Stephen Harrison

Non-Executive Director
Observer

-Trustee of SWEDA
-Sister-in-law is Bill Manager for the Health Services Investigation
Bill at the Department of Health
-Non-Executive Director, Somerset NHS Foundation Trust
-Chair, YMCA Mendip
-Trustee, Lawrence Centre, Wells
-Governor, Wookey Primary School

1-19/
2021

1-20/
2021

1-21/
2021

4
4.1

EXECUTIVE DIRECTOR REPORT
The Board noted the items included within the Executive Director report. The
following items were discussed in more detail:

4.2

This week is national Volunteers Week. Jonathan Higman said that on behalf of
the Board, he wished to extend thanks to all those who volunteer for YDH and
the wider healthcare system, especially to those who have supported the Trust
through the lockdown period and are assisting in some return to normality.

4.3

Jonathan Higman provided an update on the national Track and Trace system.
The roll out of antibody testing has commenced for staff. Merry Kane said that a
positive test for antibodies does not assume immunity or allow changes to social
distancing guidelines, but as and when there is further understanding of COVID19, this data could provide useful insight and information. The Trust may also be
taking part in a national trial in this area. Merry Kane added that the Trust is also
reviewing all social distancing measures to ensure the guidance is clear and
there is the correct provision of PPE in line with changing guidance. Paul von
der Heyde asked about the potential impact of the Track and Trace system. It
was confirmed that this does place a risk on the Trust’s workforce should
numerous people be required to self-isolate.

5
5.1

NHS ENGLAND AND IMPROVEMENT SELF-CERTIFICATION
Ben Edgar-Attwell presented the completed annual self-certification against the
NHS provider licence requirements. This document is to provide assurance that
the Trust is compliant with the conditions of the licence.

5.2

The Board reviewed the document and the proposed statements to be confirmed
against the following areas:
• Systems for compliance with licence conditions - in accordance with general
condition 6 of the NHS provider licence;
• FT4 declaration, Corporate Governance Statement;
• Certification on training of governors – in accordance with s151(5) of the
Health and Social Care Act; and
• Availability of resources and accompanying statement - in accordance the
continuity of service condition 7 of the NHS provider licence.

5.3

Martyn Scrivens said that the basis for confirming the self-certification
statements should make reference to the Trust’s Use of Resources rating and
the achievement of the financial Control Total for 2019/20. Subject to this
addition, the Board approved the self-certification for publication.

6
6.1

SECOND PHASE TO COVID-19 – YDH RESPONSE
Jonathan Higman explained that there were four phases as part of the NHS
response to the COVID-19 pandemic. Phase 1 was the immediate incident
response with Phase 2 being the continuing incident response in addition to the
standing up of services. Phase 3 is the ongoing response to COVID-19 whilst
returning to business as usual, and introducing resilience within the organisation
to cope with winter pressures. Phase 4 will effectively be the long-term solution
and processes for the “new NHS”.

6.2

In the south west, the healthcare systems have indicated that urgent elective
activity could be recommenced subject to the relevant PPE, drug availability and
pre-operative testing capacity etc. Additional detail and guidance is expected in
the coming weeks with an initial draft plan to be submitted towards the end of
June 2020 and a final plan submitted in July 2020. This plan is to be a Somerset
system plan rather than for individual organisations.
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6.3

Jonathan Higman said that each system had had a session with the NHS
England & Improvement (NHSE/I) regional teams to consider the issues arising
across the region. It was reassuring that there were no other issues raised as
part of this exercise that Somerset had not recognised. The number of cases in
the region remains low although there are issues around ensuring adequate
PPE availability to stand up elective capacity. There is a need to continue to
utilise the independent sector capacity. It is anticipated that the need for
continued testing and PPE use will reduce the efficiency of the system by up to a
third. There has been some guidance released by a number of organisations
and Royal Colleges, some of which are not aligned. There have however been
improvements, such as the removal of barriers between the NHS and social
care.

6.4

Jane Henderson asked when the national outputs of scenario modelling was
expected. Simon Sethi added that the Somerset system was also looking to
complete scenario modelling with the Trust’s Associate Director of Analytics
linking in with the national teams. Stephen Harrison asked whether this would
include workforce planning. Jonathan Higman said that the initial steps for this
had commenced but further work was required before the submission of plans.

6.5

Simon Sethi explained that a significant amount of work had been undertaken by
the relevant senior teams and general managers on Phase 2. This has been
complex and challenging. There are seven recovery workstreams, each with an
executive lead. Martyn Scrivens asked if this work was being completed
alongside Somerset NHS Foundation Trust (SFT). Simon Sethi confirmed that
there are cross cutting workstreams across the organisations to ensure that
there is a consistent approach within the county and that services are equitable
for the people of Somerset.

6.6

As mentioned, there is likely to be a productivity impact of circa 30% across
services. A range of mitigating options and actions are being drafted, including
service redesign, additional working in evenings and weekends, and additional
facilities on site (such as endoscopy and MRI). There will be a need to prioritise
and utilise the independent sector to support this recovery. Consideration of
critical care capacity is vital in the event of a second surge; the usage of the
Nightingale Hospitals is likely to be critical. Ongoing discussions are taking
place across the system regarding site configurations; this includes the review of
logistical elements and feasibility.

6.7

Initial scenario testing for winter is underway alongside SFT through the A&E
Delivery Board. With the current need to reduce ward bays to a maximum of
four beds per bay in order to meet social distancing guidance, there may be
potential challenges in capacity availability. Further work is underway with the
community services in Somerset in order to mitigate discharge delays.

6.8

The seven key workstreams are due to be reviewed by the executive team at a
further session later this week.

6.9

Paul Mapson noted that during the peak of the outbreak, the staff ratios for
critical care had been reduced. Shelagh Meldrum said that a number of staff
had been provided with training to support critical care provision during the surge
period and the reduced staffing requirements were for a situation where
significant demand is experienced. There is a need to ensure that the staff
provided with this additional training retain these competencies going forward.
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6.10 Jane Henderson asked about the assumptions for what may be a new surge for
cancer referrals. Simon Sethi agreed that the future demand scale is currently
unknown and the system is working through some different scenarios to
consider the potential backlog. Some patients remain reluctant to attend
healthcare settings during this time.
6.11 Jonathan Higman said that Phases 2 and 3 remain the most complicated and
challenging owing to the need to continue the existing response processes,
whilst attempting to stand up other elective services. He wished to provide
assurance to the Board that the wider Somerset system was working
collaboratively on the plan and approach going forward.
6.12 Martyn Scrivens said that following the initial significant drop in demand, he
asked what work would take place with Primary Care to mitigate the previously
growing rate of demand. Simon Sethi said the Trust was working with the CCG
on further mitigating and stopping the growth. This may include more rapid
response type services.
1-22/
2021

7
7.1

DIGITAL STRATEGY AND TRANSFORMATION UPDATE
Tim Scull and Jonathan Bell joined the meeting to provide an update on the
transformation work underway across the hospital. Tim Scull said that the
pandemic has re-shaped transformation and the approach within the team.
There is a need to continue to use digital transformation to drive efficiency but
also for clinical-led incremental improvements, together with a focussed set of
change projects sitting alongside recovery. This change of approach has been
extremely worthwhile.

7.2

Jonathan Bell provided an overview of the projects that had been delivered to
support the Trust’s pandemic response. Key frontline areas include the move to
a full electronic process in the management of patients and staff handovers
within intensive care. There has also been the implementation of a messaging
system for fast decision-making. Other improvements include the deployment of
radiology order communications for the electronic ordering of all diagnostic tests
for inpatients and the Attend Anywhere system for Outpatients. Numerous other
improvements have been implemented, including further automation of a number
of processes. The pace of scale has been fantastic.

7.3

Jonathan Bell said that prior March 2020, the Somerset Sustainability and
Transformation Partnership (STP) was looking into procuring the Attend
Anywhere system. This system has since been procured on a national basis by
NHSE/I for a 12-month period. In addition, capital funding, amounting to £20k,
has been provided to trusts for the purchase of required hardware. Seven
specialties are now utilising this software. It will become a key tool for the
ongoing management of patients.

7.4

The Board noted the priority projects identified for the transformation team and
the status of these. There is a need to continue to monitor and review cost
improvement plans, data from the Patient-Level Information Costing System,
Model Hospital and the Getting it Right First Time initiative as and when these
come back on line.

7.5

Jeremy Martin explained that there is a desire to build upon and simplify the
governance of transformation. As such, there is the intention to amalgamate
oversight of these projects into the Transformation Steering Group that would
report to the Board of Directors, alongside a dotted line of reporting to the Trust’s
Governance and Quality Assurance Committee. Alongside this, there is to be
increased joint working with Somerset partners through a joint Project
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Management Office team. It is important to continue the momentum and
learning achieved thus far.

1-23/
2021

7.6

Paul Mapson questioned whether the various pieces of software and systems
would be consistent across the Somerset system. Jeremy Martin said that there
are some differences in systems at this point time although there is a desire to
implement consistent systems where possible. Where this is not possible, the
Somerset Integrated Digital electronic Record (SIDeR) project will provide the
ability to integrate the various systems.

7.7

Martyn Scrivens said that it was a great presentation and it was extremely
encouraging to see the various achievements in recent months; he wished to
thank the team for the work during this period. He asked what had allowed for
the change in culture and behaviour to allow for this collaborative approach and
development to take place. This would need to be continued to ensure that the
momentum continues. He added that there is a need to ensure that rapid
change and implementation does not cause issues or challenges in the near
future.

7.8

Graham Hughes reiterated Martyn Scrivens appreciation of the work completed.
He asked about the previously identified projects prior to March 2020 and
whether these were due to come back online in due course. Jonathan Bell said
that a number of these were cost improvement plan related and would indeed be
reviewed in due course and would be driven on a priority basis.

8
8.1

GOING CONCERN STATEMENT
Sarah James spoke to the circulated Going Concern Statement paper. She
advised that there is a need for the Board to consider whether it is appropriate
for the Trust to prepare its accounts on the going concern basis, taking in to
account best estimates of future activity and cash flow. She said that there no
obvious reasons why the accounts should not be prepared under the going
concern basis although there are some disclosure to be made on the financial
position of the Trust.

8.2

There has been material uncertainty in previous years however there have been
a number of factors that have played through to considerable change in 2019/20
as outlined in the paper. The external auditors are supportive that the Board
should consider this matter bearing in mind the changes made in recent months.
In the advent of COVID-19, guidance has been received from NHSE/I to state
that this in itself does not constitute material uncertainty.

8.3

The Trust’s income and expenditure position is improving, including meeting the
financial control total for 2019/20. If the Operational Planning process had
continued, the Trust would have been prepared to submit a plan compliant with
the Financial Improvement Trajectories; the previously outstanding issues with
the planning round would have resolved with the wider Somerset system.

8.4

The Trust has modelled the best, worst, and most likely forecast cash flow for
2020/21 as outlined in the paper. It is unlikely that the worst-case scenario,
where £10.2million of Public Dividend Capital (PDC) would be required, would
occur.

8.5

It is therefore recommended that it is appropriate for the accounts to be prepared
on the going concern basis, without material uncertainty but with enhanced
disclosures to explain events or conditions relevant to consideration of the going
concern basis.
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8.6

Paul Mapson agreed that there is not a need for a material uncertainty
disclosure. Martyn Scrivens said that there was a critical change from the
previous year with the conversion of loan facilities to PDC, which provided the
ability the accounts to be prepared on a going concern basis without material
uncertainty.

8.7

Based on the discussions above and the information provided in the circulated
paper, the Board approved the proposed going concern disclosure to be
included in the 2019/20 annual accounts and Annual Report.

9
9.1

CAPITAL PLAN 2020/21
Sarah James explained that the draft Capital Plan 2020/21 had been reviewed in
detail at the Financial Resilience and Commercial Committee and had been
approved by Board members through virtual means in order to meet national
submission deadlines. The paper was being presented to the Part 1 Board of
Directors for ratification and in the interests of transparency.

9.2

Martyn Scrivens said that in light of the presentation received on transformation,
it might be prudent to utilise some of the contingency funds to assist with some
of the transformation projects. Sarah James confirmed that the contingency
fund had been held in recognition of the emerging work within transformation.

9.3

The Board of Directors ratified the electronic approval of the Capital Plan
2020/21.

1-25/ 10
2021 10.1

YDH ACCOUNTABILITY FRAMEWORK
Simon Sethi presented the draft YDH Accountability Framework. The document
outlines how the Trust will ensure clear lines of accountability from the Board to
all teams across the organisation and its subsidiaries. It has been instigated by
the Trust’s recent Financial Governance Review, which recommended that the
Trust introduce a clear accountability framework including monthly reviews with
Executive Directors holding Divisional Teams to account.

10.2

Simon Sethi explained that the framework made use of existing business unit/
divisional meetings to ensure no additional meeting workload for operational
teams. These meetings will ensure suitable oversight and prioritisation within
relevant services. Upon approval by the Board, the framework will be introduced
and rolled out across the business units.

10.3

Jane Henderson questioned whether the framework could create barriers in
services and that it was important to ensure it allowed flexibility where needed.
Simon Sethi agreed that the good aspects of the culture and processes in YDH
would need to be retained whilst creating the lines of accountability throughout
business units.

10.4

Paul von der Heyde noted the proposed arrangements for oversight of South
West Pathology Services; he noted that this is a joint venture and that there may
be a need for alternative arrangements. Simon Sethi said that the Trust was
looking to adopt similar principles for greater oversight of the joint venture’s
activities.

10.5

Martyn Scrivens suggested there was an opportunity to clarify the position
between the relevant divisions; previously there has been overlap between the
divisions, which ultimately influences the information shown via the Model
Hospital and Patient-level Information Costings System (PLICS). Simon Sethi
said that PLICS would be a key element of holding divisions to account and it is
recognised that the data needed to be distinct between divisions.
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Based on the discussions above, the YDH Accountability Framework was
approved. This would be implemented across the organisation.

11 YDH GROUP BOARD OVERVIEW QUADRANT
11.1 The Board reviewed the YDH group overview quadrant, where the following was
discussed in more detail:
Safety / Patient Experience and Performance
11.2 Simon Sethi explained that performance across the range of key performance
indicators had been significantly impacted by the pandemic; this is due to the
standing down of elective surgery and clinical prioritisation. Paul von der Heyde
asked about patients potentially waiting over 52 weeks for treatment; there is a
growing number of patients waiting over 40 weeks. Simon Sethi acknowledged
this point and the inevitable increases in the number of long waiting patients;
however, the increase was at a lower rate than other organisations. This would
continue to be monitored and patients prioritised based on clinical need.
11.3 Shelagh Meldrum added that there has been a need to consider additional
patient safety related provisions due to the need to utilise side rooms for the
isolation of COVID-19 patients. There has been an increase in the rate of falls
due to the deconditioning of patients who have been at home self-isolating or
shielding. It is important to recognise that despite the increase in the number of
falls, those resulting in harm remains low. Across the country, the Care Quality
Commission (CQC) are reviewing discharge models and potential incidences of
fractured neck of femur. The teams at YDH are already reviewing how the Trust
cohorts patients on wards to reduce this.
11.4 Jonathan Higman highlighted the impact on performance against the diagnostic
and treatment waiting times and said that this was to be a large focus of the
Phase 2 and 3 recovery plans. It was pleasing to see that whilst there are
challenges in these areas, the performance against the national cancer
standards remains strong. There has however been a lower rate of suspected
cancer referrals. Emergency department waiting times performance has also
been maintained.
11.5 Jane Henderson noted that the rate of E.Coli infections was reducing, which was
positive. She also drew attention to the Stroke SSNAP figures that only related
to September 2019; she asked if there was a further update. Merry Kane
advised that the SSNAP survey is only formalised every four months and
publication had been postponed due to COVID-19.
11.6 The Board noted the slight increase in the rate of readmissions rate although the
absolute number of readmissions had decreased. Simon Sethi said that an audit
of readmissions was to be completed.
Workforce Performance
11.7 The Board noted the workforce performance indicators as included in the Board
performance quadrant and performance pack, of which the majority were in line
with targets. These would be reviewing in more detail at the Workforce
Committee.
Financial Performance
11.8 The Board reviewed and noted the financial performance of the Trust. In light of
the suspension of the Operational Planning round for 2020/21, financial
performance is being monitored against the NHS Improvement run rate. The
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financial reports and quadrant also clearly illustrate any expenditure and
variances as a result of COVID-19.
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12 IPC BOARD ASSURANCE FRAMEWORK
12.1 Shelagh Meldrum spoke to the circulated IPC Board Assurance Framework,
which outlined the Trust’s approach and the measures taken in line with current
guidance. Going forward, the Framework is likely to be reviewed and
considered by the CQC. The Framework will continue to be updated and a full
update would be received at the Governance and Quality Assurance Committee
(GQAC).
Martyn Scrivens said it was important that the relevant evidence be referenced
within the document. Shelagh Meldrum said that an evidence bank has been
developed and the relevant documents would be linked within future iterations of
the Framework. It was proposed that the Framework is reviewed by the GQAC
on the meeting on 17 June 2020.

1-28/
2021

1-29/
2021

1-30/
2021

13 BOARD ASSURANCE COMMITTEES TERMS OF REFERENCE
13.1 Ben Edgar-Attwell advised that the terms of reference for the relevant Board
assurance committees had been reviewed by the respective committees to
ensure that they were relevant and up to date. Recommendations had been
received from the committees for the approval of the terms of reference. The
Board approved the terms of reference as circulated.
14

COMMITTEE UPDATES AND MINUTES

Financial Resilience and Commercial Committee (FRCC)
14.1 Martyn Scrivens provided a brief overview of the activities of the most recent
FRCC meeting, which largely reviewed the next phase financial arrangements
and the 2020/21 Capital Plan as presented to the Board.
15

ITEMS TO NOTE/FOR INFORMATION

Patient Experience Report
15.1 The Board noted the Patient Experience Report. Shelagh Meldrum said that the
survey was now being completed by electronic means only. Numerous
complements had been received. Some feedback related to the arrangements
for relatives to contact the hospital for updates on patients’ status etc. As such,
a new system has been implemented across the wards with one designated
spokesperson for families. More detailed handovers from night staff have been
developed in order that reception staff and ward clerks can provide immediate
updates and arrange follow up calls where needed. This change has been
gratefully received.
15.2 Graham Hughes asked if further work could be taken with the Communications
Team alongside local media on this subject and around any concerns raised.
Shelagh Meldrum said the Trust had recently undertaken some wider
communications on visiting guidelines, which had been successful. There is a
need to ensure alignment with other organisations.

1-31/
2021

16 ANY OTHER BUSINESS
16.1 No other items of business were raised.

1-32/
2021

17 DATE OF NEXT MEETING
17.1 29 July 2020, Boardroom, Level 1, YDH
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In March, we moved many of our routine outpatient appointments to telephone or video
appointments, with some being postponed to help us respond to the coronavirus (COVID-19)
pandemic.
While the risk of COVID-19 remains, we are working hard to increase the number of patients
we are able to see face-to-face in a safely managed way.
We will continue with telephone or video consultations where appropriate and will be
prioritising patients who need to be seen based on clinical need. We do understand that this
can be difficult for those waiting for an appointment and we are working hard to reduce the
delays as quickly as possible.
In June, our teams carried out 4,113 procedures, an increase of more than 900 on the
previous month. Despite the disruption caused by COVID-19 and the changes required by
the services to maintain safety for patients and staff, this means the number of procedures is
now getting close to ‘normal’ levels – 80 per cent of the activity seen in February, prepandemic.
The importance of a high-performing diagnostics service can be seen in our cancer twoweek wait referral figures, which also show we are now back to 80 per cent of our prepandemic performance and we are committed to developing ways to safely increase this
further.
August will see a step-change in electives with a revised ward configuration enabling an
increase in operations undertaken. The complexity in creating recovery plans and the scale
of inter-departmental collaboration has been unprecedented and thanks go to teams across
the Trust who have helped develop plans often involving significant changes to how they
work. Alongside operational changes, a COVID estates strategy has been formalised to
ensure the Trust optimises its estate for infection control, elective recovery and winter
resilience. A more detailed briefing will be brought to a future Board on the plans and their
implementation.
Relevant Committee Oversight:

Board of Directors, Governance and Quality Assurance
Committee, COVID Incident Management Team

Collaboration Forum
In order to support a new way of working amongst providers and recognising the need to
relate consistently to a new strategic commissioning approach, we have agreed to establish
a provider collaboration forum. This replaces the Somerset System Transformation Board.
The key purpose of the provider collaboration forum is to facilitate and support collaborative
working between providers within Somerset. Its work will include overseeing a number of key
system wide workstreams, with a particular emphasis on managing the interactions and
dependencies between those workstreams.
Given that the future National governance arrangements for ICSs is not yet completely clear
and there is no mandated model structure for an integrated care partnership (ICP), it is not
intended that the provider collaboration forum takes on any delegated powers or authority
from the provider bodies. The intention is that this is a forum where providers can come
together in an aligned way to jointly address collective challenges and drive forward the
delivery of the health and care strategy.
The Somerset Primary Care Board and voluntary sector (via SPARK Somerset) are
members of this forum and, as such, are able to influence how providers work together to
develop health and care services across the system.
The collaboration forum will be built around the following key service areas, each being led
by senior provider representatives:

•
•
•
•

Primary and Community Services
Mental Health and Learning Disabilities
Children’s Services
Acute Services:
o Emergency Care
o Elective Care
o Women and Children’s Services

In addition, the forum will oversees the following agendas in order to ensure that
representatives maintain a clear and shared view of the context and delivery against the
system priorities:
•
•
•
•

An overview of provider performance against key metrics, including outcomes, quality
of care, access to care, people and finance
An approach to business intelligence that supports greater understanding of the
challenges and opportunities associated with delivery of the overall strategy
A consistent Somerset wide approach to delivering change rapidly across providers
and professional groups
A joined up approach to people issues across the provider network that supports on
going attraction and recruitment, flexible working and future workforce planning

Relevant Committee Oversight:

Board of Directors

Director of Infection Prevention and Control
Following Jo Howarth’s departure from Yeovil District Hospital to a new regional nursing role
with NHS England & Improvement, the Director of Infection Prevention and Control position
will be held by Shelagh Meldrum, Deputy Chief Executive/Chief Nurse & Director of People.
Yvonne Thorne will undertake the operational day-to-day requirements as the Deputy
Director of Infection Prevention and Control.
Relevant Committee Oversight:

Board of Directors, Governance and Quality Assurance
Committee, COVID Incident Management Team

YDH wins national inclusivity award
The Trust has won the Inclusive Recruitment Award in this year’s Employers Network for
Equality & Inclusion (ENEI) awards.
Our nomination, entitled ‘Patient Centred Recruitment’, described the exceptional work of our
Overseas Recruitment Team and the supportive person-centric processes we have developed
for recruitment and on-boarding.
The award puts the Trust in prestigious company, with other winners including IBM, the
Cabinet Office and Price Waterhouse Cooper.
Although the traditional ENEI Awards event cannot take place this year we look forward to
sharing images of our new silverware when it arrives.
Relevant Committee Oversight:

Workforce Committee

NHS 72nd anniversary – planting a living legacy
On Thursday 2 July, the Trust held a small
tree planting ceremony in the Trust
gardens. Two trees were planted to
remember all those affected by the
pandemic and the incredible efforts of
staff.
Thank you to HRU Senior Sister Gemma
Jorge, ED F2 Dr WaiHuang Teng, and
Housekeeping Supervisor Sharon Tucker
for joining us to represent #TeamYDH
You can watch a video of the event by
clicking here.

