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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 30 March 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 
(from 10:00 am) 

 Mr S Kirby Non-Executive Director 

 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 

 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 

 Mr S Kirby Non-Executive Director (non-voting NDHT Board member) 

 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: Mr R Down Non-Executive Director 

 Professor B Kent Non-Executive Director 

   

IN ATTENDANCE: Mrs K Allen Director of Strategy 

 Dr A Colville Guardian of Safe Working (for item 042.22) 

 Dr M Dineen F2 Doctor and President of the Junior Doctor Mess, RD&E (for 
item 042.22) 

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

 Dr A Hemsley Medical Director, RD&E 

 Mrs M Holley Director of Governance 

 Dame S Morgan Chair Elect 
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  ACTION 

034.22 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. 

 

035.22 APOLOGIES 
 

 
Apologies were noted for Mr Down and Professor Kent.  The Boards were 
advised that Professor Kay would join the meeting shortly after 10:00 am. 

 

036.22 DECLARATIONS OF INTEREST  

 
The Boards noted the following new declaration:  Dr Douglas-Riley was no 
longer Director of the Yelverton Golf Club. 

 

037.21 MATTERS TO BE DISCUSSED IN THE CONFIDENTIAL MEETING 
 

 

Mr Brent noted the following items on the Boards’ confidential agenda: updates 
from Joint Digital Committee including EPIC Benefits Realisation Update, the 
Integration Programme Board, MyCare Programme Board (NDHT), and Our 
Future Hospitals Programme Board, an Operational and Financial Planning 
Update including approval of the Budget for the next financial year, and a 
business case for the Community Diagnostics Hub. 

 

038.22 
MINUTES OF THE MEETING OF THE JOINT NDHT & RD&E BOARD HELD 
ON 23 February 2022 

 

 The minutes of the meeting held on 23 February 2022 were approved as an 
accurate record. 

 
 

039.22 MATTERS ARISING AND BOARD ACTION SUMMARY CHECK 
 

 

Action check 
The actions were noted as per the tracker with the following revisions: 
 
Minute 008.22(1) Update on diagnostics briefing and business case to be 
presented at March public Board meeting.  It was noted that a paper had been 
included for discussion on the confidential Board agenda and it had been 
proposed that this action should be closed.  However, it was noted that the 
feedback from NHSE/I on the submitted business case was not expected until 
the Summer of 2022 and it was agreed that the action should remain open until 
this feedback had been received at the July Board meeting. 
 
Minute 008.22(4) – Mr Palmer to look at whether children and young people’s 
data in IPR could be separated out.  The Board noted that the action had 
transferred to Mrs Mills and the update she had provided that discussions are 
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ongoing to agree how the Board can receive the oversight and assurance 
requested but that it was unlikely this would be through the IPR. Mrs Mills added 
that she was in the process of establishing a Governance Committee for 
Children and Young People which would report into Joint Governance 
Committee and then onward to Board, as this was felt to be a more robust 
solution.  Mr Brent said that it would be important to try and ensure that both 
physical and mental health for children and young people were brought together 
in this new Committee. 
 
The Boards noted the updates. 

040.22 CHIEF EXECUTIVE OFFICER’S REPORT 
 

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

• The National Audit Office have been looking at what happened through the 
pandemic and had produced a report on the roll out of the vaccination 
programme in England finding that it operated at unprecedented pace, scale 
and complexity and in conditions of uncertainty to support the objectives of 
creating the vaccine, securing access to them and administering them to the 
population as quickly as possible.  The report acknowledged the collective 
efforts of many that had contributed to this programme of work that had 
saved lives and reduced major illness and hospitalisation, however it also 
recognised that staff burnout was a major risk to the future success of the 
programme, together with a lack of surplus capacity within the health system. 

• The terms of reference for the United Kingdom Covid Public Inquiry had been 
drafted which set out the aims of the Inquiry.  These are firstly to examine 
the Covid response and the impact of the pandemic in the UK and to produce 
a factual narrative account focussing on the decisions taken and their 
consequences involving all sectors that were involved in the pandemic 
response including healthcare.  The second objective was to identify lessons 
that could be learned which could inform the UK’s preparation for future 
pandemics.  The Inquiry will listen to the experiences of bereaved families 
and others who had suffered hardship or loss as a result of the pandemic, 
highlight where lessons may be applicable to other civil emergencies, 
consider the experience of and impact on health, social care and other key 
workers and ensure that any disparities that are evident including relating to 
protected characteristics are considered. 

• The Public Accounts Committee has had a final report on NHS backlogs and 
waiting times and has said that the Department for Health and Social Care 
has overseen years of decline in the NHS’ cancer and elective waiting time 
performance and even before the pandemic had not increased capacity 
sufficiently to meet growing demand.  The report states that any transparent 
and realistic assessment of what the Department and NHSEI expect elective 
and cancer services to achieve by 2024-25 must include an assessment of 
how many staff will be available and how staff who have been working under 
consistent and intense pressure will be supported. 

