoughtfully and not just as a tick box exercise. We also hope that it is done collaboratively
among the board and also with key staff groups – why not ask people you know have spoken up in your organisation to share
their thoughts on your assessment? Or your support staff who move around the trust most but can often be overlooked?
Ideally, the board should repeat this self-reflection exercise at regular intervals and in the spirit of transparency the review and
any accompanying action plan should be discussed in the public part of the board meeting. The executive lead should take
updates to the board at least every six months.
It is not appropriate for the FTSU Guardian to lead this work as the focus is on the behaviour of executives and the board as a
whole. But getting the FTSU Guardian’s views would be a useful way of testing the board’s perception of itself. The board may
also want to share the review and its accompanying action plan with wider interested stakeholders like its FTSU focus group (if it
has one) or its various staff network groups.
We would love to see examples of FTSU strategies, communication plans, executive engagement plans, leadership programme
content, innovative publicity ideas, board papers to add them to our Improvement Hub so that others can learn from them.
Please send anything you would specifically like to flag to nhsi.ftsulearning@nhs.net

How to use this tool

2

3

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
Insert
review
date

Insert
review
date

Partially

August 19

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

The YDH Board is a relatively new board
with many members having joined or
changed roles in the last 3 years and has
recently been joined by NEDs from TST
and SOMPAR.

Formalise development sessions around
behaviours.

Behave in a way that encourages workers to speak up
Individual executive and non-executive
directors can evidence that they behave in a
way that encourages workers to speak up.
Evidence should demonstrate that they:
•
•
•
•
•

understand the impact their behaviour
can have on a trust’s culture
know what behaviours encourage
and inhibit workers from speaking up
test their beliefs about their
behaviours using a wide range of
feedback
reflect on the feedback and make
changes as necessary
constructively and compassionately
challenge each other when
appropriate behaviour is not
displayed

Section 1
p5

We have regular development sessions
which allow for discussion around
behaviours, Trust and individual values,
and encouraging and engaging with the
workforce.
The executive team have regular
appraisals and the NEDS have a 360
which enables active discussion
regarding behaviours.
Constructive and compassionate
challenge is improving
Formal debrief introduced following board
to ensure that behaviours have been
acceptable and challenge has been
constructive and compassionate.

4

Formalised the reflection of feedback and
necessary actions followed
Introduce debrief sessions to Audit,
FRCC, Workforce and GQAC committee
agenda’s.
Introduce an annual board survey to test
behavioural awareness and act on
outcome.

ACTION OWNER: Jonathan Higman &
Paul Von der Heyde
Completion date: October 2019

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
Insert
review
date

Insert
review
date

Partially

August 19

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

There is a named Executive – Shelagh
Meldrum Chief Nurse and Deputy Chief
Executive and a Named non-Executive
Non-Excutive Maurice Dunster,
Chairman of the Workforce Committee.

Speaking up and culture to be formally
added to the board development
programme.

Demonstrate commitment to FTSU
The board can evidence their commitment to
creating an open and honest culture by
demonstrating:
•
•

•
•
•

•
•
•

there are a named executive and
non-executive leads responsible for
speaking up
speaking up and other cultural
issues are included in the board
development programme
they welcome workers to speak
about their experiences in person at
board meetings
the trust has a sustained and
ongoing focus on the reduction of
bullying, harassment and incivility
there is a plan to monitor possible
detriment to those who have spoken
up and a robust process to review
claims of detriment if they are made
the trust continually invests in
leadership development
the trust regularly evaluates how
effective its FTSU Guardian and
champion model is
the trust invests in a sustained,
creative and engaging
communication strategy to tell
positive stories about speaking up.

p6
Section 1
Section 2
Section 3

A staff section has been added to the
regular board agenda to enable staff to
talk, present or produce a video about
themselves and their department. Staff
are regular attendees at the board talking
about successes and challenges within
their departments.
The Trust has embarked on a Just
Culture awareness campaign amongst
managers and has a wide ranging
leadership programme in place which is
well attended. Areas where bullying,
harassment and incivility are identified
are acted upon and external resource
used as required. The Trust scored will in
this aspect in the 2018 staff survey.
The trust has a wide ranging leadership
development programme in place.
Self-assessment of FTSU is undertaken
annually and an improvement plan is in
place

5

Encourage more staff engagement in
board meetings and sub-committee’s
Roll the Just Culture campaign out across
organisation.
Further work is required to ensure an
engaging communication strategy is in
place about speaking up.
ACTION OWNER: Shelagh Meldrum
Completion date: December 2019

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
Insert
review
date

Insert
review
date

Not

August 19

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

The strategy is linked with other relevant
strategies.

