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Services Unit
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Officer

11:40

1.
P

art Tw
o -

2.
P

atient S
tory

3.
C

hief
4.

Q
uality &

5.
P

eople U
pdate

6.
P

erform
ance &

7.
To N

ote
8.

A
ny O

ther

Continued on the next page... 2



Agenda

Location Date Owner Time

Teams 25/03/21 11:00

6. Performance & Governance

6.1. Chair Report: Policy Committee Non Executive
Director

11:45

6.2. Chair Report: Finance, Planning and Digital Committee Non Executive
Director

11:50

6.3. Chair Report: Risk Management Committee Non Executive
Director

11:55

6.4. Strategy Board Update Chief
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6.8. Board Assurance Framework and Corporate Objectives Trust Secretary 12:30
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Frank Collins   4358

Chairman

BOARD OF DIRECTORS – PUBLIC BOARD

28 JANUARY 2021

MINUTES OF MEETING

Present:

Frank Collins
Mark Brandreth
Stacey-Lea Keegan
Harry Turner
David Gilburt
Craig Macbeth
Rachel Hopwood
Paul Kingston
Chris Beacock

Chairman
Chief Executive
Chief Nurse
Non-Executive Director
Non-Executive Director
Chief of Finance
Non-Executive Director
Non-Executive Director
Non-Executive Director

FC
MB

SLK
HT
DG
CM
RH
PK
CB

In Attendance:

Shelley Ramtuhul
Sarah Sheppard
Hilary Pepler
Nia Jones
Laura Peill
Debbie Kadum
Jo Banks
Richard Potter

Trust Secretary
Chief of People
Board Adviser
Managing Director for Specialist Services
Managing Director for Support Services
Managing Director for MSK
Managing Director for Clinical Support Services
Clinical Chair for MSK

SR
SS
HP
NJ
LP
DK
JB

FC welcomed everyone to the meeting and in particular RP who was attending on behalf of SW 

and Sudheer Karlakki who was shadowing MB.

FC invited the Board to reflect on the pressures of Covid-19 and the impact this was having 

nationally, regionally and locally.  The Board paused for personal silent reflection.

MINUTE NO TITLE

28/01/1.0 APOLOGIES

Steve White, Chief Medical Officer

28/01/2.0 MINUTES OF PREVIOUS MEETING

The minutes of the previous meeting were accepted as an accurate record of the meeting 

held. 

28/01/3.0 MATTERS ARISING

All actions were noted to either be completed or updates were provided as follows:

SS working through the details the details of the NExT Director Scheme with NHS England 

and looking carefully at the timing

PK and SS are attending a wellbeing guardian event today and will report back

ACTION: SS and PK to provide an update on the wellbeing guardian event

28/01/4.0 DECLARATIONS OF INTEREST

CB declared that both his wife and daughter have undertaken work in the Vaccination Hub.

The Board noted the declaration of interest.

28/01/5.0 PATIENT STORY – MATTHEW THOMAS, HAND SURGERY PATIENT
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SLK introduced the patient story which had been pre-recorded due to Covid restrictions 

preventing the usual face to face interaction taking place.

Mr Thomas explained that he had undergone a manipulation under anaesthetic with K 

wires inserted back in November 2021 and he had agreed to share his experience:

 The procedure had been cancelled twice which had been frustrating but overall he 

felt the care had received was good, the staff were friendly and helpful

 He had undergone a Covid test at Shrewsbury Hospital but because of his 

operation being postponed he then had to have further Covid tests and had to 

travel to Oswestry for these

 He commented on the Covid questionnaire he was asked to complete on entry to 

the hospital and the fact this piece of paper was touched by several people and 

each time given back to him

 He commented on the follow up after waking up from a general anaesthetic and 

said he was sent home with painkillers and a leaflet about Covid, he was not 

advised regarding wound care and what he could and could not do and felt this 

could be improved

 He advised that he was unable to take a taxi home after his procedure due to the 

general anaesthetic and whilst he understood this it would have been helpful if he 

had been advised of this in advance

FC commented he was particularly taken with Mr Thomas’ observations of inter-

organisational communication, the handling of paper and patient information provision.

SLK commented that Mr Thomas’ pathway was different to usual as it was a trauma 

pathway and therefore there was shared care with SaTH.  SLK confirmed she had picked 

up how the communication could be improved and more patient-focussed.  Furthermore, 

SLK confirmed the Trust has changed its practice around the handling of paper.  SLK 

commented on the post-operative care and follow up that this should be in place 

regardless of whether the patient is being treated on a trauma or elective pathway and she 

undertook to work with the team on this and feedback to Mr Thomas.

ACTION: SLK to look into post-operative care and follow up and feedback to Mr 

Thomas

HT commented on the issue around paper handling and felt this should go beyond Covid. 

He asked if there are practices that have come to light through Covid that can be baked 

into all infection control practices.  SLK confirmed that there has definitely been significant 

learning around infection control.  The Trust has always had good practices but has 

thought deeper into it and some of the improvements made can only be a positive in 

controlling all transmissible infections going forward.

CB commented on the number of visits to multiple areas of the hospital for a 

straightforward planned operation and felt this was not very streamlined.  FC agreed and 

commented that this builds on HT’s point around improving processes and streamlining.

MB commented that Mr Thomas had been admitted through the Trauma Pathway at SaTH, 

this was a pathway put in place very quickly in the midst of the pandemic.  He felt this was 

an eloquent example of why an integrated healthcare record is needed.

FC thanked Mr Thomas for sharing his story which was noted by the Board.

28/01/6.0 CHIEF EXECUTIVE UPDATE

MB provided an update on the following:
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 Recognition of the staff that have been redeployed to SaTH and the other staff 

moved from their usual roles in response reorganising patient care and providing 

significant support to the vaccination programme.  There is currently a 

consequence for patients as the Trust is not doing routine operating at the moment 

and as a result there will be a significant backlog of patients waiting.  MB confirmed 

that clinically urgent cases are being maintained as well as bone cancer services, 

spinal injury care and spinal emergencies.  MB is grateful to senior clinical 

colleagues, led by RP, who have categorised all patients in the county for 

orthopaedics to enable treatment to be provided in clinical priority order.  

 An overview of prevalence; in November there were 170 Covid cases per 100,000 

in Shropshire and nationally 230 per 100,000, as at 22nd January, Shropshire cases 

stood at 329 per 100,000, Telford at 419, the Midlands at 481 and England at 386.  

There is suggestion of the peak passing in the South with hospital admissions just 

beginning to drop, this is not yet being seen in the Midlands and not in Shropshire.  

SaTH have 160 Covid patients in beds and their ICU is above capacity.  The 

county is admitting a wards worth of Covid patients every single day and the 

numbers continue to increase.  According to the modelling the peak may pass in 

the next week or so but the pressure is likely to be there for a considerable time 

more.  The Trust has cancelled the lower priority cases (P3 and P4) until the end of 

February and the Senior Leadership Team are reviewing this on a weekly basis.

 The amazing work being done across the system and nationally on vaccinations.   

RJAH were asked to be a hospital hub to work with primary care colleagues.  At 

the end of last Sunday 24th January,  97% of care homes had been visited and 

vaccinated across Shropshire and 83% of residential homes.  By mid-February 

there is a requirement to have vaccinated the top four priority groups.  MB advised 

that more than half over the 80s in the county had been vaccinated and by close of 

play this Sunday every over 80 will have been invited for a vaccine.  There are 

challenges with the supply of the vaccine but the whole system is working through 

this.