• The Secretary of State has outlined plans for NHS reform, including paying 
to send patients on waiting lists to less busy hospitals or being referred to 
private hospitals.  In addition, he has said that the Government will publish 
its plans for the NHS workforce by end of the year, emphasised the need for 
more focus on prevention, on health disparities and ways to enhance the 
patient voice.  He also focussed on how the NHS could become more 
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personalised through the use of digital and AI and stressed the importance 
of partnerships. 

• In terms of elective recovery, the number one indicator will be how NHS 
providers can respond to reducing the number of 104 week waits, with the 
aim of getting all to zero by the end of June 2022.  For Devon, this would 
mean having to treat four times the number of patients compared to what 
had been achieved in quarter 4 2021-22. 

• There have been severe pressures nationally on urgent and emergency care 
and the representatives from the region had been asked to attend a briefing 
with the national NHSE/I where there was a focus on hospital handovers.  
There were four requests to providers and systems from this meeting; (i) to 
have a system plan to manage the risk of urgent and emergency care, 
particularly ambulance handovers; (ii) once patients are in the emergency 
department and ready to admit, that this is done as quickly as possible but 
with recognition of the pressure on beds; (iii) equalise the level of discharges 
at weekends; (iv) that all Trust Boards are aware of and monitoring 
ambulance handover times.   

• There had been an announcement in the media on 29 March 2022 regarding 
the reintroduction of staff car parking charges.  The organisations have been 
exploring for some weeks what this means for both Trusts, bearing in mind 
issues raised by staff relating to concerns about increases in fuel costs, and 
reimbursement for travel expenses and the organisations’ measure for 
alternative methods of transport outlined in their Green Plan, to ensure that 
a balanced set of recommendations is put forward. 

 
System Issues 

• Part of the requirement for the Devon system to exit the SOF4 criteria is the 
production of a strategy for acute trust, secondary and tertiary services, which 
would sit in an overarching strategy for the Devon ICS.  The first stage due to 
take place at the end of March 2022 is to review all the work done as part of 
the Acute Services Review and the Peninsula Services Strategy to ensure 
that this is all brought together and that account is taken of any changes since 
these pieces of work were completed.  A Clinical Strategy will then be 
produced by the autumn of 2022.  A paper called “The Way We Do Things in 
Devon” will be presented at the April Board meeting.  This sets out how 
organisations expect to work differently as partners in the Devon ICS and the 
changes required in the culture and behaviours as a system. 

 
Local issues 

• There has been another period of unprecedented operational pressure 
across both Trusts, with the number of Covid patients, Covid contacts and 
patients on the Green to Go list.  This has been particularly challenging for 
NDHT due to Devon being impacted by a very transmissible Covid variant.  
Whilst it is not proving to be as significant as the primary need for 
hospitalisation, patients are being admitted  also have Covid or were getting 
Covid once admitted.  All measures possible are in place to minimise the 
impact of this. 

• The South West Ambulatory Orthopaedic Centre opened on 14 March 2022 
at the Nightingale Hospital with approximately eight patients a day now 
receiving their treatment at the centre. 

• The Board had previously given delegated authority to the Chief Operating 
Officer and a number of Executive and Non-Executive colleagues to review 
the final Estates handover report for the Nightingale Hospital.  All work has 
now been completed with regard to the estate, site leadership is in place and 
approval has been received from the Care Quality Commission for surgical 
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activity at the site, quality and equality impact statements had been 
completed and clinical and operational protocols are being developed.  
Recruitment is progressing for the site and work continues across the system 
to ensure that the best use is made of the facility with an ambition to move 
to seven day working by the end of the next financial year. 

• Mrs Tracey shared that she had led a ceremony during the course of March 
2022 to remember the life of an Advanced Critical Care Practitioner in 
Intensive Care at the RD&E, Louise Houslip, who had been missing since 
going on a diving trip in November 2021.  A tree has been planted in her 
memory. 

 
Mr Brent asked if there was any update on the latest position regarding the 
merger of the two organisations.  Mrs Tracey advised that a great deal of work 
had been undertaken over the last month to finalise the integration, including a 
number of key meetings held to consider the proposals and approve them; these 
included a number of meetings with NHSE/I, the two Boards and the Council of 
Governors.  The letter of approval from the Secretary of State was due to be 
received that day and subject to receipt of that approval, a communication is 
planned for staff, patients and external stakeholders to confirm that the two 
organisations will be moving into a new era as one organisation from 1 April 
2022.  The new organisation will be known as the Royal Devon University 
Healthcare NHS Foundation Trust.  The next milestone for the organisation will 
be the go live of the Epic system in North Devon in July 2022. 
 
Mr Brent asked if Mrs Mills could provide an update following publication of the 
final Ockenden Report on maternity services.  Mrs Mills informed the Boards that 
the original Ockenden Report had been commissioned in 2017 by the Secretary 
of State prompted by concerns raised by two families regarding maternity 
services at the Shrewsbury and Telford Hospital NHS Trust, although since the 
launch of the review many more families had come forward with concerns about 
their care at that organisation.  The report identifies two areas of particular focus 
– staffing levels and care of neonates.  There will be a high level of peer review 
of the report against the expectations for organisations to assess the position for 
the RD&E and NDHT, with a system approach being coordinated through the 
ICS.  Mrs Mills advised that she would bring a more detailed update to a future 
Joint Governance Committee meeting once a review had been completed. 
 