Ensure that strategy is shared with
stakeholders to comment and change
accordingly.

Have a strategy to improve your FTSU culture
The board can evidence it has a
comprehensive and up-to-date strategy to
improve its FTSU culture. Evidence should
demonstrate:
•
•
•
•
•

P7
Section 4

Ensure that the FTSU Strategy or
equivalent is agreed by the board.

as a minimum – the draft strategy
was shared with key stakeholders
the strategy has been discussed and
agreed by the board
the strategy is linked to or embedded
within other relevant strategies
the board is regularly updated by the
executive lead on the progress
against the strategy as a whole
the executive lead oversees the
regular evaluation of what the
strategy has achieved using a range
of qualitative and quantitative
measures.

Ensure the board is regularly updated on
progress against the strategy by the
executive lead using qualitative and
quantative measures.
ACTION OWNER: Shelagh Meldrum
Completion date: October 2019

6

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
Insert
review
date

Insert
review
date

Partially

August 19

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

The guardians agree on an annual basis
that they have enough time to carry out
the aspects of their role effectively and
have open access to the Exec Lead
should that time become challenging or
need further review.

Meetings with the Non-Executive Lead are
to be arranged.

Support your FTSU Guardian
The executive team can evidence they
actively support their FTSU Guardian.
Evidence should demonstrate:
•

they have carefully evaluated
whether their Guardian/champions
have enough ringfenced time to
carry out all aspects of their role
effectively

•

the Guardian has been given time
and resource to complete training
and development

•

there is support available to enable
the Guardian to reflect on the
emotional aspects of their role

•

there are regular meetings between
the Guardian and key executives as
well as the non executive lead.

•

individual executives have enabled
the Guardian to escalate patient
safety matters and to ensure that
speaking up cases are progressed in
a timely manner

•

they have enabled the Guardian to
have access to anonymised patient
safety and employee relations data
for triangulation purposes

•

the Guardian is enabled to develop

p7
Section 1
Section 2
Section 5

Training time and resource has been
agreed and undertaken.
The Exec Lead allows open access to
discussion, guidance and emotional
support which has been utilised in the
past year.
There are regular meetings between the
key executives and the Chairman.
Individual executives are always
available for the Guardian to escalate
patient safety matters to and are actioned
in a timely fashion.
Data would be made available if
requested.
All training and meeting requests have
been approved for Guardians.

7

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

The next review will ensure that it is
informed and changes according to a gap
analysis against recommendations from
the National Guardian.

Insert
review
date

Insert
review
date

Partially

Oct 19

The policy forms part of our raising
concerns policy and is reviewed every 2
years.

Met

n/a

The board receive a variety of
assurances regarding culture including
the annual staff survey and the FTSU
report.

external relationships and attend
National Guardian related events

Be assured your FTSU culture is healthy and effective
Evidence that you have a speaking up policy
that reflects the minimum standards set out
by NHS Improvement. Evidence should
demonstrate:
•
•

that the policy is up to date and has
been reviewed at least every two
years
reviews have been informed by
feedback from workers who have
spoken up, audits, quality assurance
findings and gap analysis against
recommendations from the National
Guardian.

Evidence that you receive assurance to
demonstrate that the speaking up culture is
healthy and effective. Evidence should
demonstrate:
•
•

•

you receive a variety of assurance
assurance in relation to FTSU is
appropriately triangulated with
assurance in relation to patient
experience/safety and worker
experience.
you map and assess your assurance
to ensure there are no gaps and you

P8
Section 8
National
policy

P8
Section 6

FTSU is reported through GQAC to
ensure triangulation with other measures
of safety, patient and staff experience.
We assess assurance and make required
changes including inviting the FTSU
guardian to present in person to the
board as well as presenting at GQAC

8

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

•

•

How fully do we
meet this now?
Insert
review
date

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

Insert
review
date

flex the amount of assurance you
require to suit your current
circumstances
you have gathered further assurance
during times of change or when there
has been a negative outcome of an
investigation or inpsection
you evaluate gaps in assurance and
manage any risks identified, adding
them to the trust’s risk register where
appropriate.