 The new Chair for the CCG is being recruited and MB extended his thanks to 

Julian Povey for his work, 

 Helen Whatley, Minister of State for Social Care met with some of the students 

supporting the Trust’s work to understand their experience

FC asked if there had been any resistance to having the vaccine and MB confirmed there is 

no evidence of this locally and the staff uptake has been positive. The Trust is working to 

support those of certain faith groups and the small ethnic minority groups to ensure they 

understand the basis of the vaccine. 

SS added that her team are working with staff to support them in accessing the vaccine 

and from next Monday more detailed reporting is required with regard to staff uptake and 

the information governance implications of this are currently being worked through. 

PK commented that in a West Midlands system call earlier it was reported that the peak 

was anticipated for 9th February and that there is an increasing social movement called ‘the 

great re-opening’ trying to force shops to open.

FC endorsed MB’s comments regarding Julian Povey and commented that he has taken 

the CCG through some challenging times and is now returning back to clinical practice.

The Board noted the update. 

28/01/7.0 QUALITY AND SAFETY COMMITTEE CHAIR’S REPORT

CB presented the Chair’s Report and highlighted the following:

 The Infection Prevention and Control Board Assurance Framework was discussed 

and good progress was noted with deployment of appropriate cautions across the 
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Trust.  CB confirmed that new KPIs are being developed in relation to the audit of 

this and the Committee will look forward to seeing these.

 A Quality Report was received from the Clinical Support Unit.  This was in a new 

format, with a clear improvement in the presentation and content of these reports 

which he felt was starting to demonstrate a developing maturity of management in 

the Units.  The Committee considered some of the duplication of assurances and 

management of risk and felt that as the Units managing these more proactively 

there needs to be a look at how assurance is obtained overall to remove the 

duplication

 It was noted that the Clinical Effectiveness Committee is being established and this 

links with the need to collect good quality outcome data.  He is looking forward to 

seeing the work this committee is going to be doing going forward

 There remains concern about the management of the increasing waiting list and in 

particular the follow up back log and any potential harms and the Committee is 

receiving regular reports on this.

FC picked up the reference to Risk management and invited comment from HT as Chair of 

the Risk Committee.  HT commented that the movement of escalating risks between the 

Committees is working well with intermediate touchpoints in place if needed, he felt there 

were good processes in place with safety nets in place where needed.

The Board noted the Chair’s Report

28/01/8.0 LEARNING FROM DEATHS REPORT

RP presented the report prepared by James Neill, Learning from Deaths Lead and 

Consultant Anaesthetist.  RP confirmed that the report had been presented to the Quality 

and Safety Committee.  There were two deaths during the reporting period with no 

concerns and good documentation noted but some opportunity for learning identified and to 

be presented at the next Multi-Disciplinary Clinical Audit Meeting.  

The Board noted the report. 

28/01/9.0 INFECTION CONTROL ANNUAL REPORT 19/20

SLK presented the Infection Control Annual Report for 2019/20 and confirmed that this had 

been through the Quality and Safety Committee and Infection Control Committee.

SLK highlighted the following:

 The report outlines the improvement made through the year and touches on the 

challenges of Covid at the back end of the financial year

 There were no cases of MRSA for 14th year running

 The Trust took part in the GIRFT work on surgical site infections and the feedback 

is awaited

 The key areas of focus for 20/21 are outlined as follows:

o Continued mitigation of Covid

o Enhancement of tissue viability expertise and wound care clinics 

o Extending the surgical site surveillance for other orthopaedic specialties

o Digital agenda for infection control

CB asked about the infection control workforce issues and SLK confirmed that this has 

been resolved with additional recruitment into the team and sickness absence down.

HT asked about the gaps in link nurse attendance at the Infection Control Committee and 

SLK confirmed that this has been addressed with clarity on roles and responsibilities and 

the expectation of appropriate cascade back to their teams following meetings.

FC noted that the full impact of Covid will feature in next year’s report.

The Board noted the report.
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28/01/10.0 INFECTION PREVENTION AND CONTROL BOARD ASSURANCE FRAMEWORK (BAF)

SLK presented the BAF and reminded the Board that this was developed back in May 2020 

by NHSE/I to be used as a self-assessment assurance tool

SLK provided the following highlights:

 The CQC is using it as an assurance tool and the progress against the actions has 

been reviewed with them

 The BAF is reviewed regularly through the Infection Control Committee and then 

Quality and Safety Committee

 There are 10 overarching key lines of enquiry and the document helps to identify 

gaps and evidence what is in place

 The action plan is outlined at the end of the report and is aimed at enhancing 

compliance

 Since the report was prepared there have been four further actions signed off

FC commented on the timeline for completion of the actions and SLK confirmed that all 

actions are on track.

The Board noted the report.

28/01/11.0 NURSING WORKFORCE ROLES PRESENTATION

SLK briefed the Board on the work that is in progress in relation to the nursing workforce.  

She confirmed that there is also work underway on Allied Health Professional roles but that 

the focus for this presentation is on nursing.

SLK highlighted the following:

 It is recognised that the national and regional supply of students for the next three 

years will be reduced

 The Trust has low internal vacancy rates and is therefore in a better position than 

other Trusts but there is still work to do

 There is a national, regional and local focus around increasing nursing and the 

pipeline in the NHS People plan and the System plan.

 Attracting nurses and retention are the key 

 Looking at the needs of the patient and the skills needed 

 Work to maximise student capacity at RJAH – there are good relationships with 

one or two universities and this has been extended to all universities within a larger 

radius around the hospital

 Over 50% of the Trust’s 1st year students take on substantive roles

 There is a national drive to ensure zero vacancies for the healthcare support 

workers.  The Trust has bid for pastoral care and the adverts are to go out shortly.  

The Trust is looking at how this can link with the Nursing Associate programme.

 Registered Nurse Associate roles have been deferred to September due to current 

pressures

 Work on apprenticeships for Registered Nurses is being done as a system and 

system bid has been made to increase the pipeline

 There is significant ongoing recruitment between March and July with national 

funding secured to support on-boarding

 International recruitment is underway and the Trust is linking with SaTH

 The Trust is looking at the training and development for nurses, a lot of courses 

have been stepped down and the universities are no longer running accredited 

orthopaedic courses.  Stafford University was the last one to run these but these 

have now been paused until 2022.  The Trust is therefore exploring accrediting its 

own courses.
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 Clinical education and development 

 There is more work to do on Specialist Nurses in advanced practice 

FC commented that accredited courses would be a great benefit to the organisation.

SS added that the Trust is being encouraged to challenge the traditional approach to 

recruitment and take a flexible approach to maximise the number of people it employs.

CB asked whether, in the context of our follow up backlog, there is a role the nursing staff 

could play and if consultant colleagues were on board.  RP confirmed that they are on 

board and the Arthroplasty Team have put forward a business case for Specialist Nurses to 

support the work with the backlog.  Tim Briggs’ guidance on follow up requirements is not 

aligned to the local CCG position and additional clarification is being sought on this.

The Board noted the presentation and looked forward to receiving further updates in the 

future.

28/01/12.0 PEOPLE COMMITTEE CHAIR’S REPORT 

PK presented the report from the November meeting and confirmed that since this time the 

full committee has been stepped down due to stress on the system.  In the interim PK and 

SS have met on a weekly basis to ensure continued progress on the People Plan.

PK commented that SLK’s presentation had covered a lot of the operational detail and he 

assured the Board of the progress with the People Plan and the positive position with 

recruitment.  In particular he commented on SS’s contribution to the recruitment to the 

vaccine hub which has been outstanding in a short time period.

CB commented on the vaccine hub only running to March 2021 and SS confirmed that 

things have moved on with significant recruitment ongoing.  SS confirmed that 2000 

applications had been received and 500 offers of employment made as the Trust is now 

recruiting for the whole system not just the RJAH hub.