Mr Kirby asked Mrs Tracey if there was an opportunity in the current 
unprecedented circumstances to look at whether there was a different way of 
tackling the Green to Go problem, and given the severity of the issue perhaps in 
a more risk-taking way than would usually be considered.  Mrs Tracey said that 
this was a helpful reflection and she said that in the Boards’ work on the 
Corporate Strategy for the next five years it had been acknowledged that 
different approaches would need to be considered to tackle some of the issues 
in Devon.  This included the role of the organisations in the wider care sector 
issue looking at how to strengthen work with partners and possibly take a more 
active role.   
 
The Boards noted the Chief Executive’s update. 

041.22 NDHT & RD&E INTEGRATED PERFORMANCE REPORTS  

 

Mrs Hibbard presented the Integrated Performance Report (IPR) for February’s 
activity and performance. 
 
Key highlights noted included: 
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• There were increasing operational pressures across both Trusts during 
February which had continued into March. 

• Although there had been a decline in Covid numbers during February, that 
number had reversed with numbers of inpatients currently at the highest level 
since the start of the pandemic, with 110 Covid inpatients at NDHT during 
the preceding weekend.  There had been a slight improvement since then, 
with numbers reducing to 80 at NDHT and 133 at the RD&E.  There had 
been a corresponding significant impact on staff sickness absence with very 
high levels at both organisations.  Ward areas were being risk assessed for 
every shift to manage safety levels. 

• Despite these pressures, progress had been made during February on 
activity delivered, with the Nightingale Hospital taking its first day cases at 
the end of February with all services up and running by mid-March, which 
will contribute to further improvement in the trajectories going forward.  
Dyball Ward at the RD&E which had been used for medical patients during 
the current operational pressures had now been transferred back to elective 
orthopaedic which will help to address orthopaedic inpatient waits.  The new 
modular ward is now onsite at NDHT with work due to be completed by the 
end of March which will provide protected orthopaedic capacity. 

• During February NDHT had declared Opel 4 due to pressures on flow, but 
there had been a very good response and it had been stood down to Opel 3 
within 24 hours.  The ongoing pressure is having an impact on ambulance 
handovers and trolley breaches.  The community teams are supporting the 
acute pressures with the Community Urgent Care Response Team 
supporting discharge and reductions in community bed length of stay to help 
with flow out of the acute trusts. 

• Waiting list pressures across 104, 78 and 52 week waits continued and there 
had also been dips in the cancer 62-day referral performance, although two 
week waits and 28-day faster diagnosis had improved at both sites. These 
are all areas of focus for teams as they work through the impact that 
measures will have on trajectories. 

• No worsening trend has been identified in quality data, although stroke 
performance continued to be impacted by bed pressures on both sites. 

• In terms of the financial position, the overall impact of the operational 
pressures had evened out enabling forecasting of delivery of the revenue 
plan for this financial year.  There was still some way to go to deliver capital 
spend for the year, but with a high degree of confidence.  The focus for the 
teams was now on completing the operational and planning round for 2022-
23. 

 
Mrs Geen asked when the current Covid wave would peak.  Professor Harris 
responded that whilst in previous waves there had been well-modelled 
information that could be used, this is not available for the current wave as it has 
happened so rapidly and the variant has an extremely high R number.  It was 
noted however that whilst this variant is extremely infectious, due to the level of 
vaccination uptake and the level of previous infection within the community, the 
outcomes for many patients are not as severe in terms of mortality and morbidity.  
Professor Harris advised that it was believed that this variant would peak quickly 
and then decline quickly by the end of April.  Mr Palmer added that events in 
France where a new variant has emerged are being tracked carefully. 
 
Mr Orford posed the following three questions: 
 
1. There had been a question posed at the last Council of Governors meeting 

regarding whether Waiting Well applied across every specialty consistently 
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and asked if this could be confirmed.  Mr Palmer confirmed that it does, 
although there had been a more comprehensive roll out initially at NDHT with 
the RD&E now catching up. 

2. The Our Future Hospital Programme at NDHT was looking at how some of 
the staffing issues could be addressed and asked if it would be possible to 
build into those discussions any themes that were arising from exit interviews 
that might help inform the debate and to help understand the increased 
turnover numbers for NDHT.  He agreed to discuss this further with Mrs 
Foster outside the meeting.  Action. 