The board can evidence the Guardian attends
board meetings, at least every six months,
and presents a comprehensive report.

Evidence to support a ‘full’ rating

which has been in place since the
commencement of the FTSU Guardian
role.
There has not been any circumstances to
date when further assurance has been
required due to change, negative
outcomes of an investigation or
inspection, this would however be
implemented if required.
Risk identified would be added to the
Trusts risk register if required.
P8

Met

n/a

This is in place and can be evidenced
through the July 19 board minutes.

Partially

Oct 19

There are 3 Freedom to Speak Up
Guardian Roles in place who were
nominated roles.

To undertake a review of fair recruitment
in accordance with guidance published by
the National Guardian.

Partially

Oct 19

This has been presented through GQAC
as a committee reporting to the main
board along with Workforce Committee.

Feedback needs to be formalised as part
of the 6 monthly board report.

Section 7

The board can evidence the FTSU
Guardian role has been implemented using
a fair recruitment process in accordance
with the example job description (JD) and
other guidance published by the National
Guardian.

Section 1

The board can evidence they receive gap
analysis in relation to guidance and reports
from the National Guardian.

Section 7

NGO JD

9

Summary of the expectation

Reference
for
complete
detail
Pages refer to the
guidance and
sections to
supplementary
information

How fully do we
meet this now?
Insert
review
date

Insert
review
date

Partially

Oct 19

Evidence to support a ‘full’ rating

Principal actions needed in relation to a
‘not’ or ‘partial’ rating

NED Focus Groups, JCNC, CQC led
focus groups AND Union Representative
Meetings are all in place which test open
and transparent response to concerns
raised.

Discussion with relevant peer networks to
be put in place through LWAB.

Be open and transparent
The trust can evidence how it has been open
and transparent in relation to concerns raised
by its workers. Evidence should demonstrate:
•
•
•
•
•
•

P9

discussion with relevant oversight
organisation
discussion within relevant peer
networks
content in the trust’s annual report
content on the trust’s website
discussion at the public board
welcoming engagement with the
National Guardian and her staff

Trusts website information needs
updating.

Annual quality account/report contains a
section of staff feedback and FTSU.
FTSU information widely available on the
Trust’s Intranet.
FTSU Guardian repot sits in the Public
Board section.
Engagement with the National Guardian
and her staff has been welcoming and
has been utilised on a number of
questions through the Guardians.

Individual responsibilities
The chair, chief executive, executive lead for
FTSU, Non-executive lead for FTSU, HR/OD
director, medical director and director of
nursing should evidence that they have
considered how they meet the various
responsibilities associated with their role as
part of their appraisal.

Section 1

Partially

2019/20

There is an understanding of
responsibilities though this is not
necessarily evidenced in appraisal

10

To include in appraisal documentation

Appendix:
REPORT TO:

Board of Directors

REPORT BY:

Helen Williams, Head of Midwifery

PRESENTED BY:

Shelagh Meldrum, Chief Nurse

EXEC SPONSOR:

Shelagh Meldrum, Chief Nurse

REPORT TITLE:

Briefing paper on closure of the Maternity Unit

DATE:

25 September 2019

3

Purpose of Paper (Please select any which are relevant to this paper)
☐ For Assurance

☐ For Approval / Decision

☒ For Information

Reason for Presentation to
Committee/Board

This report is to inform the Board of Directors of the recent temporary
closure of the Maternity Unit.
This decision was taken due to staffing levels associated with
increased activity.

Any Key Issues to Note

Links to Strategic Priorities / Board Assurance Framework
(Please select any which are impacted on / relevant to this paper)
☒ Care for our Population

☐ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

Implications/Requirements (Please select any which are relevant to this paper)
☐ Financial

☐ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

Reference to CQC domains (Please select any which are relevant to this paper)
☒ Safe

☒ Effective

☒ Caring

☒ Responsive

Is this paper clear for release under the Freedom of Information Act 2000?

