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JOINT MEETING IN PUBLIC OF THE BOARD OF DIRECTORS OF THE ROYAL 
DEVON AND EXETER NHS TRUST AND THE TRUST BOARD  

OF NORTHERN DEVON HEALTHCARE NHS TRUST 
 

Wednesday 26 January 2022 
Via MS Teams 

 

MINUTES 
PRESENT RD&E: Mr J Brent Chairman 

 Mrs C Burgoyne Non-Executive Director 

 Mr P Dillon Vice Chair 

 Mrs H Foster Chief People Officer   

 Professor A Harris Chief Medical Officer 

 Mrs A Hibbard Chief Financial Officer 

 Professor J Kay Non-Executive Director & Senior Independent Director RD&E 

 Professor B Kent Non-Executive Director 

 Mr S Kirby Non-Executive Director, RD&E & Associate NED NDHT 

 Mr A Matthews Non-Executive Director 

 Mrs C Mills Chief Nursing Officer 

 Mr K Orford Non-Executive Director 

 Mr J Palmer Chief Operating Officer 

 Mr C Tidman Deputy Chief Executive   

 Mrs S Tracey Chief Executive  

PRESENT NDHT: Mr J Brent Chairman 

 Dr T Douglas-Riley Non-Executive Director & Senior Independent Director NDHT 

 Mr R Down Non-Executive Director 

 Mrs H Foster Chief People Officer (non-voting NDHT Board member)  

 Mrs P Geen Non-Executive Director 

 Professor A Harris Chief Medical Officer 

 Mrs A Hibbard Chief Financial Officer 

 Professor B Kent Associate Non-Executive Director, NDHT and NED, RD&E 

 Mr S Kirby Associate Non-Executive Director, NDHT and NED, RD&E 

 Mrs C Mills Chief Nursing Officer 

 Mr T Neal Non-Executive Director 

 Mr K Orford Non-Executive Director 

 Mr J Palmer Chief Operating Officer 

 Mr C Tidman Deputy Chief Executive (non-voting NDHT Board member) 

 Mrs S Tracey Chief Executive  

APOLOGIES: NONE  

   

IN ATTENDANCE: Mrs K Allen Director of Strategy 

 Mr M Browning Programme Director, Elective & Strategic Projects, RD&E (for 
item 014.21) 

 Mr M DiFranceso NHSE/I (Observer for item 008.22) 

 Ms G Garnett-Frizelle PA to Chairman (for minutes) 

 Mrs M Holley Director of Governance 

 Dr Stuart Kyle Outpatient Transformation Clinical Lead (for item 014.21) 

 Dr L McDonald NHSE/I (Observer for item 008.22) 

 Dr J Miller Programme Director, SW Genomic Medicine Alliance (for item 
009.22)  

 Ms E Patchett NHSE/I (Observer for item 008.22) 

 Mr D Tarbet Director, Business Innovation & Sustainability (for item 010.22) 

 Professor C Thirlwell Professor of Genomics, University of Exeter (for item 009.22) 
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  ACTION 

001.22 CHAIRMAN’S OPENING REMARKS  

 

The Chairman welcomed the Boards, members of the public, Governors and 
observers to the meeting.  He reminded everyone it was a meeting in public, 
not a public meeting, and asked for questions at the end of the meeting and for 
them to be focussed upon the agenda.  He asked members of the public to 
only use the ‘chat’ function within MS Teams at the end to ask any questions.  
He reminded everyone that the meeting was being recorded via MS Teams.  
 
The Chairman’s remarks were noted. 

 

002.22 APOLOGIES 
 

 None were noted.  

003.22 DECLARATIONS OF INTEREST  

 

The Boards noted the following new declaration: 
 
Mr Kirby became a Director of St Giles Court (Bristol) Management Limited on 
1 January 2022, which is a company that manages freeholders’ interests for 
flats in central Bristol. 

 

004.21 MATTERS TO BE DISCUSSED IN THE CONFIDENTIAL MEETING 
 

 

Mr Brent noted the following items on the Boards’ confidential agenda: updates 
from Joint Governance Committee, Integration Programme Board (including 
sign-off of Board Statements and Memoranda), Joint Digital Board, MyCare 
Programme Board and Our Future Hospitals Board; diagnostics imaging 
recovery plan; update on operational planning guidance and financial 
framework; Linen Services Tender and Acute Provider Alliance update. 

 

005.22 
MINUTES OF THE MEETING OF THE JOINT NDHT & RD&E BOARD HELD 
ON 24 November 2021 

 

 The minutes of the meeting held on 24 November 2021 were approved as an 
accurate record subject to the following amendments. 
 
Mr Orford to be added to the list of attendees for the RD&E Board. 
 
Minute number 174.21, page 12, second bullet, second sentence to read “The 
RAG rating status mismatch of planned and actual staffing for the RD&E” 

 
 

006.22 MATTERS ARISING AND BOARD ACTION SUMMARY CHECK 
 

 

Action check 

The actions were noted as per the tracker with the following revisions: 
Action 57.21 was agreed as completed. 
 
Actions 174.21 (1) and 174.21 (3) relating to the Safer Staffing Report to be 
kept on the action tracker until the target date of the May Board meeting. 
 