Yeovil Hospital Governor Elections
The Trust is currently undertaking governor elections across the following constituencies:

Voting will close at 5pm on Wednesday 29 June 2020 with the results to be declared on
Thursday 30 July 2020. Elected Governors will commence in post from 1 August 2020.
Relevant Committee Oversight:

Council of Governors

Organ Donation and Transformation
Yeovil District Hospital recently received a letter from the Director of Organ Donation and
Transplantation – NHS Blood and Transplant (NHS B&T) thanking the organisation for the
ongoing support throughout the year and especially during these unprecedented times.
During the COVID-19 pandemic NHS B&T saw the number of potential donors decrease
because people who die with, or suspected to have the infection cannot be considered as
organ donors. Despite this, hospitals across the UK have continued to support organ
donation and transplantation, and that support has ensured that between 11 March and 31
May, 153 organ donors were facilitated, resulting in 388 lifesaving organ transplants.
On 20 May 2020 the Organ Donation (Deemed Consent) Act 2019, known as Max and
Keira’s Law, came into force in England. This means that all adults in England will be
considered to have agreed to be an organ donor when they die unless they have recorded a
decision not to donate or are in one of the excluded groups. In an opt out system people still
have a choice about whether or not to donate and can record their decision at any time.
Where donation is a possibility, families are always consulted to ensure we know the views
of the person who has died. The hope is that the new law will help save and improve even
more lives moving forward.
The Trust continues to support the Organ Donation Committee and Clinical Lead for Organ
Donation in promoting best practice.
Relevant Committee Oversight:

Organ Donation Committee

We are experiencing a phenomenal amount of support from the community.
The Trust has received cards, photos, messages and donations, all of which we greatly
appreciate. Please do keep an eye out on our social media channels for more shows of
support. See below just some of the amazing support we have received:

Introduction
The Department of Health provided guidance on Assurance Frameworks in 2003. The
document states that, ‘the Assurance Framework provides organisations with a simple but
comprehensive method for the effective and focused management of the principal risks to
meeting their objectives’. The Board Assurance Framework (BAF) forms part of the Trust’s
risk management strategy and is the framework for identification and management of
strategic risks.
In line with the Trust’s Risk Management Strategy and the revised monitoring arrangements
therein, the Board will receive the BAF on a quarterly basis (April, July, October and
January). The BAF provides evidence to support the Annual Governance Statement.
Board Assurance Framework
The Board Assurance Committees carry out detailed monitoring and review of the principal
risks that relate to the organisation’s strategic objectives and priorities. These risks shall be
proactively managed and reported on as a minimum requirement quarterly to the Board
Assurance Committees and to the Board of Directors through the BAF. The Board
Assurance Committees provides assurance to the Board with regard to the continued
effectiveness of the Trust’s system of integrated governance, risk management and internal
control. Committees continue to review the extent to which they are assured by the
evidence presented for each risk.
The BAF includes all principal risks that represent higher levels of opportunity/threat, which
may have a major, or long-term impact on benefits realisation or organisation objectives and
which may also impact upon the strategic objectives and outcomes positively or negatively.
The identified high-level objectives for Yeovil District Hospital are:
 Care for our Population
 Develop our People
 Innovate and Collaborate
 Develop a Sustainable System.
Underneath each high-level objectives are various key priorities to be achieved.
What is Assurance?
Assurance:
Provides: Evidence/Confidence/Certainty
To: Board/Managers/Stakeholders
That: Action is taken as required
In order to make this assessment, Board Assurance Committees consider the following
questions, based on the evidence provided on the BAF for each risk:
•
•
•
•
•

To what extent are the key controls (i.e. existing controls) effective?
What are the gaps in the controls, how significant are they in relation to the current
risk score?
What internal assurances and independent external assurances are in place? Are
they sufficient/adequate and are there any gaps? Are additional assurances
required?
Are there any areas where assurance is duplicated, repeated or excessive when
compared with the activity undertaken?
What actions are in place to further mitigate the risk to the agreed ‘tolerated’ level?
Are they current and active? Are they adequate? Does more need to be done?

The Board is required to review the risks that Board Assurance Committees have highlighted
for Board review where further assurances may be required. This provides a filter
mechanism that enables the Board to maintain a strategic focus.
Examples of Controls and Assurance
Controls
Measures or activities that are in place to mitigate the risk.
• Business plans
• Contingency plans
• Performance reporting
• Internal quality control checks
• Financial reporting
• Guidelines
• Policies
• Protocols
• Procedures
• Design of equipment
• Systems
• Buildings
• Training
• Materials
• Monitoring reports/mechanisms
Internal Assurance
(work associated with oversight of management activity - internal not independent)
• Groups with monitoring and review
• Governance structures and
roles
processes
• Quality control checks
• Reports to Board, mitigating
actions
• Customer
satisfaction/surveys/complaints
• Reports to
management/management team
• Compliance assessments
meetings
• Reviews of effectiveness of policy
• Committees with oversight roles
External Assurance
(independent sources, provides the organisation with evidence about how effective the
controls are)
• Internal Audit
• External Audit
• NHS Improvement (previously known as Monitor)
• CQC (Care Quality Commission) – independent regulator of health and social care in
England
• Mental Health Act Commissioner visits
• Care Quality Commission – Thematic Reviews
• Health and Safety Executive
•
•
•
•
•
•

Externally commissioned independent investigations e.g. Ombudsman & homicide
investigations
National Audits (National Audit Office, Information Commissioner’s Office)
Royal College reviews
Accreditation for delivery of specialist services
Information Governance Toolkit
Benchmarking with other NHS providers

Board Assurance Framework 2020/21

Summary of Principal Risks

Overarching Principal Risks
Executive owner(s)

Principal Risk

Monitoring Group(s)

There is a risk that the COVID-19 pandemic affects
the Trust’s ability to manage its statutory duties and
has a negative impact on the delivery of our strategic
Board of Directors
priorities, particularly those relating to performance,
workforce, finance and the safe delivery of services
for patients

Executive Team

Quarter 1

Current risk rating

Movement

Risk target

Strength of controls

Movement

20: High Risk



Current risk rating

Movement

Risk target

Strength of controls

Movement

Strength of assurance

Movement

Blue

Strength of assurance

Movement

Blue

Care for our Population
Executive owner(s)

Principal Risk

Monitoring Group(s)

SR1: There is a risk that increasing levels of demand
exceed planned capacity leading to challenges in
maintaining the safety of our services, leading to
deteriorating operational performance

Governance & Quality
Assurance Committee

15: Significant Risk



8: Moderate Risk

Blue



Green



SR2 Director of Transformation

SR2: There is a risk to the Trust of static or
decreasing population health if the wider system
does not prioritise prevention and healthy living
activities

Governance & Quality
Assurance Committee

9: Moderate Risk



6: Low Risk

Amber



Amber



Chief Nurse
SR3 Chief Medical Officer
Chief Operating Officer

SR3: There is a risk that our scale (or other factors)
result in us not being able to continue to achieve
nationally mandated quality standards leading to
vulnerability in the services we provide

Governance & Quality
Assurance Committee

6: Low Risk



3: Low risk

Blue



Blue



Overall risk rating

Movement

Risk target

Strength of controls

Movement

Strength of assurance

Movement

16: High Risk



6: Low Risk

Amber



Amber



6: Low Risk



4: Low Risk

Blue



Blue



Overall risk rating

Movement

Risk target

Strength of controls

Movement

Strength of assurance

Movement

6: Low Risk

Blue

5: Low Risk

Amber

6: Low Risk

Amber

8: Moderate Risk

Amber

6: Low Risk

Blue

Risk target

Strength of controls

5: Low Risk

Blue

6: Low Risk

Green

6: Low Risk

Blue

6: Low Risk

Blue

SR1

Chief Nurse
Chief Operating Officer

Develop our People
Executive owner(s)
Chief Nurse
SR4 Chief Medical Officer
Director of Human Resources

SR5 Director of Human Resources

Principal Risk
Monitoring Group(s)
SR4: There is a risk that we fail to recruit and retain
key staff with the skills required resulting in us being
unable to maintain service continuity, increasing
Workforce Committee
costs and negatively impacting on the quality of
service we provide
SR5: There is a risk that the Trust does not have an
engaged workforce performing at the required level
Workforce Committee
in order achieve its ambition of becoming an
employer of choice

Innovate and Collaborate
Executive owner(s)

Principal Risk

Monitoring Group(s)

SR6 CIO/Director of Transformation

SR6: There is a risk that we do not deliver our digital
strategy and sufficiently transform our services
Finance Resilience &
leading to poor patient experience and increased
Commercial Committee
benchmarked costs

9: Moderate Risk

SR7 CIO/Director of Transformation

SR7: There is a risk that in a digital age heavy
reliance on electronic systems may expose the Trust
Audit Committee
to risks around business continuity, data protection
and internal systems reliance

10: Moderate Risk

Chief Executive
SR8
Chief Medical Officer

SR8: There is a risk of failure to agree and adopt new
models of care and a clear clinical strategy across
Governance & Quality
Somerset leading to increased demand and
Assurance Committee
unsustainable services at YDH

12: Significant Risk

SR9 Chief Executive

SR10 CIO/Director of Transformation

SR9: There is a risk of ineffective partnership working
slowing the development of an Integrated Care
Board of Directors
System within Somerset
SR10: There is a risk that the volume of change
Finance Resilience &
activity leads to an inability to focus and deliver on
Commercial Committee
priorities

12: Significant Risk

9: Moderate Risk













Blue

Amber

Amber

Amber

Blue







Develop a Sustainable System
Executive owner(s)

Principal Risk

Monitoring Group(s)

Overall risk rating

SR11

Chief Executive
Chief Finance Officer

SR11: There is a risk that we fail to deliver our
control total and associated financial plans by not
Financial Resilience &
securing sufficient income for the Trust and not
Commercial Committee
delivering our cost improvement and transformation
plans

SR12

Chief Nurse
Chief Medical Officer

SR12: There is a risk that we take decisions that
compromise quality and safety in order to achieve
financial balance

Governance & Quality
Assurance Committee

SR13

Chief Executive
Chief Finance Officer

SR13: There is a risk of not delivering our strategic
capital programme and therefore not continuing to
develop our equipment and facilities

Financial Resilience &
Commercial Committee

12: Significant Risk

SR14

Chief Executive
Chief Finance Officer

SR14: There is a risk that the groups’ subsidiary
companies fail to deliver their plans which could
undermine the Trust's strategic and financial plans

Financial Resilience &
Commercial Committee

16: High Risk

16: High Risk

6: Low Risk

Movement






Movement






Key:
Likelihood of Occurrence

Impact

Risk rating
1 Negligible
2 Minor
3 Moderate
4 Major
5 Catastrophic

Controls and Assurances

1

2

3

4

5

Rare
1
2
3
4
5

Unlikely
2
4
6
8
10

Possible
3
6
9
12
15

Likely
4
8
12
16
20

Certain
5
10
15
20
25

Red

Assurance indicates poor effectiveness of controls/assurances

Amber

Some assurances in place or controls are still maturing.

Blue

Reasonable assurance. Some issues which could increase
likelihood of risk materialising.

Green

No gaps in controls or assurances

Strength of assurance

Blue

Green

Blue

Blue

Movement






Business case was to be presented. Since the last report the use of ward 7B has
changed significantly and is no longer the re-ablement ward. This change in purpose
along with other ward areas and departments has been a direct result of COVID
pandemic and the Trust’s preparedness and responsiveness to anticipated and
actual patient admissions. Ward configurations are currently under review along with
Medical and Nursing workforce requirements. Once this is understood further work
will be undertaken using the Safer Nursing Tool to validate the revised nursing
workforce.
•

The Trust has moved from the lowest quartile on the Model Hospital Dashboard (Dec
2019), into the 2nd quartile. This may be a result of our response to COVID and
continued monitoring will be needed before any firm conclusions can be drawn.

•

Registered Nurses appointed during the period is 56 (22 overseas, 34 UK). Of these
positions 44 are substantive and 12 are Bank positions. There have also been 5
registered midwifes appointed during the review period.

•

16 Overseas Nurses passed their OSCE and achieved UK registration before all
OSCE training was suspended.

•

There has been an impact on the recruitment of registered nurses from overseas
because of the travel restrictions in place to manage the current international
pandemic. The last international arrivals were in March 2020 however, since the
lifting of some international travel restrictions 8 are anticipated to arrive imminently.
With an average of 8 – 10 planned to arrive each month thereafter assuming that
international restrictions are not reinstated.

•

6 Nursing Associates (NA) graduated this month following University Board review
and will take up substantive positions within the Trust; 4 of these NA’s are
considering undertaking the shortened pre-registration course with Bournemouth
University in order to qualify as a Registered Nurse. 8 Trainee NA’s are due to
qualify October 2020 and there are further 7 TNA’s in training.
There are 6 Assistant Practitioner (AP) trainees undertaking QCF these work in
specific department and already working at this level.

•

There have been 39 Staffing related incidents reported as follows:
5 related to insufficient levels of medical staff (General Medicine, General Surgery,
Theatres and Obstetrics)
22 Maternity Triggers
1 Emergency Department Nursing
3 Children and Young People Unit/SCBU
8 General Wards

•

Establishing consistent and stable nurse staffing levels during the earlier weeks of
the pandemic were challenging as the anticipated increases were unknown and
predictions were based on national guidance and international modelling.
There were several national interventions which helped in realising the anticipated
increases in nurse numbers: NMC set up a temporary register for all international
nurses already in England awaiting to undertake OSCE tests and nurses wishing to
return to the workforce, 3rd and 2nd year student nurses and midwifes were funded by
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Nursing and Midwifery Safer Staffing Report
January 2020
1

Introduction

1.1

There is a requirement, following the publication of the Francis Report (February
2013, that NHS Boards receive a six monthly report on nursing and midwifery
staffing. Subsequently, the NHS National Quality Board published new guidance, in
November 2013, to support providers and commissioners to make the right decisions
about nursing, midwifery and care staffing capacity and capability. In January 2018,
the National Quality Board refreshed its’ guidance for safe, sustainable and
productive staffing to provide a number of ward and department specific improvement
resources. The recommendations can be summarised as follows:
•
•
•
•
•
•
•
•
•
•

A systematic approach should be adopted to using an evidence-informed decision
support tool, triangulated with professional judgement and comparison with relevant
peers
A strategic staffing review must be undertaken annually or sooner if changes to
services are planned
Staffing decisions should be taken in the context of the wider registered multiprofessional team
Consider of safer staffing requirements and workforce productivity should form an
integral part of the operational planning process
Actions plans to address local recruitment and retention priorities should be in place
and subject to regular review
Flexible employment options and efficient deployment of staff should be maximised
across the hospital to limit the use of temporary staff
A local dashboard should be in place to assure stakeholders regarding safe and
sustainable staffing.
Organisations should ensure they have an appropriate escalation process in cases
where staffing is not delivering the outcomes identified.
All organisations should include a process to determine additional uplift requirements
based on the needs of the patients and staff
All organisations should investigate staffing related incidents and their outcomes on
patients and staff, and ensure action and feedback.

This approach is aligned to the CNO’s Commitment 9 of Leading Change, Adding Value: a
framework for nursing, midwifery and care staff (May, 2016).
2

Purpose

2.1

The purpose of this paper is to provide the Board of Directors with assurance of
delivery of safe staffing levels for the period January 2020 to June 2020, which uses
recommended evidence based tools, triangulated with professional judgement, and
makes recommendations to any changes to establishments for the 2020/21 financial
year.

2.2

It provides an overview of nursing staffing capacity and compliance with the National
Institute for Clinical Excellence (NICE) Safe Staffing and NQB standards.

2.3

It provides a cumulative oversight of care hours per patient day (CHPPD) and cost
per care hour over the last 6 months. These new metrics replace the previously
reported planned and actual staffing and are published on NHS Choices.
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3

Scope
•
•
•
•
•
•

This report focusses on all inpatient areas including:
All inpatient adult wards including critical care
Emergency admission areas including the Emergency Department and Emergency
Assessment Unit
Inpatient paediatric wards including SCBU
Maternity services
Operating Theatres (excluding day case)
Outpatient Department

This report does not include Macmillan or day case units.
4

National Nursing and Midwifery Staffing Context

4.1

Nationally workforce supply remains high on the agenda; in June 2019 NHSi
published the NHS People Plan to ensure that culture, leadership, tackling the
nursing challenge and delivering care in the 21st century are considered when
developing a new operating model for the NHS workforce.

4.2

The Governments immigration white paper was presented to Parliament on 19th
December 2018. The paper sets out the Government’s plans to create a single
skills-based immigration system for when the UK leaves the European Union. The
Home Office has accepted the recommendation made by the Migration Advisory
Committee (MAC) earlier this year to remove the cap on numbers in the existing Tier
2 visa route (for skilled workers) and make the sponsorship system less bureaucratic
for employers. The MAC had also recommended a minimum salary threshold of
£30,000 for workers with intermediate skills, however, the Home Office is proposing
to consult on this with businesses and employers with an expectation that these
thresholds be lowered. This week the Government announced a new Health and
Care Visa which will launch in August. This will be a fast track entry with reduced
visa fees, and a suspension of the Immigration Health Surcharge for the next 3
years.

4.3

In ‘Closing the Gap, Key areas for action on the health and care workforce’, (The
Health Foundation, The King’s Fund, Nuffield Trust, 2019), it is estimated that an
additional 5,000 more nurses need to start in training by 2021. To achieve this,
recommendations to Government include increases in financial support to nursing
students such as ‘cost of living grants’ and covering the costs of tuition fees. The
availability and quality of clinical placements also needs to be addressed. The report
stipulates that, ‘whilst policy action and investment could transform the outlook for
nurse staffing shortages over the next decade, the prospects until the end of
parliament are much more worrying’. To avoid nurse staffing shortages acting as a
major brake to the Long Term Plan, international recruitment will need to play a
substantial role with an additional 5,000 internationally recruited nurses estimated to
be needed each year until 2023/24.

5

Local Nursing and Midwifery Staffing Context
The Trust was performing well with overseas and UK Recruitment of Registered
Nurses and was striving to be the leading recruiter for the south west. However the
COVID 19 international pandemic required that all international recruitment be
suspended in accordance with national and international guidance. Despite this the
Trust has continued to take an active role in recruitment of registered and
unregistered healthcare professionals to ensure that staffing was responsive and
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adequate to sustain a workforce that would manage the anticipated patient
admissions at the height of the pandemic. Consequently there are no Band 5
registered nurse vacancies on the wards, ICU or ED. There 3 wte vacancies in
theatre, 1.5 wte in outpatient department and 2 wte Band 6 vacancies in ED all of
these are being actively managed and are not expected to remain vacant.
Up to March 2020 the Trust had recruited 56 registered nurse (22, international, 22
within the UK and 12 to Nurse bank). In addition 5 registered midwifes were also
recruited.
The international pandemic highlighted the need to establish consistent and stable
nurse staffing levels during the early weeks of the pandemic this was challenging as
the anticipated increases were unknown and predictions were based on national
guidance and international modelling.
There were several national interventions which helped in realising the anticipated
increases in nurse numbers: NMC set up a temporary register for all international
nurses already in England awaiting to undertake OSCE tests and nurses wishing to
return to the workforce, 3rd and 2nd year student nurses and midwifes were funded
by Health Education England to be included as part of the unregistered workforce.
Medical students were also recruited to support the unregistered workforce whilst
university training was suspended.
In total14, 3rd year student nurses were recruited into unregistered post. Some of
these students have already secured a substantive post as a band 5 preceptorship
nurse and will be eligible to take up these positions in September and will be
transitioned to the full NMC register. In addition 4 – 3rd year student midwives also
joined the temporary register and will transition to the full NMC register and have
posts in the Women’s hospital.
A number of 2nd year student nurses (8) and midwifes (5) were also eligible to join the
unregistered workforce, although there was a need to continue to support these
students in the workplace to achieve their competencies. These students will return
to complete their 3rd year as supernumerary students in September 2020.
11 medical students were also recruited locally and they have been fundamental to
the setting up and continuation of the COVID 19 swabbing clinics and antigen testing.
20 pre-registration international nurses already employed at YDH joined the NMC
temporary register and were able to support the registered nurse workforce at band
4. Preparations are now underway to ensure these nurses complete their OSCE
exams so they can join the full NMC register. It is anticipated that test centres will
reopen on 7th August.
4 previously registered nurse returned to practice during the pandemic and were
registered on the temporary NMC register. It is unclear if these nurse will be able to
transition to the full register.
Furthermore, there were 25 registered nurses and 30 HCAs recruited during the
March/April period.
Local interventions involved the redeployment of staff who had an appropriate skill
set from other areas in the Trust to specialist areas such as ICU and ED. This
included some Clinical Nurse Specialist, Nurse Educators, Theatre nurses and
Operating Department Practitioners (ODP). In order to ensure these individuals were
confident and competent to work in these specialist areas additional training was
coordinated between the clinical areas and the academy to support the delivery of
care.
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These national and local interventions have supported the maintenance of a
consistent approach that has ensured robust attention to daily deployment of staff
and consequently we have been able to maintain a flexible and proactive approach to
ensure staffing is safe, effective and in accordance with clinical need.
The recruitment department has continued to work tirelessly to ensure that all
avenues were explored and in total as part of the Trust preparedness for COVID
have recruited a total 124 staff and only 6 of these 124 came through the national
recruitment hub.
6

Safe staffing performance indicators
The following table details safe staffing data for May 2020. In the last report it was
noted that Improvements to data quality had resulted in an increase in CHPPD (Care
Hours per Patient Day), together with additional investment, however, despite this the
Trust remained in the lowest quartile on the Model Hospital Dashboard (Dec 2019).
This has now changed and further refining of the Model Hospital dataset indicates
that there has been a further improvement in the CHPPD with the Trust moving into
the 2nd quartile. Some of this may be a result of our response to COVID and
continued monitoring will be needed before any firm conclusions can be drawn.
Senior nurses continue to ensure that they use a variety of methods to provide
assurance that patient care is not compromised. These methods include monitoring
patient safety, professional judgement and experience, acuity scoring and daily
assessment of staffing levels.
CHPPD - Total Nursing & Midwifery Staff, National Distribution (May 2020)

7

Staffing Review
Since the previous report the following changes have taken place:
•

There has been international pandemic which has impacted on the Trust international
recruitment programme. However, despite this significant work has taken place to
ensure that vacancies were filled and additional staff recruited in preparation for the
anticipated surge.
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•

There has not been any staffing audit undertaken using the Safer Nursing tool. The
primary reason has been the need to concentrate on COVID preparedness.
However, as we move towards a more stable and possibly more predictable future
audits of the nursing workforce will be carried out to determine appropriate staffing
levels are matched to patient acuity. This will include a review of current staffing
requirements vs funded establishment, along with projections for winter planning and
ongoing COVID management.

•

6 Nursing Associates (NA) graduated this month following University Board review
and once registered with the NMC will be eligible to take up substantive positions
within the Trust; 4 of these NA’s are considering undertaking the shortened preregistration course with Bournemouth University in order to qualify as a Registered
Nurse. 8 Trainee NA’s are due to qualify October 2020 and there are further 7
Trainee NA’s in training. The addition of NAs to the workforce does need to be
considered as part of next workforce review some preliminary work has already
started to understand how this new post will support the delivery of safe, effective
and compassionate care.

•

There are also 6 Assistant Practitioner (AP) trainees undertaking QCF these work in
specific departments and already working at this level.

•

Increased staffing levels were implemented from April to support requirements for
COVID 19. Areas where staffing was increased were Kingston Wing, Hot
Respiratory, Hot EAU, ICU and ED. This was to support the anticipated acuity and
dependency of patients who contracted COVID 19 and support the compliance with
national PPE requirements when “donning” and “doffing” so that nurses could carry
out their duties safely and competently. All of these areas were identified as having
either direct admission for suspected COVID or providing care to patients confirmed
as positive or highly suspicious.

•

ED and 7B are currently seeing an increase in Mental Health related attendance and
this has presented some significant challenges. In addition wards are seeing an
increase in more complex illness and challenging behaviours which are attributable
to the national restrictions that were put in place to manage the pandemic. Patients
have become more vulnerable and deconditioned which has made the treatment and
recovery of these patients when they do come into hospital more difficult. Therefore
to support the delivery of care and keep these patients safe there has been an
increase in 1:1 specialing requests and security presence in some clinical areas.
This is the subject of further review and the findings will be presented in due course.
The Agency National Framework (NHSi, 2017) mandates certain rules that support
the procurement of registered nurses through an approved national framework of
Agencies. These are divided into 2 tiers. Tier 1 are approved Agencies that meet
the NHS capped rates and Tier 2 Agencies are approved to be on the National
Framework but have rates higher than the capped rate. It is recognised that some
Agencies operate outside of this national framework and are referred to as “off
framework”. Despite having several Tier 1 Agencies registered with the Nurse bank
none supply registered nurse to the Trust when required. Consequently the Trust
has no option but to use the Agencies approved for Tier 2. The difference in cost
between a Tier 1 and Tier 2 Agency for a Band 5 registered nurse is approximately
£13. During the period under review 627 shifts have been covered by Tier 2
agencies and some off framework Agencies. 287 shifts were for registered nurses
for wards, ICU, ED and includes some registered mental health nurses to support

9

appropriate care of children. 332 shifts were registered professional for theatres (this
includes ODPs, RNs and anaesthetic nurses). A further 8 shifts were HCAs with
Mental Health training, specifically requested to support the care of the adult with MH
and sometimes a child, all other HCA shift are covered by the Nurse Bank. There
have been no Maternity shifts covered by Agency.
8

Staffing Incidents
Common variation is noted and expected in staff related incidents over the reporting
period. Reporting rates in maternity are good as there is a long standing practice of
reporting maternity triggers in accordance with the Royal College of Midwives
guidance. Reporting continues to improve to identify early opportunities to review
staffing and implications for patient care. No incident reported directly attributed to a
patient safety incident or patient harm and there was adherence to staffing escalation
plans.