The Board noted the report.

28/01/13.0 GUARDIAN OF SAFE WORKING HOURS REPORT

RP presented the report prepared by Chris Marquis, Guardian of Safe Working Hours and 

Consultant Orthopaedic Surgeon.  RP confirmed that this report goes through the People 

Committee.

RP highlighted the following:

 The report outlines the responsibilities of the Guardian

 No exception reports were raised for the reporting period

 Covid has impacted on work patterns and training

 No junior doctor forum has occurred despite attempts to do this virtually

MB commented on the Registrars rotating and whether at a future Board it might be worth 

asking Rob Banerjee, Consultant Orthopaedic Surgeon and a Registrar to come along and 

talk through their experience.

ACTION: Invite Rob Banerjee and a Registrar to a future Board

HT asked how the Trust benchmarks against other organisations.

MB confirmed that this is a nationally mandated report and for a busy District General 

Hospital with more junior doctors this is a really big issue.  The issues for Trust are slightly 

different and the rotation is highly regarded.
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CB asked about the ceasing of elective activity and the Deanery view of the impact on 

training.  RP advised that there has been a significant impact and this is a national problem, 

the gift of training has been extended as a means of mitigating this.

The Board noted the report.

28/01/14.0 AUDIT COMMITTEE CHAIR’S REPORT

DG presented the Audit Committee Chair’s Report for the meeting held on 11 January and 

highlighted the following:

 The Committee reviewed in some detail the revisions to Standing Financial 

Instructions and Scheme of Delegation

 The Committee received and considered a report on consultant job planning noting 

that due to Covid the progress had been slower than hoped but the actions were to 

be overseen by the People Committee going forward.

SS confirmed that it is on the People Committee agenda.

The Board noted the report.

28/01/15.0 FINANCE PLANNING AND DIGITAL COMMITTEE CHAIR’S REPORT

RH confirmed that the Committee had met two days prior she highlighted the following:

 KR presented the Performance Report and the improvement in activity in 

November as part of the restoration plan was commended.  

 CM provided an update on the financial plan and the ceasing of elective work was 

noted along with the impact on income.  The Committee was advised that the Trust 

was currently on plan due to the work to contain costs.

 Provision had been made for the Welsh income loss and under performance in 

English income was noted but NHS E/I were providing support for this

 An update was received on the conversations around EPR and extra funding 

streams and it was noted that this was progressing towards to a business case 

 An update was provided on the rollout of Microsoft 10 rollout update and it was 

noted that only a small number had not been converted with extended support in 

place until the migrations are complete

The Board noted the report.

28/01/16.0 PERFORMANCE REPORT

KR presented the Performance Report for December and highlighted that this was the last 

full month of restoring services.  The Trust began cancelling elective services from 11 

January in order to support the mutual aid requirement of the system and the trajectories 

indicated should therefore be considered void as they were calculated prior to this change.  

KR confirmed that all activity plans were met for December except for MRI activity.

Caring for Staff

SS highlighted the following:

 Absence rates are above target but not a cause for concern given the current 

situation.  Daily monitoring is in place both in relation to Covid and non-Covid and 

the Trust is currently managing well

 There is a focus on staff wellbeing.  The team are working with senior nursing 

colleagues to ensure support is available to those staff that have been redeployed 

 Turnover is slightly above target but not of concern

Caring for Patients

SLK highlighted that a Serious Incident was reported during December in relation to a 

hospital acquired grade 3 pressure ulcer. The investigation is in its initial stages however it 

is very likely the ulcer was pre-existing, however, there were three contacts when full 
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assessment and documentation were not completed, the investigation is ongoing.

FC noted there were no unexpected deaths

JB highlighted the following:

 Five out of the six cancer targets were met for November.  The target missed was 
in relation to the 62 day standard and this related to two patients. Both cases were 
on a shared pathway. RJAH was reported as partly accountable; however, this has 
been challenged as the Trust’s contribution to the pathway was timely.  There was 
a 2.1% improved performance on 28 day faster diagnosis standard

 18 weeks RTT open pathways have seen a small improvement at 55.6% and 
clinical prioritisation is ongoing.  The total number of breaches reduced by 86 
reducing from 4935 at the end of November to 4849 at the end of December.

 English Patients waiting over 52 Weeks stood at 687 an increase of 147 since 
November. Data validation and review of potential harms is ongoing.  The number 
of patient waiting has increased and the number of those waiting over 52 weeks 
will continue to grow based on planned activity for the remainder of the year.

 Welsh Patients waiting over 52 Weeks stood at 528 patients an increase of 75 
compared to last month.  Again work is ongoing to validate the data and assess 
any potential harm. 

 6 week wait for English and 8 week Welsh diagnostic targets were below expected 
performance with a deterioration of 5.4% on English and 2.1% Welsh. Work is 
underway to understand why patients are cancelling or not attending

 Total elective theatre activity for December was 78% compared to 19/20 and 107% 
of plan.  There has been a sustained and improving performance since September. 
Regrettably, the most recent phase of the pandemic will impact on the January 
performance with a focus on P1 and Urgent P2 patients and a pausing of P3 and 
P4 patients.  The January activity is down to 367 which is 37% compared to 19/20 
and 46.9% against plan and the forecast is for 39% of pre-Covid activity to be 
achieved.

 Bed occupancy is below target levels at 75.8% but this is linked to lower activity 
levels.

 Outpatients activity was as follows:
o Above plan at 100.7% which was just under 80% of activity compared to 

19/20. This was due to increased clinics and extended hours.  
o DNA rates slightly increased by 0.7% to 6.8% for December which is above 

the target of 5%. The trend continues with a slight worsening through January 
relating to the national response to the pandemic and public confidence.

o Looking forward for Jan the most likely position is between 72-75% and the 
focus is on calling patients and bringing extra staff in to regain patient 
confidence.

o MRI activity is forecast to be 110% of plan and ultrasound is forecast to be 
77% of plan.  The ultrasound activity is being impacted by annual leave and 
shielding.

MB commented that outpatient are still being seen but this has been dramatically scaled 
back to move staff onto inpatient care.  It is nice to hear some of the Clinical Leads talk 
about the fantastic work this were doing to work through their follow up backlogs.

CB there have been long discussions at the restoration meetings with a focus on outpatient 
activity.  What is not yet clear is the impact of this on the size of the patient waiting list and 
what level of activity is necessary to start to reduce it.

JB advised as the activity in Theatres has changed the Consultants are looking at the 
overdue follow ups, there is a further meeting this afternoon to look at the impact and 
ensuring harms reviews are completed where applicable.  The work has been being 
undertaken for some time but she is now looking at the reporting of this.  KR commented 
that the Trust was previously in restoration which was about restoring services and the 
work CB is talking about is recovery.  The Trust is currently working through the options of 
restart and recovery.

DG commented that whilst looking at the staging of recovery there is a need to reflect on 
what KPIs are being used and ensure that it is captured that the % of plan is against a 
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lesser % of activity.
MB commented that elective care is in an incredibly difficult place, more than half of the 
backlog is orthopaedics and the Trust is feeling the same impact as others.  The Trust will 
be measured in relative terms against others and he would therefore not wish for there to 
be any sense that the Trust is in a worse than anywhere else.  This is a long term issue.

Caring for Finances

CM highlighted the following:

 The Trust remains on track to achieve a break even position with less support 

anticipated as needed from system, £0.5m

 Income is block funded but there are some adjustments likely to be transacted from 

Wales and an increased risk provision has been made

 The English incentive scheme is not going to be transacted at this stage but when 

it is it will be done at a system level

 Vaccination costs were nominal in December but likely to step up considerably 

over the next few months as the lead employer.  All costs will be rechargeable but 

will appear on the Trust’s cost base.