There were no further matters arising.  
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007.22 CHIEF EXECUTIVE OFFICER’S REPORT 
 

 Mrs Tracey provided the following updates to the Board. 
 
National Update 

 The Prime Minister has launched a public inquiry into the Covid pandemic 
and Dame Heather Harris had been appointed as the Chair of the inquiry.  
Terms of Reference have yet to be made public.  Mrs Holley, as Director of 
Governance for both Trusts, will lead work on this and preparations ae 
underway to support this. 

 There has been notification that the timescales for establishment of ICSs 
have been delayed to 1 July 2022 to allow more time for parliamentary 
timetabling of the Bill which will allow the closure of Clinical Commissioning 
Groups in order to establish the ICSs.  The Bills Committee stage in the 
House of Lords is due to last until February 2022, and if amendments are 
made, it will need further consideration in the House of Commons. 

 
Devon System Update 
Professor Harris provided an update on the Covid position in both Trusts.  He 
advised that adult infections in Devon had peaked around 7 January 2022, with 
the total peak a few days later as there had been a rise in infection rates in 
children.  The modelling shows a fairly steep fall off in new cases going forward 
and the expectation is that the model will hold good.  The RD&E and NDHT 
appear to have avoided a peak in admissions of patients with the Omicron 
variant.  Overall, the position is good and it is expected that there will be a 
decrease in incidence over the coming weeks, notwithstanding the slight risk 
relating to the increased infection rate in children.  There have been very few 
admissions to ICU and length of stay with Omicron has been shorter than with 
other variants.  This position is attributable to vaccination and booster rates in 
Devon and the predominantly non-urban population of North and East Devon. 
 
Mrs Tracey advised that despite the more positive picture there had been 
impact on bed capacity and time spent operationally managing the position.  
The system has been working closely on its response with the Winter 
Taskforce group with Mr Palmer as the joint lead and Professor Harris as the 
Medical Director for the system.  The Boards had previously received a Winter 
Taskforce briefing and an ICS update and both would be made available on 
the public websites.  There is reporting back to the Chief Executives and the 
Directors of Adult Social Care at system Gold meetings, with current areas of 
focus noted as implementing integrated surge and super surge plans, 
implementing a system escalation plan agreed on 12 January 2022, 
overseeing the Covid mutual aid protocol, reducing the impact of patients with 
“no right to reside” in all hospitals with a target of 30% reduction by the end of 
January 2022, establishing the ambulance dynamic conveyancing protocol 
which is looking at improving ambulance handovers across the system and a 
system wide approach to infection prevention and control.  In addition, a 
consistent approach has been taken to staffing issues in particular annual 
leave carried forward and Covid testing approach in light of the national 
guidance on what to do after a positive lateral flow test.  Most providers in 
Devon have opted to retain a confirmatory PCR test or LAMP test in relation to 
non-symptomatic positive staff, ensuring that staff can safely be brought back 
to work. 
 
Funding has been made available to the voluntary sector across Devon, with 
northern and eastern Devon having received £1.8m to help support admission 
avoidance and discharge.  Work is taking place through local care partnerships 
to ensure that this funding is channelled to the voluntary sector for this. 
 
Local Issues 
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The position locally has been dominated by the national guidance on 
mandatory vaccination for most NHS staff which states that two doses must 
have been received by 1 April 2022 unless the staff member has an 
exemption.  This is a legal requirement which came into force on 7 January 
2022, but there has been a grace period until 31 March 2022 for staff get their 
vaccinations.  After 1 April 2022 it will not be lawful to deploy staff who have 
not been vaccinated against Covid into roles that require full vaccination.  Work 
has been undertaken across the ICS to identify all those staff that need to be 
covered by this legislation which will be staff in health and social care roles 
over the age of 18 who deliver or support the delivery of CCG regulated activity 
and have face-to-face contact with patients or work in or close to where clinical 
activity is delivered; this would include nurses, doctors, healthcare assistants, 
other clinical staff, porters, domestics and non-clinical staff with face-to-face 
contact with patients.  From what is known so far at the two Trusts, it is 
anticipated that most staff will require both doses by 1 April 2022 and the 
organisations are working with the small number of staff who are not double 
vaccinated to understand why, provide support and information to help them 
make an informed decision.  Whilst the organisation respects individuals’ rights 
to make this choice, this is now a legislative requirement; opportunities for 
redeployment are being discussed but there are few options.  Staff are being 
kept updated through regular communications which make clear what the 
requirements are.  Support is being provided to managers to make sure that 
they are able to work effectively with staff affected. 
 
As part of arrangements to care for Covid patients, a Covid Medicines Decision 
Unit (CMDU) has been put in place at the RD&E to help reduce 
hospitalisations.  The CMDU provides rapid access to anti-viral therapies for 
those at highest risk. 
 
A new qualification has been introduced, launched at the RD&E in conjunction 
with Exeter College, which supports younger people to take on roles in the 
NHS.  The T Level qualification is for those wishing to specialise in Adult 
Nursing, Mental Health Nursing or Midwifery and is equivalent to three A 
Levels, combining work placement with classroom learning.  Students over the 
age of 18 have been given the opportunity to join the staff bank which gives 
them the opportunity to gain more experience.  Twenty two students were 
employed last year and thirty are in the process of applying for this year. 
 