☒ Well Led
☒ Yes

☐ No

9 September 2019
Briefing paper on closure of the Maternity Unit
Summary of Events
Yeovil District Hospital NHS Foundation Trust maternity closed to further admissions at 06:45 hrs on 9
September 2019 and reopened to an admission at 13:15hrs on 9 September 2019. The decision to close
the unit was taken due to staffing levels associated with increased activity. Dorset County Hospital (DCH)
was also closed at the time of closing but reopened at 09:00 hrs. Musgrove Park Hospital maternity
service (MPH) remained open throughout but when approached to take a diverted woman in labour was
unable to do so.
Workload at YDH at the time of the closure was as follows:
Freya ward – 15 patients & babies
4 women in established labour requiring one to one care
2 delivered women on labour ward
Normal staffing levels for the maternity unit at night are 6 midwives plus 2 on call midwives
Staffing levels achieved were 6 midwives plus on call midwives plus home birth team midwife. On call
senior manager also attended from 01:00 hrs. The concern at 06:30 hours was that the day shift coming
on was one midwife short with a poor skill mix. Two of the four midwives were band 5.
The senior maternity manager on call contacted the Head of Midwifery at home at 06:15 hrs and the
decision was taken to close the maternity unit due to the fact that the night shift would be unable to go
home until more midwives had been redeployed. A text offering double time payment for any midwifery
hours was sent out. The Chief Nurse was informed of the situation by the Head of Midwifery.
Diverted women & delayed activity
MPH had agreed to take diverted women and during the closure but when contacted to take a woman who
called in contracting declined to do so. This appears to have been the decision of the MPH co-coordinator
at the time. The woman was subsequently admitted to YDH despite the closure
No further women were diverted.
There were four outstanding induction of labour cases. One was an inpatient and continued to be
monitored on Freya ward. One was invited in to DCAU for monitoring. The other two were not time critical
inductions and were delayed. Apologies and explanations were given to all women.
Home Birth Service
One woman booked for home birth was invited into the unit as we were unable to support the home birth
service during the closure as per the escalation policy. The woman was subsequently found not to be in
labour.

Maternity unit closure – briefing paper

Prediction of closure
The maternity unit was at Red escalation over the weekend due to increased activity and some gaps on
the staffing rota. During the previous week it had been identified that staffing levels were suboptimal at
points through the weekend. Hot shifts and double time bank shifts had been offered with no take up.
The unit was at red escalation for 48 hours prior to the closure and the matron called in took all steps to
avoid a closure. However when it was clear that the night shift midwives would not be able to leave until
additional staffing had been secured it was not safe to remain open to all admissions. This was an
appropriate closure to ensure patient safety.
Actions and Learning
1. Decision to close the maternity unit was appropriate in light of staffing and workload at the time
of closure. The decision to close ensured that patient safety was fully maintained. ACTION:
HoM to write to staff involved and thank them – Complete
2. CCG and Board to be informed of closure: ACTION: HoM to submit this report to CCG and
YDH Board.
3. TST co-ordinator declined to accept labouring YDH woman: ACTION HoM to contact TST
HoM re communication around closure and need for labouring women to take priority –
Complete – TST HoM has provided assurance that in future labouring women will receive
priority and issue had been due to co-ordinator not being aware.

Maternity unit closure – briefing paper

Appendix:
REPORT TO:

Board of Directors

REPORT BY:

Merry Kane, Responsible Officer

PRESENTED BY:

Tim Scull, Chief Medical Officer

EXEC SPONSOR:

Tim Scull, Chief Medical Officer

REPORT TITLE:

Medical Appraisal Annual Report 2018/19

DATE:

25 September 2019

4

Purpose of Paper (Please select any which are relevant to this paper)
☐ For Assurance

☒ For Approval / Decision

☐ For Information

Reason for Presentation to
Committee/Board

The Medical Appraisal and Revalidation Report is to provide high
level information on the Appraisal Process for Senior Medical staff
from 1 April 2018 – 31 March 2019, and to provide the Board with
assurance that statutory responsibilities are being met to ensure all
non-training grade medical staff remain fit to practice.
Recommendations
1. The Board is asked to accept this report (noting that it will be
shared with the Higher Level Responsible Officer).
2. The Board is asked to sign a statement of compliance with The
Medical Profession (Responsible Officers) Regulations 2010 (as
amended in 2014) for submission to NHS England.

Any Key Issues to Note

Links to Strategic Priorities / Board Assurance Framework
(Please select any which are impacted on / relevant to this paper)
☒ Care for our Population

☒ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

Implications/Requirements (Please select any which are relevant to this paper)
☐ Financial

☒ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

Reference to CQC domains (Please select any which are relevant to this paper)
☒ Safe

☒ Effective

☒ Caring

☒ Responsive

Is this paper clear for release under the Freedom of Information Act 2000?