3. The national ambition was that 104 week waits should reduce to zero by 
June 2022 and Mrs Tracey had noted that for Devon achievement of this 
would entail doing four times the amount of elective activity based on clinical 
prioritisation.  Mr Orford asked if there was assurance that clinical 
prioritisation being undertaken was consistent with the rest of the UK where 
there are fewer long waiters and review of the process was needed to help 
address the two-year waiters.  Professor Harris responded that there was 
assurance that waiting lists were being scanned and decisions made in 
terms of clinical priority, but added that it was not straightforward in terms of 
harm, as the impact of potential psychological harm is also a factor.  He 
advised that he did not know whether this was being applied in the same 
way locally as elsewhere in the country.  Mrs Tracey said that she could 
provide assurance, in her role as Senior Responsible Officer for the Planned 
Care Board for Devon, that the categorisation of patients on waiting lists was 
being looked at to allow an assessment of whether there is consistency 
across Devon.  There will also be a check on whether patients were being 
treated in date order once assigned to a category, other than where most 
efficient use of theatre time is a factor and a patient may be pulled forward if 
their procedure could fill a shorter theatre slot.  Mr Palmer added that given 
the level of exposure the organisations were in weekly oversight meetings 
with NHSE/I where the clinical prioritisation approach had been reviewed in 
detail and they were very happy with the process in place.  It was noted that 
the standing up of Dyball Ward and the Nightingale will make a material 
impact for 104 week waits over the coming months. 

 
Dr Douglas-Riley asked if there was any data on the vaccination status and age 
of the majority of the patients currently in hospital who had tested positive for 
Covid and whether it was known if annual tailored vaccination against Covid 
would be the norm.  Professor Harris said that in general the majority of patients 
who had either come into hospital with Covid as their primary diagnosis or 
secondary to other conditions on admittance or had acquired Covid whilst an 
inpatient were elderly, although there were still some young, unvaccinated 
patients being admitted.  He added that it was not possible to state with certainty 
at this time whether annual vaccination would become the standard, however he 
anticipated that vulnerable people will be vaccinated against Covid for years to 
come.  This may be tailored, as the flu vaccine is, each year but this will depend 
on what happens with the virus over time. 
 
Mr Matthews posed the following questions: 
1. He noted from the IPR that whilst outpatients were doing well on the number 

of patients being seen, this seemed to be biased towards follow-ups but not 
achieving to the same degree for new patients.  Whilst he recognised that 
these patients would be picked up by the waiting well approach, he assumed 
less would be known about their health status as they had not been seen at 
all and asked whether there might need to be a change of emphasis to see 
more of those patients.  Mrs Hibbard noted that follow-up activity did include 
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community follow-up, so was not a like for like comparison with new patient 
activity.  Mr Kirby agreed that he had also noted this anomaly.  Mr Palmer 
agreed and said that he could send Mr Matthews and Mr Kirby a breakdown 
of how this balances out between outpatients in the acute and follow-up in 
the community.  Action. 

2. There appeared to an issue with fill rates for care staff during the day which 
did not seem to directly correlate with Covid peaks and asked for clarification 
on what was being done to address this.  Mrs Foster agreed that there was 
an issue with retention of healthcare assistants following a recruitment 
campaign last year, some of which related to staff recruited not necessarily 
being right for the post.  Additional funding had been provided for pastoral 
care and support for the latest intake and there is a national ambition to get 
to zero vacancies by the end of April 2022.  It was noted that it was a very 
competitive market for staff at that banding level and it was important to be 
able to offer long term career prospects to those staff.  Mrs Mills added that 
there had been a significant decline in the safe unregistered clinical staffing 
fill rates at the RD&E for the reasons outlined as well as sickness absence, 
although wards have done significant work to make the wards as safe as 
they can be.  It was noted there were also recruitment and retention issues 
related to other non-clinical staff at lower bandings for example in estates 
and facilities. 

3. There appeared to be differences in the way data was being reported 
between the RD&E and NDHT, for example on the urgent care diagnostic 
some aspects where improvements were being seen were rated as red 
despite being better than the same areas in NDHT which were rated green.  
A specific example was 111 call abandonment which was rated red in Exeter, 
but green in NDHT where there was a higher rate of call abandonment.  Mr 
Palmer advised that the RAG threshold was incorrectly applied and, should 
have been highlighted as grey rather than green.  The NDHT diagnostic is 
still developing compared to the RD&Es and grey indicates where there are 
still discussions to be concluded with local providers concerning where the 
thresholds will be for red, green and amber. 

4. The year to date deficit was reported as £2.8m but would worsen to £6.2m 
over the next month which seemed to be out of line with the trend and Mr 
Matthews asked for clarification of the reasons for this.  Mrs Hibbard said 
that there were two aspects to this; firstly, accounting judgements that would 
not play in until month 12, for example annual leave accrual and secondly 
areas of additional spend brought forward from next year’s plans where there 
was an opportunity to do so, such as works on the estate that would be 
revenue based where most of the invoices would not be reflected until March 
2022. 

 
Mr Kirby said that it appeared that what happens with the waiting well once they 
had been contacted looked very different at the two organisations, with the 
number of patients removed from the list very high at the RD&E compared to 
NDHT, and patients being referred to lifestyle support at NDHT but not at the 
RD&E and percentages of referral to clinician also looking very different.  Mr 
Palmer said that the RD&E was still in the early days of rolling out waiting well, 
with NDHT about six months ahead of them.  In addition, the RD&E had used 
the private sector support for triage.  It was expected that the data would start to 
normalise over the next quarter, although there would always be a volume 
discussion. 
 