Both organisations are looking at ways of getting Wellbeing Champions in 
place to support the team through promoting Health and Wellbeing messages 
and activities. 
 
The Extraordinary People awards have been relaunched to celebrate staff and 
volunteers.  As part of this, the Excellence in Care award is open for 
nominations from patients and families. 
 
A peer support group for health workers with overseas heritage has been 
launched by Doctors in Distress, which is a charity that provides mental 
wellbeing support for all healthcare workers.  The first meeting will be held as a 
webinar on 3 February 2022 and there will be weekly support groups. 
 
As part of inclusion work, a new Culture Club has been introduced across both 
Trusts.  The Club has been designed for the exchange of ideas in an open and 
inclusive space for staff to talk about the things that matter to them. 
 
Dr Douglas-Riley asked whether figures are published for patients admitted to 
hospital with Covid who have not been vaccinated.  Professor Harris 
responded that those figures are not published.  He added that the most 
severe cases are generally not vaccinated. 
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Mr Kirby asked whether there is a live debate on the balance of risk between 
treating more patients on waiting list versus relaxation of infection prevention 
and control requirements.  Professor Harris confirmed that there was, as well 
as regarding the burden of harm on the waiting list compared to an admission 
for an acute patient.  This is a national debate and there is constant review of 
whether there is the opportunity to be more risk accepting.  Professor Harris 
said that the cohorting approach at the RD&E is a more risk accepting 
approach to managing Covid contacts. 
 
Mr Neal noted the update regarding the new qualification for young adults and 
asked whether there may be an opportunity to widen this for people at mid 
career stage who may be looking for a change of direction.  Mrs Foster 
responded that work is underway with the T Level scheme to look at direct 
entry into the graduate management schemes for health working with Exeter 
College and the University.  There are also a number of pathways available for 
people in mid-career who may wish to move to a career in the NHS. 
 
The Boards noted the Chief Executive’s update. 

008.22 NDHT & RD&E INTEGRATED PERFORMANCE REPORTS  

 

Chris Tidman presented the Integrated Performance Report (IPR) for 
December’s activity and performance. 
 
Key highlights noted included: 

 Staff absence levels remained high which had a material impact on the 
ability to manage. 

 There were significant numbers of medically fit patients awaiting discharge 
which affected flow throughout both Trusts. 

 The Trusts have been able to offer mutual aid to neighbouring trusts 
through the diversion of ambulances. 

 Flow out of the hospital has been compounded by a number of outbreaks 
in care homes, as well as the structural capacity issue in domiciliary care.  
As recovery continues, partners across the system will need to work 
together to develop a plan to get back to a more stable system to provide 
care outside of hospital. 

 Staff across both Trusts have continued to work hard to ensure that 
patient’s needs are met under difficult circumstances and there will 
continue to be a focus on health and wellbeing of staff to ensure that they 
are supported.  

 Numbers appear stable overall on waiting lists, however whilst more 
outpatients and day cases are being cleared, there are still difficulties with 
elective inpatients, most notably in orthopaedics with patients waiting more 
than two years.  The waiting well arrangements are vital in this regard to 
ensure that there are check-ins with these patients. 

 TIF bids have created capacity at NDHT, a modular ward will soon be in 
place and there is an opportunity to increase ophthalmology and 
orthopaedic capacity at the Nightingale which should all start to help 
address waiting lists.  However, for these additional opportunities to have 
an impact base units need to be operating at a reasonable level of 
productivity and efficiency. 

 Safety and quality indicators are bearing up well, with learning from any 
incidents being actioned. 

 Finances are broadly in line with plan which is a tribute to the efforts of the 
Finance Team working in a very complex financial regime.  Once non-
recurrent support is removed, the focus will need to be on high levels of 
productivity to drive recovery and there has been good engagement with 
the divisions through planning workshops. 
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It was noted that the Board would receive a diagnostics briefing in the 
confidential session, with a full business case being presented to the February 
meeting.  It was agreed that an update on this would be provided at the March 
public Board meeting.   
 
Action – update on diagnostics briefing and business case to be 
presented to March public Board meeting. 
 
Mr Orford asked what the scale of risk was regarding elective recovery funds 
and how was that being managed.  Mrs Hibbard said that ERF had been a test 
of how issues are managed as a system.  Principles had been set out at the 
start of the year on how ERF would be managed as a system with a clear 
process on how ERF would be allocated, firstly through ensuring that 
organisations were able to manage the financial expectations of ERF through 
their baseline plans, covering any new ERF investment that was needed, any 
expectations of productivity gains from an ERF contribution and any ERF 
earned beyond these steps; this would be held by the system as contingency 
against non-earning in future months.  It is anticipated that there will be £18m 
of ERF into the system by the end of financial year, of which £16m is needed 
to cover all elements and this is currently on track to achieve. 
 