☒ Well Led
☒ Yes

☐ No

Yeovil District Hospital NHS
Foundation Trust
Appraisal and Medical Revalidation
Annual Report 2018/19 and Statement
of Compliance

Designated Body Annual Board Report
Section 1 – General:
The board of Yeovil District Hospital NHS Foundation Trust can confirm that:

1. The Annual Organisational Audit (AOA) for this year has been submitted.
Date of AOA submission: 04/06/2019
Action from last year: See screening review notes below (6) & attached
HLROQR updated action plan
2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.
Action from last year: Dr Meridith Kane (GMC 4019505) remains in post as
Responsible Officer for YDH NHS FT (Revalidated 2019)
Comments: N/A
Action for next year: To continue
3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.
Yes
Action from last year: Time and remuneration ensured via job planning
process for RO and Appraisal Lead, supported by adequate administration
time (2 days Band 4 AFC)
Comments: N/A
Action for next year: To continue
4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.
Action from last year: Yes – via Excel database and PReP appraisal and
revalidation e-portfolio system
Comments: The Trust has renewed its contract with PReP in 2019 to ensure
continuity, and is looking to consider other options to continually improve the
appraisal experience for staff
Action for next year: To continue
5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.
Action from last year: Trust Medical Appraisal and Revalidation Policy due
for review 2019 - completed

Comments: Yes - Trust policy review 2019. RO / Appraisal Lead ensure
National policies / guidance is reviewed and incorporated into local policy as
appropriate
Action for next year: As above - continue

6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.
Action from last year: NHSE annual screening telephone consultation with
RO & Medical Director December 2018 (see below)
Comments: A HLROQR was undertaken at YDH NHSFT in 2016 (updated
HLROQR action plan attached – submitted to NHSE Sept 2018).

Annual Screening

On behalf of the HLRO, the regional revalidation team conducts an annual screening exercise of
designated bodies after receiving all the AOA submissions. We are pleased to confirm that this has
been carried out for your designated body.

During the annual screening, the regional team identified areas they would value the opportunity to
discuss further. These are:



83.04% appraisal rate – at end March 2018, 171 doctors had a prescribed connection
with YDH NHS FT, however 12 of these doctors were within their first 6 months working
in the UK with the NHS and were not therefore due to have an appraisal. Of the 159
remaining doctors who were required to have an appraisal within the year 2017/18, 89%
had a satisfactory appraisal. As YDH NHS FT is a relatively small organisation 12/171 is
a significant proportion, and the denominator adversely affects our declared results.



11.70% measure 2 – 20 doctors did not have an appraisal in 2017/18 with the RO’s
agreement; 12 doctors (see above) who were in their first 6 months of NHS / UK
employment at 31/3/18 and 8 doctors with agreed deferrals due to maternity leave /
sickness / compassionate grounds



5.26% measure 3 – 9 doctors had missed appraisals at 31/3/18. Of these, 3 doctors
were less than 4 weeks overdue at the time of completion and a further 4 had
completed their appraisal within 3 months of their appraisal date. In all cases, the
doctors had engaged with the process, but had been unable to / had failed to arrange
a meeting with an appraiser within the designated time scale, though could evidence
that they had booked meetings beyond this date. In several cases this was because the
doctors were awaiting provision of the externally generated 360 patient feedback
report to discuss at the appraisal meeting. This report can often take up to 8 weeks
from beginning of response collection to report publication, and the doctors had not
factored this into their arrangements. 2 further doctors were more than 3 months
overdue with their appraisals – both have now completed the process, having liaised
with the RO.

Action for next year: To engage with NHSE screening / quality review
processes.
7. A process is in place to ensure locum or short-term placement doctors working
in the organisation, including those with a prescribed connection to another
organisation, are supported in their continuing professional development,
appraisal, revalidation, and governance.
Action from last year:
Comments: All locum doctors employed by YDH NHS FT, regardless of
length of employment, are subject to the Trust’s governance framework.
Appropriate pre-employment checks are undertaken, including seeking
information from their Designated Body of the doctor, if an agency locum.
Visiting consultants from other Designated Bodies are also required to
provide annual reassurance from their RO that they are not subject to any
FTP or performance processes, and remain up to date with their mandatory
annual appraisal processes. All locums are given feedback on their
performance. If they are employed by the Trust on a short term basis, this is
at termination of the post. If a doctor is working as a locum or fixed term
doctor on a contract, then they will receive appropriate educational / clinical
supervision. Those connected to YDH NHS FT will receive an annual
appraisal. Those connected to another DB will be given feedback to be used
as SI at their DB arranged appraisal.
All doctors working for YDH NHS FT are actively encouraged to undertake
CPD. Paid time and funding is available to those employed by the Trust.
Every department has a programme of internal CPD opportunities in which
doctors are expected to participate. The Trust also provides a wide range of
other educational opportunities via Somerset Academy.
Action for next year: To continue