Mr Kirby said that there was quite a disparity between the two Trusts in a number 
of areas reported on in the People Pulse survey and it would be helpful to 
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understand this more fully.  In addition, he asked whether the plan for the new 
organisation would be to continue with the site-based surveys or move to a 
whole organisation survey.  Mrs Foster said that the technology used for the 
People Pulse surveys meant that the data could be analysed in a number of 
different ways.  The new cultural dashboard will help to achieve a position over 
time where the data can be presented to include demography and location as 
well as other factors.  
 
Mr Brent posed the following three questions: 
 
1. Ambulance call response times had been pushed out considerably, with 

door-to-needle time for stroke patients also extended materially.  Whilst Mr 
Brent acknowledged that ambulance waits were a much bigger issue that 
could not easily be resolved in the immediate future, he asked whether, 
where there were time critical interventions needed such as for stroke 
patients, was there anything further that could be done to change the 
approach to this pathway across the system.  Professor Harris said that 
whenever a system is under the amount of pressure that currently prevailed 
in Devon flow becomes an issue but he provided assurance that patients 
continued to be prioritised appropriately with a high consultant workforce 
presence in ED in both Trusts.  With regard to interventions for stroke, it 
would not be possible for these to be undertaken with patients before they 
had arrived at the ED because both treatments require the patient to have a 
head CT scan before administering.  However, he added that the ambulance 
crews deliver everything to patients that can be at the scene.  Mr Palmer 
added that the organisations would do everything they could to maintain their 
excellent record on ambulance handovers, although this was difficult under 
the current pressures.  He added that through his work with the Winter 
Taskforce and other system groups, he could provide assurance that 
SWAST had a constant focus on stroke. 

2. Access for cancer patients was very different between the two Trusts and Mr 
Brent asked what will be done to reduce time to treatment at NDHT to align 
this to the RD&E levels.  Mr Palmer confirmed that this was an issue that had 
been identified during the recent NHSE/I virtual visits.  He advised that there 
had been three areas of particular concern with 62-day cancer performance 
at NDHT, namely colorectal, breast and skin.  There are good recovery plans 
in place for breast and skin, with more work needed for the colorectal service.  
Overall, the ambition is to drive more activity that is shared across that two 
sites and the joint Cancer Cabinet will pick this up to look at this as a single 
organisation going forward.  Mr Brent said that as the organisations merge 
into a single Trust it becomes even less acceptable to have significant 
variation and it would be useful to have an indicator on the core data relating 
to variance to drive the questions on why it was the case and what was being 
done to address it.  Mr Palmer commented, as previously advised at Board, 
there were issues about the strength and depth of the team particularly 
where there is sickness absence but there are options to be explored on how 
to strengthen the team. 

3. Whilst he acknowledged that there was an element of catch-up in the 
turnover numbers where staff had previously deferred retirement during the 
height of the pandemic, he felt that it was important to have a better 
understanding of the reasons for turnover in order to better understand the 
risk, understand what recruitment is needed and look at ways to ameliorate 
the concerns of staff that leave prematurely.  Mrs Foster agreed that it was 
difficult to differentiate from the data presented on turnover between what 
might be catch up and what might be new turnover.  She added that the 
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organisations were not ahead of most others within the system in terms of 
turnover numbers.  It was noted that operational pressures create pressures 
on the workforce team as well, for example through increased sickness 
absence reporting and this in turn impacts on other work that they can do, 
for example greater analysis of reasons for people leaving.  Mrs Foster 
informed the Boards that the team was engaged in a system project to 
understand to understand how staff feel.  The cultural dashboard will give a 
greater understanding of the drivers behind turnover.  With regard to Exit 
Interviews, currently the highest category of reason stated is “Other” and this 
is another area for improvement of the Exit Interview going forward.  Finally, 
she advised that in terms of Band 2 and 3 staff a significant issue was that 
the salary was not competitive in the current market and this has been 
escalated at regional and national level. 

 
Mr Neal recognised and thanked colleagues for the significant amount of work 
that had been done over the last month to manage the pressures in the system 
and asked the following specific questions: 
1. What had been the impact of Covid in community hospitals over the past few 

months.  Mr Palmer responded that the time to transfer across all three 
community pathways had been holding well, with community hospitals 
essential to the ability to hold the position.  However, they had also 
experienced the same staffing sickness absence levels due to Covid as the 
acute sites and community transfers had become less efficient.   

2. There had been a significant rise in the number of family not agreement with 
discharge plans for a patient at NDHT and asked if there were identifiable 
reasons for this and what could be done to support families.   Mr Palmer 
advised that the patient choice for discharge position at NDHT remained 
challenging and efforts had been made to make greater use of family grants 
to help families care for patients at home.  It is hoped that if Covid continues 
to be as much of an issue as it is currently more flexibility will be given to 
organisations around patient choice. 

3. There are different ways of reporting on neonates between the two Trusts, 
with one reporting on head count and one reporting as percentage of births 
and it would be helpful if this could be aligned.  In addition, Mr Neal asked if 
this could be triangulated with other areas of the maternity data.  Mrs Mills 
agreed with the difficulty of interpreting the data in its current format and 
confirmed that there is work ongoing to look at how it can be aligned going 
forward and to provide some context around the numbers.  She added that 
it was likely that following the publication of the final Ockenden report, the 
reporting requirements will be reviewed and possibly changed. 