Mr Orford asked if there were different timescales and approaches at the two 
organisations to the waiting well and whether there a plan to align the 
approaches if so.  Professor Harris responded that there was a centralised 
element run by the CCG and ICS which includes a six-monthly review of every 
patient on the waiting list.  There is a difference in approach between NDHT 
and RD&E, largely due to the differences in the waiting lists, however the 
approach is centred in both hospitals around clinical review.  Mr Orford said 
that a recent report outlined that analysis had shown that patients in the most 
deprived areas are waiting longer and asked whether similar analysis had been 
undertaken either at system or Trust level.  Professor Harris said that he was 
not aware of any work on this but agreed that this could very well be the case, 
with more articulate patients better able to navigate the system. 
 
Mr Palmer said that following the response from the Boards to recent patient 
stories about the waiting well and on the day cancellations, work had started to 
look at this on both sites for supplementing into the IPR with the first cut 
included in that month’s presentation.  More work needs to be done on hard to 
reach and vulnerable patients and that will play through into the IPR over the 
coming months. 
 
Mr Kirby commented that contacts with patients and the response rate had 
been significantly higher at NDHT than at the RD&E, as well as a much higher 
clinical review rate at NDHT than at the RD&E and whilst this may be due in 
part to the size of the waiting list at the RD&E and complexity of patients, this 
may be worth looking at in more detail.  Professor Harris agreed and added 
that as the two organisations move closer together these issues will be 
addressed.  Mr Palmer agreed that he would take an action to draw out the 
differentials in the data for the contact with patients, response rate and clinical 
review rates at the two organisations.   
 
Action – Mr Palmer to look at the differentials in the data between RD&E 
and NDHT on waiting well (higher contact rate, response rate and clinical 
review rate at NDHT) 
 
It was noted that a major and catastrophic case had been included under the 
waiting well data which was incorrect as neither case related to a delayed wait. 
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Mr Matthews said that the finance section shows a need to increase capital 
spend from less than £3m to over £9m each month for the last three months of 
the year with some very important projects within this and asked what was 
being done to ensure delivery and what is the risk of non-delivery.  In addition, 
he noted that with regard to performance on delivery of cost improvement at 
the RD&E, there was a comment in the report stating that there is a target for 
MyCare, aligned to the business case, to deliver £5.5m of recurrent savings, 
but the forecast is that only one third of that will be delivered in year.  He asked 
for clarification of the timing difference for delivery of those savings and what it 
may mean for the future financial position and whether learning from this will 
be applied in North Devon.  Mr Tidman responded that there were a number of 
large schemes scheduled to land at the end of the financial year and a number 
of TIF bids were announced late in the year, which is not without risk.  There 
are contingency plans in place on what could be brought forward if necessary.  
Mrs Hibbard added that the impact of late notification of additional national 
capital should not be underestimated.  The Trusts ensure that bids are 
rigorously assessed in terms of deliverability in year, assuming that there is a 
delay in notification.  The process is tightly managed to year end ensuring that 
contingency plans are in place. 
 
Mrs Hibbard recognised that the narrative regarding the Epic benefits is a little 
confusing, as it is responding to the rephased look of Epic benefits delivering in 
year, whilst the target recurrent savings are still in line with the full business 
case, as the Team did not want to lose the link to the business case.  The 
environment had changed since the FBC was developed with many of the 
cash-releasing savings no longer translatable into cashable savings as the 
imperative is for producing more capacity to improve the waiting list position.  
There is however an opportunity to convert cash releasing savings into a 
productivity benefit using Epic as a key enabler to delivery in the 2022-23 plan.  
Learning had been taken forward for the NDHT business case.  Mr Matthews 
asked if a line of sight would be kept on actual delivery to see what had been 
achieved relative to the plan.  The process set out for delivering the best value 
programme of work for 2022-23 which encompasses all CIP and productivity 
savings allow a line of sight on what had been achieved relative to plan.  
 
Mr Matthews asked for clarification of the data presented for the 62 day referral 
to treatment for cancer at NDHT.  Mr Palmer responded that the material 
pressure on the breast services position is one component, but the biggest 
issue was that there was a software failure at NDHT during December and 
that, coupled with some sickness absence led to a falling off on data capture 
with 173 cases that should have been logged missing.  This is now being 
addressed and Mr Palmer was confident that the position would be restored by 
the next Board meeting.  In addition, a recruitment cycle has been undertaken 
for breast surgeons and two have been appointed, with the possibility of a third 
appointment which will also help to restore the trajectory.  Mrs Tracey 
emphasised that the issue at NDHT in December related to a recording against 
target and there had been no impact on patients. 
 
It was noted that a figure of 45% had been reported for virtual outpatients for 
the RD&E which was much higher than previously reported and this was an 
error, however the RD&E was now above national target for this at around 
31%. 
 
Professor Kay said that some good calls had been made on how to manage 
Covid and this should be documented.  In addition, she asked whether there 
was more that could be done to magnify patient involvement in the waiting well 
work, such as involving the peninsula Patient Involvement Group and with the 
University on patient engagement.  Mr Tidman said that this would be 
discussed at the Joint Delivery Group with an update provided to the Board.    
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In addition, he agreed that there was a great deal of learning from Covid which 
will fit into system or regional learning events. 
 