9

Staffing Risks
Retention of registered nurses and midwives is reflected on the corporate risk
register with an action plan in place to mitigate the risk and agreed reduction targets
are in place. Whilst the international recruitment has been suspended work has
continued to ensure that vacancies have been advertised and filled. The recruitment
and retention action plan is currently being updated to reflect current and future
agendas, so that recruitment and retention can continue to be managed robustly.
Risk No: 77 – Inadequate specialist palliative care staffing levels
Risk No: 118 – Potential risk of not being able to provide the required cover to
maintain patient safety
Risk No: 342 – Registered nursing staffing levels
Risk No: 355 – Theatres staffing levels
Risks in relation to staffing of escalation areas were identified, as a consequence of
the increase in demand over the winter period last year and plans are in place to
ensure staffing capacity for this year. However, these have been complicated by the
need to manage specific patient pathways, anticipated resurgence of COVID 19 and
the elective restart programme. Work is ongoing to understand the impact of these
additional pressures. Whilst additional RNs and HCAs have been recruited to ensure
sufficient staffing, continued reliance on bank and agency is anticipated but predicted
to decline for general ward areas.

10

Acuity Scoring
The Trust utilises the AUKUH (Association of UK University Hospitals) acuity scoring
system, which is captured through electronic the ward handover in TrakCare and the
Safe Care module of the e-rostering system. Census data is captured three times
daily and staffing levels reviewed utilising a visual display together with professional
judgement to allocate and deploy staffing to maintain safe levels. Ward level
dashboards are in use to improve oversight of fill rates, vacancy and sickness, acuity
levels and care hours per patient day (CHPPD) and these are reviewed monthly at
the Safe Staffing Meeting with Matrons, Recruitment and Finance. Unfortunately,
these have been stood down as part of the Trusts COVID preparedness, plans are in
place to restart in September 2020.

11

Quality Metrics

10

The Trust key performance indicators indicate that the overall standards of patient
care were maintained. There were no complaints in relation to staffing levels
reported during the period with the number of patient falls and pressure ulcers,
including rates per 1000 bed days remaining consistent during the reporting period
and lower than the same period in 2018. Further information is available in the
Quality Report.
The Internal Audit – Workforce Safeguards Report was published in May. Overall the
level of assurance was rated as moderate and stated “overall the Trust had good
controls in place to ensure safe staffing levels are maintained”. Several areas of
good practice were identified. 2 recommendations were made and these will be
addressed when the Safe Staffing meeting resumes.
12

Enhanced Skills and Training
The Trust has successfully procured Advance Nurse Practitioner programmes to
increase and upskill the number of Nurses and Allied Health Professionals who can
work to a higher level of practice. As part of our clinical workforce planning, a review
of current competencies was undertaken during the period, with a view to informing
workforce remodelling, training and development needs. The aim is to increase the
number of staff working at Advance Clinical Practice level to mitigate risks of medical
workforce gaps, increases in demand and as part of our retention work.
A Faculty of Extended and Advanced Practice was established in January 2019 to
review arrangements for the Trust, including competency frameworks, governance
and standardisation of job titles, job descriptions and credentialing requirements.
This work has been stalled due to the pandemic, as work restarts it will be informed
by the national programme of work.
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Recruitment and Retention
The Trust has achieved a 7.2% reduction in turnover of Registered Nurses since
2017. This is, in part, due to the improved staffing levels as a result of the recruitment
campaign, more transparent career progression routes and early interviews with staff
to seek alternative opportunities within the Trust. Variation in RN/RM turnover has
been evident during the reporting period with a marginal increase from the previous
period to 14.25%. A further target of 3% reduction had been set for 19/20 with an
increased focus on retention, as a result of this work the current turnover rate is
approximately 11.5%.
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Specialist areas continue to face some challenge especially Operating Theatres.
Work is ongoing to recruit registered professionals into these areas with supervision
and preceptorship programmes in place. Focused effort will be given to ensuring a
continuous reduction in agency usage and workforce development for hard to fill
posts.
The overseas nursing campaign has received national recognition and has been
approached to support the recruitment processes for several other Trusts in addition
to those already being recruited across the South West. However, because of the
current international pandemic the programme is currently suspended. However, as
countries start to relax restrictions it is anticipated that the programme will soon be
able to restart. Nurses who were scheduled to arrive earlier this year have been
cleared and will be arriving imminently.
14

Maternity Services
Midwifery staffing levels remain positive with 0 wte vacancies at the time of reporting.
Processes are in place to maintain safe levels dependent on demand and escalation
plans are in place. A further review using Birthrate+ will be undertaken during 2020.

15

Recommendations
The Board of Directors is asked to note the information contained in this summary
report and the actions currently in place.
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1.

Executive Summary
This report identifies the work undertaken to ensure that YDH is compliant with the statutory
requirements placed upon it under the Civil Contingency Act (2004), the terms and conditions of the
NHS Standard Contract for Emergency Planning and the NHS Commissioning Board Standards for
Emergency Preparedness, Resilience and Response (EPRR)
There is a need to provide assurance of the Trust’s state of readiness to respond to the challenges,
threats, hazards and major disruptive events that may impact on the delivery of its services, or require
a wider community response.
In October 2019 internally and through external assurance YDH was declared ‘Fully Compliant’ with all
Core Standards assessed as fully Compliant. It continues to maintain a high level of preparedness.
Previous year’s (17/18) EPRR assurance review found that the Trust had five standards partially
compliant, all of which have now been completed and are now seen as Fully Compliant. These 5
improvements all relate to business continuity which will, going forward, still be a key area of focus for
the Trust. This ‘Fully Compliant’ status is a first for YDH.
The annual audit process for CBRN undertaken by SWAST on behalf of NHS England took place in
October 2019 and confirmed that YDH were meeting Standards 56-69 CBRN (and separate CBRN
equipment list).
The following report updates the board on progress toward achieving full statutory compliance and
gives further information on work planned for 2019/20.

2.

Background/Introduction
Within the Civil Contingency Act 2004, YDH is a Category 1 Responder. YDH has the following
responsibilities under the Department of Health Emergency Planning Regulations:






Carry out a risk assessment
Have plans in place to respond to emergencies
Have in place business continuity plans
Collaboration and co-operation with other agencies
Warn and inform the public and other agencies

There is a statutory obligation in the absence of any ‘live’ event to train and exercise with a live
exercise every three years, an annual table top exercise, and a six month test of the communication
cascade.
As a category 1 responder the Trust is required to fulfil the relevant legal and contractual EPRR
requirements, and ensure a robust and sustainable 24/7 response to emergencies and disruptions.
3.

Report
A set of core standards for EPRR have been instigated nationally since April 2013. These standards are
the underpinning requirement for NHS funded organisations and assurance is monitored through the
CCG (Standard contract) to NHS England. The standards are rated RED, AMBER, GREEN, this represents
none, partial and full compliance.

7.

Business Continuity
The purpose of business continuity (BC) planning is to enable the Trust to continue to offer critical
services in the event of a major disruption or disaster.
During 2018-19 good progress continued with further work required being completed resulting in YDH
being assessed as fully compliant for BC across all trust areas as per the NHSE Assurance Core
Standards.
A BDO audit recommended a Trust Wide BIA was conducted and following this
recommendation this has now been completed outside of time period this paper covers. This
document had been ratified via the Trust EPRR Group, and Audit Committee and all actions relating to
this are now closed. A copy is available as Appendix 4
During 2018-19 there were only minor internal incidents affecting YDH activities, all have been
discussed with Directors and any lessons learnt have been incorporated into staff training and
departmental changes.

8.

Training and Exercise
Please see Appendix 3.

9.

Multi-Agency Working
Every opportunity is taken to be involved in multi-agency working and training. During 2018-19 LHRP
call out cascades and control room training through targeted exercises have been undertaken.

10.

Financial Implications
There is no dedicated EPRR, BC trust budget, however when funding for training and equipment is
required, (following a clear case being presented) the accountable officer and/or financial officer has
made funds available.



CBRN equipment annual maintenance
Control room equipment

Training and equipment costs will continue into 2019-20 particularly relating to CBRN equipment
which will continue to require updating as suits / tent and pumps need replacement.

11.



6K was spent on suit and decontamination tent servicing and maintenance in 2018-19



The above will need to be repeated annually for servicing until suits replaced in 2022 / 23

Risk
An EPRR/Business Continuity risk register is specifically produced for review by the Emergency
planning group quarterly and reflects the LHRP risk register, local risks for EPRR and Business
Continuity. This is available on request.
Risks are constantly reviewed and updated however very few sit solely with EPRR and are managed
and updated by individual risk holders.

12.

Draft Work Plan for 2019/20
A work plan of the EPRR priorities for 2019-20 is attached at Appendix 2.

13.

Recommendations
The Board are asked to receive and note this report.

Appendix 1:

Confirmation from Somerset CCG of Assurance outcome

Appendix 2:

EPRR Work Programme for 2019/20

Appendix 3:

EPRR Training & Exercising

Appendix 4:

Trust Wide BIA
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1. Purpose of document
This Business Impact Analysis (BIA) document is written to assess the impact of a Trust-wide business continuity incident on the
organisation’s ability to continue functioning. This document should be used alongside the Trust-wide Business Continuity Plan
and key department operational Business Continuity Plans. As part of Trust-wide BCMS this BIA should be reviewed annually or
after any BC event covered by it. The BIA includes the following key assessments to inform the overall assessment:
-

Evaluation of highest business continuity risks for the Trust. This section includes an analysis of all risks across the Trust that
has been conducted to identify those with a business continuity link. These have then been sorted to identify the top-scoring
business continuity risks for the Trust. This analysis provides insight into where the key risks are to assess Trust BC plans against.

-

Maximum Periods of Tolerable Disruption (MPTD). This analysis assesses the maximum time different trust activities and
services could be disrupted before significant risk to patient safety would occur. This provides an additional indication of where
Trust focus should be in order to minimise risk.

-

Recovery Time Objectives (RTO). Specific service areas have been assessed to understand their relative priority for recovery if
their services were disrupted. This provides the third piece of intelligence to inform where Trust Business Continuity risks lie
and where priority would focus on recovery. Simply Serve Ltd (SSL) who are a wholly owned subsidiary company of YDH
provide all Estates & Facilities services, Finance and IT. They have separate BCMS in place which mirrors that of YDH to ensure
continuity is met.

This BIA has also been written is in response to internal audit findings which highlighted a gap in Trust Business Continuity
Management Systems (BCMS) where the Trust needed an aggregated Business Impact Assessment which brought together the
information collated in individual departmental BIAs.

2. Approach to trust-wide BIA
As part of Trust-wide BCMS all business continuity risks identified on the corporate risk register were reviewed and any with a risk
score greater than 12 were identified to be included in the Trust-wide BIA. This is in line with the scoring approach used in
departmental BIAs. Alongside this BIA there is a Trust-wide Business Continuity Plan which clearly sets business continuity
requirements for the Trust which is in turn informed by 11 departmental Business Continuity Plans that include separate risk
assessments and Business Impact Assessments using the NHSE/I Business Continuity Toolkit. This BIA is not intended to replace
these individual BCPs but should be viewed as part of the wider Trust approach to Business Continuity.

Evaluating highest risks to Trust Business Continuity

In order to inform this Trust-wide Business Impact Assessment, a review was undertaken by the Trust lead for Risk Management of all
risks documented in the risk register. This review identified any risks linked to Business Continuity based on the NHS Business
Continuity Toolkit risk identifiers. These risks were reviewed to identify the key themes that pose greatest risk to Trust Business
Continuity which were identified as:
1.
2.
3.
4.
5.

Fire & any associated Flood
Lift failure
Infectious disease outbreak
Staffing reductions due to infectious disease
IT failure

This exercise was undertaken in order to identify key business continuity risks for the trust and highlight their mitigations with the aim
that this enables increased visibility of where Trust business continuity risk lies. As a result of completing this Trust-wide BIA, this risk
review exercise will now be undertaken quarterly and the output provided to the Trust EPRR group and manager. It is worth noting
that this makes the approach to risk management very ‘live’. Risks are constantly being updated and reviewed by individual risk
owners, the BC Risk exercise will reflect relevant risks at that specific moment in time.
The table below outlines for the five main themes of business continuity risk, the specific risks identified and mitigating actions in
place.

Risk

Mitigation
1.



Fire to key part of
the hospital site

Delay in Evacuation on
wards 6-9

Staff training in fire procedures and evacuation
Some fire compartmentation around the kitchen and twin bin area on
wards
Weekly reviews of wards for fire safety by the Fire, H&S team plus staff
observation and awareness of fire safety risks. Medical gas equipment
monitoring alarms. Fire alarm and detection systems on wards. 24 hour
staffing
Fire evacuation procedures update and practiced with teams.



Insufficient fire
compartmentation in
main theatres

Air Handling systems providing positive air pressure to maintain smoke free
theatres.
Fire Alarm and detection system monitoring for smoke and fire hazards
24/7
Fire Alarm response by Fire Team with protocols in place for calling the Fire
and Emergency Services.



Rapid spread of fire in
Pathology due to
levels of flammable
fuels used in
processing

Fire safety monitoring, equipment servicing, medical gasses safety systems
and isolation if necessary, passive fire protection

Storage and containment of flammable substances in Pathology.
Fire safety evacuation procedures and fire safety measures in place with
trained staff in handling substances
Fire detection system monitoring Pathology department

2.


Failure of Bed Lifts

Both bed lifts going
out of service
simultaneously for any
length of time.

Lift servicing and maintenance on PPM plan. Lift company specialists to
repair and replace parts. 24 hour standby service to call in engineers. First
line response through Estates for fault finding and repair
Lift entrapment procedures with trained staff in place with OOH call out.
Emergency call button in lift that connects to Switchboard for entrapment
Include action card on bed lift failure to ensure procedures are in place to
manage bed lift availability and repair.
Comprehensive maintenance contract in place
Briefed all team members on the appropriate use of the Bed lifts
We reserve the right to implement the disciplinary process if individuals are
continually found to be misusing/damaging the lifts
Investment of £300K over 2 years to make the Lift Cars more robust.

3.





Infectious Disease
Outbreak
Management

Insufficient Supplies to
respond to critical
need. Limited number
of ventilators and
monitoring equipment
to cope with the
increased demand.

Impact on Business
Continuity/ability of
the Trust to manage
capacity requirements
relating to flow and
staffing caused by a
pandemic outbreak.

Recent modelling suggests SW critical care capacity likely to be able to
meet demand, and risk further mitigated by Bristol Nightingale Hospital and
Networked approach of SW Critical Care Network

Internal Pandemic Flu plan in place and updated in line with national
guidance.
Flu Vaccination programme in place for all Trust staff.
National Flu Vaccination programme in place for all primary school children
in England, over 65's and other vulnerable groups.
Report created by infection control informing of any positive swabs
HR Policy in place to manage staff absence as a result of pandemic



Inability to store
deceased patients if
numbers of deaths
exceed the YDH
mortuary storage
capacity

YDH Mortuary capacity currently holds 56 bodies (3 can be frozen and 4 are
for bariatric patients)
YDH mortuary has been operating business continuity escalation plans
since mid-March 2020 working as if at full capacity, following up any delays
and ensuring at least 10 spaces available every day on current capacity of
56. Currently this is being achieved.
During pandemic response Weekly BNSSSG and Somerset wide conference
calls chaired by Bristol City Council, raising any issues across excess deaths
pathway causing concerns. Weekly Somerset Response calls (YDH, MPH,

Som Par, SCC) to co-ordinate response across Somerset and share any
developing challenges. First call took place 20 March 2020.
Working closely with bereavement team at YDH to ensure no delays in
system.
Funeral Director support.

4.





Loss of key staff
due to Infectious
disease outbreak

Inability to provide
mortuary service at
YDH

Insufficient clinical
staff with key skills
required to manage
infectious disease
outbreak patients
particularly in high risk
areas such as ICU,
ACCU, Anaesthetics
and Respiratory.

Currently staffed to 2.8 WTE
Universal precautions for all mortuary activities in place. Clear guidance
has been received regarding PPE requirements for mortuary staff and
activities in receiving the deceased and post mortem procedures. This has
been discussed with the team. Team have been advised to work in scrubs
and wash hands and change on arrival/departure from mortuary at
beginning and end of shift. Mortuary processes deemed low risk. Laying
out procedures on ward risks deemed moderate risk and guidance has
been circulated and discussed by the team

Skill mix on reviewed and immediate transfer of respiratory skilled staff to
key area.
Daily review of skill mix and skills required to manage patients by staffing
matron
Clinical staff receiving training to upskill where possible.
CCG redeploying clinical staff to acute trusts (background checks not being
done as done by CCG when employed by them).
350 clinical staff on the bank - auto enrolled to work at trust.
Trust writing to all staff who have retired in last 3 years to offer to come
back temporary basis. Pension Agency has agreed to waive any pension
issues.



Staff burn out

Stress policy now in place which includes advice and guidance for manager.
Stress levels are monitored through the staff survey.
HR and OH are available to support managers.
Turnover, grievance and sickness levels are monitored monthly.





Services being diluted
of specialist
teams/staff – Clinical
and non-clinical.
Destabilisation of the
Trust workforce
Increased use of
medical locums/failure
to control clinical

Support in place for employees to gain support and counselling through the
EAP service including a emotional coaching programme and mindfulness.

HR collating list of staff skill sets and managing these against current
priorities for the Trust.

bank/agency locum
costs

Weekly review with Medical Director, Project Manager & Associate Medical
Director to review medical workforce issues and locum/agency spend.
Clinical Workforce Planning meeting established attended by key staff and
chaired by the Medical Director
Processes in place to ensure appropriate candidates can be interviewed
and on boarded in a timely manner (time to recruit)
All new Locums to be authorised

5.


IT and Trakcare

Risk that the services
that the Trust delivers
is negatively impacted
due to an IT security
incident. This could
include ransom ware,
cyber fraud or other
breaches of IT systems
that have a
reputational, financial
or privacy impact that
detrimentally effects
the Trust in carrying
out its responsibilities

Technical security solutions in place such as antivirus, firewalls, VPN and
portal remote access, multi-factorial authentication, web filtering, email
filtering.

If users report to IT when receive SPAM or other suspicious messaging
these are actioned by the IT Team
Annual penetration testing
Perform phishing exercises to test the staff and the system
Mandatory cyber security training for all staff
Additional Cyber Security awareness training for all staff available from 9
December 2019
Cyber security training included within Trust Induction

As noted above, all the risks outlined have clear mitigation plans in place which provides assurance that sufficient mitigations are
planned or already underway to reduce the business continuity risk to the Trust. The highest rated risks within the overall BC risk
summary are outlined below.
Risk

Score

Fire in pathology

12

Loss of both bed lifts for sustained period

12

Running out of PPE

12

Increased use of locums due to staff absence

12

IT failure or security incident

12

Shortage of medicines due to BREXIT or pandemic

12

Individual Business Continuity Plans for each department consider IT reliance as part of their Business Impact
Assessment. In ED for example, plans include moving to manual recording in the event of failure and the input
of this manual data onto computer systems when they restart. In critical areas such as this the maximum
tolerable period is much shorter than in less critical areas such as, for example, car parking.
A separate BIA is required to understand specific risks to IT systems across the Trust and the recovery point
objective for major IT infrastructure currently in place. This would include an outline of, for example, the impact
of TrakCare failure and data loss and the recovery point objective if this were to occur.

5. Assessment of BIA impact on Trust objectives and priorities
The assessments outlined above are critical in delivering patient safety first and foremost but the risks outlined
need to be assessed against Trust priorities and objectives. The Trust priorities are outlined below and have
four key areas of focus: care for the population, developing our people, innovating and collaborating, and
developing a sustainable system.

These priorities are further broken-down into specific objectives that are reviewed annually to assess progress.
The diagram below outlines the 2019/20 objectives against which this BIA has been assessed.

As can be seen, there are 28 specific objectives outlined under the four priorities. These objectives and
priorities have been correlated against the risks and mitigations outlined at the beginning of this document. The
table below outlines the impact on Trust priorities and objectives of the five areas of principle risk.

Risk

Impact on Trust priorities

Fire

The impact of fire would be highly significant for Trust priorities to care for
the population, develop its people and to develop a sustainable system. It
would also impact on the ability to innovate although this is assessed as
significantly less important than the risks to patients and staff.

Lift failure

The impact of life failure would be significant to deliver safe patient care
due to the need to move patients between floors, access theatres or ICU,
and to leave the building. The impact on staff, innovation and
sustainability is lower.

Infectious disease
impact on patients

This risk has a significant impact on caring for patients, developing people
(due to risks of them contracting infection or having to work in infectious
areas), and sustainability due to the costs associated with needing
increased beds.

Infectious disease
impact on staff

This risk is closely linked to the one above but focuses on the impact of
reduced staffing on the organization and patients. It would impact on
caring for our population due to staff shortages, developing our people
due to the likely cessation of training, innovation would be delayed, and
sustainability would be severely impaired due to increased use of agency
staffing to fill gaps.

IT or TrakCare
failure

This risk could pose significant risk to all Trust priorities. Patient safety
may be compromised due to information not being available for
treatment. The impact on staff is lower but would likely create stress and
increased workload. Innovation is significantly focused on digital
innovation and so would be impaired. Finally, sustainability would be
impacted due to the link between Trust revenue and clear recording.

Overall as can be seen, the risks outlined to business continuity would have severe adverse impacts on Trust
priorities and objectives if they occurred. This reinforces the need for clear and robust mitigating actions to be
in place to reduce the chance of these business continuity risks occurring. The Trust is recommended to
regularly assess the adequacy of risk mitigations and whether they are sufficient to adequately assure the
organization.

6. Overall Assessment of BIA
Following review of the outcomes of this BIA our highest areas of risks associated with a BC incident are






Significant fire in a key area of the site
Failure of BOTH tower block bed lifts simultaneously
Infectious disease outbreak affecting patients
Staff loss and absence due to infectious disease outbreak
IT or TrakCare failure

These risks and their potential effects are covered by extensive planning and separate BC plans. They are also
subject to regular and appropriate risk review outside of the annual Business Continuity Management
processes. Mitigating actions are in place with ongoing programmes of work to ensure that risks identified are
mitigated and reviewed. Regular training and exercising of incident plans is in place. Trust EPRR assurance
assessments are carried out annually by Somerset CCG on behalf of NHSEI who have said that the Trust is
compliant with all required standards. Their assessments ensure that Business Continuity Management System

needs are appropriately met alongside other core standards that ensure compliance is met with associated
plans and training and exercises.
On the basis of the mitigations outlined above, and the MPTD and recovery time objectives, this document has
identified some areas where strengthened plans are required.
Other than those areas identified, this BIA provides assurance around risk mitigations in place and a guide to
services that are most vulnerable to disruption and should be prioritised for recovery.

7.

Conclusion and recommendations

YDH now has an appropriate and complete Business Continuity Management System in place which sits within
the EPRR work programme. Each department has an understanding of what their responsibilities are relating
to BCMS and the wider EPRR programme of work. BCMS will continue to feed through the EPRR Group that
meets quarterly through a dedicated Business Continuity update which includes a review of high scoring EPRR
and BC risks. It is important as part of the EPRR BC work that the key risks identified by this document are
monitored and reviewed on a quarterly basis.
It is recommended that:
-

The Trust executive team review and note the content of this document

-

A quarterly review of key risks to business continuity is undertaken by the executive team to determine
whether mitigating actions are adequate

-

RTO is now included as a standalone item in each individual BU BIA.