 
Mrs Burgoyne said that the Boards had been informed of system wide work at 
the last few meetings and asked if there was any feedback from this on 
suggestions of what could be done differently that will assist the position once 
the current Covid wave has started to abate.  Mr Palmer said that the additional 
coordination put in place through the Winter Taskforce Group had served the 
system well during the winter and this coordination has been played into the 
orthopaedic restart which has helped get Dyball Ward and the Nightingale up 
and running and pathways for all other Trusts to bring on elective operating over 
the course of the next six weeks.  There is an infrastructure challenge with more 
protected elective capacity needed for Devon and system support will be needed 
for this, including support going beyond the Devon ICS. 
 
There were no further questions raised and the Boards noted the IPR. 
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042.22 GENDER PAY GAP REPORTS NDHT & RD&E 
 

 

Mrs Foster presented the Gender Pay Gap Reports for NDHT and RD&E, noting 
that the reports were created looking at data in arrears from April 2021.  She 
advised it was important to bear in mind that much of staff pay is dictated by 
national terms and conditions and that there are significant gender biases in the 
make-up of professional workforces which both contribute to the gender pay gap 
in the system.  It was noted that this is in part due to the impact of Covid and the 
organisations’ ability to influence elements that do play a part in the gender pay 
gap, such as the Clinical Excellence Awards, had been limited.  The gap had 
widened slightly in Northern Devon since the last report and this was attributed 
predominantly to the consultant workforce becoming slightly more male 
dominated.  However, it was noted that the work done at the RD&E three years 
ago to improve inclusion in the Clinical Excellence Awards had started to pay 
dividends, with the RD&E now above average for the healthcare sector for 
gender pay gap.  Mrs Foster informed the Boards that a discussion had recently 
taken place at the Joint Governance Committee on what could be done to further 
improve the Clinical Excellence Awards process particularly in North Devon, 
however it has subsequently become clear that there will be no changes to the 
award scheme nationally this year, which will limit the scope of what can be done 
at local level.  Finally, Mrs Foster advised that the run of data for next year’s 
Gender Pay Gap report was due to take place and it was proposed that for this 
year a report would be produced for both RD&E and NDHT separately, as well 
as a joint report. 
 
Professor Kay said that it was clear from looking at the NDHT data that the 
differences were at the top and in the lowest quartile and said that there was a 
question of whether male staff were being appointed on higher grades in the top 
quartile, and whether faster progression for males was evident across all groups.  
She added that whilst she was sure that this would be looked at, she felt that a 
more forensic approach to the data would be helpful and offered her assistance 
to provide challenge on the detail.  Shan Morgan agreed with Professor Kay and 
added that she would be keen to work with Professor Kay and Mrs Foster on the 
challenges of tackling the gender pay gap and wider issues of diversity and 
inclusion.  Mrs Foster responded that it was difficult to get accurate progression 
data across all groups, not just gender, adding that ways of addressing this were 
planned as part of the development of the cultural dashboard.  It was noted that 
integration of the two organisations would go some way to helping to start closing 
the gap in the North as a consistent appointment process is put in place.  Mrs 
Foster added that gender pay gap was also being looked at through the 
Remuneration Committee when looking at senior manager pay. 
 
Mr Brent commented that he fully supported doing as much as could be done at 
an organisational level to improve the Clinical Excellence Awards process whilst 
the national changes were still awaited, such as changing the terms of reference, 
changes to the make-up of the Committee and changes to the way that female 
colleagues are encouraged to apply for the awards.  He added that one of the 
key issues was that not enough young women were entering surgical roles in 
the volumes that would be needed to start addressing the gender pay gap for 
this specialty area and said that he would support encouraging the Royal 
Colleges to start changing the perspective of surgical roles now. 
 
Mrs Tracey noted that there were some changes becoming apparent in terms of 
the gender of applicants presenting for interview.  She added that she had 
recently spent time with junior doctors where she had been approached by a 
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female junior who was interested in a career in clinical management and wanted 
to arrange to shadow the Chief Executive to find out more about this pathway.  
Mrs Tracey said that these were heartening indications that the work that has 
been undertaken on the inclusion agenda at the Trust is making progress, whilst 
acknowledging that there was more to do. 
 
Mr Tidman commented that there was more balance in the doctors in training 
now coming through.  In addition, he said that as well as ensuring there was 
gender balance on recruitment panels, it was important for teams to think about 
language used in adverts placed to recruit staff, for example including references 
to the organisation being family friendly and offering flexible opportunities, as 
this may help to remove some of the perceived barriers to application for some 
candidates.  Mrs Foster agreed and said that work had already been started on 
this and a change in the applicant base was starting to be evident. 
 
Professor Kay said that it was important to emphasise that this area did not relate 
to an equal pay gap in the organisations – there was already equal pay for equal 
jobs in place.  She reiterated that it was vital to look at the data to establish what 
salaries new appointees were being brought in at and the progression data.  
 
The Boards approved the reports, noting that their approval was not 
indicative that they found the level of gap acceptable, but approving the 
report as presented as required.  In addition, the Boards agreed the 
proposal for the next cycle of reporting that separate reports should be 
produced, together with a joint report. 