Professor Kay said that turnover at NDHT was worrying and she would like 
more detail on retention, agency costs and where leavers are going.  Mrs 
Foster said that recruitment data is not quite aligned, for example planned 
turnover for each Trust is different.  It was recognised that attrition would 
increase and the bridge graph presented was trying to provide sight of this and 
whether staff could be replaced.  Further work will be done on this, but 
mandatory vaccination and sickness absence had been the priority for the 
January IPR.  Work had been done with the divisions to understand where 
there are pockets of particularly high turnover, and some reductions in turnover 
have started to be seen.  There is a system retention project which Mrs Foster 
is Senior Responsible Officer for looking particularly at nursing, allied health 
professional and midwifery data with high turnover in some of those groups to 
understand what the issues are.  Recruitment is however generally going 
relatively well in a tough market.  There is work to do through PWPW on 
actions and forecasts which will be reported back to the Board in due course.   
 
Professor Kent noted that there had been an intention for some overseas 
colleagues to start working at the Trust in January 2022 and asked if they had 
arrived.  Mrs Foster responded that this is managed through the international 
recruitment hub at system level and staff are coming through in numbers that 
the organisation has capacity to train. 
 
Professor Kent asked what was being done in those areas with key metrics, 
such as stroke, where staffing shortages may be impacting.  Mr Palmer said 
that staffing had been significantly compromised at times over the last couple 
of months with the focus on ensuring that core services are appropriately 
staffed; stroke falls within this and would be prioritised.  However, there is 
optimism that this should start to improve over the next few weeks as Covid 
numbers are expected to fall.   Professor Harris added that this also illustrates 
the vulnerability of some services at NDHT, for example there has been one 
member of staff on long term sickness absence in the Stroke Rehabilitation 
team which has had a very significant impact on provision of the service.  
These issues will start to be addressed as the two Trusts merge together which 
will provide much greater resilience. 
 
Mrs Geen asked for clarification on what proportion of patients medically fit for 
discharge were delayed in their discharge as a direct consequence of Covid 
and staff absences compared to the longer-term shortfall in care home 
provision in the community.  Mr Tidman responded that it related to both and 
the information was not currently broken down to be that explicit.  Mr Palmer 
added that Covid has had the same impact on care homes and domiciliary 
care as on the acute system and has doubled the size of the challenge.  There 
are early signs of some improvement but there was more work to do 
structurally with partners on the approach to social and domiciliary care.  Mr 
Tidman added that part of the Corporate Strategy was to agree risk appetite in 
this area to begin to be more pro-active within the system to address. 
 
Mrs Burgoyne asked whether children and young people’s data was included 
within the data presented and, if so, whether it might be beneficial to separate 
them out.  Mr Tidman responded that the data presented was an aggregate of 
all patients waiting but it may be possible to look at whether this could be 
separated out to an extent. 
 
Action – Children and Young People’s data in IPR to be reviewed to look 
at whether this could be separated out. 
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Mrs Burgoyne asked how the organisations were getting clarity and clear 
deadlines on system level developments that will help to improve flow.  Mr 
Tidman responded that the current IPR focuses on results for the 
organisations, but thought does need to be given about how to bring system 
accountability to the Board and vice versa.  It was noted that there was a paper 
on the confidential agenda on acute collaboratives.  It was agreed that 
consideration would be given on how to bring system discussions to the Board.  
Mr Palmer added that there is more data than can be presented to show the 
contribution being made by system partners.  
 
Action – consideration to be given on how the Board can be sighted on 
system discussions/system accountability. 
 
Mr Brent complimented the Executive Team on the speed with which they had 
dealt with the breast care issues. 
 
Mr Brent said that it would be vital to try and ensure that no members of staff 
were lost because they had not been vaccinated.  He asked for assurance that 
as the deadline for mandatory vaccination approached all options had been 
fully explored.  Mr Tidman responded that a great deal of work was continuing 
with the small number of staff who had not been vaccinated and where 
possible look at redeployment opportunities whilst acknowledging that these 
were not great in number.  He provided assurance to the Board that this would 
remain an area of great focus for the teams. 
 
Mr Dillon commented that the wording in the report relating to the delay in the 
SJR process being under control does not sit comfortably with the rising 
mortality index.  Mr Tidman responded that greater assurance would be 
provided through the Joint Governance Committee which would be reported 
back to the Boards in due course. 
 
There were no further questions raised and the Boards noted the IPR. 

009.22 NHS GENOMIC SERVICE OVERVIEW 
 

 

Professor Thirlwell and Dr Miller attended to provide the Boards with an update 
on the South West Genomic Service.  Professor Thirlwell shared a slide 
presentation which outlined the role of the service, in particular highlighting its 
use in rare disease and cancer and the South West Genomic Medicine Service 
Alliance which was launched in 2021. The Boards received a comprehensive 
background to the work of the 100,000 Genome project and how this is being 
used in services going forward. 
 
The South West Genomic Service Alliance is one of seven across the country 
aligned with Genomic Laboratory Hubs, bringing together providers to work in 
partnership to support systematic implementation of genomic medicine in the 
NHS.  They are closely aligned with Universities through active participation in 
genomic research. 
 