YEOVIL DISTRICT HOSPITAL FOUNDATION TRUST PERFORMANCE QUADRANT
Jun-20

FINANCE
Breakeven position
in month

Category - Core items
Income
Top up funding from NHS England
Pay - Substantive, Bank & Agency
Non-pay - Consumables, Drugs, Other
Depreciation, Interest, PDC, Impairments
Financial Improvement Trajectory basis
Donated Assets and Impairment
SOCI Position
Additional items
CIP Achievement (to draft new year budget)
CIP % achieved recurrent
Pay - Agency
Capital expenditure
Working cash balance*
Better Payment Practice Code (BPPC)
Total loans from Department of Health & Social Care**

Breakeven year to date to
financial trajectory

Breakeven year
to date

In Month (£'000s)
Variance to
Actual
NHSI run rate
13,771
335
2,524
(444)
(10,796)
(639)
(4,915)
765
(583)
(17)
0
0
41
41
41
41

Of which
COVID
(373)
(777)
(234)
0
(1,384)
0
(1,384)

Actual
51

Variance
(159)

COVID

(822)
(132)
11,973

(278)

(247)
0

0

YTD (£'000s)
Variance to
Actual
NHSI run rate
40,921
613
7,563
(1,341)
(32,020)
(1,547)
(14,806)
2,233
(1,658)
43
0
0
4
4
4
4
Actual
159
90%
(2,126)
(783)
11,973
97%
0

Of which

Jun-20

SAFETY AND PATIENT EXPERIENCE
Indicators
HSMR (Latest available - Apr-19 to Mar-20)
Patient Falls
Pressure Ulcers
C.Diff (Lapse in Care)

Jun-20
0.83
65
5
0

Jun-19
0.88
67
5
0

6 Month Avg
-60.0
6.3
0

Movement
-h
i
g

COVID

E.Coli Gram Negative Blood Stream Infections

1

2

0.83

h

(1,159)

MRSA
Incidents reported
Number of never events
Number of prescribing errors causing harm
VTE risk assessment completed on admission
Complaints
PALS Concerns

0
724
0
0
91.50%
2
43

0
704
0
1
95.71%
5
49

0
674
0.16
0.50
-3
43

g

Inpatients Friends and Family Test Response Rate (Statutory Return) *

--

30.08%

--

--

Inpatients Friends and Family Test Likely to Recommend (Statutory Return) *

--

98.82%

--

-i

(2,344)
(797)
0
(4,300)
0
(4,300)

Variance
(451)

COVID

(496)

(750)
(174)

h
g
g
i
i
h

4.54%

4.84%

--

Number of cancelled operations for non-clinical reasons

0

10

--

i

Safe Staffing nurse fill rate (Number of wards at < 80% establishment)

0

0

--

g

Rate of readmissions for the same clinical condition (% of total number of admissions)

* The collection of the Friends and Family test has been temporarily suspended due to the coronavirus outbreak

Jun-20

PERFORMANCE
Indicators
A&E 4 hour Waiting Times
Ambulance Handover Times
RTT - Incomplete Pathways Waiting Times
Diagnostics - 6 Weeks Waiting Times
Cancer - 2WeekWait - Waiting Times (May-20)
Cancer - 2WeekWait - Breast Symptoms (May-20)
Cancer - 28 Day Diagnosis - 2WeekWait (Mar-20)
Cancer - 28 Day Diagnosis - Breast (Mar-20)
Cancer - 31 day Treatment Waiting Times (May-20)
Cancer - 62 day Standard Waiting Times (May-20)

Actual
97.14%
-54.10%
64.52%
97.76%
100.00%
78.92%
93.75%
93.94%
75.00%

Local Target
95.0%
98.0%
-99.0%
93.0%
93.0%
--96.0%
85.0%

National Standard
95.0%
98.0%
92.0%
99.0%
93.0%
93.0%
TBC
TBC
96.0%
85.0%

RAG Status: Local Target achieved,Target failed - within 1% of local target,
Target failed - more than 1% away from achieving local target

Movement
h
h
i
h
h
h
h
h
i
h

RAG (Local)

Jun-20

PEOPLE
Indicators
Turnover
Registered Nursing Vacancies (% of Whole Time Equivalent)
Medical & Dental Vacancies (% of Whole Time Equivalent)
Other vacancies (% of Whole Time Equivalent)
Total Vacancies (% of Whole Time Equivalent)
Absence Rate (month in arrears)
Mandatory Training Rate
Staff Appraisal Rate
Agency Spend in Month against ceiling (£000's)
Agency Spend YTD against ceiling (£000's)

Jun-20
14.82%
0.29%
2.66%
2.95%
1.98%
3.41%
86.43%
85.93%
£822
£1,898

Jun-19
16.43%
1.22%
3.72%
3.81%
2.90%
2.47%
90.94%
90.79%
£569
£1,448

Target
12%-17%
5.00%
5.00%
2.00%
2.00%
3.00%
85.00%
90.00%
£470
£1,410

Movement
i
h
i
h
h
h
h
h

RAG

AUDIT COMMITTEE
Minutes of the Audit Committee held on
Wednesday 20 April 2020 at Yeovil District Hospital
Present:

Paul Mapson
Paul von der Heyde
Jane Henderson
Martyn Scrivens

Non-Executive Director [Chair]
Trust Chairman
Non-Executive Director
Non-Executive Director

In Attendance:

Graham Hughes
Adam Spires
Claire Baker
Rees Batley
Sarah James
Jonathan Higman
Ben Edgar-Attwell
Sam Hann
Alison Whitman
Nigel Stone

Non-Executive Director
BDO
BDO
KPMG
Chief Finance Officer
Chief Executive
Company Secretary
Head of Risk and Compliance
Public Governor Observer
Public Governor Observer

Presenters:

Jim Mills

IT Services Manager – SSL

Ref:
12021

No:
1
1.1

Action

22021

2
2.1

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

32021

3
3.1

MINUTES OF THE LAST MEETING AND ACTIONS/MATTERS ARISING
The minutes of the meeting held on 20 January 2020 were reviewed. Ben
Edgar-Attwell noted that the minutes referred to the incorrect date. Subject to
this correction, the minutes were approved as a true and accurate record.

WELCOME AND APOLOGIES FOR ABSENCE
Paul Mapson welcomed everyone to the meeting. Apologies for absence were
noted as above.

3.2

With regard to matters arising, Paul Mapson said he concurred with the decision
that a separate Counter Fraud Champion (who was not a member of the Board)
was not required [item 42-1920, 4.4 refers]. Sarah James said that feedback
from the Counter Fraud Engagement Visit suggested that this role may become
a requirement going forward and the Trust would await this guidance. Martyn
Scrivens said he understood that the Counter Fraud Authority suggested that
Sarah James could fulfil the role if required in the future. Sarah James said that
this was not clarified in the visit and the guidance would be reviewed when
available.

3.3

Paul Mapson noted the discussion at the previous committee regarding the
counter fraud referral relating to claims of additional shifts. He suggested that an
internal audit could be completed on the processes on the management of
manager’s annual leave etc. Claire Baker advised that this was within the
Counter Fraud Annual Plan for 2020/21.

BEA

42021

52021

3.4

Paul Mapson asked if the action required for the Going Concern statement for
the annual accounts had been completed. Sarah James advised that this related
to last year’s accounts and additional processes had been introduced.

3.5

Ben Edgar-Attwell advised that the actions as recorded on the action sheet had
been completed or due to be reviewed within this meeting.

4
4.1

AUDIT COMMITTEE TERMS OF REFERENCE
Ben Edgar-Attwell explained that the terms of reference for the committee had
been reviewed and updated. The main changes include:
 Updating reference to the NHS Counter Fraud Authority
 Requiring the Chief Executive (or a nominated deputy) to attend the
meeting as Accountable Officer for the organisation
 Updated job titles.

4.2

Martyn Scrivens suggested that a more thorough review of the terms of
reference could be undertaken to ensure that they accurately reflect the position
of the various Board assurance level committees. One example was the review
of losses, compensations etc. that was currently being received by the Financial
Resilience and Commercial Committee. Further risk management assurance
was potentially required for the entire Trust group.

4.3

Jane Henderson said that governors should not be “required” members of the
committee; this should be on an optional basis. This change was agreed.

4.4

On the basis of the above, it was agreed that a meeting would take place
between Paul Mapson, Martyn Scrivens, Sarah James, Paul von der Heyde and
Ben Edgar-Attwell to consider the Audit Committee Terms of Reference in detail
prior to bringing back for approval. The HFMA guidance and best practice would
be considered.

5

5.1

BDO INTERNAL AUDIT/COUNTER FRAUD REPORTS
Internal Audit and Counter Fraud Progress Report
Adam Spires reported that the work had been finalised on the 2019/20 internal
audit plan with a number of reports being presented at this committee. He
advised that the Workforce Safeguards report was out in draft and would be
presented at the next Audit Committee. As agreed, the rostering audit had been
postponed until 2020/21 as a new system is being rolled out across the Trust.
The internal audit days for this audit will be carried across. Paul Mapson asked if
the fact that the Workforce Safeguards review hadn’t been finalised and the
rostering postponed had affected the internal audit opinion. Adam Spires said
that the key reviews required for the audit opinion had been completed.

5.2

Paul von der Heyde said that COVID-19 should not be a blanket excuse for the
non-completion of actions and recommendations if this was not directly
attributable. Jonathan Higman agreed and noted that a number of the actions
were from the previous year and a review of the reasons was required.

5.3

Paul Mapson said that executive review of the audits to be completed may be
required to ensure the right focus during this time. He said potential issues could
arise should key audits be delayed too much. Jonathan Higman said it was
vitally important that key governance processes continue at this time.
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5.4

Claire Baker provided an update on the counter fraud work completed with no
real issues to raise at this time. A risk assessment of potential fraud cases
because of COVID-19 was completed with briefings to be circulated to staff.

5.5

There had been one allegation of fraud raised during the quarter relating to a
member of staff not recording sickness absence on their timecard. This had
been investigated by the HR department. Jane Henderson noted the update on
the previous ongoing fraud case on claiming of additional shifts. She asked if the
finance department would be seeking recovery of funds. Sarah James said a
review of decision making processes on whether to pursue cases had been
considered as this decision should not sit with the HR department. Going
forward, this decision would be made by Sarah James in consultation with Claire
Baker. There is a need to ensure the right messaging to the organisation if
action is not taken on cases. Graham Hughes asked about the outcome of the
case. Sarah James provided an overview which included redeployment with a
lower level of responsibility.

5.6

Martyn Scrivens noted the recent fraud case at another organisation relating to
not having relevant copies of documents for the Directors’ fit and proper persons
checks. Claire Baker explained that this related to an individual who had worked
at the Trust for an extended period of time and had claimed they had a degree.
Claire Baker said that BDO would ensure that documentation on existing
employees remains up to date.

5.7

5.8

5.9

5.10

Risk Management Report
Adam Spires reported that the Risk Management Audit provided a rating of
Substantial assurance for Design and Moderate assurance for Operational
Effectiveness with good practice in place. The two recommendations were noted
and it was agreed that a review of how the subsidiaries interact with risk
management was to take place. In addition, Adam Spires said that work had
already commenced on improving the business case management.
Learning from Deaths Report
Moderate Assurance for both Design and Operational Effectiveness had been
achieved for the Learning and Deaths audit. Jane Henderson said that she was
surprised to see that this report was addressed to the Chief Nurse rather than
Chief Medical Officer. Adam Spires said that Tim Scull had been involved in the
discussions and review although there had been the issue of timings and the
change in Chief Medical Officer from Tim Scull to Merry Kane. Merry Kane has
been sighted on the report. Jonathan Higman added that the Clinical
Governance department (where the learning from death process is facilitated) is
overseen by Shelagh Meldrum as the Chief Nurse.
Jonathan Higman raised the comment in the report on the roll out of Medical
Examiners and the requirement to have 100% of deaths reviewed by April 2020.
This deadline had been postponed until September 2020 in light of the COVID19 pandemic. The Trust has appointed three Medical Examiners who are
commencing this piece of work and are will be fully integrated ahead of the
September 2020 deadline. Martyn Scrivens asked if palliative care deaths would
also be reviewed through this process. Jonathan Higman confirmed that all
deaths are to be reviewed, including palliative care deaths and this would ensure
accuracy of clinical coding (although this is not believed to be an issue at YDH).
Key Financial Systems
The Key Financial System audit received Substantial assurance for Design and
Moderate assurance for Operational Effectiveness. A number of areas of good
practice were identified. One medium recommendation had been made relating
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to aged debtors. Sarah James said this was a known issue and the department
was working to tighten the processes in this area. Whilst SBS are responsible
for chasing debtors on the Trust’s behalf, they do not accept Patient Identifiable
Data for private patient invoices in the first instance. This leads to delays and is
an issue faced nationally. Sarah James said a piece of work planned to
understand how these debts arise and how learning could be identified to avoid
these debts going forwards. Paul Mapson questioned the private patient debts
and whether they pay in advance. Sarah James said that this largely relates to
insurance company excess recovery. Graham Hughes offered his litigation
expertise and support should this be helpful. This was welcomed.
5.11

5.12

5.13

Rees Batley noted the report outlined the good practice on the compiling
consolidated balance sheets. He asked how often these are prepared. Sarah
James said that she would find this out and let him know in due course. Rees
Batley said that it was reassuring that this exercise is completed.
Data Security and Protection Toolkit (DSPT)
Paul Mapson noted the Substantial Assurance received for the DSPT review and
that this should be commended. Following questions on the risk of cyber
security aspects, Adam Spires advised that this audit only related to the toolkit
and was not an updated cyber security audit.
Internal Audit Annual Report and Internal Audit Opinion
Adam Spires spoke to the circulated annual report and audit opinion. BDO are
able to provide moderate assurance that there is a sound system of internal
control designed to meet the Trust’s objectives, and that controls are being
applied consistently. The key reviews/audits have been completed in order to
provide this assurance level and the Trust has a good record of implementing
audit recommendations.

5.14

The committee raised concern on the ongoing actions required for General Data
Protection Regulations and those around IT Security and that these needed to
be progressed. Adam Spires said that these would continue to be chased by
BDO and reported to the Audit Committee for visibility. Martyn Scrivens said that
discussions had previously taken place on the achievement of Moderate
assurance opinion bearing in mind the Limited ratings in some areas. It was
recognised that there were fewer Limited ratings than previous years and the key
areas either achieved Moderate or Substantial assurance.

5.15

Jonathan Higman said that it would be useful to have a simple list of the
outstanding actions from previous audits for review by the YDH executive team
to ensure correct ownership and to progress these. Adam Spires agreed on this
approach and the follow up of recommendations report provided this information.

5.16

Paul Mapson said that it appeared to be an overall satisfactory report for 2019/20
with some key areas for further review and action.

5.17

Counter Fraud SRT
Claire Baker presented the draft responses to the Counter Fraud SRT toolkit
return. She explained that eight standards had moved from amber to green, one
standard remained amber and one moved from green to red. The standard
remaining amber related to the requirement to measure staff awareness of the
policy and the staff survey undertaken did not receive sufficient responses to
evidence this. Alternative arrangements are being reviewed for next year. Claire
Baker said that discussions had taken place with the Counter Fraud Authority
(CFA) of the recording of allegations; this was the standard rated as Red within
the SRT. At present allegations require a range of personal details and this
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raises questions in relation to GDPR and what information the CFA retain should
any allegation be unfounded.
5.18

5.19

5.20

5.21

62021

Ben Edgar-Attwell noted that a green rating was suggested for the collation of
declarations in line with the Conflicts of Interest Guidance. He said that as a
result of COVID-19, there were potential delays in ensuring that the annual
declarations are completed at this time. Claire Baker said that she had raised
this with the Counter Fraud Authority who have suggested that as long as there
are processes for seeking and chasing declarations then a green rating could be
provided. Rees Batley noted that this would need to be declared within the
Trust’s Annual Report. Ben Edgar-Attwell and Rees Batley would pick this point
up outside of the meeting.

BEA/
RB

Engagement Visit Report
Claire Baker explained that an engagement visit had taken place with the CFA in
recent weeks. The outcome is largely positive with an action plan in place to
address the findings. The majority of actions are already complete. Sam Hann
pointed out that the report referred to Datix rather than Ulysses as used at YDH.
As this was a CFA report, it was suggested that this is just noted in the minutes
for future reference.
Internal Audit Follow up of Recommendations Report
Adam Spires presented the above report, noting that there had been some delay
in the completion of actions following the COVID-19 pandemic. He noted the
previous discussion outlining that COVID-19 should not be used as a blanket
excuse and that actions should still be completed.
Paul Mapson noted a small number of actions that were overdue and that some
by a significant margin. Martyn Scrivens echoed this point, with some actions
having had their deadlines extended. The action relating to the completion of a
Trust wide Business Continuity Impact Assessment was extremely important. It
is recognised there are business continuity plans in place for each area, but an
overall assessment had not yet been completed. Jonathan Higman agreed that
this was important and that this would be chased.

5.22

Martyn Scrivens noted that the cyber security update paper to be discussed later
on the agenda suggested that three of the cyber security actions had been
completed. Adam Spires said that BDO would need to review the details but
agreed that these could potentially be marked as complete.

6
6.1

DRAFT INTERNAL AUDIT PLAN 2020/21
It was confirmed that in the creation and drafting of the internal audit plan, YDH
executive input had been received with a review of the draft plan at the Executive
Directors meeting. The plan had considered the risks to the organisation as
recorded in the Board Assurance Framework and Corporate Risk Register. The
timings of reviews have been shifted so that they avoid Q1 in light of COVID-19.
There is also flexibility in the programme to reflect any risks during the year.

6.2

Martyn Scrivens said that during times of crisis and strain, this is when internal
audit can be used to look at the critical items and what needs to continue. He
asked if the risk profile in the current climate had been carefully considered and if
there were any areas for potential spot checks across departments. Adam
Spires agreed with this and said that BDO aims to be flexible and be proactive in
assisting during this time. On this basis, consideration of where BDO could
provide support would be reviewed.
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7
7.1

DRAFT COUNTER FRAUD PLAN 2020/21
Claire Baker advised that the 2020/21 counter fraud plan had been developed
based on the standards and reflects the SRT ratings for this year. She advised
that the guidance and annual plans from the CFA were awaited and this may
result in some small amendments for focus during 2020/21. National
governance standards for fraud are expected in the future.

7.2

BDO have undertaken a review of any risks of counter fraud resulting from
COVID-19 bearing in mind the rapid response that may be required in the
procurement of equipment etc. Ongoing support is to be provided throughout the
year. In 2020/21, a review of processes for the management of annual leave for
doctors, nurses and senior staff is planned.

8

8.1

8.2

8.3

8.4

92021

9
9.1

KPMG EXTERNAL AUDIT
Progress and Technical Update
Rees Batley presented the KPMG progress and technical update. He
highlighted the shift in the timetable for the drafting and auditing of the annual
accounts and annual report. There has been a change in the audit scope with
the requirement to complete audit work for the Quality Account removed
following communication from NHS England and Improvement. In addition, the
implementation of IFRS16 has been deferred to the following year. Due to the
Trust’s group structure, IFRS16 is still required within Simply Serve Limited but
will not be required for the group’s consolidated accounts. A reduced audit fee
as a result has been agreed as a result of the changes in requirements.
Interim Audit Findings Report
Rees Batley reported that KPMG undertook reviews of the control environment
across six key areas and found the controls to be operating effectively in the
majority of instances with the exception of journals authorisation. This related to
SPS posting and approving journals. This is experienced nationally and is a flaw
with the national system. Sarah James said that there are internal control
processes in place to mitigate this and the issue has been fed back to the
system supplier on a repeated basis through the various user groups. Paul
Mapson recognised this issue and said it is typically well managed locally and
therefore a low risk.
Rees Batley said the COVID-19 pandemic has led to some uncertainty around
valuations of the Trust estate with a number of disclaimers made. An approach
and process has been agreed for the current period. Sarah James said that this
issue had been raised nationally with feedback received that this is being
considered on a national scale.
Q3 Benchmarking Report
The committee noted the Q3 benchmarking report, recognising that the position
has changed in recent weeks and months.
ANNUAL REPORTING – PROPOSED TIMETABLE
As explained by Rees Batley, the timetable for the annual accounts and reports
has been shifted in order to reduce the burden on NHS organisations during the
COVID-19 pandemic. Following a meeting with KPMG, the Trust intends to
complete the bulk of the work required for the reports as close to the original
timetables as possible in order to mitigate the risk of any delays. However, it is
proposed that the Audit Committee scheduled to review and recommend
approval of the annual reports is postponed until June 2020.
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9.2

The key dates were outlined within the papers; this includes an additional Pt2
Board of Directors meeting to approve the accounts prior to submission to NHS
England and Improvement.

9.3

Paul Mapson noted the paper outlined a decision was required on whether to
submit draft accounts on 27 April 2020 or 11 May 2020. Sarah James said that
this would be an internal decision and was not a decision for this committee.

9.4

The Audit Committee approved the new proposed timetable as outlined within
the paper.

10

RISK MANAGEMENT FRAMEWORK

10.1

10.2

10.3

Q4 2019/20 Board Assurance Framework (BAF)
Ben Edgar-Attwell reported that the BAF had been updated to reflect the Q4
position; it was important to note that a full update to the risks would be
undertaken in the coming months in light of COVID-19 to reflect the Q1 2020/21
position.
There is one principal risk as monitored by the Audit Committee; this relates to
the risks around business continuity bearing in mind the reliance on electronic
systems. It was noted that the interim IT business continuity plan was now in
place. Martyn Scrivens said that it would provide the committee with additional
assurance if this plan could be presented or circulated to the committee. Ben
Edgar-Attwell said he would liaise with the IT Management Team regarding this.
It was requested that additional movement arrows are provided to show whether
the controls and assurance elements had increased or decreased in ratings from
the previous quarter to provide focus of discussion. This would be implemented
for future reports.

10.4

Paul Mapson noted that the highest rated risks within the Corporate Risk
Register (CRR) related to fire and questioned why this was not reflect in the
BAF. Ben Edgar-Attwell said that a full review of risk management process had
been completed the previous year, with the BAF exploring and monitoring the
principal risks to achieving the Trust’s strategic priorities, with the CRR covering
the risks arise at an operational level. Martyn Scrivens said that it is possible to
cross reference between the two reports and does not feel that the Trust is
missing anything with regard to risk management and oversight through the
current methods of reporting.

10.5

Nigel Stone asked if internal audit is involved in the review and setting of current
risk ratings. Ben Edgar-Attwell said that internal reports and the assurance
ratings from these will be taken into consideration of the overall risk ratings. In
addition, Sam Hann explained that BDO had tested the Trust’s controls and
mechanisms in place.

10.6

Q4 2019/20 Corporate Risk Register (CRR)
Sam Hann explained that a typical corporate risk register had been produced
alongside a COVID-19 specific register. The top non-COVID-19 related risks
during Q4 related to the long term financial sustainability of Symphony
Healthcare Services, risk of not being able to progress evacuation in the event of
fire and fire compartmentalisation in main theatres. The mitigating actions
relating to these risks were outlined within the report. There is potential to
progress with some of the fire compartmentalisation works in the current
situation due to a lower occupancy level within the hospital. This may be
potentially hindered by a need to further socially distance patients on wards.
7|Page

BEA

BEA

10.7

10.8

Paul von der Heyde asked if the presented scores were the inherent score or the
current score with mitigating actions taken into consideration. Sam Hann
confirmed it was the mitigated scores post mitigating controls.
Q4 2019/20 Risk Assurance Committee Report
The committee noted the Q4 report where it was confirmed that there was
nothing of particular concern to raise at this committee.

11
11.1

CYBER SECURITY UPDATE
Jim Mills attended the meeting to present an update on the cyber security
actions and recommendations from the previous internal audit. He advised that
third party penetration testing had been completed via NHS Digital approved
suppliers. This included IT health checks with subsequent review visits. Going
forward there will be annual third party penetration tests. In addition, software
has been purchased to enable the Trust to complete its own internal and external
penetration tests.

11.2

Paul Mapson asked about the roll out of the PC refresh programme and ensuring
operating systems are up to date. Jim Mills said that there was extended
Microsoft support for Windows 7 until January 2021 for the NHS but it is
anticipated that the operating system work would be completed by October or
November 2020 for both servers and client operated systems. Some vendors
will not support the latest updates and therefore some contracts have been
terminated as a direct consequence.

11.3

Martyn Scrivens asked about security elements to ensure the Trust is not prone
to ransomware. Jim Mills provided an overview which included several layers of
security with firewalls in place. In addition, email and web gateways are in place
for both incoming and outgoing data. Alongside this, the Trust has
comprehensive antivirus software in place. The Trust was robust during the
Wannacry incident. In the event of a successful ransomware attack, the Trust
has data recovery solutions in place and can roll back systems if required with
very little loss of data.

122021

12
12.1

3 KEY ITEMS TO HIGHLIGHT TO THE BOARD
It was agreed that the following items would be highlighted to the Board of
Directors:
 Internal Audit and Counter Fraud Annual Plans agreed
 Change in the national reporting timeline
 Internal Audit Annual Report and Audit Opinion

132021

13
13.1

ANY OTHER BUSINESS
Ben Edgar-Attwell advised that the Trust is receiving a number of donations and
gifts from various companies during the COVID-19 pandemic. A comprehensive
report of any gifts and donations to the Trust during this period would be drafted
for presentation at a future Audit Committee for oversight.

142021

14
14.1

DATE OF NEXT MEETING
Wednesday 17 June 2020, 13:30, Boardroom, YDH
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AUDIT COMMITTEE
Minutes of the Audit Committee held on
Wednesday 17 June 2020 at Yeovil District Hospital
Present:

Paul Mapson
Paul von der Heyde
Jane Henderson
Martyn Scrivens

Non-Executive Director [Chair]
Trust Chairman
Non-Executive Director
Non-Executive Director

In Attendance:

Jonathan Higman
Sarah James
Ben Edgar-Attwell
Graham Hughes
Rob Andrews
Rees Batley
Adam Spires
Claire Baker
Ryan Garland
Sam Hann
Fiona Derbyshire
Nigel Stone
Dan Owsten

Chief Executive
Chief Finance Officer
Company Secretary
Non-Executive Director
KPMG
KPMG
BDO
BDO
Deputy Chief Finance Officer
Head of Risk and Compliance
Corporate Accountant – Reporting and Analysis
Public Governor Observer
National Finance Trainee

Ref:
152021

No:
1
1.1

Action
WELCOME AND APOLOGIES FOR ABSENCE
Paul Mapson welcomed everyone to the meeting. Apologies for absence were
noted as above.

1.2

Paul Mapson provided an overview of the intended outcomes of this meeting, i.e.
to review and consider a recommendation to the Board of Directors for the
approval of the Annual Report and Annual Financial Accounts.