FC asked if the vaccine costs would be an exceptional line and CM confirmed they would 

be.

The Board noted the report.

28/01/17.0 ANNUAL PLAN PLANNING

KR asked the Board to note the attached correspondence in relation to planning for the rest 

of the financial year and 2021-22.  KR highlighted the following:

 Q1 2021/22 is expected to be a roll-over of current plans with plans required for the 

remaining 3 quarters.  

 Responding to Covid demand has been enacted together with implementation of 

the vaccine programme

 The focus for 2021-22 will be on recovery, an expectation to grow workforce, 

equality diversity and inclusion, health and wellbeing support and orthopaedic 

activity

 The focus on clinical prioritisation continues

 This year should be viewed as 15 months and next year as 9 months

 The Trust is modelling what the future will look like, the strategic options and the 

timeline for recovery; this will be covered at the Strategy Board in February.

FC commented on the need to consider the Trust’s strategy both as an individual 

organisation and as a system.

CM commented on the focus on system finances and the new financial system level 

framework that is in discussion to route map a recovery of the £134m deficit.  In this regard 

the Trust will need to consider its role in supporting recovery of the system financial 

situation.

The Board noted the report.

28/01/18.0 STANDING FINANCIAL INSTRUCTIONS AND SCHEME OF DELEGATION

CM presented the annual refresh of the Standing Financial Instructions and Scheme of 

Delegation and confirmed these had been reviewed by the Audit Committee

The Board approved the documents.

28/01/19.0 GOVERNORS UPDATE

SR confirmed that that the Governor meetings with the Senior Independent Director have 

continued and continue to be well received by the Governors.

The Governor surgeries continue to be impacted by Covid.
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The Trust will shortly be embarking on Non-Executive Director recruitment which the 

Governors will be involved in 

Finally, the Trust is currently in discussions with the Electoral Reforms Service regarding 

the elections required in June and a timetable will be presented at the next Council of 

Governors.

The Board noted the update.

28/01/20.0 OCKENDON REPORT

MB highlighted some of the themes that will be put on the agendas of the next People and 

Q&S Committees

The Board noted the report.

28/01/21.0 QUALITY AND SAFETY COMMITTEE CHAIR’S REPORT (NOVEMBER MEETING)

The Board was presented with a written report of the Quality and Safety Committee 

meeting to supplement the verbal report provided during November’s meeting of the Board.

The Board noted the report.

28/01/22.0 AOB

MB confirmed that the Health Hero for the month was Kenna Blackburn, Librarian; she was 

nominated for keeping staff up to date through the journal group in particular in relation to 

Covid.

28/01/23.0 QUESTIONS FROM THE PUBLIC

None

DATE OF NEXT MEETING IN PUBLIC:

Thursday 25 March 2021 11.00 via Teams

CHAIRMAN’S CLOSING REMARKS

FC thanked everyone for their contribution and closed the meeting.
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BOARD OF DIRECTORS MEETING

28 JANUARY 2021

SUMMARY OF KEY ACTIONS

Outstanding Actions from Previous Meetings Lead 

Responsibility

Progress

Actions from Last Meeting Lead 

Responsibility

Progress

28/01/3.0 MATTERS ARISING

 SS and PK to provide an update on the 

wellbeing guardian event

SS and PK Verbal update to be provided under 

matters arising

28/01/5.0 PATIENT STORY

SLK to look into post-operative care and follow 

up and feedback to Mr Thomas

SLK Completed- letter written to the 

patient

28/01/13.0 GUARDIAN OF SAFE WORKING HOURS

Invite Rob Banerjee and a Registrar to a future 

Board

SR Invitation issued for April Board
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Chair’s Assurance Report 
Quality and Safety Committee 

 1

0. Reference Information

Author:
Shelley Ramtuhul, Trust 
Secretary

Paper date: 25th March 2021

Executive Sponsor:
Chris Beacock, 

Non-Executive Director
Paper Category: Governance

Paper Reviewed by: Paper Ref: N/A

Forum submitted to: Board of Directors Paper FOIA Status: Full

1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is 
required?

This paper provides an outline of the Quality and Safety Committee Agenda for the meeting 
of 18th March 2021.  This will support the verbal report provided by the Non-Executive Chair 
of the committee.

2. Executive Summary

2.1 Context

The Board of Directors has delegated responsibility for the oversight of patient safety and 
quality to the Quality and Safety Committee.  This Committee is responsible for seeking 
assurance on the quality and safety of the services it delivers in order that it may provide 
appropriate assurance to the Board.

2.2 Summary

Due to the timing of the committee it is not possible to provide a paper Chair’s Report. The 
Non-Executive Director Chair of the committee will provide a verbal report covering the 
attached agenda from the committee.

2.3. Conclusion

The Board is asked to note the agenda and that a verbal report will be provided during the 
meeting.
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Agenda

Location Date Owner Time

Teams Meeting 18/03/21 14:00

1. Introduction 14:00

1.1. Apologies All 14:01

1.2. Minutes from the previous meeting Chris Beacock 14:02

1.3. Action Log / Matters Arising Chris Beacock 14:04

1.4. Declaration of Interests All 14:06

2. Caring for Patients

2.1. Serious Incidents, Never Events & Learning from Incidents Shelley
Ramtuhul

14:07

2.2. Managing Our Patients Waiting Jo Banks 14:12

3. Committee Management

3.1. MSK Unit Quality Report Ian
Maclennan/Jo
Banks

14:22

3.2. Board Assurance Framework & Corporate Objectives Shelley
Ramtuhul

14:32

3.3. Integrated Performance Report Stacey Keegan 14:37

4. Items For Review/Approval

4.1. Radiation Safety Policy Eric
Hughes/Louise
Arnold

14:42

4.2. Food & Hydration Strategy Sian Langford 14:47
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Agenda

Location Date Owner Time

Teams Meeting 18/03/21 14:00

5. Items to Note:

5.1. Chair Report from Research Committee Jo Banks 14:52

5.2. Chair Report from Patient Safety Committee Stacey Keegan 14:53

5.3. Chair Report from Safeguarding Committee Stacey Keegan 14:54

5.4. Chair Report from Infection Control Committee Stacey Keegan 14:55

5.5. Performance Improvement Meeting Minutes and Actions Stacey Keegan 14:56

5.6. Review of the Workplan Chris Beacock 14:57

5.7. Attendance Matrix Chris Beacock 14:59

5.8. Top Risks All 15:00

6. Any Other Business 15:01

6.1. Next Meeting: Thursday 15th April 2021 at 2pm
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Independent review of NHS Hospital Food 

1

0. Reference Information

Author: Sian Langford Paper date: 25/03/2021

Executive Sponsor: Laura Peill Paper Category: Quality & Safety

Paper Reviewed by: SLG Paper Ref:

Forum submitted to: Board of Directors Paper FOIA Status: Full

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

To summarise the independent review of NHS Hospital food and its associated 
recommendations. 

2. Executive Summary

2.1. Context

Following an outbreak of listeriosis in 2019, the Health Secretary of State announced this 
‘root and branch’ review of food served and sold in hospitals. Published in October 2020, the 
review makes recommendations on how NHS Trusts can prioritise food safety and provide 
more nutritious meals to staff, visitors and patients. 

2.2. Summary

The report highlights that regardless of the model of food delivery, there are four key 
elements that successful hospitals have in common:

 A whole hospital approach – Food is integrated into the life of the hospital, treating 
the restaurant as its hub & recognising the importance of caterers as part of the 
hospitals care and treatment. 