Professor Kay asked what the Board could do to help facilitate this important 
work.  Professor Thirlwell said that there was a significant piece of work around 
taking the Genomic Medicine Service into primary care and she and Dr Miller 
had already met with Commissioners and were working with the ICS.  She 
added that consideration was being given about how to use translational 
research going forward. 
 
Mr Down asked whether there was any return on investment and what would 
be the benefits curve.  Professor Thirlwell responded that there are already 
real benefits for both rare disease and cancer from the service.  As an 
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example, the diagnostic pathway for a child with developmental delay would in 
the past have taken years and results can now be available within days, saving 
families from years of worry and saving the NHS years of lengthy testing. 
 
Dr Douglas-Riley asked if there was a potential role for genomic medicine in 
ADHD, autism, dementia and mental health.  Professor Thirlwell responded 
that the National Genomic Test Directory is where conditions are considered.  
There is a study called Our Future Health which will be looking at 5m people 
and the South West team are already in regular discussions with them on 
hosting some of the pilot work and work to sequence 200,000 newborns will 
also be very important.  These and other projects over the coming years will all 
help with screening and identifying conditions that can be actively looked for. 
 
It was noted that additional information had been included in the chat function 
for the Board. 
 
The Boards thanked Professor Thirlwell and Dr Miller and noted the NHS 
Genomic Service Overview presentation. 

010.22 GREEN PLAN  
 

 

Mr Tidman presented the Green Plan for NDHT and the RD&E. 
 
Key issues noted were: 

 Both Trusts have demonstrated real impact over the last few years, through 
investment in clean energy, a commitment to digital healthcare and 
reducing plastics amongst other. 

 Sustainability really matters to staff and potential new recruits. 

 The plan signals a step up in actions to manage as part of corporate 
strategy through the transformation agenda and as part of the 
organisations’ social responsibility to change behaviours. 

 Investment will depend on grants that are made available. 
 
Professor Kay said that whilst she felt this was a great piece of work, she was 
sceptical on the level of carbon reduction as there were no particular targets 
indicated and no real plan on how it would be achieved, and she queried why a 
1990 baseline was being used.  Mr Tidman said that this was a public facing 
plan which reports what is being done.  The commitment is to set targets and 
report on how they are being delivered against, including through the 
production of an annual report.  An operational plan will flow from the plan 
presented to the Board.  Mr Tarbet added that the baseline used was from 
NHSE who had looked at data relating to the change in carbon footprint from 
1990 which was enshrined in the 2008 Climate Change Act.  He agreed with 
Mr TIdman that the approach to the plan would allow a top down approach to 
think about targets.  A piece of work was already being undertaken to 
commission work to look at return on investment from retro-fitting certain 
buildings to take out carbon footprint.  It was noted that it would be essential 
that this was also a core part of the Our Future Hospitals Programme. 
 
Mr Neal asked whether patient travel was in scope and Mr Tarbet replied that 
there were two targets issued by NHSE; the first is net zero by 2040 which 
does not include patient transport, the second is net zero by 2045 which does 
include patient transport. 
 
Mrs Foster noted that staff are critical to this and there are already a number of 
ways being used to involve staff, including through green schemes available 
through payroll but there is more that can be done to promote those schemes 
and support staff to be green.  Mr Palmer added that it would be important not 
to underestimate the groundswell of support for this locally and it will align with 
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the values of many staff.  He added that he and Professor Harris had recently 
spent time with the Green ED Team looking at a project on replacing nitrous 
oxide with a similar analgesia which is not aerosol generated. 
 
The Boards noted the Green Plan and thanked the team for the work that 
had gone into producing it. 

011.22 TOWARDS INCLUSION UPDATE 
 

 

Mrs Tracey provided a verbal update on progress on inclusion since the last 
presentation to the Boards: 
 
The Boards noted that: 

 The separate inclusion plans for 2021 set for NDHT and the RD&E 
reflected the different starting points of the two organisations. 

 For NDHT, the work was split between leadership and governance, 
covering how to change to become more inclusive, developing the culture, 
and work around recruitment, promotion and career development.  NDHT 
has made significant progress over the last 12 months with much of the 
planned work already completed or in progress.  This has meant that 
NDHT now feels more aligned with the RD&E; this has also been helped by 
the appointment of the new Inclusion Lead who works across both Trusts. 

 The focus at the RD&E has remained largely on staff, through raising 
awareness and providing better training for some of the inclusion issues.  
Although significant progress had been made against the plan, it had not 
been as much as had been hoped due to the impact of Covid on the ability 
to maintain sustained focus at times.  The networks established at RD&E 
have now reached a natural point in their cycle where some of the Chairs 
appointed wished to move on, so some impetus in the networks has been 
lost whilst new appointees are sought.   

 The intention is to produce a combined plan for the merged organisation for 
2022-23. 

 31 Inclusion champions had been registered across Northern Devon and 
both Trusts had delivered ad hoc training to managers and teams which 
will be carried forward into 2022-23. 

 LGBTQ+ training has been put in place to help provide understanding of 
issues faced by staff.  This is offered specifically to the Inclusion 
Champions, senior managers, the Learning and Talent Team and 
members of the staff networks. 