162021

2
2.1

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

172021

3
3.1

HEAD OF INTERNAL AUDIT OPINION 2019/20
Adam Spires presented the final Head of Internal Audit Opinion for 2019/20.
There had been a small amendment from the draft opinion as reviewed in April
2020 to include the final internal audit report on Workforce Safeguards. The
output of this review did not impact the final Internal Audit Opinion. Therefore,
BDO have been able to provide Moderate assurance that there is a sound system
of internal control designed to meet the Trust’s objectives, and that controls are
being consistently applied.

3.2

Paul Mapson said that it was good to have received this level of assurance and
that there were no major areas giving cause for concern. Jonathan Higman
confirmed he was content with the opinion as presented.

182021

4

4.1

EXTERNAL AUDIT FINDINGS
ISA 260
Rees Batley spoke to the previously circulated ISA 260 Audit Memorandum. He
explained that KPMG had completed an assessment of the control environment
where one recommendation had been re-raised from the previous year in relation

to SBS journals review. Three further control recommendations have also arisen
as a result of the year-end audit. A clean opinion is provided on the financial
statements.
4.2

In terms of the Going Concern statement, there had in previous years been a level
of uncertainty, however with the revised funding arrangements in place due to
COVID-19 and the conversion of loans converted in Public Dividend Capital
(PDC), KPMG were able to confirm that the Trust’s approach was balanced and
reasonable.

4.3

With regard to Value for Money (VfM), a qualified opinion has been provided.
KPMG has identified two significant VfM risks. These relate to the forecast deficit
and stretching cost improvement plan (CIP) target for 2020/21. The Trust
continues to operate with an underlying deficit, with no medium term plans to
return to a break-even position. In addition the Trust Group Care Quality
Commission (CQC) inspection resulted in an Inadequate rating for Use of
Resources. Following this inspection, an independent review of financial
governance arrangements was commissioned, which resulted in a series of
actions to be completed. Rees Batley advised that when reviewing the position
and forming the opinion, KPMG are required to review the arrangements in place
throughout the entire financial year. Whilst significant progress has been made
across the identified actions, due to the timings of the completion of a number of
actions KPMG are unable to provide an unqualified opinion for VfM.

4.4

Jane Henderson asked if there had been any failure to act upon identified actions
as part of the Use of Resources and independent financial governance review; did
the qualified opinion for VfM arise from specific failings. Rees Batley said that
KPMG reviewed the Trust’s response to the risks and the actions taken. This
includes reviewing the work of the organisation with various system partners, the
decision making processes and actions taken. KPMG were able to confirm that
action had been taken and there was a noticeable improvement in this position
from the previous year, however the VfM money opinion is required to consider
the arrangement across the entire financial year. The opinion largely arises due
to the timings of when actions were completed with the majority of these falling
into the latter part of the financial year. It is therefore not possible to demonstrate
resolution for the entire financial year.

4.5

Paul Mapson noted this point and suggested that should the current trajectory of
improvement and the completion of actions continue, the Trust could potentially
demonstrate a stronger position during the next audit. It is important to recognise
that there may be further challenges arising as a consequence of COVID-19.

4.6

Martyn Scrivens challenged the position as it was not clear to him what significant
actions were outstanding. He asked whether the Trust had sufficiently progressed
the required actions to receive an unqualified opinion going forward. Rees Batley
reiterated that the qualified VfM opinion for 2019/20 was primarily due to timings,
with the financial governance review taking place later in the financial year.
KPMG are able to confirm that significant progress has been made since
publication of this report, but he was unable to confirm that this would be sufficient
for the 2020/21 audit. It was suggested that further consideration of the future
position could take place outside of the meeting. It was confirmed that there was
no prospect of the opinion for 2019/20 being modified.

4.7

Sarah James said that based on the discussion and reasons provided, the
conclusion for 2019/20 appeared correct although this was disappointing. Rees
Batley wished to reiterate that despite the qualified VfM opinion, there had been
significant progress made in 2019/20. Rees Batley said that there are two types
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of qualified opinion, an ‘adverse’ or ‘except for’ and a qualified (except for) opinion
was provided.
4.8

4.9

Rob Andrews provided an overview of the other risks identified as part of the
annual audit process; these were consistent with KPMG’s other NHS clients. One
of these related to the revaluation of the land and property and the uncertainty on
valuations due to COVID-19. There were also matters arising in whether the
valuation could or should exclude VAT bearing in mind the arrangements in place
with Simply Serve Limited. Rob Andrews said that there had been some progress
in strengthening the controls with the SBS (finance system) self-approved journal
authorisations although it was noted that the finance team had escalated this to
the SBS team to request additional controls are put in place.

4.10

Other areas of focus include the International Financial Reporting Standards
(IFRS) 16, for which the Trust is required to report transactions from 1 April 2020.
It is therefore important the Trust collates reliable data for comparable figures.
Simply Serve Limited are required to apply IFRS 16 within the 2019/20 accounts.

4.11

Sarah James said that the audit has raised some helpful points for consideration;
the Trust will take these points away and review for implementation and action.
The point raised on the valuation and the potential VAT consideration is a key
area for review. Paul von der Heyde said that a paper outlining the options
around this should be considered. Sarah James confirmed that this would be
reviewed in detail and a recommendation would be reviewed in due course, likely
at the Financial Resilience and Commercial Committee.

4.12

192021

Paul von der Heyde said that it was important for the Board of Directors to
recognise this position, but raised concern on the external perception of this
qualified VfM opinion. Jonathan Higman asked if the wording within the Annual
Report and Annual Accounts could be amended to provide additional commentary
on the Trust’s position, to recognise the progress made. Rees Batley said that
this was an eminently sensible approach. On this basis, it was agreed that Ben
Edgar-Attwell and Sarah James would draft revised wording to reflect this
discussion and the position of the Trust. This wording would be considered by
KPMG and approved for inclusion in the final draft by Paul Mapson.

Martyn Scrivens noted the point about not recognising a holiday pay accrual in the
accounts. Sarah James said that this was a decision made in previous years and
was not material. Rees Batley said that this approach was also replicated in a
number of organisations. Paul Mapson agreed that this was common practice.

4.13

Rees Batley said that he wished to thank the finance teams within YDH for their
work and input, which had been complicated by the COVID-19 outbreak and the
subsequent need for social distancing resulting in a remote audit.

4.14

Rees Batley said that subject to a small number of outstanding points, following
the final review of the financial accounts to ensure consistency, a clean opinion
would be provided.

5
5.1

DRAFT ANNUAL REPORT 2019/20
Ben Edgar-Attwell explained that the Trust is required to produce a fair and
balanced report of the activities and performance of the hospital. The Annual
Report for 2019/20 has been drafted in line with the Annual Reporting Manual
provided by NHS England and Improvement. In light of the COVID-19 outbreak,
the manual had been streamlined with the performance analysis section being
optional. The Trust had taken the decision to include a performance analysis to
provide commentary alongside the performance figures.
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202021

Paul Mapson noted that the Annual Report provided financial figures for both YDH
itself and the wider Group, however did not provide a comparison to the previous
year. He questioned this approach. Ben Edgar-Attwell said that the Annual
Report and Annual Financial Accounts are combined into one document and the
approach within the Annual Report was in line with previous years; however, this
could be amended to provide the group position compared to the previous year.
On the basis that this would provide a more rounded picture to a reader, a request
was made to include the comparison to the previous year’s position. This would
be actioned prior to presentation to the Board of Directors.

5.3

Paul Mapson said that the Annual Report was a well written report and provided a
very good summary of the activities and performance within 2019/20. It was well
balanced and it was useful to include the performance analysis.

5.4

Ben Edgar-Attwell confirmed that the wording on pages 31 and 69 relating to the
external audit opinion would be amended in line with the discussion above [item
4.8 refers].

5.5

Jonathan Higman and Paul von der Heyde wished to thank Ben Edgar-Attwell for
his diligent work on the Annual Report despite the challenges raised during the
COVID-19 outbreak.

6

DRAFT ANNUAL FINANCIAL ACCOUNTS 2019/20 INCLUDING TAC
CONFIRMATIONS
Sarah James said that it had been a remarkable year in the drafting of the Annual
Accounts, with a number of challenges to be overcome arising from COVID-19
along with both herself and Ryan Garland working out and improving processes.
She said there were some aspects where further improvements could be made,
however the process was believed to be much improved upon previous years.

6.1

6.2

A Chief Finance Officer’s report was included in the papers to outline the process
for completion and the key features of the 2019/20 Annual Accounts. This
included an overview of the four primary statements. Sarah James said that the
report also outlined the material differences to the previous financial year and the
impact on the Accounts for the conversion of loans to PDC. Other changes in
2019/20 include the purchase of ASI’s shares in Daycase UK Ltd, the Radiology
Managed Equipment Service and the IFRS changes.

6.3

Sarah James said that since circulation of the papers, a small number of
amendments had been made, including the amendment of page numbers and a
small rounding error. In addition, a revised Cashflow Statement was presented to
the Committee; the bottom line number and group position remained as per the
previously circulated version of the report, however there had been a small
number of corrections in how this was broken down and presented.

6.4

Sarah James also reported that there was to be a small amendment to note 1.5
relating to Property, plant and equipment on page 23. This was to include
wording around the uncertainty around the valuation due to COVID-19. Other
presentational changes include inclusion of clearer breakdowns and comparisons
to the previous year. This would also be reflected in the tables included in the
Annual Report.

6.5

Paul von der Heyde said that the Chief Finance Officer’s report was a helpful
summary. He asked if in future years this could include a breakdown of the
movements for YDH and the various subsidiary companies. Paul Mapson agreed,
he suggested that the Committee could define the requirements of the report.
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6.6

Martyn Scrivens asked about the payments to acquire intangible assets as
outlined in the Cashflow Statement. Fiona Derbyshire advised that this included
the TrakCare patient administration system developments.

6.7

Martyn Scrivens suggested that the narrative note regarding Daycase UK is
revised to provide additional clarity on the current position of the entity in line with
the Annual Report. This would be amended.

6.8

Paul Mapson noted that the Operating Segments section did not appear to align
with other sections of the report and questioned whether it should be included.
Fiona Derbyshire said that this section is mandated. Rob Andrews said that the
figure presented is the bridging gap of what is reported to Board and what is
included in the Annual Accounts. It was agreed that segmental analysis was to be
revised for the next financial year, especially following the new Accountability
Structure as presented to a recent Board of Directors meeting.

6.9

A small number of grammar and spelling errors were noted. These would be
corrected.

6.10

The Committee noted the TACs as presented to the Committee. There were no
issues to note.

7
7.1

MANAGEMENT REPRESENTATION LETTERS
Rees Batley advised that the Management Representation Letter was a key
document that KPMG would require prior to signing the Annual Report and Annual
Accounts. The letter is the standard letter providing confirmation from the Board
that it has fulfilled its responsibilities in preparation of the financial statements and
made known to the External Auditors any relevant matters of which the Board
members are aware.

7.2

Jonathan Higman confirmed that he was happy to confirm the wording in the
letter. This would be presented to the Board of Directors for approval prior to
signing.

8
8.1

RECOMMENDATION TO THE BOARD OF DIRECTORS
Following the discussion on the various reports, Paul Mapson said there was
nothing to suggest that the Committee is unable to make a recommendation to the
Board of Directors for the adoption of the Annual Report and Annual Accounts.

8.2

The Committee recognised the risks as outlined within the External Auditors ISA
260 report.

8.3

On the basis that the minor presentational changes are made as discussed, and
the commentary regarding the External Audit VfM opinion is strengthened in the
Annual Report, Paul Mapson asked if the Committee were content in making a
recommendation for approving and adopting the report to the Board of Directors.
This recommendation was agreed.

9
9.1

SBS ISAE3402 Report 2019/20
Sarah James spoke to the brief SBS ISAE3402 Report. This report provided
formal assurance from SBS on the services provided to the Trust during 2019/20.
There were no issues of concern although one thing to note is that due to
COVID19, the auditors were unable to test a small number of controls in SBS’s
India office for the period February to March 2020. This has resulted in a qualified
opinion for SBS. SBS have provided confirmation that all controls and processes
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remained in place and were fully operational during this period. The report
therefore provides adequate assurance as to the levels of control applied by SBS
when processing on behalf of the Trust.
242021

10
10.1

ANY OTHER BUSINESS
Paul Mapson wished to thank everyone for their work during the drafting of the
various annual reports, with specific thanks to Ryan Garland, Fiona Derbyshire,
Ben Edgar-Attwell and the teams within KPMG and BDO.

252021

11
11.1

DATE OF NEXT MEETING
Wednesday 22 July 2020, 14:00, Boardroom, YDH
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GOVERNANCE & QUALITY ASSURANCE COMMITTEE
Minutes of the meeting held on
Wednesday 22 April 2020 at Yeovil District Hospital via Webex
Present:

Jane Henderson [Chair]
Graham Hughes
Maurice Dunster
Martyn Scrivens
Paul von der Heyde
Shelagh Meldrum
Merry Kane

Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Trust Chairman
Deputy CEO/Chief Nurse and Director of People
Chief Medical Officer

In Attendance:

Jonathan Higman
Simon Sethi
Bernice Cooke
Mark Robinson
Sam Hann
Sallyann Batstone
Ben Edgar-Attwell
Sue Bulley

Chief Executive
Chief Operating Officer
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1
1.1

WELCOME AND APOLOGIES FOR ABSENCE
Jane Henderson welcomed everyone to the meeting, in particular Sallyann Batstone
and Mark Robinson in their new respective roles. Apologies for absence were
received as indicated above.

22021

2
2.1

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

32021

3
3.1

MINUTES OF PREVIOUS MEETINGS AND MATTERS ARISING
The minutes of the meeting held on 22 January 2020 were approved as a true and
accurate record.

3.2

With regard to actions and matters arising, Bernice Cooke advised that the
recommencement of the Improvement Board had been suspended in light of the
COVID-19 outbreak. Tim Scull would chair this meeting going forward. Ben EdgarAttwell explained that the consideration of reporting and accountability lines for the
subsidiary companies review had commenced with some initial thoughts to include
additional annual quality reporting from Symphony Healthcare Services.

3.3

Merry Kane explained that the national Medical Examiner implementation date had
been deferred until September 2020 although the Trust has appointed Medical
Examiners and would be using them during the interim period. A further update would
be received during the Learning from Deaths agenda item.

3.4

Bernice Cooke said that the implementation of the national Patient Safety Strategy
had also been deferred until September 2020 and the associated action plan would be
updated with the new dates. With regard to the last action relating to exploring a joint
system service for lower limb peripheral artery disease, this had been raised with the
contracting team although progress had been limited in light of COVID-19.
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4
4.1

COVID-19 LATEST POSITION UPDATE
Shelagh Meldrum provided an update on the latest COVID-19 position within YDH.
The position had remained fairly static over the preceding 10 days with circa ten
positive cases within the hospital at any given point; a small number require ventilation
within ICU. There has been an increase in ICU activity although a portion of this is
non-COVID-19 related.

4.2

The testing and swabbing turnaround time had improved in recent weeks, with a need
for some repeated swabs depending on clinical presentation.

4.3

The Trust’s sickness and absence rate remained low compared to other organisations.
The absence rate resulting from COVID-19 related symptoms or family members with
symptoms was 2.6%, and a further 3% absence rate because of shielding (those with
long-term conditions). A number of these members of staff were working from home
but could not be called into the hospital in the event of increased demand. The Trust
is mindful of the health and wellbeing of healthcare workers and staff, with support
provided to staff and families, especially towards those small numbers with positive
tests.

4.4

Graham Hughes asked if contact tracing takes place for those members of staff who
have tested positive. Shelagh Meldrum said that members of their family are advised
to isolate. RIDDOR reporting would take place if there was deemed to be a lack of
care – i.e. that the person had been exposed in the workplace due to a lack of / failing
of appropriate PPE. Alongside this, a review of the working area takes place to
ensure social distancing.

4.5

Maurice Dunster asked about the Personal Protective Equipment (PPE) position at
YDH. Shelagh Meldrum said that the position had improved with an additional
delivery made the previous week. Some items have been sourced (as approved by
the Health and Safety Executive) for alternative use. In addition, the Trust has an
identified executive lead for PPE; this is fulfilled by Jeremy Martin, Director of
Transformation. Maurice Dunster asked if there had been any support or interest from
local politicians. Some contact and support had been made.

4.6

Sallyann Batstone advised that there had not been any COVID-19 positive patients or
members of staff within maternity services.

4.7

Sue Bulley asked about arrangements with the infection control team: was adequate
support being provided bearing in mind the guidelines were continually evolving?
Shelagh Meldrum said that Jo Howarth was fulfilling the Director of Infection
Prevention and Control position on a full time basis following the postponement of
taking up her national NHS England and Improvement role. This is providing
additional resource to the team. National guidance changes are reducing. Additional
training is taking place due to alternative equipment being provided. Hand hygiene
and PPE champions have been identified to provide support and guidance if required.
The teams are also working with the Freedom to Speak up team to ensure people can
raise any concerns they may have.

4.8

Jane Henderson thanked the teams for this useful update and the work undertaken to
ensure the hospital is suitably prepared.

5

5.1

PATIENT SAFETY, QUALITY AND EXPERIENCE REPORTS
Q4 Patient Safety, Quality and Experience Report
Bernice Cooke introduced the Q4 report where the following was discussed in detail:
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5.2

The report outlined a spike in the rate of pressure ulcers in March 2020; this data had
been un-validated at the time of report and following this, the rate had dropped to the
normal level. The rate of patient falls had reduced although this was likely to be due
to the smaller number of patients within the hospital; this will be monitored.

5.3

Bernice Cooke advised that additional information on the rate of patient falls and
pressure ulcers would be provided in future reports to give an indication of the rate per
1,000 bed days.

5.4

Incident reporting had also reduced. Sam Hann said that although this was not a
cause for concern given the lower number of patients, the team would be monitoring
the position to ensure anticipated type of incidents are reported during this period.
There had been one instance of a never event, affecting three patients. No harm was
caused to any of the patients and the investigation was ongoing. The Clinical
Commissioning Group (CCG) had been notified, and immediate steps had been taken
to ensure no recurrence. Jane Henderson noted there appeared to be some
extended periods between some investigation commissioning dates and the date the
investigations were closed. Bernice Cooke said that some investigations might take
an extended period due to the incident itself or due to the investigation team. A
member of the clinical governance team will always chase any extended or
outstanding investigations. Shelagh Meldrum said it was important to note that a 72hour report is completed to identify any immediately required actions. The closure of
the investigation is also determined by the CCG.

5.5

During this period, the Patient Experience team continue to provide services via email
and telephone. The bereavement service access has changed with the handing over
of death certificates now taking place electronically. There has not been an increase
in the rate of complaints although it is important to note there is a reduced number of
patients within the hospital.

5.6

Q4 Maternity Report
Sallyann Batstone introduced the Q4 Maternity Report. She said that the report would
be further developed going forward.

5.7

Jane Henderson noted the reference to the production of a proforma to improve
documentation and reflection around third and fourth degree tears. Sallyann Batstone
explained that additional training had taken place with midwifes to raise awareness of
the current care bundles. A review of practice and episiotomy procedures is underway
with an audit to take place in this area. Merry Kane added that the department was
being proactive in this review and audit.

5.8

Paul von der Heyde noted the intra-uterine deaths and asked if any learning had been
identified from these. Sallyann Batstone said that reviews were taking place through
the Perinatal Mortality Review Tool and she would be able to provide feedback at the
next meeting. At this stage, no evidence of any lapses in care had been identified.

5.9

Jane Henderson asked if the maternity dashboard data directly influences service
changes etc. Sallyann Batstone said that the dashboard is reviewed and scrutinised
at the Maternity Risk Management meetings to ensure that focus is within the right
areas. It is important to recognise that due to the low numbers per month, the data
can easily be skewed. Improvements in how to benchmark the unit against other
organisations is planned.

5.10

Graham Hughes drew attention to the suspension of carbon monoxide monitoring as a
result of the risk of contamination during COVID-19. He asked if this was a concern.
Sallyann Batstone said that the risk is low and the unit can still identify smokers and
refer to smoking cessation services.
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5.11

5.12

62021

Jonathan Higman asked if the slightly high rate of caesarean sections was a point of
concern. Sallyann Batstone said that this was being raised with the Clinical Director to
understand how the department could audit this to identify if any learning could be
disseminated. Jonathan Higman further asked if there were any concerns identified
directly because of COVID-19. Sallyann Batstone said there is some concern that
mothers will choose not to use services or come into the hospital. As such, a series of
communication plans are in place to encourage people to contact the teams and to
talk through any concerns they may have. The level of activity is now returning to
normal levels.
Q4 Safeguarding Report
Bernice Cooke said that with regard to quarter four, this was a typical report with the
usual service having been provided. Following on from the end of the quarter,
concerns had been raised, both regionally and nationally, over the drop in the level of
domestic abuse and safeguarding referrals. There had been a drop off in the number
of people accessing services and therefore less opportunity to identify any potential
safeguarding concerns. This was mirrored in child safeguarding with schools not
currently open. Typically, child safeguarding concerns are raised by schools. Merry
Kane echoed these points and Jonathan Higman said that the concern had also been
raised by the County Council. As such, there was likely to be a spike in the number of
referrals following this period. Jane Henderson shared the concerns raised. Bernice
Cooke said that updates are being received during the weekly safeguarding calls
regarding mitigating actions in place.

5.13

Training compliance remains largely positive with an increase in the rate of Level 3
child safeguarding compliance. There continue to be challenges in releasing staff to
complete training and the target set by the CCG remains higher than other
organisations and YDH’s own internal training target. Merry Kane said that she was
confident in the work underway with regard to safeguarding training and that the
quality of training should not be compromised in order to meet higher targets. She
was personally reassured by the approach at YDH.

5.14

The committee noted the update on female genital mutilation, which had been
identified by the maternity service and reported as per the national guidance.

5.15

Bernice Cooke explained that the implementation of the new Liberty Protection
Safeguards, to replace the Deprivation of Liberty Safeguards, had stalled due to
COVID-19. It was understood at this point in time that the implementation date
remained at October 2020, although this may end up being extended.

6

6.1

RISK MANAGEMENT FRAMEWORK
Q4 Board Assurance Framework (BAF)
Jane Henderson reported that the point about fire related risks not being reflected
within the BAF had been raised at the Audit Committee, although it was recognised
that the BAF reports on the Principal Risks to the organisation’s strategic priorities,
whereas the Corporate Risk Register (CRR) reflects the operational related risks.

6.2

Jonathan Higman said it was worth noting that the BAF reflects a point in time as of
the end of Quarter 4 2019/20, and a further review of the impact of COVID-19 would
take place going into Quarter 1 of 2020/21. Some changes have been able to develop
more quickly, such as transformational elements with video technology.

6.3

Paul von der Heyde noted the high-risk level identified for Principal Risk SR4, which
related to failing to recruit and retain key staff, resulting in the Trust being unable to
maintain service continuity, increasing costs and affecting the quality of care.
There was a clear financial impact, but he questioned how this overall risk was
deemed high risk and suggested that this required further review going forward.
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Simon Sethi said that there could be implications for the recruitment of staff etc.
following COVID-19, and these may not necessarily be negative with some changes in
working methods as a direct result.

6.4

6.5

6.6

6.7

Q4 Corporate Risk Register
Sam Hann presented the Q4 CRR explaining that there had already been some
positive aspects and impacts on risk scores because of COVID-19. Risks relating to
escalation areas had been reduced due to fewer patients within the hospital. In
addition, there had been an opportunity to undertake some of the fire
compartmentalisation works during this period.
Graham Hughes asked about the risk relating to GP cover in GP practices, which had
decreased from the previous quarter. He noted that Symphony Healthcare Services
(SHS) had continued challenges in recruitment. Sam Hann said that the risks had
been reviewed following the discussion at the last meeting on the rating of SHS
related risks. SHS continued to review their risks with many consolidated and
additional mitigating actions now in place. Maurice Dunster said that two practices
continued to experience GP recruitment challenges and therefore the risk rating may
need further review.
COVID-19 Risk Register
Sam Hann explained that the individual COVID-19 risk register was as a snapshot as
at 16 April 2020. There had been lots of movement with a quick pace of change
around the controls and actions put in place in recent weeks. A number of the risks
may not have additional mitigating actions as they fell outside of the Trust’s control,
which explained why the target scores for these risks remained in line with their
current scores.
The committee reviewed the risks outlined in the report. Discussion took place on the
potential consolidation of some of the cancer services related risks. This action was
agreed. Alongside these risks, there is a more detailed document outlining the
individual pathways for cancer patients, to include planned adjustment where
necessary. Telephone monitoring of symptoms is in place and patients can be bought
in if required. Shelagh Meldrum said it is important to recognise the potential
consequence of certain treatments when patients were exposed to the increased risk
of COVID-19. This needed to be weighed up against the risks of delaying treatments
such as chemotherapy etc. Urgent treatments are still taking place where clinically
indicated.