 A Chief Executive who leads change and understands the value of food and nutrition

 They concentrate on the things people care about – good food served in an attractive 
environment.

 They integrate multi-disciplinary working – bringing together catering, dietetics and 
nursing to improve nutritional outcomes for patients.

The report notes that NHS Trusts need to recognise their legal obligations in regards to food 
safety, and that this understanding is key to regaining public confidence in the standards 
maintained throughout their services. 

The review makes the following 8 recommendations for system led change to improve staff 
and patient health and wellbeing through hospital food:

1. Catering staff support: introduce professional qualifications and standards for hospital 
caterers, provide more training and reward excellence with pay progressions.

2. Nutrition and hydration: ensure importance of food services is understood and 
integrated within patient recovery, hospital governance and staff training.

3. Food safety: ensure food safety through open communication channels to address 
safety concerns, by appointing food safety specialists and upholding standards.

4. Facilities: provide funding to equip and upgrade hospital kitchens, provide 24/7 
services for staff and patients, and prioritise providing health-enhancing meals.
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Independent review of NHS Hospital Food 

2

5. Technology: every hospital should implement a digital meal ordering system by 2022 
to collate food choices, manage allergies and diets, and minimise waste.

6. Enforcing standards: food and drinks standards should be statutory and inspected by 
the CQC, a forum should be established to share exemplary best practice.

7. Sustainability and waste: ensure government food procurement standards are 
upheld, NHS trusts should agree a common method of monitoring food waste.

8. Going forward: establish an expert group of hospital caterers, dietitians and nurses to 
monitor progress, accountable to the Secretary of State for Health and Social Care.

These system wide recommendations are complemented by a ‘checklist’ for Trust Catering 
Managers and Chief Executives (Appendix 1), acting as a benchmark with a view to 
actioning change and improving the quality of food for patients, staff and visitors. 

The checklist covers accountability, facilities and environment, training needs, procurement 
models and standards budget considerations as well as specific quality and safety 
indicators. 

Not limited to what food is served, the review highlights the importance of hospital food being 
considered across the board – from encouraging communal dining areas, to linking in with 
the community to drive system changes, ring-fencing catering budgets to ensure quality, 
locally sourced food is advocated and multi-disciplinary training in both food safety and 
nutrition. It does not focus only on patient food, but offers guidance on provision of staff and 
visitor catering also. 

2.3. Conclusion

The government has announced it will establish an expert group of NHS Caterers, dieticians 
and nurses to take forward these recommendations made in the report and decide on next 
steps. This expert group will be supported by 10 ‘Exemplar Trusts’, who have demonstrated 
they provide a high quality food service to their patients, explored innovation and will be able 
to provide case studies and mentorship to ensure consistent standards are achieved across 
the country. 

The innovation and improvement driven by this group, alongside the proposed funding 
package, will support the updated National Standards for NHS Food, which will be presented 
for legislative approval in early 2021. 

RJAH has been approached, and has eagerly accepted, the opportunity to become one of 
the Exemplar Trusts. As well as allowing us to share good practice, being at the forefront of 
discussion affords the opportunity to ensure the Trust anticipates the legislative changes, 
taking steps to incorporate these into the Trust Food & Hydration strategy and associated 
future plans. 

Progress against the Food & Hydration strategy, and once published, the NHS food 
Standards will be monitored by the Nutrition & Hydration Steering Group. The group will self-
assess against these standards and prioritise implementation of work to meet these 
standards accordingly. 

The board are asked to note the content of this summary report, and support the ongoing 
implementation of recommendations set out by the National Food Review. 
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Independent review of NHS Hospital Food 

3

Appendix 1

A checklist for trust catering managers and chief executives

This is a brief guide for hospital catering managers, chief executives and boards, which every hospital 
can benchmark against with a view to actioning change, and improving the quality of its food for 
patients, staff and visitors.

 Appropriate person nominated at board level to champion food, including safety and nutrition

 Food must be a standing item on board agendas and trusts should each have an up to-date 
food and drink strategy and action plan.

 The same food served to patients should be regularly offered in staff/visitor restaurants (with 
any divergence justified by needs).

 Accountability for the entire food service operation from ‘farm to fork’ in food services should 
sit within catering teams.

 Patient food should be adaptable and patient focused with consideration of dietary need and 
patient preference.

 All hospital catering services to phase in the use of attractive ceramic crockery.

 Communal dining, away from a patient’s bed, should be encouraged whenever possible.

 Ensuring hydration through access to water 24/7 as well as suitable beverages such as tea, 
coffee (including decaffeinated) or fruit infusions for all patients, staff and visitors.

 Understand and achieve a buying solution that endorses buying British where possible and 
where it provides demonstrable local social and economic value and environmental benefits.

 Caterers must aim to reduce their carbon footprint.

 Caterers must measure food waste and strive to reduce it.

 Hospitals and caterers should foster closer links with the community, recognising the 
hospital’s role as an anchor institution in the community, looking for ways in which to donate 
or repurpose surplus food safely, for example via food banks or working with homeless 
charities.

 Hospitals should engage with other organisations, such as local catering colleges or their 
local Sustainable Food City to share best practice and amplify their impact.

 Every hospital must have an active membership of helpful professional associations, for 
example BDA (in particular the Food Services Specialist Group) and HCA.

 Good catering relies on clarity of budgeting – catering teams’ budgets should be ring-fenced.

 Constant effort will be devoted to engaging all catering staff in a common mission to do a 
good job.

 Catering staff must be well treated to ensure they enjoy their jobs.

 Good and inspiring training at all levels (from in-service nutrition for doctors, to food safety 
essentials for all involved in food provision including ward staff and volunteers) should be 
normal practice.

 Consideration should be given to adapting mealtimes to prevent long gaps between services.

 Out of hours menu 24/7 that includes hot meal and cold snack provision for patients, staff and 
visitors including special diets and children’s options.

 All hospitals should aspire to achieve 5 stars under the Food Standards Agency Food 
Hygiene Rating Scheme and maintain a minimum of 4 stars.

 Soup and sandwiches must not be served as the only meal choice in inpatient settings due to 
the inability of this option to meet the requirements of nutritionally vulnerable hospital patients. 
An alternative hot option must always be available.

 Minimum of two high-quality snacks offered to patients between meals (one in the evening) to 
support additional nutritional requirements; and must include those for healthier eating, higher 
energy, vegetarian, easy to chew, vegan, cultural, special and modified texture diets. 
Healthier snack options for different diets must also be available for staff and visitors.

 Poor-quality products should not be in use in hospital settings, for example whisk and-serve 
style non-nutritious soups.
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8 System Recommendations

• Catering Staff 
Support 

• Nutrition & 
Hydration 

• Food Safety

• Facilities

• Technology

• Enforcing 
Standards 

• Sustainability & 
Waste

• Going Forward 
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Electronic Patient Ordering 

Electronic 
Patient 

Ordering 

Allergen 
Management 

Waste 
Monitoring 

Nutritional 
Intake 

Monitoring 

Improved 
Patient Choice

Dietary 
Requirements

Improved 
Patient 

Experience
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Action for Trusts
Appropriate person nominated at board level to champion food, including safety and nutrition. 

The same food served to patients should be regularly offered in staff/visitor restaurants. 

Patient food should be adaptable and patient focused. 

All hospital catering services to phase in the use of attractive ceramic crockery. 

Ensuring hydration through access to water 24/7 as well as suitable beverages for all patients, staff and visitors. 

Use buying solution that endorses buying British where possible. 