 Cultural work is being undertaken relating to bringing the two organisations 
together, as well as reviewing policies to help raise awareness by changing 
the way that things are done. 

 The next Inclusion update to the Board will include an end of year report 
and proposals for 2023. 

 
The Boards noted the Towards Inclusion Update.  

 

012.22 ANNUAL COMPLAINTS REPORT  

 

Mrs Mills presented the Annual Complaints reports for both Trusts to provide 
assurance that both organisations had been managing complaints in line with 
legislation with the following key points highlighted to the Boards: 

 There is a very different style and level of detail provided in each of the 
reports, which is reflective of a different cultural approach to managing and 
learning from complaints in NDHT and the RD&E. 

 A new lead for patient experience, which includes complaints, has been 
appointed to work across both organisations, with the ambition for 2022-23 
to build on the exemplar work in NDHT and share with the RD&E. 

 Both organisations had struggled to respond to complaints within 
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timescales, with NDHT achieving 41% compliance and the RD&E 64%.  
This has related overwhelmingly to the challenges of Covid impacting staff 
ability to respond to complaints.   

 None of the referrals to the Ombudsman had been upheld during the 
course of the year with the view being that the organisations had followed 
their complaints processes and shown appropriate accountability to the 
complainants. 

 
Mr Brent said that there was work that needed to be done by the Patient 
Experience Committee to triangulate patient experience, complaints and 
compliments to understand potential areas of challenge and asked what 
progress had been made on this.  Mrs Mills responded that an Operational 
Patient Experience Group was operating in each Trust and there was a Joint 
Patient Experience Group overseeing each of them to draw out any high level 
themes.  This Group will report into the Patient Experience Committee and 
onwards to Joint Governance Committee.  The Boards will receive updates 
through the Joint Governance Committee updates. 
 
Mr Neal asked what assurance there was that everything was properly 
investigated and that everyone is treated with respect and courtesy.  Mrs Mills 
responded that she and Professor Harris review all the complaints received at 
each organisation, but she agreed there may be more that could be done on 
this. 
 
The Boards noted the Annual Complaints Reports for NDHT and the 
RD&E 

013.22 JOINT GOVERNANCE COMMITTEE REPORT  

 

Mr Kirby presented the Joint Governance Committee report from the meeting 
held on 10 December 2021 highlighting the following key points: 

 There is a rolling programme of deeper dives into divisions to ensure that, 
with all the increased operational pressures, operational governance is still 
functioning as it should. 

 The Committee was concerned about some of the data relating to mortality 
and the backlog of SJRs and has asked for an update on progress to be 
presented to the February meeting. 

 Deep dives had also been proposed on the multiple issues that impact on 
end of life and treatment escalation. 

 Good progress had been made towards the appointment of a lead 
Freedom to Speak Up Guardian with interviews scheduled for 28 January 
2022.  Appointment to the role should give further impetus to the Freedom 
to Speak Up programme of work. 

 
The Boards noted the Joint Governance Committee update. 

 

014.22 OUTPATIENT TRANSFORMATION UPDATE  

 

Dr Kyle and Mr Browning attending to provide the Boards with a six month 
update on progress with the Outpatient Transformation programme. 
 
Key highlights from the presentation included: 

 The target set nationally for non face-to-face appointments is 25% with the 
Devon ICS ambition to get closer to 30% across the system; the RD&E is 
at 23% against the national target, although it was noted as 30% in the IPR 
as this included community data.  NDHT is on target achieving 25%, which 
drops to 22% if community is included.  The RD&E is the only Trust within 
the system where achievement against target increases when community 
is included and this will be looked at in more detail to understand what the 
difference is between community reporting at both sites. 
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 Patient initiated follow-up (PIFU) – the latest planning guidance for 2023 
contains the ambition to move 5% of patients onto the PIFU pathway.  
Good progress has been made at both Trusts, although NDHT had a more 
established programme due to the impact of the implementation of Epic at 
the RD&E.  Learning is being shared across the organisations and work is 
being undertaken to understand how Epic can be used to support this.  It is 
difficult currently to gauge the potential impact from reduced follow-up 
appointments, however this will be looked at going forward. 

 The planning guidance also states that for every 100 new referrals, 16 
should be given advice and both sites are doing well against this guidance. 

 NHSE/I are keen that one referral process is adopted and a pilot project at 
the RD&E is being explored with the aim of putting all dermatology referrals 
through advice and guidance and it is hoped this will go live in April 2022. 

 Did not attend (DNA) rates are extremely high across the lower deprivation 
codes across both North and East Devon and how to access these patients 
appropriately needs to be looked at.  It was noted however that data will 
need to be checked, to make sure that video calls that are then changed to 
telephone appointments are recorded appropriately and not as a DNA. 

 The MyCare patient portal, MyChart, is working well in the RD&E and will 
be set up in NDHT once Epic goes live.  Feedback has generally been 
positive from patients and functionality of the portal is being improved 
through programmes of work. 