042.22 GUARDIAN OF SAFE WORKING HOURS REPORT NDHT & RD&E  
 

 

Dr Colville and Dr Dineen attended to present the Guardian of Safe Working 
Hours Report for NDHT and the RD&E. 
 
Key issues noted were: 

• The report presented had been deferred from presentation at the February 
meeting of the Boards and related to data for Quarter 3. 

• It had not been possible to include rota gaps for February, so it was proposed 
to include this information for both Quarter 3 and Quarter 4 in the next report. 

• It had been noted during the current quarter that the ongoing trend of 
exception reporting noted during Quarter 3 had continued, with three 
exception reports received over the preceding three to four weeks raising 
issues of safety.  All had been raised by F2 doctors working on wards such 
as Wynard that had been created for cohorting of patients with Covid.  The 
theme from these exception reports was that junior doctors were being asked 
to work on their own on these wards at very short notice and with significant 
numbers of patients to manage.  Dr Colville advised that he had spoken to 
the junior doctors who had raised the reports as soon as possible, and the 
following points were noted: although they were working on their own, all 
agreed that they had excellent support available to them at consultant level 
and the junior doctors reported that whilst they had felt stressed at the time 
of the event, they had recovered well and did not report any ongoing impact 
on them. 

 
Dr Dineen said that there was significant anxiety and concern amongst junior 
doctors regarding covering outlier wards, as there are multiple wards involved 
meaning more juniors are being pulled at short notice and patients are not as 
medically stable as they might have been in the past on an outlier ward.  She 
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noted that the doctors concerned in the three safety concerns raised had not 
reported ongoing issues for them from this, but added that stress and anxiety 
will build over time if the situation continues.  Mr Brent commented that timely 
communication was an issue, but noted that the speed of the current Covid wave 
may have been a contributory factor.  Mr Palmer advised that there had recently 
been sign off for Wynards Ward as a permanently staffed ward, which should 
hopefully over time mean that juniors being pulled at short notice will become 
less of an issue, as staff are recruited to the permanent ward structure. 
 
Dr Hemsley thanked Dr Colville and Dr Dineen for raising this concern and 
advised that he would look at this more closely to see what could be done to 
improve the communication and support that is in place for junior doctors where 
they are asked to cover outlier wards.  He added that a policy is in place, 
approved through the governance system at the RD&E and with the Deanery, to 
support the decision-making relating to the redeployment of junior medical staff 
in times of extreme operational pressure.  A step wise approach should be taken 
to ensure that only staff who have the requisite competencies and skills are 
drawn on and trying to ensure that the same group of staff are not repeatedly 
asked to undertake this cover.  It was noted that it was likely that increasing staff 
sickness absence had compounded the issues noted over the last few weeks.  
Professor Harris agreed with Dr Hemsley and added that there was no doubt 
that junior doctors, in common with other staff, were under enormous pressure 
under the current unprecedented circumstances, but that communication and 
support available should be looked at to ensure that it was optimised.  He added 
that he was optimistic that the current Covid position should have improved 
significantly over the next month which in turn should improve the position 
relating to the need to redeploy junior doctors to outlier wards. 
 
Mr Kirby asked Dr Dineen whether junior doctors were being put in the position 
of having to look after patients that they felt they did not have the appropriate 
level of experience for and if this was the case, how did this fit in with the process 
described for supporting decision-making when redeploying junior medical staff.  
Dr Dineen said that she had been involved in the development of the 
redeployment policy and it did provide a very good framework, however the issue 
was that the reality on the ground for some junior doctors was that there was not 
always a named consultant or supervisor available for them to meet with before 
they were moved to a new area.  She added that there was also a responsibility 
for junior doctors to speak up if they were asked to do something that was 
outside their competence.  Mr Kirby agreed that it was key for both staff, but also 
for patients, that the culture encouraged junior staff to speak up in these 
circumstances.  Mr Palmer added that there is generally a healthy culture of 
speaking up in place with staff encouraged to feel empowered to escalate where 
things are not OK.  Mr Dillon said that he was confident that was a good culture 
that encouraged staff to raise issues, but added that this was only sustainable if 
staff are confident that something will then be done about the issue raised. 
 
Mr Brent asked Dr Dineen if the organisation was supporting junior doctors as 
much as possible during this challenging period or was it felt that there was more 
that could be done.  Dr Dineen responded that she felt there was a great deal of 
support in place and the increase in exception reporting was due in part to the 
message getting out to junior doctors that it was “ok not to be ok”, but there was 
more work to do to ensure that juniors were aware of all the support that is 
available to them. 
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Dr Colville informed the Boards that Dr Griffith-Jones had now stood down as 
Guardian for NDHT and he suggested, if there were no suitable candidate 
identified to take on this role in NDHT, he would be happy to take on the task of 
providing data going forward for both sites and would endeavour to ensure that 
he visited NDHT when possible.  Mr Brent thanked Dr Colville for his offer and 
agreed that this would be considered. 
 
In addition, it was noted that the possibility of developing a joint Junior Doctor 
Forum across both sites was being discussed and either a joint Mess or very 
close liaison between the Mess on each site. 
 