Caterers must aim to reduce their carbon footprint. 

Hospitals should engage with other organisations, such as local catering colleges to share best practice and amplify their impact. 

Every hospital must have an active membership of  professional associations e.g. BDA and HCA. 

Constant effort will be devoted to engaging all catering staff in a common mission to do a good job. 
Catering staff must be well treated to ensure they enjoy their jobs. 

Consideration should be given to adapting mealtimes to prevent long gaps between services. 

All hospitals should aspire to achieve 5 stars Food Hygiene Rating and maintain a minimum of 4 stars. 

Soup and sandwiches must not be served as the only meal choice in inpatient settings. 

Minimum of two high-quality snacks offered to patients between meals (one in the evening) 

Poor-quality products should not be in use in hospital settings, for example whisk-and-serve style non-nutritious soups. 
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Action for Trusts

Food must be a standing item on board agendas and trusts should have an up- to-date food and drink strategy. 

Accountability for the entire food service operation should sit within catering teams. 

Communal dining, away from a patient’s bed, should be encouraged whenever possible. 

Caterers must measure food waste and strive to reduce it. 

Hospitals and caterers should foster closer links with the community, recognising the hospital’s role as an anchor institution. 

Good and inspiring training at all levels (Including nutrition for doctors, to food safety for all involved in food service). 

Out of hours menu 24/7 that includes hot meal and cold snack provision for patients, staff and visitors. 

Good catering relies on clarity of budgeting – catering teams’ budgets should be ring-fenced. 
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National Staff Survey 2020

Page 1 of 7

0. Reference Information

Author:
Sue Pryce
Head of People

Paper date: 25th March 2021

Executive Sponsor:
Sarah Sheppard 
Chief People Officer

Paper Category: Performance

Paper Reviewed by: Trust Board Paper Ref:

Forum submitted to: Trust Board Paper FOIA Status: Full

1.1 Purpose of Paper

This report provides an analysis of the results of the 2020 NHS Staff Survey for RJAH Hospital and shares 
the next steps to be taken to ensure that there is positive action to respond to the findings.

1.2 Summary

Headlines for 2020

 Three of the ten themes improved – Health and wellbeing, relationships with immediate managers, 

and morale.  

 Two of the themes worsened – Quality of care and violence.  

 The remaining 5 themes remained stable.

There were many positive results from survey 

 Percentage of staff that would recommend the organisation as a place to work 

 Percentage of staff that would be happy with the standard of care provided by the organisation if 
a friend or relative needed treatment

 Percentage of staff that consider care of patients/service users is the organisations top priority

 Responses to questions associated with morale received the highest scores within our 
benchmark group

But there remain challenges for us and where we will target our improvement work during the next 6 
months:

 Percentage of staff feeling they know who the senior managers are

 Percentage of staff who feel communication between senior managers and staff is effective

 Insufficient action to improve health and wellbeing 

 Taking action to ensure errors/incidents don’t happen again

 Confidence the organisation takes action on concerns raised by patients/service users 

1.3 Conclusion

The Board are asked to note the findings of the survey and the proposed action to respond to the findings.
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National Staff Survey 2020

Page 2 of 7

1. The Main Report

1.1. Introduction

The NHS Staff Survey 2020 results for RJAH have now been published and this report provides Trust 
Board with a briefing of key learning from this year’s results.  

The 2020 NHS Staff Survey was conducted during the period 5 October to 27 November 2020. Although 
the response rate was lower compared with the previous year, we achieved a response rate of 57%, with 
500 members of staff participating in this year’s survey.

Our survey results are benchmarked against 14 other acute specialist Trusts; and continue to be reported 
under the following themes:

 Equality, Diversity & Inclusion

 Health and Wellbeing

 Immediate Managers

 Morale

 Quality of care 

 Safe Environment (bullying and harassment)

 Safe environment (violence)

 Safety culture

 Staff engagement

 Team Working  

The results of all participant organisations are collated to provide a national set of results, which are also 
shared through this report. 

As well as its own set of scores, for the purposes of further analysis, RJAH was placed into a comparator 
group of Acute Specialist Trusts, which contained the results of nine organisations. 

1.2. Headline Results

The key headline results for the local survey were:

 Three of the ten themes improved – Health and wellbeing, relationships with immediate managers, 

and morale.  

 Two of the themes worsened – Quality of care and violence.  

 The remaining 5 themes remained stable.

The key headline results for the national staff survey were:

 Nationally three of the ten themes improved – health and wellbeing, bullying and harassment and 

violence

 One of the themes worsened – team working

 The remaining 6 themes remained stable

The table gives the actual 2020 and 2019 scores against each theme.
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Theme 2019 2020 Movement

Equality, diversity and inclusion 9.4 9.4 No change

Health and wellbeing 6.6 6.7 Improvement

Immediate managers 7.0 7.2 Improvement

Morale 6.6 6.7 Improvement

Quality of appraisals 5.6

Quality of Care 8.0 7.9 Deterioration

Bullying and harassment 8.4 8.4 No change

Violence 9.9 9.8 Deterioration

Safety culture 7.0 7.0 No change

Staff Engagement 7.5 7.5 No change

Team Working 6.9 6.9 No change

Overview of theme results

The chart below illustrates the 2020 scores in comparison to the average, best and worst within the 

benchmark group of acute specialist Trusts

2.3 Detailed Themed Analysis

The ten themes provide a high level overview of the results of the Trust.  The following takes key 
question results that fed into each theme 

2.3.1 Equality and Diversity

The overall themed score remained stable at 9.4.  The national score also remained stable at 9.0.  

Best within the benchmark group was 9.5.
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RJAH achieved the best benchmark with only 1.7% of staff personally experiencing discrimination at 

work from patients or service users. 

2.3.2 Health and Wellbeing

The overall themed score rose to 6.7 from 6.6 last year. The national score increased from 5.9 to 

6.1.  Best within the benchmark group was 6.8.

RJAH achieved the best benchmark score in the 2020 survey to the question “In the last 3 months 
have you ever come to work despite not feeling well enough to perform your duties”, with 38% of 
staff selecting yes, compared to 46% nationally.

There was an increase in satisfaction in the opportunities for flexible working patterns.

There was worsening in staff feeling that the trust takes positive action on health and wellbeing, with 
a score of 36.6% which was slightly below average.  Nationally this score improved by 4.1% to 
33.4%.

There was an increase in staff reporting they had felt unwell as a result of work related stress in the 
last 12 months, up to 35.5%  from 32.9% in 2019.  Nationally this was 44%.

No change in score from last year in terms of staff experiencing MSK problems as a result of work 
related activities, which was reported at 21.7%  Nationally this increase by 1.3% to 29.3% 

2.3.3 Immediate Managers

The overall themed score rose from 7.0 to 7.2.  The national score remained stable at 6.9.  Best in 

benchmark group was 7.3. 

Improvement seen in all questions relating to relating relationship with immediate managers and a 

particularly strong increase in immediate managers taking positive interest in health and wellbeing 

increasing by 4%  (70.6%  to 74.6%) with only a 0.6% increase nationally to this question.  

The Trust scored best in benchmark group for immediate managers giving clear feedback.

2.3.4 Morale

Our overall themed score for morale rose from 6.6 to 6.7, and making us best in the benchmark 
group within this theme.  The national score remained stable at 6.2.  