 An Outpatient Prioritisation Group has been established and looks at the 
submissions for MyChart developments.  One of the workstreams relates to 
development of patient reported outcomes to support patient monitoring 
which should over time support further PIFU and lead to a reduction in the 
requirement for a face-to-face appointment. 

 Direct messaging has gone live in Rheumatology at the RD&E.  Anxieties 
around workload will need to be managed, but it is an exciting development 
that it is planned to roll out more widely. 

 A pilot has gone live on wearable technology for remote monitoring of post-
Covid patients at home. 

 Other future developments for the MyCare Patient Portal include E check-
in and self check-in and cancellation of appointments which it is hoped will 
reduce DNAs over time.  It was noted that this does not address potential 
inequities and digital inequalities and a piece of work has been requested 
to look at MyChart sign-up by deprivation codes. 

 There are signs that staff are starting to work differently, which may have in 
part been driven by Covid and it will be important to understand how this is 
being captured and work is being undertaken with finance, coding and the 
CCG to look at this. 

 The RD&E are in the development of two rooms dedicated for non face-to-
face activity and once the potential impact of this is known, it will allow 
some modelling to be undertaken to look at what future outpatients need 
for providing services to patients.  There is not, as yet, good data on 
allocation of outpatient rooms compared to actual utilisation. 

 There had been significant reduction in medical and surgical capacity at the 
RD&E to manage the Covid response with some services having moved off 
site and there have been some positive impacts for those services and 
learning to share with other services that it is planned may move off site. 

 There is capacity in NDHT with a booking system for rooms in place, but 
there are difficulties with matching with job plans.  Demand for non face-to-
face services is increasing but there is insufficient capacity. 

 There had been positive feedback from the Urology service that had been 
moved to Ottery with cycstoscopy waits significantly down and increased 
productivity. 

 Next steps include development of a strategy to support and continue non 
face-to-face activity, review of cross site community activity and reporting, 
alignment of the PIFU processes and reporting, learning from the advice 
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and guidance pilot, further work to understand the DNA rate and 
deprivation indicators, improvement of the MyChart sign up and review 
equity data to establish whether there is further work that could be done to 
help those in the most deprived cohorts access, capture all eligible activity 
and ensure that the outcomes of the outpatient transformation work feed 
into estates discussions. 

 
Mr Brent suggested that it would be important as part of the next steps to 
ensure that there is understanding of what needs to be done to make sure that 
inequities are not increasing and if the outpatient transformation work creates 
additional capacity, how that could be used to reduce inequities.  Dr Kyle said 
that this linked with the work that is being done across the ICS on inequities.  
Dr Kyle said that he would report back to the Board three months after the go 
live of Epic in NDHT when there will be one set of data to report on.   
 
Action – Dr Kyle to provide a further update to Board after Epic Go Live 
in NDHT. 
 
Mr Kirby asked for further clarification on the overall potential of the 
transformation work.  Dr Kyle said that the ultimate goal would be an 
outpatients service that supports the needs of individual patients managed in 
the most appropriate way, with individual services modelled through.   
 
The Boards noted the Outpatients Transformation Update. 

015.22 
ITEMS FOR ESCALATION TO THE NDHT & RD&E BOARD ASSURANCE 
FRAMEWORKS 

 

 

The Boards agreed that the impact of late discharges across both Trusts may 
mean that there will be a base position that may be significantly worse than 
pre-pandemic and that the Board Assurance Frameworks (BAF) should be 
reviewed to ensure that this is adequately described and weighted.  Mrs Holley 
responded that this risk is articulated fully on the Corporate Risk Register but 
could be reviewed as a potential Strategic Risk. 

 

016.22 ANY OTHER BUSINESS  

 There was no other business raised for discussion. 
 

016.22 PUBLIC QUESTIONS  

 

Mrs Kay Foster said that complaints are a barometer for the Trust on 
performance and that not answering complaints within timescales was 
disrespectful to those that had raised the complaint.  In addition, she noted that 
the IPR does not represent community services and services provided to 
patients at home and suggested that this may leave community staff feeling 
that the Board is not sighted on what they are doing. 
 
Mr Brent acknowledged Mrs Foster’s comments about complaints and agreed 
that it was very important that they were responded to in a timely manner, 
however he added that it was also important to be empathetic about the 
pressures that were on clinical staff, adding that the PALs team had also been 
impacted by Covid pressures. 
 
Mr Palmer said that the lack of data in the IPR on community services was a 
fair challenge.  The way that the patient flow diagnostics had been laid out was 
designed to show the entirety of flow and where there are services that can 
meet the challenge of patient flow and where there are not.  This has provoked 
a wider conversation about deployment and efficiency of services.  He 

 



 

Board Minutes Public 26 January 2022      
   Page 15 of 15 

 
 
 

acknowledged that there was probably more that could be done regarding data 
on community services.  He added that there is absolute parity of esteem 
between acute and community staff and it was fundamental that this was seen 
as one flow and one set of services working together.  It was hoped to bring 
more of the richness of community data into future iterations of the IPR. 
 
There being no further questions, the meeting was closed. 

017.22 DATE OF NEXT MEETING  

 
The date of the next meeting was announced as taking place at 9.30am 
on Wednesday 24 February 2022 via MS Teams.   

 