The Boards thanked Dr Colville and Dr Dineen for attending the meeting 
and noted the report. 

043.22 
ITEMS FOR ESCALATION TO THE NDHT & RD&E BOARD ASSURANCE 
FRAMEWORKS 

 

 
The Boards agreed that there had been nothing new raised at the meeting for 
escalation to the Board Assurance Frameworks. 

 

044.22 ANY OTHER BUSINESS  

 

Mr Brent said that he would like to take the opportunity to thank departing Non-
Executive Director colleagues for their support and for extending their Terms of 
Office to help facilitate the merger between the two organisations.  The Boards 
extended their thanks to Mr Dillon, Mr Down, Dr Douglas-Riley and Mrs Geen 
for their commitment, energy and drive to improving healthcare for the local 
populations in Devon.  Mr Brent added that he and other colleagues leaving the 
organisations were confident that they were leaving the Trust and local 
communities in the hands of excellent custodians with the continuing members 
of the Boards.  He thanked Mrs Tracey for her excellent leadership as Chief 
Executive Officer and commended the choice of Dame Shan Morgan as 
incoming Chair.  Thanks were also extended to the Boards support staff and all 
staff, both back office and front line staff who provided care to people when they 
were at their most vulnerable, to Governors both past and present who gave 
their support to the organisation and to colleagues and members of the public 
who had regularly attended Board meetings to support, question and challenge.  
Mr Brent said that his final advice to Board colleagues would be to continue to 
give their best, not to be distracted by demands to deliver the impossible and to 
take pride in delivering the best that is possible.  

Mrs Tracey thanked Mr Brent for his kind words and said that she would also 
like to take the opportunity to thank Mr Brent for his 10 years of service to the 
NHS as Chair over a period where there had been significant changes.  These 
encompassed not only latterly with the global pandemic and the integration of 
the two Trusts, but previous significant developments such as the opening of the 
new RILD building at the RD&E, the building of a new partnership with University 
of Exeter and the introduction of MyCare electronic patient record.  Throughout 
all, Mr Brent had been a consistently steadfast and thoughtful Chair, always 
ready to challenge on what mattered the most with clarity, humility and patience.  
Mr Brent was also thanked for his work with and championing of the Council of 
Governors.  Mrs Tracey also thanked Mr Brent for his support, wisdom and 
advice to her since she became Chief Executive and wished him well for his new 
ventures on behalf of the Boards, staff, Governors, patients and the local 
communities. 
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Mrs Foxall thanked Mr Brent on behalf of the Council of Governors for his service 
as Chair and also extended thanks to all the Non-Executive Directors for their 
contributions to the work of the Board, noting that their willingness to challenge 
and question at Board demonstrated their commitment to what matters most to 
patients and communities. 
 
Shan Morgan echoed the thanks of colleagues to Mr Brent and departing Non-
Executive Directors.  She informed the Boards that it had been a conversation 
with Mr Brent that had both inspired and convinced her to apply for the role of 
Chair, as his passion for the role and commitment to public service had been so 
apparent.  She thanked him for the significant legacy he was leaving and said 
that she was committed to endeavouring to live up to the high standards and 
values that were embodied at the organisation.   

Mrs Tracey informed the Boards that she had received confirmation from the 
Secretary of State for Health for the integration and that with this final stage now 
completed, the integration of the RD&E and NDHT would proceed on 1 April 
2022 as planned.  Mr Brent congratulated the Executive Team, the Integration 
Programme Board and the Council of Governors for all the work that they had 
undertaken which helped lead to this successful outcome for both organisations. 

045.22 PUBLIC QUESTIONS  

 

Mrs Matthews advised that she had emailed a question regarding an item on the 
agenda and would be happy to receive a written response.  She added her 
thanks to Mr Brent for his chairing of the Board over the last four years, and for 
his encouragement of greater engagement with the North Devon community. 
 
Ms Haworth-Booth endorsed the thanks to Mr Brent.  She advised that she had 
two questions that she wished to address to the Boards. 
 
1. Mr Palmer had said that protected elective care was need, but surely this 

could only be achieved with more staff which is a fundamental problem for 
the organisations.  What other course of action could be proposed that would 
work with current staffing levels?  Mr Palmer responded that, even in the 
current climate of increased pressure on staffing, it had been possible to 
generate some ring-fenced capacity including Dyball Ward at the RD&E and 
the new Nightingale provision.  In addition, from 23 May 2022 following 
delivery of the modular ward at NDDH, ring-fenced capacity will be in place 
in Northern Devon.  Mr Palmer added that for the future, given the large 
volume of patients on waiting lists, system level action will be needed.   

2. There is currently no creche available at North Devon District Hospital.  Are 
there any plans to introduce one?  Mr Tidman responded that there is a very 
successful creche in operation at the RD&E and ways of running something 
equivalent at NDDH are being explored, with a view to bringing a proposal 
back to a future Board meeting. 

 
There being no further questions, the meeting was closed. 

 

046.22 DATE OF NEXT MEETING  

 
The date of the next meeting was announced as taking place at 9.30am on 
Wednesday 27 April 2022 via MS Teams.   

 