Section 2 – Effective Appraisal
1. All doctors in this organisation have an annual appraisal that covers a doctor’s
whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.
Action from last year:
1. Reshaping of allocation process especially for new doctors coming from
abroad
2. Regular audit of output forms
3. Automated upload of information from Clinical Governance/Complaints
department
4. New appraisers training
5. 1:1 meetings with current appraisers
Comments: all objectives have been achieved.

Action for next year: Further improvement of compliance with completed
appraisals to achieve 90%. Development of mentoring
system for new appraisers; possible changing of the eportfolio system following shortlisting of provider packages.

2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.
Yes. There is a robust process, led by the Trust appraisal lead and the
appraisal admin support lead, to remind all doctors in a timely fashion of their
appraisal date and requirements. Any late / missed appraisals are flagged
electronically, reminders sent and individuals escalated to the RO as
necessary. Reasons are recorded.
Comments:
Action for next year: To continue.

3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).
Action from last year: Yes
Comments: V3 Published in the Trusts electronic HR Handbook 2019
4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.
Action from last year: Yes
Comments: In 2018/19 an appraisal booking system has been introduced at
YDH NHS FT to ensure that all trained appraisers have an equitable number
of appraisals to undertake annually. All appraisers are trained and refresher
sessions are provided. There are adequate appraisers to ensure that no
doctor has the same appraiser for more than two consecutive years, and that
no reciprocal appraisals are undertaken.
Action for next year: Assess the impact of the new appraisal booking system
5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers1 or equivalent).
Action from last year:
Comments: All appraisals are quality assured using a standardised tool.
Feedback is given to appraisers (individually and at Trust Appraiser CPD
events). The Trust Appraisal Lead (TAL) ensures that all appraisers have
1

http://www.england.nhs.uk/revalidation/ro/app-syst/
with a prescribed connection to the designated body on the date of reporting.

2 Doctors

performance feedback to present as SI at their annual appraisal, including a
1:1 meeting for all appraisers with the TAL.
Action for next year: To continue
6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.
Action from last year: Yes – all appraisals are quality assured (see 5) and an
annual report presented to the Board each year
Comments:
Action for next year: To continue

Section 3 – Recommendations to the GMC
1. Timely recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.
Action from last year: Yes
Comments: Including regular liaison with the ELA

Open investigations
Doctors with open investigations

1
1

Interim sanctions
Conditions
Suspensions
(total)

0
0
0

Substantive sanctions
Warnings
Undertakings
Conditions
Suspensions

3
0
0
0

Erasure
(total)

0
3

Doctors with active sanctions

Action for next year: To continue
2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.
Action from last year: Yes
Comments:
Showing data for YDH NHS FT 1/4/18 – 31/03/2019

Defer - insufficient evidence
Defer - subject to ongoing process
Revalidate
Non-engagement
Total

GP

Specialist

GP &
Other
Specialist

Total

1

1

0

3

5

0

0

0

0

0

2

30

0

5

37

0

0

0

0

0

3

31

0

8

42

Action for next year: To continue

Section 4 – Medical governance
1. This organisation creates an environment which delivers effective clinical
governance for doctors.
Action from last year: Yes
Comments: Regular departmental and Trustwide Governance meetings for
all staff (with protected time to attend), appropriate policies and pathways in
place. The trust also has an active Quality Improvement Team.
Action for next year: To continue
2.
3. Effective systems are in place for monitoring the conduct and performance of
all doctors working in our organisation and all relevant information is provided
for doctors to include at their appraisal.
Action from last year: Yes – robust PALS, incidents, complaints and Clinical
Governance frameworks in place, with all concerns raised investigated and