6.8

Jane Henderson asked if there was national guidance in place for the treatment of
cancer. Simon Sethi said that there was guidance; however, this is sometimes
confused and/or conflicting, which had caused some challenges within the clinical
teams. Jonathan Higman said there had been a subtle change in the national
messaging, which previously required the suspension of main services with the
exception of urgent cancer, whereas this is now allowing more room for localised
decision-making. As such, the Trust has reopened one of its theatres for cancer
treatments alongside the potential to use St Margaret’s Yeovil Hub site for
chemotherapy patients.

6.9

Graham Hughes noted the reduction in the number of cancer referrals. This was
understood to be because of patients choosing not to access healthcare services at
this time. In addition, large portions of cancer referrals are typically made from the
emergency department where a drop in activity has been seen. Maurice Dunster said
that GPs are also completing many of their consultations via the phone or video
conference, which provides challenges in diagnosing symptoms.

6.10

Jane Henderson suggested there was a role of the Somerset Integrated Care System
(ICS) in making decisions on what services are to be stood back up, and when, for a
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consistent approach the county, although recognising the ICS was still in the early
stages of formation. Paul von der Heyde agreed with this point.
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7
7.1

LEARNING FROM DEATHS Q4 REPORT
Merry Kane said that alongside the quarter four report, the BDO Internal Audit report
on Learning from Deaths processes had been circulated. This report highlighted
some areas for improvement, which will be a priority for the new Medical Examiners.

7.2

The Trust’s Hospital Standard Mortality Ratio and Summary Hospital-level Mortality
Indicator were within the expected or lower than expected ranges. This is a positive
position with sound reporting of comorbidities and palliative care at YDH. There were
three CUSUM alerts in the previous quarter and one in quarter four. A review of
related deaths took place with no specific issues to raise.

7.3

Merry Kane said that the main issues are around the process and the number of
cases being reviewed. The departmental reviews had been suspended given the
need to give priority to and redirect staff on to COVID-19, although the smaller review
group within Clinical Governance continues to review any deaths with concerns. With
the development of the Medical Examiner roles, all deaths will be reviewed. There is
to be a tightening up of processes to ensure that the final loop with reviews is
completed and for learning to be fully disseminated. Bernice Cooke advised that
within the previous week, there had been a number of doctors who had approached
the Clinical Governance team to undertake reviews. Consequently, a rota has been
drafted to complete reviews during quieter periods of activity. Jane Henderson
welcomed this development. She asked if there are likely to be any revisions to the
recording and calculation of HSMR and SHMI due to COVID-19. Merry Kane said that
no update had been received although this was anticipated.
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8
8.1

RISK ASSURANCE COMMITTEE (RAC) Q4 REPORT
The committee noted the report. Graham Hughes noted that assurance on the topic
of Blood Transfusion Competencies had been rated as red. He asked what the risk
was in this area. Sam Hann said that this related to an issue in staff being unable to
complete their competencies. The Academy are now providing support in this process
with it likely to be relatively straightforward to resolve with a quick turnaround
expected. Shelagh Meldrum said it had been rated as red to highlight that the issue
had not been actioned to date.
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9
9.1

FREEDOM TO SPEAK UP GUARDIAN Q4 REPORT
The committee noted the Q4 report. Two concerns had been raised in the quarter.
The first related to a concern that the phlebotomy department would be overwhelmed
with outpatient blood requests from primary care. This was to alert of a potential issue
and had been raised with the Medical Director of SHS who was progressing with SHS
practices. The second concern related to social distancing barriers placed at the
estates and facilities hatch. This is in a non-public area of the hospital. This had been
reviewed with a response provided by the Director of Estates and Facilities. Both
concerns had since been closed following responses provided.

9.2

Jane Henderson asked if concerns were expected to increase, and whether any
concerns had arisen regarding PPE. Shelagh Meldrum said that there had been some
anxieties relating to PPE but members of staff had raised these via the executive team
or through their managers rather than the Freedom to Speak up Guardian route.

9.3

Two new Guardians were now in place – Yvonne Thorne and Debbie Matthewson had
joined Fiona Rooke in this role. There had been concerns raised nationally that
Guardians might be redeployed during COVID-19. The Trust recognises that the
importance of the Guardian role and therefore provided devoted time and resource.
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10
10.1

2019/20 QUALITY ACCOUNT UPDATE
Bernice Cooke explained that the requirement for the inclusion of a Quality Report
within the Annual Report has been removed in order to reduce the burden for NHS
organisations during COVID-19. The requirement is currently set in statute and it has
been advised that this will be amended during this period. Despite this, the Trust aims
to complete a Quality Account in line with previous years where possible. Updates
would be circulated to the committee in due course.
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11
11.1

TO NOTE THE Q4 MINUTES FROM THE COMMITTEE’S SUB-GROUPS
The Committee noted the circulated minutes of the various sub-groups that report to
the Governance and Quality Assurance Committee.

11.2

Graham Hughes noted that a college student had attended the Patient Safety
Committee. He sought assurance that guidelines are in place to ensure adequate
data protection. Bernice Cooke advised that there is a standard approach and
process in place for any work experience placements. This is facilitated by the
Academy.

11.3

Graham Hughes noted the size and diversity of the agenda for the Clinical Outcomes
Committee and queried whether it was able to devote sufficient time to relevant topics
and agenda items. Merry Kane said that this committee was already under review to
ensure proactive management of relevant items and topics. Ben Edgar-Attwell added
that Bernice Cooke was also completing a wider review of all sub-committee terms of
reference to understand where meetings could be streamlined or merged.

122021

12
12.1

TO AGREE 3 KEY ITEMS TO HIGHLIGHT TO THE BOARD
It was agreed that the following items would be highlighted to the Board of Directors:
 COVID-19 risk register and the consolidation of cancer risks.
 Learning from deaths – changes in process – and doctors assisting in reviews
during quieter periods of activity
 Concerns regarding the reduction in Safeguarding activity both internally and
elsewhere.

132021

13
13.1

ANY OTHER BUSINESS
Graham Hughes asked if blood donations had been reduced or ceased nationally.
Merry Kane said that there had been a reduction due to social distancing measures
and a reduction in demand due to less elective operating. There is potentially a risk
around stock level once activity is reinstated.

142021

14
14.1

DATE OF NEXT MEETINGS
22 July 2020, 14:00, Boardroom, Level 1, YDH

7|Page

GOVERNANCE & QUALITY ASSURANCE COMMITTEE
Minutes of the meeting held on
Wednesday 17 June 2020 at Yeovil District Hospital via Webex
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Company Secretary
Public Governor Observer
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Richard Clarkson
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Rob Lutyens
Laura Cochran

General Manager / Project Manager [item 4]
Consultant Clinical Radiologist [item 5]
Director of Infection Prevention and Control [item 6]
Nurse Consultant – Palliative and EoL Care [item 7]
Consultant in Palliative Medicine [item 7]
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1
1.1

WELCOME AND APOLOGIES FOR ABSENCE
Jane Henderson welcomed everyone to the meeting. Apologies for absence were
received as indicated above.

1.2

Jane Henderson said that an offer had been made for her to observe Somerset NHS
Foundation Trust’s equivalent committee and would like to extend an invite for the
Chair of their committee to attend one of YDH’s meetings.

162021

2
2.1

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

172021

3
3.1

MINUTES OF PREVIOUS MEETINGS AND MATTERS ARISING
Due to the focus on reviewing COVID-19 related matters, it was agreed that the
minutes of the previous meeting would be considered at the next meeting to be held in
July.

182021

4
4.1

COVID-19 RESPONSE OVERVIEW
Alex Talbott attended the meeting to provide an overview on how the Incident
Management Team (IMT) have setup, evolved and maintained a single point of
contact ‘control room’ during YDH’s COVID-19 response. He said that the pace and
scale of the response was unprecedented, with an incident control room situation
typically in place for a short period, rather than an ongoing requirement. The
response has been flexible and has adapted to ensure a constant review of processes
for improvement.

4.2
An overview of the four key steps in the response were outlined in the paper; this
process has been iterative throughout with links across various departments, such as
clinical and quality governance teams. A dedicated action and decision log is in place,
and the IMT coordinates the presentation of Quality Impact Assessments (QIAs),
Situation, Background, Assessment, Recommendation and Risks (SBARs) and
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Standard Operating Procedures (SOPs) for review and sign off by a daily huddle. A
dedicated COVID-19 risk register has also been developed for the monitoring of
related risks.
4.3

Alex Talbott advised that there would be a continued need for the IMT to be in place
whilst the hospital and the wider NHS moves into the subsequent recovery phases.
This ‘new normal’ does provide some pressures in staffing to ensure team members
are able to meet the demands in their original roles. However, the IMT is viewed as
the core element in maintaining a single point of access for the Trust and likely to be
retained into Spring 2021/22.

4.4

Jane Henderson asked whether, upon respective review, there would be anything
they would have done differently or change going forward. Alex Talbott said that one
point would relate to the recording of more structured notes from the initial morning
huddle meetings although this process had been strengthened early on in the
response. Shelagh Meldrum said that she believed the response had gone
exceptionally well, with a well resourced and skilled ‘control room’ who had centralised
processes in the early stages. The implementation of the HR and Absence Helpline
had been vital in supporting staff and answering queries. One key point is that the
benefit of the single point of contact and the morning huddle meetings had been
recognised; all decisions are taken through this process to limit isolated decisionmaking. Decisions are taken collectively with collective accountability. In the early
stages, numerous pieces of guidance across a range of areas was released and there
were challenges in easily identifying which points were high priority, especially where
there were and continues to be numerous changes to guidance.

4.5

Merry Kane said that the organisation quickly learnt to work across the region and
within the Somerset system for the identification of priority areas and ensure alignment
across the two acute hospitals. This process has been supported on a regional basis.
As mentioned, at times guidance and rule changes were released with little to no
notification – this proved extremely challenging on occasion. Merry Kane agreed that
the morning huddle meetings had been vital to the organisation. The clinician forums
have also been used to cascade information to clinical staff.

4.6

Jane Henderson asked if there had been some resistance to the central command
process – had this been seen as reducing the autonomy of senior managers and
executives. Merry Kane said there had been some heightened anxiety early in the
response. Shelagh Meldrum added that there was some level of expectation that the
executives and senior managers would immediately be able to provide answers and
direction; however, this was challenging due to the constantly evolving situation. The
executive team have moved to rota working, to include a Gold Commander on each
day, including weekends. This process is likely to continue going forward during the
ongoing response.

4.7

Bernice Cooke reiterated the points raised by Alex Talbott; the control room provided
strong and effective oversight of risks and any patient safety concerns. This process
has developed over time and is now a powerful set up.

4.8

Maurice Dunster said it was remarkable how much work has had to be done and the
need to evolve. He asked how the teams felt about being able to anticipate changes
in guidance and whether they were nimble and flexible. Shelagh Meldrum said the
organisation is always looking to horizon scan for potential changes and work takes
place on these areas. An example is a potential regular testing of staff members and
the zoning of hospital areas and sites going forward.

4.9

Graham Hughes asked about the workforce implications of the current control room
arrangements. A review of the team is underway as it is recognised that this is not
sustainable for an extended period. Additional members of staff may be required to
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work within the IMT on a shift basis; this would also provide additional resilience.
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4.10

Paul von der Heyde as if as part of the move to a ‘new normal’ there had been a
review of systems, services and processes that may not be required going forward.
Merry Kane said that the Transformation Team are undertaking a large piece of work
to review how services could be provided in the future. There has already been some
excellent changes, such as the usage of video and telephone consultations for
outpatient appointments. It is anticipated that the legacy impact of the pandemic will
include longer waiting lists and potentially higher cancer deaths. The recovery plans
are in the initial development stages and this includes the consideration of the
workforce that will be required for this recovery.

4.11

Jane Henderson asked if the Trust has arrangements to ensure patient safety
concerns are identify and managed throughout this process. Merry Kane said that
clinical teams are continuously under taking risk assessments for patients on waiting
lists and actions taken to prioritise and mitigate any patient safety risks. Primary care
continue to ensure that required referrals are made.

5
5.1

ETHICS COMMITTEE UPDATE
Richard Clarkson attended the meeting to provide an overview of the activities of the
Ethics Committee in recent months. The Committee typically meets on a quarterly
basis although it had met on a more regular basis during the COVID-19 pandemic.
The committee considered potential ethical issues that might occur as a result of the
pandemic, including the allocation of ITU beds, medical students acting up and staff
support. The concept is that the Committee would assist where any potential conflict
may arise in this area. To date, this support has not been required.

5.2

Following the peak of the pandemic, the Committee discussed the issues that had
arisen, including PPE and supporting the individual and collective needs of staff during
the pandemic. The Ethics Committee chair, through the COVID-19 senior clinical
decision group, contributed to revising guidance and updating policies etc.

5.3

Richard Clarkson said that a new South West ethics committee had been stood up,
with the inaugural meeting having recently taken place.

5.4

Jane Henderson asked about decision-making – would this be on a local, regional or
system wide basis. Richard Clarkson said that there would be some decisions made
on an individual basis although the majority would typically be a collective decisionmaking process. In addition, there is clear national guidance released by Royal
Colleges and the British Medical Association. There are clear algorithms outlining
how decisions will be made in extreme or exceptional circumstances.

5.5

Graham Hughes asked if there had been any feedback from relatives in this area. He
also asked who communicates with relatives following these decisions. Richard
Clarkson said that it would not be down to one individual but that there would be input
from the wider teams and lead physicians. Merry Kane reiterated the point that there
is clear guidance and algorithms outlining the decision making process, and this would
include best interest care meetings. These arrangements have always existed.
Maurice Dunster said that ventilator and ICU capacity was a key ethical issue in the
event of any continued surges.

6
6.1

INFECTION CONTROL UPDATE
Jo Howarth attended the meeting to present the Infection Prevention and Control
Board Assurance Framework (IPC BAF). She said that there had been challenges
faced due to the ever-changing guidance during the initial outbreak period; these
changes came into place as and when there was a greater understanding of COVID19. One of the hardest challenges related to ensuring that staff have confidence in
the guidance and PPE.
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6.2

Jo Howarth explained how the IPC BAF was an iterative document and would
continue to be reviewed and updated; additional evidence had been included since
the previous version of the report as reported to the Board of Directors.

6.3

There is a hierarchy of control measures in place throughout the hospital, and even
before patients enter the building. This includes advance notice of any highly
suspicious patients from the ambulance service and patient triaging and temperature
checks for accident and emergency attendances. There are various pathways and
area designations in place for the management of COVID-19 and non-COVID-19
patients. This allows for the management of patients in self-contained
departments/units where required. This has resulted in the relocation of some
departments around the hospital site.

6.4

With regard to testing, there are robust processes in place, supported by various
information dashboards. Patients are tested upon admission with retesting taking
place at five-day intervals. Patients with suspected COVID-19 are also retested 48
hours post admission and are treated on the same pathways as confirmed COVID-19
patients until proven otherwise.

6.5

Jo Howarth said that patients who require a level of care post hospital admission are
also retested prior to discharge. There had been a suspected outbreak in a local
nursing home although there was no evidence to suggest that this was due to a failure
in processes; the patient in question was asymptomatic and had a negative swap prior
to discharge.

6.6

The Committee discussed the level of staff anxiety regarding PPE; additional PPE
over and above that required can increase the chance of self-inoculation due to the
continuous donning and doffing. The Trust is in line with all national PPE guidance.
There had not been any major shortages in PPE although suitable alternatives have
been sought where there is a risk of shortages.

6.7

Jane Henderson said that the response appeared to be impressive. She asked if, in
hindsight, any changes in the approach would have been taken. Jo Howarth said that
the Trust’s response had been well coordinated, however the challenges faced largely
related to the multiple changes in guidance. There has been good oversight of risk
and where possible the teams have mitigated these in a timely manner. One area to
be reviewed is the microbiology cover, where on site ward rounds have ceased. On
call advice and guidance is provided remotely via telephone or email. No incidents
have occurred as a result. Merry Kane confirmed that this service line agreement is to
be reviewed.

6.8
Jane Henderson drew attention to the point that the COVID-19 status is not currently
included in the electronic discharge summary. Jo Howarth said that this risk was
mitigated at this point in time and this is to be built into the electronic TrakCare
summary.
6.9
Jane Henderson wished to thank Jo Howarth for her work and for remaining at the
Trust for an extended period to support the COVID-19 response. Her input and
expertise would be missed. Jo Howarth wished to thank the Committee for the
support over the years.
212021

7
7.1

MORTALITY/END OF LIFE UPDATE
Rob Lutyens and Laura Cochran joined the meeting to provide an update on Mortality
and End of Life Care during the COVID-19 pandemic. It was advised that End of Life
Care covers those in the last year of life, and will include Advance Care Planning.
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7.2

For care of the dying, the Trust has adapted the End of Life Care plan, with a sevenday service provided by the team. A number of trusts have had to reduce or suspend
their End of Life services as a direct consequence of their COVID-19 response.

7.3

There has been increased simulation training during this period – continuing this is
important and has been extremely beneficial. This simulation training, taking place in
small groups, has been a good opportunity to catch up with staff members.

7.4

Rob Lutyens said there is an increasing trend in the use of the End of Life Care plan –
this was now used in around 60% of all deaths. This is not expected to be 100% as
not all deaths will be expected. There have been some examples of fantastic care
provided in recent months, with staff going above and beyond.

7.5

In addition, bereavement phone calls are taking place with relatives within 48 hours.
These are made for all deaths and not just those that are COVID-19 related. The
feedback has been extremely positive since these were introduced. Due to this
positive feedback, it is intended that these calls will continue going forward; this is
achievable within a trust the size of YDH. Jane Henderson said that it was extremely
heart-warming to heart of this approach and the feedback received.

7.6

Rob Lutyens said that there had been some concerns raised around the use of
Somerset Treatment Escalation Plans (STEP). The concerns related to letters sent
from a number of primary care practices regarding blanket decision making on
potential treatment escalations plans for certain cohorts of patients.

7.7

A good development is that there has been an increase in the number of STEP forms
in place and the numbers completed within 48 hours although there is still some work
to be done in this area. Only 41% of the ‘important to me’ sections had been
completed, however the audit only reviewed the form itself. Upon review of the
medical notes, it is clear that some discussions are recorded in the medical notes but
not on the STEP. Ensuring these discussions are recorded on the STEP is vital as
this is provided upon discharge to community services and primary care.

7.8

Rob Lutyens said that this is a complex area with some people finding it difficult to
have the discussions with patients and relatives. Laura Cochran said that whilst
consultants and doctors are required to achieve various competencies, they are not
required to undertake communication skills learning; she said that many clinical
members of staff could benefit from a refresher course. Laura Cochran reported that
a grant had been received for the creation a series of videos to aid teaching across a
number of areas, and one of these would concern holding discussions around
treatment escalation plans and end of life.

7.9

Merry Kane said that thanks to the team’s work, there have been good progress and
movement across the Trust, with good working across the wider Somerset system,
including primary care.

7.10

Jane Henderson thanked Rob Lutyens and Laura Cochran for this useful update. She
noted the move towards a seven-day service, which had been previously discussed.

8
8.1

COVID-19 RISK REGISTER UPDATE
Sam Hann provided an overview on the updates to the COVID-19 Risk Register. As
of 17 June 2020, there were 80 risks in total on the COVID-19 Risk Register. There
had been significant movement since the last report with 18 risks reduced in scoring,
12 risks archived and a number of additional risks identified. In addition, a piece of
work to recognise the positive aspects and developments of COVID-19 is underway –
i.e. risks affected in a positive manner as a direct consequence of COVID-19. This
would be included in the reporting for future meetings.
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8.2

Alongside this, a piece of work is underway to ensure risks are recognised and aligned
across the system and with Somerset NHS Foundation Trust. Jane Henderson said it
is increasingly important that risks are monitored and measured on a system wide
basis.

8.3

Jane Henderson said that as Phase 2 and Phase 3 recovery plans become reality, a
number of risk might become a ‘new normal’. Sam Hann agreed, and said that in time
the COVID-19 Risk Register would be merged into the usual Corporate Risk Register.
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9
9.1

ANY OTHER BUSINESS
No other items of business were raised.

242021

10
10.1

DATE OF NEXT MEETINGS
22 July 2020, 14:00, Boardroom, Level 1, YDH
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WORKFORCE COMMITTEE
Minutes of the Workforce Committee
held on 22 May 2020 Via Webex
Present:

Maurice Dunster
Paul von der Heyde
Graham Hughes
Jane Henderson
Martyn Scrivens
Shelagh Meldrum
Mark Appleby
Debbie Matthewson
Ferne Clements
Meredith Kane
Simon Sethi

Non-Executive Director [Chair]
Trust Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deputy Chief Executive and Chief Nurse
Director of Human Resources and Organisational
Development
Head of Education and Development [from item 4.25]
Head of Medical Workforce
Chief Medical Officer
Chief Operating Officer

In Attendance:

Sue Bulley
Peter Shorland
Natalie Ibrahim
Ben Edgar-Attwell
Tina Hickinbottom-Tacey

Public Governor Observer
Public Governor Observer
Head of Resource
Company Secretary
Corporate Services Assistant

Apologies:

Tracy Jones
Noella Rowton

Head of HR
Head of Medical Workforce
Action

012021

1
1.1

WELCOME & APOLOGIES
Maurice welcomed all to the Workforce Committee hosted via a WebEx session.
Apologies for absence were noted as above.

022021

2
2.1

DECLARATIONS OF INTEREST
There were no declarations of interest relating to items on the agenda. Any conflicts of
interest declared by the executive and non-executive directors would be contained within
the register to be presented at the Board of Directors.

032021

3
3.1

MINUTES OF THE PREVIOUS MEETING AND MATTERS ARISING
The Committee reviewed the minutes of the previous meeting held on 24th February
2020, which were approved as a true and accurate record, noting the amendment to the
spelling of Resus. The Committee acknowledged the lack of COVID-19 related news in
the last meeting, although this is prominent now.

3.2

With regard to actions and matters arising, Maurice Dunster asked for an update on the
HR Manual, specifically on the consensus following the creation of Somerset NHS
Foundation Trust (SFT) following the merger of Taunton and Somerset NHS FT and
Somerset Partnership NHS FT. He said that as part of system collaboration, a joint HR
manual should still be pursued. Mark Appleby advised that version 4 of the HR manual
could potentially be published in early 2021. SFT are currently working on their own
manual, so progress to work together is slow going, and currently YDH are continuing
independently. Martyn Scrivens showed surprise it had not been progressed, and noted
this should be raised with Somerset NHS Foundation Trust and Jonathan Higman
should be made aware of the difficulties. Maurice Dunster complimented how YDH
manual has been recognised nationally, and questioned that the lack of appetite in
adopting the manual from SFT. Martyn Scrivens suggested that this is raised in a joint
executive-to-executive meeting between the trusts.

3.3

Graham Hughes enquired after the eRostering system transition and how this was
progressing under the current situation. Mark Appleby replied that Softworks had
planned to go live at the end of this month, although as some staff weren’t able to get all
the training in due to COVID-19, YDH sought an extension with the outgoing system,
Allocate to keep the systems in place until Softworks can be safely implemented.
Contract extensions had been negotiated nationally. In the meantime, work is continuing
with Softworks to enable YDH to move forward as soon as possible. Martyn Scrivens
asked if this time would be used to work towards a Medical eRostering system as well.
Mark Appleby advised there is still a few years before this is needed but the teams will
be working with Softworks to develop this for the future, and the time during this
extension will be used to continue developing a working relationship with Softworks to
enable the best possible outcomes. Shelagh Meldrum noted on plans to create a web
based training module, to help get the training to staff who still need it.

3.4

Maurice Dunster asked for this action point to be updated, with an update to be
scheduled for future meetings.

THT

Mark Appleby advised a deep dive had been performed into the past twelve months on
staff leaving and citing work/life balance as a reason. Over the past twelve months, 33
bank staff, 6 day surgery staff and 5 main theatre staff had chosen work/life balance as a
reason for leaving, but this included more in-depth answers of issues with child care,
promotion and moving hospitals. The category appears to be used to cover a multitude
of reasons. Going forward discussions are needed with Senior Managers to make sure
the tick boxes are used appropriately, and it might be useful for the HR helpdesk to
record one sentence as to why staff are leaving, as this will give greater insight than the
current tick box can provide.

MA

3.5

042021

3.6

Mark Appleby moved onto a discussion into the Medical and Senior Manager Turnover
deep dive to consider redeployment, retirement and returning staff. A deep dive was
performed and cost and deployment will be discussed in the joint FRCC and Workforce
planned meeting to look at these issues. The turnover rate for Senior Managers is
correct but due to the small number of Senior Managers, the high turnover figure can
look skewed. Of the 32 Senior Managers, 9 have left over the past 12 months. There
are no underlying concerns. A senior manager is those working at Grade 8B and above
(or roughly £52,000) and Medical Senior Managers are not covered by this. Meredith
Kane pointed out these are on the medical and dental pay scheme and their turnover is
measured differently.

3.7

Mark Appleby and Shelagh Meldrum have discussed with the information team on
streamlining the report and have made some limited changes, but it is currently very
busy in the information team due to COVID-19 related submissions. The information
team are still working through some of the other changes requested.