Our scores were best in the benchmark group for the following questions

 “I often think about leaving this organisation” - 18.8% agreed or strongly agreed

 “I will probably look for a new organisation in the next 12 months” - 12.3% agreeing or 

strongly agreeing

 “As soon as I can find another job, I will leave this organisation” – 8.3% agreeing or strongly 

agreeing 

Those never or rarely experiencing unrealistic time pressures increased to 34% from 31.4%

There was a worsening in responses to the question “I receive the respect I deserve from my 
colleagues at work” which scored 72.7%, down from 73.5%.  This score remained stable nationally 
at 71.4%.
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2.3.5 Quality of Care

Our overall themed score for quality of care deteriorated to 7.9 from 8.0.  The national score 
remained stable at 7.5.  Best in benchmark group was 8.1.

Those agreeing or strongly agreeing that their role makes a difference to service users reduced 
from 93.4% in 2019 to 90.1% in 2020.  

2.3.6 Bullying and Harassment

Our overall themed score for bullying and harassment remained stable at 8.4.  The national score 
saw an improvement from 8.0 to 8.1.  Best in benchmark group was 8.7.

Experience of at least once incident of bullying, harassment or abuse at work from managers in the 
last 12 months are dropped for the second consecutive year and is average with our benchmark 
group at 11.6% (benchmark average 11.3%).  The best within the benchmark group is 7.2%.

However experience of at least one incident of bullying and harassment from colleagues remained 
stable at 20.2%, and  is 8.7% above the benchmark best.

2.3.7 Violence

Our overall themed score for Violence improved from 9.8 to 9.9 and making us best within our 
benchmark group.  The national score also increased from 9.4 to 9.5.

Although an improvement, there was an increase in those staff saying they have experience at least 
one incident of violence in the last 12 months from patients/service users or the public with 5.9% of 
respondents personally experience physical violence in the last 12 months. 

2.3.8 Safety culture

Our overall themed score for safety culture remained stable with a score of 7.0.  The national score 
also remained stable with a score of 6.8.  Best in the benchmark group scored 7.5.

76.2% of staff agreed that they feel secure raising concerns above clinical practice.  This score has 
continued to improve since the 2016 survey.  

73.9% felt that the organisation takes action to ensure when errors, near misses, or incident are 
reported they do not happen again, compared with 75.1% last year.  Similarly 61.1% of staff agreed 
they were given feedback about changes made in response to reported errors, compared with 
63.2% in 2019.

2.3.9 Staff engagement

Our overall themed score for staff engagement remained stable with a score of 7.5.  The national 
score also remained stable with a score of 7.0.  Best in benchmark group scored 7.7.

The number of staff who:

 Look forward to going to work has decreased by 3%  

 Are enthusiastic above their job has decreased by 4.7% 

 Feel that time at work passes quickly has decreased by 4.6%
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Comparison with the national responses to the same questions 

 Look forward to going to work has decreased by 0.8%

 Are enthusiastic above their job has decreased by 1.8%

 Feel that time at work passes quickly has decreased by 1.3%

2.3.10 Team working

Our overall theme score for team working remained stable with a score of 6.9.  The national score 
saw deterioration in score from 6.6 to 6.5.  Best in benchmark group scored 7.0

Staff agreeing that the team they work in had a set of shared objectives was 77.4% (77.3% in 2019) 
and those agreeing that the team they work in often meets to discuss the team’s effectiveness was 
63.7% (63.4% in 2019).  Percentages were both above the benchmark average.

2.4 Questions results

No all questions are linked to the themed results, the following are particularly drawn out from this 
year’s results:- 

Strengths

 I would recommend my organisation as a place to work – 79.1% (best in benchmark 79.4%)

 If a friend or relative needed treatment I would be happy with the standard of care provided by 
this organisation - 95.5% (best score in benchmark) 

 Care of patients/services users is my organisation top priority – 87.3% (best in benchmark 
91.8%)  The national score is 79.5%

 I get recognition for good work – 62.7% (best in benchmark 65.2%

 There are frequent opportunities for me to show initiative in my role – 74.8% (best in benchmark 
77.8%)

Challenges

 I know who the senior managers here are – 79.3% and worst in benchmark group

 Communication between senior management and staff is effective – 39.7% (worst in benchmark 
37.4%)

 When errors, near misses or incident are reported, my organisation takes action to ensure that 
they do not happen again – 75.9% (worst in benchmark 71.1%

 My organisation acts on concerns raised by patients /service users – 82.6% (worst in 
benchmark 80.1%)

1.3. Next steps

We have drawn the key results into a single concise document which describes 

 What is the 2020 story and what evidences this story

 What we want to start or continue doing

 What deliverables might look like 

This document is included at appendix 1.  The deliverables included are intended to complement the 
actions contained within our People Plan.  
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1.4. Recommendation

The Trust Board are asked to note the contents of this report.  
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Appendix 1 - Staff Survey 2020

We have grouped these findings into four areas, creating a story that is clear and compelling for all audiences.

Story we want to tell Evidence by (Staff Survey questions) What we want to start or continue to do Deliverables 

We will continue to make RJAH 
a great place to work

 Recommend RJAH as a place to work

 Felt patients/ service users are RJAH's 
top priority

 Standard of care provided by RJAH

(Above three are regarded as the ‘headline’ 
questions. We do well in all three on a 
consistent basis and will call this out in 
external comms)

 Have all materials needed for work 
(constant increase over last five years)

 We will continuously shift our cultural 
standpoint to be one of inclusivity, 
learning, and openness.

 We will continue to put our patients and 
service users at the heart of all we do to 
make sure the highest standard of care is 
maintained.

 EDI programme of work

 Workshops such as Forgiveness/ 
Reconciliation, Compassionate 
Conversations, Being Curious, 
and Improvement Masterclasses

Despite the disruption brought 
by Covid-19, we have adapted 
and thrived by working 
together as a team during this 
challenging period

 Highest in the benchmark group morale 
for all staff including redeployed and 
working from home

 Clear feedback, support, and takes 
positive interest from immediate 
manager (constant increase over last 
five years)

 Able to meet all conflicting demands 
(constant increase over last four years)

 Gets recognition for good work 
(constant increase over last four years)

 Lots of opportunities to show initiative 
and improve

 We will continue to provide support for 
our redeployed staff so that they 
transition safely back to RJAH.

 We will continue to listen and work with 
you on your ideas for improvement 
opportunities to benefit you, your team, 
and your patients.

 We will work with line managers, to co-
design a set of best practise guidelines to 
enable you to work safely and 
productively, physically and emotionally, 
wherever you are.  



 Post covid-19  supportive process

 Improvement framework

 Cross department improvement 
programmes e.g. ODFU in OP

 Continued MB's Managers 
briefing

Cells highlighted green illustrate the positive story we have to tell from this survey. We will tell that story externally as well as internally to our staff – and identify 
actions to ensure standards are maintained or improved even further.

Cells highlighted purple illustrate areas we have targeted for improvement work, based on the feedback in this survey. Actions are identified to set out how we will 
look to begin addressing these areas.
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You said you would like 
communications to be better 
from Senior teams so that we 
are all better connected and 
invested in the goals of the 
Trust.

 Don't know who Senior Managers are 
(constant increase over last three years)

 Communication between Senior 
Managers and staff not good (constant 
increase over last three years)

 Staff not able to influence decisions 
(constant increase over last three years)

 Felt RJAH not taking actions or give 
feedback on actions/ incidents (constant 
increase over last three years)

  Felt RJAH not address concerns raised 
by patients/ service users

 We will undertake listening/focus groups 
to understand why and to develop an 
action plan with you to address this, and 
feed this back to you.

 We will roll out coaching training to our 
Senior Managers to ensure 
communication is supportive, clear, and 
effective.

  We will put a feedback framework in 
place, such as After Action Reviews and 
Action Learning Sets, to ensure feedback 
and learnings are feedback to you.