escalated as necessary to ensure individual, departmental and Trustwide
learning and to ensure patients safety. See below re annual appraisal SI in
this domain.
Comments: Annually ever doctor is provided with a statement from the Trust
Clinical Governance Team detailing all complaints, PALS concerns, SUIs,
RCAs and Investigations in which they have been involved and this is a
mandatory piece of supporting information to be included in the Appraisal
documentation for reflection and discussion at the appraisal meeting.
Action for next year: Continue
4. There is a process established for responding to concerns about any licensed
medical practitioner’s1 fitness to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation and
intervention for capability, conduct, health and fitness to practise concerns.
Action from last year: Yes – process and policy available to all staff in V3
electronic HR handbook (2019)
Comments: General Policies and MHPS (page 176)
Action for next year: To continue
5. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group. Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors2.
Action from last year: Yes – all concerns raised re doctors are managed via
ratified local governance, HR and / or MHPS processes, and all are as
detailed in the Annual Report, presented to the Board
Comments: At 31/03/2019 only one junior doctor employed by YDH NHS FT
is currently under GMC investigation re a probity issue (now closed with no
further action). This doctor has been proactive at informing departmental
staff and the Medical Director of the concern under investigation, and the
progress of the case is under regular review between the RO and GMC ELA.
This doctor is female, and her primary qualification was obtained in Egypt.
Action for next year: To continue
6. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation3.
4This

question sets out the expectation that an organisation gathers high level data on the
management of concerns about doctors. It is envisaged information in this important area may be
requested in future AOA exercises so that the results can be reported on at a regional and national
level.
3
The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents

Action from last year: Yes – RO to RO MPIT / TOI form used. In addition, the
Responsible Officer for YDH NHS FT receives an annual declaration from
the RO of all doctors working within YDH as regular visiting staff, but not
connected to YDH as their DB, confirming that they are not subject to any
FTP or disciplinary investigations and that there are up to date with annual
appraisal. The Responsible Officer liaises with both the GMC ELA and the
ROs from other DVB’s as necessary if concerns about a doctor arise that
may require urgent action / consideration.
Comments:
Action for next year: To continue
7. Safeguards are in place to ensure clinical governance arrangements for
doctors including processes for responding to concerns about a doctor’s
practice, are fair and free from bias and discrimination (Ref GMC governance
handbook).
Action from last year: All processes for responding to concerns about a
doctor’s practice are detailed within Trust policies, which are subject to
scrutiny by a ratification committee to ensure that they, and detailed
processes, ate fair and free from bias and discrimination.
Comments:
Action for next year: To continue

Section 5 – Employment Checks
1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.
Yes – undertaken by HR team for all substantive employees and by the rotacoordinator team in conjunction with the designated body of the doctor for all
locum post holders.
Comments:
Action for next year: To continue

Section 6 – Summary of comments, and overall conclusion
The last year has seen YDH continue to build upon its robust appraisal and
revalidation processes and governance framework to ensure that trained

appraisers, appointed in adequate number and remunerated via job plans, are
supported to undertake high quality appraisal and appraisees receive support
and guidance to ensure timely appraisal, with appropriate supporting
information. All doctors have access to an electronic e-portfolio and appraisal
system (PReP) and validated colleague and patient multi-source feedback
exercises (once per revalidation cycle), both supported by an Appraisal Admin
Support Lead, now with adequate dedicated time and the appropriate paybanding to reflect the level of responsibility of the role. A new booking process
for appraisal meetings has been highly successful and will be continued. This
ensures that appraisals are more evenly distributed amongst the Trust’s
trained appraisers, and has encouraged doctors to book their annual
appraisal meetings in a more timely fashion.
In 2018/19, YDH had 191 doctors with a prescribed connection (as 31 March
2019), and an overall completed appraisal rate of 76.4%. This is lower than the
UK same sector average of 89.3%, however the disparity can largely be
accounted for by the relatively large number of doctors forming part of the
denominator who were not eligible for appraisal during the year April 2018 –
March 2019 (see AOA submission 2019 – attached). These doctors
commenced employment at YDH during the appraisal year, and for a large
proportion this was their first job in the UK / NHS. All doctors new to the NHS
were required to attend a GMC led workshop introducing them to the NHS.
There is no suggestion that this group of staff were not engaged with the
appraisal process.
There were only 4 doctors who had an unapproved missed appraisal; one
consultant had undertaken an appraisal, but the post-appraisal output form
had not been signed off between appraiser and appraisee & submitted
(resolved) and one consultant had retired (& retained on the hospital ‘bank’)
and had inadvertently missed their appraisal date. They have now been
appraised. One staff grade missed their appraisal due to complex personal /
family issues that prevented adequate preparation and another staff grade
doctor failed to arrange a timely appraisal meeting. Both doctors have now
been appraised.
The Responsible Officer continues to meet regularly with the GMC
Employment Liaison Advisor, who provides a high level of support and
expertise.
In 2018/19, 37 doctors successfully revalidated with the GMC. 5 doctors had
their revalidation dates deferred for 12 months to allow adequate supporting
information to be provided to the RO to guide the recommendation. No
doctors have failed to engage with the appraisal and revalidation processes,
which is testament to the excellent support afforded to them by the Appraisal
Lead and Appraisal Admin Support Lead.
Overall conclusion: YDH continues to achieve good levels of staff
engagement with the appraisal and revalidation processes, well supported by
the Trust. Nonetheless, the appraisal team continues to improve pathways
and governance arrangements, with robust appraisal QA measures and
feedback now embedded. In 2019/20, upgrading the electronic e-portfolio
system used will be under consideration, and a new mentoring programme for
new appraisers is being implemented.