4
4.1

WORKFORCE PERFORMANCE REPORT
Maurice Dunster noted a more detailed discussion will be forthcoming in the joint
workforce and finance meeting planned for the next couple of weeks. Martyn Scrivens
added a more in depth discussion will be needed to discuss pay line, work force and to
fully understand what is happening with substantive, bank and locum staff as a series of
additional questions were raised during the Financial Resilience and Commercial
Committee (FRCC) meeting that morning, which needed clarifying.

4.2

4.3

Mark Appleby gave an overview of the Workforce Performance Report noting the
following:
Workforce turnover remained green at 16.4%, with sickness at 2.9%, mandatory training
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at 88.11% and appraisals has dropped for understandable reasons, and management
will be given the opportunity to hold appraisals at a later date. The rates have dipped
and to combat this, are looking at virtual appraisals but YDH recognised that clinical
commitments will be the priority. Shelagh Meldrum advised that as part of the Reducing
the Burden letter from NHS England and Improvement, mandatory training and
appraisals have been given a period of forgiveness. Paul von der Heyde said that
appraisals should be caught up where possible, but wonders if staff will want this extra
pressure or will see it as a burden. Merry Kane added for medical staff, it would just go
as a missed appraisal; no one will have to perform a catch up. Shelagh Meldrum advised
appraisals are still going ahead where possible, but staff are struggling to get them on
the system, so there may a natural increase once these start being added. Mark
Appleby added staff have been asking for help with appraisals indicating even under the
current situation, staff are trying to perform appraisals and are happy to ask for help to
perform where possible.
4.4

Mark Appleby advised that in the last two months, an absence and advice helpline has
been set up. All absence is now recorded centrally through HR and recorded onto ESR.
Within 20 minutes, absences are recorded and can be actioned if needed. The absence
line is covered 7am – 7pm seven days a week. Each day an accurate recording can be
given to the morning huddle. Lots of support for staff has been introduced including two
guides; a Health and Wellbeing Guide and a Physical Guide, as well as posters being
displayed on all levels advising staff where they can go for support if needed. Support
already offered includes accommodation for staff if they are in a household where a
person needs to be shielded. Both guides are comprehensible and will be useful going
forward.

4.5

Graham Hughes asked about the COVID-19 related workforce costs. Is finance able to
pick up what is COVID-19 related? Mark Appleby advised not all costs are COVID-19
related but that those as a direct result are recorded and submitted for reimbursement.

4.6

Jane Henderson added how important it is that the HR department are looking into
support and guides at this time. A lot of research suggests that funding should be
focussed on learning about relationships in teams, managers etc. and working on skills
to help build these relationships. Mark Appleby agreed staff robustness and manager
skills are hugely important but that counselling is also key. The quality of the teams and
management support are avenues the HR team are looking into, and the money used to
help support during COVID-19 will be claimed back. Shelagh Meldrum added staff who
have had COVID-19 would need support and/or counselling. Surviving syndrome is
hitting also affecting well-informed clinical staff.

4.7

Martyn Scrivens asked if there was extra support being made available for those people
working from home as home working can have its own psychological stress associated
with it, almost a guilty feeling. People with certain characteristics or conditions can make
it more stressful. Productivity and effective working from home issues can arise not
directly related to COVID-19. The emotional trauma could be greater than believed.
Shelagh Meldrum acknowledged those shielding and working from home and advised
they are offered the same support and recognition for the pressures they are facing
working from home. It is better for some to work from home and have continued support
from line managers to keep good communication. The next steps are how to sustain
homeworking going forward. A survey is being distributed amongst managers to help
with this. Offices are being made more useable whilst maintaining social distancing, risk
assessments are being carried out, so those staff members who really cannot work from
home and those who do not wish to, can make it into work. Those who are scared of
returning to work or those who can work productively from home will have the chance to
discuss with managers on the best approach going forward to ensure long term home
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working is feasible.
4.8

Mark Appleby advised a document has been sent round for all management to complete
on working / shift patterns, staff working from home to those coming into the office;
physical needs for those working from home – laptops on knees etc. will be addressed
and of course the emotional needs will be covered. More governance surrounding this is
needed and the hospital will give the best support it can, prioritising in the office those
who really cannot work from home.

4.9

Other key HR developments discussed included 112 staff returners whom want to join
the bank. Jane Henderson enquired about medical returners, nurse returners have been
discussed, and asked if any doctors had returned. Ferne Clements advised one Doctor
has returned to anaesthetics, another enquired wanting to offer support to 111.

4.10 Training has continued with 40 Health Care Assistants (HCAs) joining the Trust and will
be 50 by the end of the week. 1500 members of staff have been trained in using the
FFP3 masks.
4.11 YDH is the second biggest contributor to the new Nightingale Hospital in Bristol and
Militsa Pribetich-Gill, Head of Patient and Staff Wellbeing, has been working there for the
past two months and has contributed to the development of the site.
4.12 YDH are rated as ninth (out of 380 organisations) in the country for Electronic Staff
Record data quality.
4.13 Contracted FTE has seen the most measured growth at YDH, in line with expectations.
Shelagh Meldrum advised that the TUPE of staff from Daycase UK back to YDH had
gone well.
4.14 Turnover took a drop but eventually evened out at 16%. The committee noted the
update on medical vacancies; 71 job offers made and a lot of those are Junior Doctors.
Maurice Dunster asked how this was going, as there were a number of Junior Doctor
vacancies within YDH the previous year. Ferne Clements acknowledged this and said
that updates from Health Education England were a lot healthier this year due to good
training experiences at the hospital. Merry Kane admitted many Foundation 3 Junior
Doctors are looking for work as their travel plans have been thwarted, and rather than
look elsewhere, have asked if they can return to YDH during the pandemic, which is
good. Simon Sethi admitted a few consultant adverts are receiving good interest, with
some people wanting to leave the big cities, may get much better interest than
previously. Ferne Clements added Anaesthetics and Emergency Department workers
are approaching Yeovil for relocation.
4.15 Martyn Scrivens asked about the 71 offers, as he did not recall seeing these vacancies
on previous reports. Ferne Clements advised the offers include Deanery Doctors. They
are not shown as a vacancy before moving to the offers tab. Certificate of Sponsorship
has been effected and Visa Application Centres have been closed due to the current
Covid-19 pandemic this has caused a delay in those arriving from overseas, which is
why there is a high number showing in the offers tab.
4.16 30 positions are on the horizon. Maurice Dunster enquired after an explanation. Ferne
Clements advised although there is a high number of applicants on some of the lower
grade posts, applicants are not always suitable for the positions. It was agreed the
deanery applications would be removed from the report.
4.17 The committee reviewed the agency expenditure data and Natalie Ibrahim gave a quick
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update on agency other spend. Last financial year, by staff group; 6% of agency spend
was audiology, 20% was operating practitioners; however some of this was recorded as
Nursing. As the recording is now more accurate, going forward this should show an
improvement in these figures. Ten therapists are currently delayed due to pandemic
planning. There are 6 Radiologists awaiting to join the hospital from overseas. Other
agency expenditure includes 18% in catering and 25% in housekeeping and domestic. It
has been confirmed that agency usage within catering and housekeeping provides the
required flexibility and at times is a more cost effective workforce. Agency workers are
reasonable to recruit, saving money here. It would be helpful in terms of the breakdown.
4.18 Graham Hughes enquired after cost effectiveness, and if it is possible to strip this report
down, to make it clearer. It is good to use agency under own terms, rather than be
forced upon the hospital out of necessity. Martyn Scrivens commented on using
historical data to view if more efficient and cost effective, allowing for clearer results to
see an improvement.
4.19 Nursing agency spend is 50% lower compared to last financial year, working with
Symphony Healthcare Services, has meant it has been possible to offer support where
needed. Agency and Bank usage over the last 6 – 8 weeks has meant YDH could
redeploy staff in other areas.
4.20 Ferne Clements advised Medical Staffing has seen an increase in agency spend due to
COVID-19. Merry Kane added some of this increase should be looked into, as
expenditure logged as winter costs going through April 2020, morphed into COVID-19
related costs; finance should make sure this is picked up for correct reimbursement.
Ferne Clements confirmed this could be mapped against.
4.21 Committee noted slides on mandatory training, safeguarding training, appraisals and
Guardians of safe working hours. Meredith Kane commented no flags or concerns were
raised regarding any risks.
05 2021

5
5.1

MEDICAL AND SENIOR MANAGERS TURNOVER
Mark Appleby noted this was discussed at the beginning of the meeting during matters
of actions arising and had nothing more to add.

06 2021

6
6.1

COVID-19 UPDATE
Mark Appleby gave an update on COVID-19 and its effect on the hospital, staff and
working routines. Areas of the hospital have differed in terms of activity, some have been
busier/ less busy than expected and there are hot areas where patients are being
treated. Back offices are remaining busy. The Communications Team send out daily
communications about national updates and key communication. Due to this, fewer
people have been contacting the absence and advice helpline.

6.2

Frequently asked questions have been developed and are reviewed on a regular basis
for staff to access, currently 42 questions covering everything from social distancing at
work and outside of work to protecting loved ones. This has eased the numbers of calls
to the COVID-19 helpline. Support guides have been established and commended. Risk
Assessments are ongoing in work areas, and will continue to ensure work areas and
staff are safe. Two weeks ago, risk assessments started for anyone in ‘hot’ areas. A
Homeworking Standard Operating Procedure has been developed to support staff,
including looking into the emotional side of homeworking, as the team recognise this
carries its own anxiety and stress. Vulnerable people advised to shield at home have
been advised to fix shielding until end of June 2020 but this could be extended. These
members of staff will get extra support upon returning to the hospital.
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6.3

Graham Hughes asked about the increased risk to Black, Asian and Minority Ethic
(BAME) staff members and how it is being managed. Mark Appleby confirmed there is
an increased risk for Black and Minority Ethnic people over 50. An online digital survey
for managers to answer regarding vulnerable and BAME staff has been produced and
sent to all managers across the hospital. Shelagh Meldrum added YDH have been in
contact with the BAME network.

6.4

It has been a very busy time across the hospital, but calls have reduced and absence
has fallen as well. There are some staff shielding for many reasons, vulnerable,
pregnant and underlying conditions etc. Guidelines are changing all the time, the team
are working to be as supportive as possible and demonstrating empathy and kindness.
Mark Appleby pointed out a graph made by the Development Team indicating
substantive staff members, testing and positive test results. Originally, 287 staff had
absences before testing was initiated, as anyone with any symptoms had to self-isolate,
but the number lowered with time and testing. A lot of the original number would not
have tested positive. The number of absences goes down every day. Absence due to
COVID-19 is currently 4.8% and general sickness is around 3%. Symptomatic staff or
those living with members of family showing signs and causing absence is currently
1.8%.

6.5

Paul von der Heyde noted his surprise on the ratio of doctors and nurses compared to
other staff – there was a higher COVID-19 related absence for other staff and clinical
staff. Mark Appleby admitted other staff covers many other members of staff in contact
with patients such as HCA’s and others, which could account for the higher number of
other staff absences. He confirmed all staff are acting appropriately and isolating as
needed, in fact staff have been overly cautious.

6.6

Simon Sethi added any surge in sickness, reduced beds, staff shortage has been
manageable, going forward, a potential future surge of COVID could cause issues as
beds will be reopened for other patients.

6.7

Paul von der Heyde asked if the results could be separated out to only show clinical staff
to give a better view. Shelagh Meldrum assured the committee going forward this could
be expanded. Mark Appleby added he could send more slides to give a better snapshot
of who is off etc.

6.8

Shelagh Meldrum pointed out the number of shielding staff was 73, which is double the
national average, and advised the teams would delve into this to understand why this is
the case. These will be the trickiest group to get back into the hospital in the long run.

6.9

Mark Appleby commented on staff testing which initiated on the 1st April 2020 amidst
constant changing guidelines. So far, 400 staff members and family have been tested. At
the point of the performance report, 40 had come back positive but this number is now
60. There had been a higher number of positive results from one ward; a review is
underway. Martyn Scrivens asked how many were asymptomatic and how the ward was
now. Shelagh Meldrum confirmed less than 5 of these were asymptomatic, there is a big
drive to test and perform contact tracing. It is understood there was an element of staffto-staff contact. There had been clear PPE usage and the source is underway although
it is understood to relate to an individual who attended work who was symptomatic and
was not patient to staff contraction. Public Health England have advised the hospital
followed national guidelines as appropriate.

6.10

Graham Hughes asked how many of the 40 were admitted into hospital and the
arrangements around tracing. Shelagh Meldrum provided an overview, confirming a
small number of staff members had been admitted for treatment; there were recovering
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well. Tracing is determined through rostering, regular visitors, anyone showing signs of
symptoms. Contact tracing for this ward has taken place. Meredith Kane advised if a
household was identified, leaflets are being sent to advise they may have come in
contact with someone with COVID-19 symptoms, YDH has been very proactive on this.

07 2021

08 2021

6.11

Jane Henderson asked about the patient to staff ratio and potential impact to the
hospital. Shelagh Meldrum discussed an example challenges faced by members of staff,
bearing in mind a number of patients testing positive with COVID-19 may also suffer
from dementia. Concerns may be raised by members of staff and their exposure. Simon
Sethi advised many front line staff working in COVID-19 areas are BAME, which
increases the risk hence the ongoing risk assessments. Jane Henderson enquired after
the statistics of front line staff and BAME employees against national statistics. It was
noted that it is not the case that BAME are more susceptible to contracting COVID-19
but that they may be more greatly impacted by it. Shelagh Meldrum agreed, the impact,
symptoms and negative outcomes appear higher for BAME.

6.12

Mark Appleby pointed out that from the data presented, the proportion of those testing
positive aligned with the proportion of BAME staff. Simon Sethi added BAME and
COVID-19 working should be added to the agenda to understand the correlation and
level of risk for BAME staff arising from any completed risk assessments.

7
7.1

COVID-19 ABSENCE AND ADVICE HELPLINE

7.2

Graham Hughes asked how quick the turnaround on testing is. For instance, 48 hours
where they have to self- isolate until results are announced. Shelagh Meldrum advised
originally there were no tests, and if staff had any signs of COVID would need to selfisolate for the required time. Now staff and family members are being tested, and the
turnaround is roughly 24 hours, and can perform rapid swabbing if it is a key member of
staff. If family member has symptoms or tested positive, isolation is for 14 days not 7
which has caused more absences.

7.3

Martyn Scrivens asked about the challenges reported in the Health Service Journal
(HSJ) on healthcare organisation’s receiving the results due to data protection legislation
and asked if this has effected YDH. Shelagh Meldrum advised this was on pillar 2
masked testing, which everyone has had difficulty receiving the results of. Meredith
Kane advised NHS England are experiencing the same challenges, but individual results
have been received.

8
8.1

NHS NIGHTINGALE BRISTOL

The Absence and Advice helpline went live on 16th March, initially a support line to cope
with questions/queries at the beginning of the pandemic but has evolved. The team
worked hard giving up bank holidays and weekends to manage the influx of calls at the
beginning; it has worked so well, it will be an option the team will look into going forward.
More than an advice line, it is a central reporting line, offering support as well as
recording absences. Absences were high at the beginning at 11%, but using the
helpline, absences were communicated and recorded to the staff bank really quickly.
Once social distancing became more widespread and staff understood it better, the
numbers lowered. All absences are recorded and reported using the line, not just
COVID-19 related, and the line is also for advice which many people have found useful.
Isolated staff have used it for signposting on where to get help if living alone, found
support mentally as well as more physical support being given such as delivery of hot
food and supplies. Supporting the staff in numerous ways. Any COVID-19 reported
absences are recorded and the bank/roster advised, on top of this, staff are being
offered testing and a reminder of when they can return to work after isolating.

Mark Appleby gave a brief update on the new NHS Nightingale Hospital in Bristol and
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9
9.1

9.2

With regard to Objective Structured Clinical Examinations (OSCE) training, there were
281 external candidates in 2019/20. Pass rate is circa 94%. YDH has the highest
conversion rate for overseas recruitment and training in the country.

9.3

Natalie Ibrahim provided an overview of projected performance for 2020/21; a significant
impact has been projected from the initial business case as a direct consequence of
COVID-19. Overseas countries are starting to lift restrictions. 67 arrivals are predicted
for July 2020; however, this is subject to change on availability of UKVI visa centres and
travel restrictions.

9.4

First 10 Radiographers are now located down in Plymouth. Possibly more in
July/August, another income stream, but quarantine rules in terms of arrivals.
Accommodation will be needed for cohort arrivals, biometrics, food supply etc. National
news from today has stated there may be exceptions for medical personnel.

9.5

Discussions are ongoing with Health Education England regarding the provision of a
Global Demand Hub for the South West.

9.6

Maurice Dunster pointed out that of the almost 600 arrivals, some trusts have accepted
significantly less members of staff than initially planned. Natalie Ibrahim advised some
trusts have struggled with forecasts and ensuring the required infrastructure is in place.
As a Trust, there may need to be a review into commitment from other trusts. However,
YDH are very quick at redirecting nurses to other trusts should this be required. YDH
have built a really strong relationship with North Bristol Trust.

9.7

10 2021

YDH’s input and achievements. Militsa Pribetich-Gill has spent the last few months over
there, and is due back to YDH shortly. She should be commended for all the hard work
she has put in. The remit was extraordinary and she really went above and beyond to
help set up the hospital. YDH was one of the top contributors to the Nightingale start up,
and the Bristol team were very appreciative.
UPDATE ON OVERSEAS RECRUITMENT
Natalie Ibrahim started with an overview of the last Financial Year and highlights of the
coming months. There is likely to be an increase in overseas nurse arrival numbers over
the next 10 months. There has been 26 arrivals for other hospitals, 61 for YDH and 17
UK nurses. UK recruitment was 28%. Overseas recruitment is still really important to the
hospital. Income generated was above plan, this figure does incorporate all staff. There
had been a good level of financial contribution from the overseas recruitment campaign
in 2019/20.

Maurice Dunster asked if there is data on the retention of overseas staff. Natalie Ibrahim
advised there had been a small number of leavers from Cornwall, who had moved to
London. Most are reporting back, staff are pleased with the recruitment process.
Pandemic planning has allowed 19 recruits to join the temporary nursing register.

9.8
10
10.1

Maurice Dunster congratulated everyone on the considerable success.
TERMS OF REFERENCE
Ben Edgar-Atwell advised the Committee that to ensure continued good governance, it
was time to the review of the Terms of Reference. A small number of suggested
changes were outlined in the circulated document, including updated role titles and
organisational changes. He said that subject to approval from the Committee, the Terms
of Reference would be presented to the Board of Directors on the 3rd June 2020.

10.2

There was general discussion on whether the Workforce Committee should receive
reports and assurance on the Raising Concerns process instead of the Audit Committee.
It was agreed that Raising Concerns (whistleblowing) would remain within the remit of
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Audit Committee in line with best practice provided by the HFMA.
10.3

As an aside, Martyn Scrivens questioned if there is a need for the various reports
(Guardian of Safeworking, Freedom to Speak up Guardian etc.) to be received at the
various Board Committees prior to Board of Directors. Ben Edgar- Atwell advised these
reports are required to be reviewed by the Board on a set basis although there is the
intention to streamline reporting as much as possible.

10.4

Based on the discussion outlined above, the Committee recommended the approval of
the draft Terms of Reference for the Workforce Committee as presented.

11
11 2021 11.1

12 2021

13 2021

ITEMS FROM THE MEETING FOR DISCUSSION AT THE BOARD OF DIRECTORS
The Workforce Committee agreed the following items would be highlighted at the next
meeting of the Board:
- COVID-19 and Staff Wellbeing.
- Overseas Recruitment

12
12.1

ANY OTHER BUSINESS
Martyn Scrivens mentioned his eagerness to ensure the Trust are capturing and
preserving ideas/suggestions/practices have learned during the pandemic.
Improvements in productivity and effectiveness. It would be interesting the outcomes of
managing workforce and preserving this going forward.

12.2

Shelagh Meldrum advised there is a growing library of processes/ideas put in place,
successes and failures and how the Hospital has learned from this. It should be quite
simple to collate the workforce items.

12.3

Peter Shorland added it was his first meeting and he thoroughly enjoyed it.

12.4

Maurice Dunster thanked everyone for the successful WebEx committee meeting and
ended the meeting.

13
13.1

DATE OF THE NEXT MEETING
The next meeting would be held on 24th July 2020 at 13:00, Boardroom, Level 1
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WORKFORCE COMMITTEE
Minutes of the Workforce Committee
held on 24 February 2020 at Yeovil District Hospital
Present:

Maurice Dunster
Paul von der Heyde
Graham Hughes
Jane Henderson
Martyn Scrivens
Shelagh Meldrum
Mark Appleby
Debbie Matthewson
Tracy Jones

Non-Executive Director [Chair]
Trust Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deputy Chief Executive and Chief Nurse
Director of Human Resources and Organisational
Development
Head of Education and Development
Head of HR

In Attendance:

Sue Bulley
Natalie Ibrahim
Noella Rowton
Ben Edgar-Attwell
Tina Hickinbottom-Tacey

Public Governor Observer
Head of Resource
Head of Medical Workforce
Company Secretary
Corporate Services Assistant

Apologies:

Simon Sethi
Meredith Kane
Bernice Cooke
Yvonne Thorne
Ferne Clements

Chief Operating Officer
Chief Medical Officer
Head of Governance and Assurance
Registered Manager – Daycase UK
Head of Medical Workforce
Action
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1
1.1

WELCOME & APOLOGIES
Maurice Dunster welcomed everyone to the meeting. Apologies were received and
noted above.

491920

2
2.1

DECLARATIONS OF INTEREST
There were no declarations of interest relating to items on the agenda. Any conflicts of
interest declared by the executive and non-executive directors would be contained within
the register to be presented at the Board of Directors.

501920

3
3.1

MINUTES OF THE PREVIOUS MEETING AND MATTERS ARISING
The committee reviewed the minutes of the previous meeting held on 30th October
2019, which were approved as a true and accurate record.

3.2

The committee asked for feedback concerning the report on Guardian of Safe working,
specifically the overall impression from the Junior Doctors regarding rotas and wellbeing.
Mark Appleby noted discussions on rota changes are ongoing as changing rotas during
active rotation is complicated. He had an informal meeting with some of the Junior
Doctors; discussions included rota request changes and annual leave, positive
comments on Ferne Clements’ support and no negative comments regarding rotas.

3.3

Martyn Scrivens raised a question regarding reasons for leaving. Tracy Jones had
previously advised a Deep Dive into work/life balance reasoning would be needed to
understand whether the Trust’s policies were too restrictive to improve this. She advised
she has not completed this as of yet but would action this.

3.4

With regard to actions and matters arising, the committee requested an update on the
development of a HR policy for the wider Somerset Healthcare system. Mark Appleby

TJ

advised the manual is currently being updated to version 4, however they are at an
impasse as Taunton and Somerset NHS Foundation Trust (TSFT) and Somerset
Partnership NHS Foundation Trust (SomPar) have requested it be written from scratch,
whereas Mark Appleby hopes to negotiate adopting the YDH policy manual. The policy
has received a lot of national interest following a presentation to various South West
Events, receiving extremely good feedback and it has been submitted for an HPMA
Partnership Award shortlisting will be available soon and Mark Appleby and Shelagh
Meldrum have been invited to attend the awards in Belfast in June 2020.
3.5

Jane Henderson questioned the feedback from Taunton and Somerset NHS Foundation
Trust (TSFT) and Somerset Partnership NHS Foundation Trust (SomPar) regarding
whether they specified suggested changes. Mark Appleby advised multiple policies have
been written, however there are cultural issues to address and an unwillingness to
surrender sovereignty of policies, in addition there is no overlap with some of the
policies. It was agreed that this action would remain for a further update at the next
meeting.

4

Workforce Performance Report
Mark Appleby gave an overview of the Workforce Performance Report noting the
following:

MA
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4.1

The Summary Assurance Slide includes some key KPI’s and noting regulators will look
here first as it can be indicative of staff morale etc.

4.2

The turnover rate for the Trust was reviewed. Turnover is currently at 17% and has gone
up slightly, some concerns were raised over the Senior Manager turnover as it was
much higher at 33%; however, could be related to redeployment, retirement and
returning staff. Overall turnover looks good compared to last year. Shelagh Meldrum
advised a lot of effort has gone into nursing retention. It was agreed a deep dive was
needed on medical and senior managers.

4.3

4.4

4.5

Graham Hughes pointed out the inconsistency with Daycase UK turnover and the
contradicting comments advising no concerns; he asked for more clarity on the
comments. Shelagh Meldrum agreed this would be reviewed, and advised she would
like to streamline the report.
Other key HR developments discussed included the commencement of the new
occupational health contract and Daycase UK staff transferring back on the 1st March
2020. Mark Appleby highlighted the overseas recruitment campaign, although the plan is
ambitious it has been over performing against plan. It was agreed a substantial update
would be received at a future committee.
Natalie Ibrahim gave a short update on recent developments within the overseas
recruitment including; a planned meeting with Health Education England (HEE) to
discuss YDH recruiting nurses on a larger scale and possible plans for an Objective
Structured Clinical Examinations (OSCE) test centre in the region. Funding could be
available towards the development of this and to upscale the services included. A recent
Nursing and Midwifery Council (NMC) meeting presented information on the different
routes to nursing available, which identified changes in the process to help overseas
nurses. Nurses can now opt where on the register they join, which opens up the
possibilities for us to expand, especially useful for Paediatric and Mental Health Nurses.
Additionally, the first recruitment of radiographers for other organisations has completed,
recruiting 27 from the first batch.
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4.6

Some concerns were raised, including: issues in the training for mental health nurses,
nervous about branching out and feeling protective of what the Trust does well, the
Trust’s reputation and consideration of countries where to recruit nurses. Natalie Ibrahim
acknowledged there could be some restraints with training, she advised the team would
have to recognise the differences and develop a process to cover this. In a recent
conversation with Professor Ged Burne, he complimented our process as the “best end
to end recruitment”, which is a huge endorsement for us, and he was not averse to
mandating other Trusts to us. Regarding the concerns in the recruitment of nurses from
other countries, Natalie advised there are only a finite number of countries we do recruit
from, those with high levels of nurses available.

4.7

The ESR Woven Report published monthly, this report reviews the national ESR
personnel system used and reports on level and accuracy of fields, to ensure the data
stored is of good, consistent quality and can be used for mapping such as equality and
diversity. YDH are performing much better than we have historically, currently 19th out of
423 organisations.

4.8

Update on Locum Spend: Meeting targets for vacancies, some good progress made
since last year, but further work to be done in this area. The few vacancies left are
expensive to cover and the Trust has not seen much progress in converting people to
substantive staff.

4.9

The rate of vacancies within the Trust remains consistent, nursing vacancies are as
expected. Challenges in theatre nurse recruitment have been previously addressed and
a management restructure has allowed for identification of 3 candidates to be
reintroduced over the next 12 weeks. NMC process for registered children’s nurses and
possible issues with staffing ratios could have some impact; currently have plans for
some roles and a recruitment day planned in the next 6 weeks.

4.10

The committee reviewed the agency expenditure data where it was noted medical
agency spend is adverse to plan and nursing agency spend is favourable to plan, as
there are significant challenges, and the expectation is for nursing spend to improve over
time. Martyn Scrivens questioned the use of agencies/ locums in terms of value for
money, arising from discussions at the Financial Resilience and Commercial Committee
where “other pay” variances were raised. Natalie Ibrahim commented for some purposes
such as Sterile Services Department and the need for deep cleans, agencies could be
cheaper and added there is a weekly report on nursing breaches and there is potential to
use this for estates staff etc.

4.11

Group pay expenditure was discussed and is adverse to plan. Medical and Nursing
being the top concern. Cost improvement planning in medical is not being achieved and
nursing overspend is due to acuity and escalation. Robust processes are in place to try
to combat this, new standard operating process launched in January, whereby any
nursing agency staff over tier 1 has to be reviewed and signed off by Directors. Creativity
is often key, as some areas or roles are role dependant and a balance is needed based
on filling positions verses rota dependency. Noella Rowton pointed out one vacancy in
the Gastric Team had been recently filled by a general medical consultant to cover
general ward, this frees up the gastric team to more specialist work.

4.12

Graham Hughes also commented on non-recurrent cost improvement planning,
specifically in payroll where it is delivered month on month. Questioned whether it should
it be converted to recurrent? Maurice Dunster questioned who makes these decisions
and whether we could still deliver the service if we cannot recruit. Mark Appleby advised
there is a working group that continuously looks at reducing agency spend and
recruitment. He explained they have had some successes with recruitment, attracting
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good people but some posts are hard to fill. Maurice Dunster acknowledges and
recognises it is a challenging task.
4.13

Concerns were raised on medical vacancies, most recruitment via NHS route except for
respiratory and emergency. Reviewing contacts with agency in India and internally
showing positive developments to get new people to join. Anaesthetics appeared to be a
concern, discussions arose on team working, role within the Trust and how often they
are generalist and cover a broad range of roles. These roles are reviewed as to
requirements.

4.14

Graham Hughes enquired after the new Medical Examiner role and payment. Shelagh
Meldrum confirmed the role would be paid partially through Crematorium Form fees and
some national funding.

4.15

Discussions took place on developing the slides to give a clearer picture of vacancies
and more information needed on plans and next steps.

4.16

Natalie Ibrahim reported on pay and charge breaches. The Trust doesn’t use long term
agency nurses and our agency usage is usually last minute and due to escalation,
smaller cohorts are dependent, and reliant to agencies, these situations mean the
vacancies we have to fill will always be more expensive. Bank usage is always the first
point of call.

4.17

Mandatory Training Compliance Rates have improved and thanks were given to Debbie
Matthewson and her team for their hard work. Martyn Scrivens raised a point on
specialist training such as Resuscitation Training; he questioned the current rate of
compliance. Debbie Matthewson said she will review and explained there are issues with
advanced training (ALS and PLS). She is looking at how the Trust can adjust the
delivery of training to make it easier to attend, as a more thorough approach is needed.
She would like to see if it’s possible to deliver in a similar way to Taunton and Somerset
NHS Foundation Trust (TSFT) and Somerset Partnership NHS Foundation Trust
(SomPar), where they focus on one element.

5
5.1

Staff Survey Overview
Mark Appleby presented a full overview on the 2019 National NHS Staff Survey results.
YDH chose to survey across every member of staff rather than a small cohort as with
other trusts. The last two years have recorded the highest response rate in the country,
partly due to managers championing the survey and encouraging staff to complete.
Other contributions to the excellent response include remaining with paper copies which
generates better response rates than digital, post boxes located around the hospital,
banners and follow up communication to remind people to complete. An overview of the
different areas and themes was presented and discussed including YDH coming top in
the country for health and wellbeing and immediate managers, and above average for
the majority of the themes with the exception of safe environment and appraisals which
are average. The committee reviewed the ranked themes noting achieved overall
benchmark of top 20% as 74 questions overall scored better than the sector and only 3
scored less than the sector. 30 areas have had a significant improvement compared to
2018, and none have deteriorated. The variances falling short of the better than average
are additional paid hours; suggestions made regarding encouraging people to join the
bank, appraisals/knowledge and skills framework and values of organisations discussed
as part of appraisals. Mark Appleby advised safe environment and appraisals will be a
focus as the goal is always to be above average, however he emphasised overall
engagement is very good and other trusts often comment on our excellent results.

MA/SM
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5.2

Martyn Scrivens enquired about progress during the survey; wards appeared to have the
lower response rate. Was this the final picture? Mark Appleby reported it can be harder
for staff on wards as they don’t have as much down time. An increase was shown when
the reminder was released as it generated a competition towards the end.

5.3

Paul von der Heyde joined the meeting.

5.4

Maurice Dunster queried the quality of appraisals, as this was one of the lowest scoring
themes. The committee discussed the difference in response across themes, noting
participants do not have to answer all questions; some questions overlap and sometimes
the wording can be outdated or inconsistent. Recognition that some areas of business
are busy but time needs to be devoted to appraisals.

5.5

Martyn Scrivens highlighted the position on immediate managers within the survey,
noting staff feel like they are looked after by managers but appraisal score is not
reflecting this.

5.6

Graham Hughes asked if there have been improvements in ED regarding staff safety
due to security. Shelagh Meldrum admitted it is still a significant issue but this is across
the board, our staff are exceptionally good at reporting incidents. She admitted likelihood
of adding body cameras to ED is high and reflected on a recent prosecution case.

6
6.1

E-Rostering Update
Natalie Ibrahim presented the E-Rostering Update and project status overview and
context around the new eRostering implementation. This arose from a procurement
exercise concluded as a Somerset Sustainability and Transformation Partnership (STP)
at the end of September 2019. Allocate is the current system used by 98% of NHS
Trusts nationally and is due to expire 26th May. However, it offers limited development
opportunities and costing had become stagnant. A competitor was identified, the
software advertised as not being an off the shelf product, and the company is already
well established within Ireland. Seniors members of staff visited a hospital in Ireland to
see the system in operation. After substantial exercise and due diligence, the contract
has been awarded to Soft works, as results showed highest in technical and pricing.
NHSE/I are supporting us to deliver this project. Overall, YDH has built a really strong
relationship with Softworks; they are very receptive and responsive. To date, the Trust
identified 90 configuration changes and over 70 had already been completed by this
meeting.

6.2

Natalie Ibrahim continued to give a summary of the successful criteria for Phase 1 which
is to deliver a like for like system. These were discussed noting staff patterns and roster
templates need to be on the system, integration of ESR and TrakCare has to be
completed, payroll, rules and configuration has to be tested and operational, additionally
a training plan has to be delivered across all user profiles. Once all of these are in play,
the system will offer far and above what is in place now, including helping make
decisions in bed meetings, improved reporting functionality on finance, budgeting and
auto-rostering and eventually moving onto phase 2 and 3 to allow additional uses such
as collaborative bank, visibility of shifts and eventually sharing of staff on differing sites
as needed.

6.3

Finally, Natalie Ibrahim identified the risks which could cause issues or delays, including
rules included in the software which have been challenging, and a full housekeeping
exercise was needed to clean this up. The biggest risk identified lies with TST/SOMPAR
not identifying the success criteria in phase 1, resulting in a reduced likelihood of going
live on time due to lack of confidence in the system, they have extended the contract
and will be running with Allocate, eventually they will get the system developed by YDH.
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However, this could be a much bigger challenge in the long run. The Trust would need to
be careful of resources in the future. Second risk identified is the ambitious training plan.
All rosters are being updated to ensure everyone is being trained currently by Safeworks
trainers. It is currently a three year project and urgent issues are being identified and
corrected.
6.4

Graham Hughes and Martyn Scrivens both raised concerns on the time frame,
questioning running Softworks and Allocate simultaneously in case any issues arise and
if the team were confident in this timing. Natalie Ibrahim advised that Allocate would be
switched off at the end of April 2020 but we could use until the end of June 2020 if
necessary, and she noted that while this only allows a one month buffer which carries
risks, she is confident. All of the individual templates and rostering need to be live and
online, and this is currently being tested.

6.5

Mark Appleby pointed out how hard the team has worked, it has been a pleasure to work
with Softworks and they have built a good relationship. Although, there are risks
involved, team confident with the system, risks mitigated where possible.
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7
7.1

Risk Assurance Committee Q3 Report
Mark Appleby gave an overview of key topics relating to the Workforce committee that
arose in the Risk Assurance Committee (RAC). He noted the following; four workforce
related topics had been identified and reviewed by the RAC during this quarter. Staff
wellbeing identified as assurance systems being in place with no evidence of any
significant issues or concerns and Blue assurance was given. Recruitment,
sickness/absence and harassment/bullying show no concerns were raised as part of this
review and Green assurance was provided.
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8
8.1

CEA Awards Update
Noella Rowton provided an update on the new style Clinical Excellence Awards (CEA).
The total awarded was 25, 22 from this year and 3 awards carried over from last year
from the 15 applicants received.

8.2

She noted the recent national changes concerning time limiting the awards, and awards
would be reviewed from 2018 – 2021. The award would be higher but no longer
pensionable. Old awards are locked in, but those in receipt will have to reapply from
2021 onwards, emphasising multiple awards show a higher level of excellence. Another
significant change this year to previous years was that they had to award all funds this
year, as no longer able to rollover. The British Medical Association (BMA) have advised
nationally not to withhold. Noella Rowton pointed out there had been a downturn in
applicants, which could possibly be due to the pension change.

8.3

Discussion was generated on how the Trust defines excellence and coordinate awards
taking fairness and Trust values into account. Maurice Dunster and Paul von der Heyde
both specifically questioned how the Trust should define excellence in regards to these
awards and it could be a possibility to go the BMA to question the decision on having to
give out all the awards each year. Paul von der Heyde elaborated his concern regarding
the appropriate application of the award and concerns should be put forward to the
BMA/LMC. It was debated that excellence should be recognised as above and beyond
their day jobs. Martyn Scrivens questioned if the Trust can’t hold true our values when
awarding excellence and cannot make our own judgement on awarding every year,
perhaps a negotiation with the LMC should be attempted, and if an agreement could not
be reached, does the Trust have to continue with the awards. Mark Appleby noted that it
is a highly competitive market, withholding or cancelling the clinical awards could
discourage new recruits.
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9
9.1

ITEMS FROM THE MEETING FOR DISCUSSION AT THE BOARD OF DIRECTORS
The Workforce Committee agreed the following items would be highlighted at the next
meeting of the Board:
- Issue of medical costs
- Staff survey
- ESR – E-Rostering project update
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10
10.1

ANY OTHER BUSINESS
No other items of business were raised.
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11
11.1

DATE OF THE NEXT MEETING
The next meeting would be held on 23 March 2020 at 13:00, Boardroom, Level 1
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Mortality Report
Learning from Deaths
Quarter 1 2020/2021
Introduction
In December 2016 the CQC report Learning, Candour and Accountability: A review of the way NHS
Trusts review and investigate the deaths of patients in England, identified that learning from deaths
was not given sufficient priority in some organisations and consequently valuable opportunities for
improvements were being missed. In March 2017 the National Quality Board published national
guidance on learning from deaths to initiate a standardised approach to learning which includes a
number of recommendations to be included into Trust’s governance frameworks.
These recommendations include having a Director responsible for the learning from deaths agenda, a
Non-Executive Director to take oversight of progress and implementing a systematic approach to
identifying the deaths requiring review, with a robust methodology for case record reviews.
Ongoing developments include specific guidance for NHS Trusts in working with families, published in
July 2018 and the planned introduction of medical examiners now scheduled for implementation from
April 2020. The aim of this new system is to make sure that all deaths not investigated through the
coronial process are subject to a degree of independent scrutiny, with increased transparency for the
bereaved and an opportunity for them to raise concerns.
A review of the first year of NHS Trusts implementing the Learning from Deaths National Guidance
has recently been published by the CQC. This document highlights the progress that has been made
with implementation of the Learning from Deaths Programme as observed during the CQC well-led
inspections. The report acknowledges the early progress and the need for cultural change in the
NHS, especially in respect of engagement with families. The Trust Learning from Deaths Policy has
been amended to reflect these developments and the outcomes reported within future quarterly
reports.
The report highlights several challenges for Trusts in the future. These include:
•

Implementing and monitoring the role of the medical examiner, providing continuous safety
improvement, and responding to complaints and concerns.

•

Developing systems to allow learning from deaths that have occurred outside of a hospital, with
effective information sharing across NHS providers.

•

Improving support for staff as agreed across national bodies, including NHS Improvement and
the Healthcare Safety Investigation Branch to enable them to carry out robust reviews and
investigations of deaths and serious incidents.

Mortality Rates
In hospital deaths per month
Summary Hospital-Level Mortality Indicator (SHMI)
The number of deaths in hospital is captured through the Summary Hospital-Level Mortality Indicator
(SHMI). This reports mortality at Trust level using a standard and transparent methodology, which is
published quarterly as a National Statistic by NHS Digital. The SHMI is the ratio between the actual
number of patients who die following hospitalisation at the Trust and the number that would be
expected to die on the basis of average England figures, given the characteristics of the patients
treated there. Our latest SHMI covering 12 months February 2019 to January 2020 is 89.97, within
the expected range using NHS Digitals 95% control limit. No SHMI group is statistically significantly
higher than expected.

Hospital Standardised Mortality Ratio (HSMR)
The Trust uses Dr Foster to support analytical review of outcomes data. This includes reporting of the
Hospital Standardised Mortality Ratio (HSMR), which reviews a set number of indicators to inform
understanding of quality and improvements in clinical care. The Trust HSMR for the reporting period
April 2019 to March 2020 is 83.4 statistically significantly lower than expected and the lowest in the
regional acute peer group. A weekday split shows our weekday HSMR remaining statistically
significantly lower than expected, with weekend figures within the expected range.

The latest report from Dr Foster with a data set from April 2019 to March 2020 highlights the Trust’s
position with both HSMR and SMR remaining statistically significantly low. Continued monitoring of
our data has reassured us that the reported figures are a true reflection of the current position.
The Dr Foster data also shows that we have maintained a high level of reporting of significant
comorbidities. This positively affects our HSMR as this is calculated by comparing the number of
expected deaths with the actual number of deaths. Patients with more comorbidities are by definition
in a higher risk group for anticipated death.
There was one CUSUM alert in the previous quarter and none in Quarter 1. CUSUM is short for
cumulative sum and an alert occurs when the number of deaths, readmissions or activity within the
Trust in a cohort of patients with the same coded condition, (taking account of their comorbidities) is
higher than anticipated. All alerts are reviewed to identify why the alert has occurred and to identify
any actions that should be taken to address any issues with the management of this cohort of
patients.
The CUSUM alert in Quarter 4 was for cases coded as ‘other liver disease’ with 10 cases involved.
The Clinical Outcomes Committee are responsible for investigating all CUSUM alerts with any actions
taken referred back through the committee. These 10 cases have been identified but are yet to be
reviewed.

Learning from Deaths
It is important to provide a formal system to review the care and management of any patient who dies
within the Trust. The Structured Judgement Review Tool from the Royal College of Physicians (RCP)
has been adapted to facilitate its use throughout the hospital. Formal mortality reviews are
undertaken with data analysis used to inform improvements in care and provide reports to the Board.
The Mortality Review Group continues to meet monthly to oversee reviews of the management and
care of all patients who have died within the hospital. This group will be reformed as the Medical
Examiner role will have an impact on the availability of these clinicians for membership of the group.
A three-stage process had been developed with those patients requiring a formal review identified
through an initial assessment at the time of completing the death certification. This first review
(Mortality Review 1), will be completed by the Medical Examiner to enable early identification of any
case where a potential problem exists. For example, where the cause of death does not follow from
the admission diagnosis or where a potential omission in care or poor management has been
identified. This will ensure that any patient where there is a suspicion of a problem with care or
management will undergo a detailed mortality review by the specialist teams to identify any concerns
and to ensure learning for improvement.
Cases identified for a full review (Mortality Review 2), will undergo a full review via speciality Morbidity
and Mortality meetings with presentation of any significant findings at the local Clinical Governance
Sessions. Outcomes from these meetings, in particular any learning and actions taken will be
recorded through the Learning from Death’s Lead on the Structured Judgement Review tool. Any
investigation undertaken outside of this process, for instance Serious Untoward Incident
Investigations where death has occurred will include an avoidability score as part of the investigation
summary. This ensures all patient in hospital deaths can be categorised depending on the level of
avoidability in each individual case.
The introduction of the Medical Examiner Role from 1st July 2020 formalises the above systems. The
current investigation processes will continue where an incident has been reported, the coroner is
involved, for patients with a learning disability or where other potential issues have been identified
through the complaints or bereavement process. The Medical Examiners, Medical Examiner’s Officer
and Learning from Deaths Lead will liaise closely to avoid duplication and ensure that all deaths in
hospital are effectively reviewed and outcomes recorded and shared.

Quarter 1 Reviews
The number of reviews recorded in the quarter has been reduced by the stand down of committees
and working groups due to the Covid19 measures. It should be noted that due to the process of
retrospective reviews, data from Quarter 1 will be updated as the reviews form these months are
undertaken. Therefore it is anticipated that the Quarter 2 report will reflect the true numbers of
reviews undertaken. Reviews undertaken by speciality teams have continued but again taking
account of the retrospective nature of these reviews the numbers are low.
For those reviews undertaken in Quarter 1 (and the updated cases from the previous quarter), there
were no cases with a score below 5. None were identified where care concerns are thought to have
contributed to the outcome for the patients. Again, it should be noted that there is a data lag in the
reports and this position may change in subsequent reports.

All in hospital deaths can provide information about the individual patient’s care and management.
Alongside the formal mortality review process learning can take many forms and be identified
through many sources including;
•

Serious Incident Reviews

•

Complaints and bereavement concerns

•

Medical Examiner reviews

•

Coronial activity

•

Learning Disability Reviews (LeDeR)

•

Perinatal Mortality Reviews.

•

Child Death Review processes.

It is important to identify themes and trends from all of the available information to enable Trustwide
learning and address any issues that have been identified.
Themes from mortality reviews and investigations undertaken within the quarter:
Of the deaths reviewed using the Structured Judgement Tool so far in the quarter:
•

The quality of documentation in the quarter was either adequate or good

•

No significant issues were identified

•

None of the Surgical or Orthopaedic deaths in the quarter were recorded using the tool.

Issues positive and negative from reviews undertaken:
•

There were no avoidable deaths and no problems identified which contributed to any patient’s
death.

•

Several patients with significant comorbidities were admitted where care may have been
possible at home.

•

Timely and appropriate DNAR discussions and decisions were made.

Lessons Learned from Mortality Reviews and investigations:
•

Community DNAR and TEP does not always inform decision to admit or in hospital plan.

•

Individual learning has been commented on by junior doctors when reviewing the quality and
content of medical records.

Actions Taken:
•

Consideration of changes to the Countywide DNAR and escalation documentation.

The Medical Examiner and Medical Examiner Officer
The Trust appointment and introduction of the Medical Examiner and the Medical Examiner Officer
was delated due to Covid19 pressures. The Medical Examiners commenced practice on 1st July
2020. Their work will enable greater learning to be gained from effective reviews of in hospital
deaths. It is anticipated that their findings will be reported externally via the National Learning from
deaths and coronial process and internally through this quarterly report.

Coronial Activity
5 new instructions were received in quarter 1. Three patients had undergone surgical procedures,
with two of these being out of hospital deaths. One had undergone investigations with a decision that
nonsurgical management was the best option and one is being investigated following an overdose. In
all cases, formal statements have been obtained with no omission or care problems identified that
would be considered to have contributed to the patient’s death. No inquests were held in the quarter.
It should be noted that in light of Covid19 the coroner’s rules have been modified with a resultant
increase in the number of ‘read only’ inquests in cases where clinical statements are unequivocal and
the cause of death determined without need for formal questioning.
Learning Disability Deaths
There were 5 patients with a Learning Disability who died in the quarter. Where such a death occurs,
these are reported in line with national requirements and reviewed in the first instance for any
immediate actions. The Trust is fully compliant with the LeDer Programme and will report such cases
to the Commissioners for appropriate review and investigation. No deaths have been identified as a
consequence of concerns about hospital care.
Neonatal and Maternal Deaths
CNST requires that cases and actions reviewed using the Perinatal Mortality Review Tool (PMRT)
are reported to Trust Board quarterly.
The PMRT facilitates a comprehensive, robust and standardised review of all perinatal deaths from
22+0 gestations (excluding terminations) to 28 days after birth; as well as babies who die after 28
days following neonatal care.
The web-based tool presents a series of questions about care from pre-conception to bereavement
and follow-up care. The factual information is entered in advance of a multidisciplinary panel of
internal and external peers (allowing for a ‘Fresh eyes’ perspective) review of cases. The tool is used
to identify required learning with action plans generated, implemented and monitored.
The unit has cared for 1 woman whose pregnancy have sadly ended in uterine death and there has
also been 2 neonatal deaths. These cases have been referred for investigation in line with the
requirement for Perinatal Mortality review.
The unit has 5 finalised HSIB reports and an action plan from findings and safety recommendations
currently being produced to aid improvement.
Themes and Trends from PMRT reviews
Key emerging themes that are being addressed from all the above reviews are:•

The essential nature of the supernumerary status of the labour ward coordinator.

•

Labour issues raised – the significance of interpretation of fetal monitoring and management of
induction of labour/Labour

•

The drive to improve documentation

•

The risks of homebirth and management of these.

•

Ensuring woman make fully informed decisions at all stages of pregnancy and labour

•

Importance of providing consultant cover in the antenatal clinic

This information concludes the Quarterly Mortality and Learning from Deaths report for Quarter 1.

Rota Gaps
April 2020
• 1 x GP – ED Vacant from December rotation
• 2 x ST4+ Paediatric – From March rotation
May 2020
• 1 x GP – ED Vacant from December rotation
• 2 x ST4+ Paediatric – From March rotation
June 2020
• 2 x ST4+ Paediatric – From March rotation
Guardian of Safe Working Fines
The secondary limits that attract a fine are
• a doctor working more than an average of 48 hours per week in any 3 month period
• a doctor working more than an absolute maximum of 72 hours in any given week
• a doctor getting less than getting 8 hours rest between shifts
• a doctor missing more than 25% of rest breaks in any 4 week period.
There have been no fines imposed at YDH in the Period April 2020 – June 2020 (Historically
there have been no fines imposed at YDH since the start of Exception Reporting)
Summary
There is consistent evidence that working hours for trainee doctors at YDH are safe, as they
relate to the 2016 T&Cs and the hours limits set out by those T&Cs.
The vast majority of Exception Reports raised at YDH relate to Overtime Hours.
The ‘Medical’ Teams account for the vast majority of the overtime hours claimed for.
Since COVID started having an impact the number of claims for Overtime has dropped
significantly.