Section 7 – Statement of Compliance:
The Board of Yeovil District Hospital NHS Foundation Trust has reviewed the
content of this report and can confirm the organisation is compliant with The Medical
Profession (Responsible Officers) Regulations 2010 (as amended in 2013)
(attached).

Signed on behalf of the designated body
(Chief executive or chairman)

Official name of designated body: Yeovil District Hospital NHS Foundation Trust

Name: _ _ _ _ _ _ _ _ _ _ _
Role: _ _ _ _ _ _ _ _ _ _ _
Date: _ _ _ _ _ _ _ _ _ _

Signed: _ _ _ _ _ _ _ _ _ _

ACTION PLAN TEMPLATE
Higher Level Responsible Officer Quality Review (HLROQR)
This template is provided for documenting actions if desired.
Designated Body:

Yeovil District hospital NHS FT

Date of HLROQR:

15 June 2016

Action

Responsibility

Timescale

Application forms completed and
submitted to NHSE RO 22/6/16

MK

Completed – MD has RO
out of organisation (GR)

Responsible Officer:
Area for development identified
at HLROQR

1. Appointment of RO out of
organisation for Deputy
Chief Executive & Medical
Director

TS & JT consulted

Deputy Chief Exec no
longer a post held by
medical staff

On acceptance by NHSE, Sean
O’Kelly (RO UHBT) to be contacted
Guy Rooney agreed to be RO for MD
2. RO training to be made
available to HR appraisal /
revalidation support team,
and appraisal lead when in
post
HLROQR Action Plan Template v1.0

RO Training dates to be circulated
Funding to be agreed with Associate
Director for HR

MK

Completed - HR appraisal
support team included in
RO network
correspondence & Trust
Appraisal Lead in post

3. Board Report to include
employment and Concerns
data
4. Appoint dedicated Trust
Medical Appraisal Lead

5. Annual performance review
with CD for all consultants,
and with educational
supervisor for all other nontraining grade staff, with
report generated for
discussion at appraisal

6. Review of appraiser
numbers and allocation

Completed – see annual
reports 16/17 & 17/18

MK

Board agreement for post
secured and Dr BL-K in
post

Advertise and Interview applicant(s)

To be discussed at MLT

MK/TS/MA

To be discussed at MARS

MK/BL-K

To be discussed at Revalidation
7. Review of feedback to
locums, including short term Admin Meeting

HLROQR Action Plan Template v1.0

MK

Completed - All appraisers
given report re appraisal
performance to be
discussed as part of
personal annual appraisal.
All medical staff meet
annually with CD for job
planning process, which
incorporates performance
review
Completed

MARS Group / NR
Discussed and agreed –
process in place

8. Consider the development
of recruitment processes to
include patient / lay
involvement

Process to be agreed and
implemented

Human Resources

Discussed at MARS
meeting – no current
plans to implement

9. Consider the involvement of
Lay partners in the
appraisal & revalidation
process

To be discussed at MARS

MARS / MA /TS

Completed - NED (lay)
now sits upon MARS
group

I confirm that the action plan above has been discussed and agreed
with my Board or equivalent

HLROQR Action Plan Template v1.0

Responsible officer - Signature & Date