 Increased access to coaching.  

 AAR Toolkit and learning 
sessions.

 ALS Toolkit and learning 
sessions.

 Focus groups

 Action plan, implementation, 
feedback

You are worried about your 
health and wellbeing in your 
workplace.  

 Stress-related sickness (constant 
increase over last three years)

 Decrease in motivation and enthusiasm 
for the job (constant decreases over last 
two and three years, respectively)

 No significant changes in bullying and 
harassment, but bullying and 
harassment from colleagues is 8.7% 
above national best

 We will make sure you have access to 
psychological support to ensure your 
mental wellbeing is looked after.

 We will create a safe space, such as 
Virtual Common Rooms, for staff to seek 
peer-to-peer support and contact with one 
another.

 We have appointed a Wellbeing Guardian 
to help improve your wellbeing and hold 
the organisation to account for its action 
to improving the wellbeing of its people

 Virtual Commons Rooms

 Appointment of Wellbeing 
Guardian
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 1

0. Reference Information

Author:
Shelley Ramtuhul
Trust Secretary

Paper date: 25 March 2021

Executive Sponsor:
David Gilburt, 
Non-Executive Director

Paper Category: Governance and Quality 

Paper Reviewed by: N/A Paper Ref: N/A

Forum submitted to: Board of Directors Paper FOIA Status: Full 

1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is 
required?

This paper presents an overview of the documents discussed at the Policy Committee 
Meeting held on 15th March 2021. 

2. Executive Summary

2.1 Context

The Policy Committee was established in 2019 to ensure the quality, consistency and formal 
approval of overdue policies is completed. To date, a total of 78 policies have been reviewed 
and approved by the Committee.

2.2  Summary

 The meeting was quorate

 A number of polices were approved by the Committee and further detail is provided in 
the report

 The policy tracker was shared for information

2.3. Conclusion

The Board is asked to note the meeting that took place and take assurance from the Policy 
Committee with regard to the policies it approved.

1.
P

art Tw
o -

2.
P

atient S
tory

3.
C

hief
4.

Q
uality &

5.
P

eople U
pdate

6.
P

erform
anc

7.
To N

ote
8.

A
ny O

ther

38



Chair’s Assurance Report 
Policy Committee – 15 March 2021 

 2

3. Main Report

3.1  Introduction

This report has been prepared to provide assurance to the Board from the Policy Committee 

which met on 15th March 2021.  The meeting was quorate with two Non-Executive Directors 

and two Senior Leaders being present.  A full list of the attendance is outlined below:  

Chair/ Attendance:

David Gilburt Non Executive Director (Chair)

Paul Kingston Non Executive Director

Steve White Chief Medical Officer

Ruth Longfellow         Associate Chief Medical Officer

Sue Pryce Head of People Services

Heather Pickering Trust Office PA (Minutes)

Apologies:

Shelley Ramtuhul Trust Secretary

Stacey Lea Keegan Chief Nurse

Sarah Sheppard         Chief People Officer

3.2  Actions from the Previous Meeting

The Committee noted the actions of the previous meeting. All actions which were due to be 

completed before the meeting were confirmed as accomplished.

3.3  Key Agenda  

The Committee received all items required on the work plan with an outline provided below 

for each:

Agenda Item / Discussion Assured 
(Y/N)

Assurance Sought

1. Declaration of Interest

There were no declarations of interest shared with the 
Committee. N/A

2. Approved Policies

The following policies were approved by the 
Committee including the review date:

 Management of Organisational Change Policy 
(3 years)

 Pay Progression Procedure (2 years)

 On call Policy (6 months)

Y
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3. Deferred Policies

The following policies were deferred due to further 
assurance and information required.

 Subsistence Allowance Policy (will be agreed 
virtually within the next  2 weeks)

N
Further information is 
to be provided within 
the next two weeks

3.5 Conclusion

The Board of Directors is asked to note the meeting that took place and the assurances 
provided to the Policy Committee.
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Chairs Assurance Report
Finance Planning and Digital Committee 23rd March 2021

1

0. Reference Information

Author:
Shelley Ramtuhul,
Trust Secretary

Paper date: 25 March 2021

Executive Sponsor:
Rachel Hopwood, 
Non-Executive Director

Paper Category: Performance

Paper Reviewed by:
Finance, Performance 
and Digital

Paper Ref: N/A

Forum submitted to: Board of Directors Paper FOIA Status: Full

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

This paper provides an outline of the Finance Planning and Investment Committee Agenda 
for the meeting of 23rd March 2021.  This will support the verbal report provided by the Non-
Executive Chair of the committee.

2. Executive Summary

2.1. Context

The Board of Directors has delegated responsibility for the oversight of the Trust’s financial 
performance to the Finance Planning and Digital Committee.  This Committee is responsible 
for seeking assurance that the Trust is operating within its financial constraints and that the 
delivery of its services represents value for money.  Further it is responsible for seeking 
assurance that any investments again represent value for money and delivery the expected 
benefits.  It seeks these assurances in order that, in turn, it may provide appropriate 
assurance to the Board.

2.2. Summary

Due to the timing of the committee it is not possible to provide a paper Chair’s Report and 
this will be provided at the next meeting.  The Non-Executive Director Chair of the committee 
will provide a verbal report covering the attached agenda from the committee.

2.3. Conclusion

The Board is asked to note the agenda and that a verbal report will be provided during the 
meeting.
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Chair’s Assurance Report 
Risk Management Committee –3rd February 2021

 1

0. Reference Information

Author:
Shelley Ramtuhul,
Trust Secretary

Paper date: 25th March  2021

Sponsor:
Harry Turner,
Non-Executive Director

Paper Category: Governance and Quality 

Paper Reviewed by: N/A Paper Ref: N/A

Forum submitted to: Board of Directors Paper FOIA Status: Full

1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is 
required?

This paper presents an overview of the Risk Management Committee Meeting held on 3rd 
February 2021 and is provided for assurance purposes.

2. Executive Summary

2.1 Context

The Board of Directors has delegated responsibility for the implementation of the Trust’s risk 
management systems and controls to the Risk Management Committee.  This Committee is 
responsible for seeking assurance on the Trust’s risk management in order that it may 
provide appropriate assurance to the Board.

2.2 Summary

Key points to highlight from the meeting

 The meeting was well attended

 There was good progress of actions from the previous meeting with most actions 
completed or updated

 The work plan was reviewed and agreed

 Deep Dives was presented from the MSK Unit and Specialist Unit

2.3. Conclusion

The Board is asked to note the meeting that took place and the assurances obtained.
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3. Main Report

3.1  Introduction

This report has been prepared to provide assurance to the Board from the Risk Management 

Committee which met on 3rd February 2021.  The meeting was quorate with one Non-

Executive Directors and three Senior Leaders present.  A full list of the attendance is 

outlined below:  

Attendance:

Membership:
Chris Beacock Non-Executive Director (Chair)
Mark Brandreth Chief Executive
Stacey Keegan Chief Nurse / Head of Patient Safety
Craig Macbeth Chief Finance and Planning Officer

In Attendance:
Shelley Ramtuhul Trust Secretary/Director of Governance
Rob Freeman Clinical Representation 
Kirsty Foskett Head of Clinical Governance and Quality

Apologies:
Harry Turner, Non Executive Director - Sarah Sheppard, Chief of People - Kerry Robinson , 
Chief Performance, Improvement and Organisational Development Officer.

3.2  Actions from the Previous Meeting

The Committee noted the actions of the previous meeting and received an update on the 

progress of each.  

3.3  Key Agenda  

The Committee received all items required on the work plan with an outline provided below 

for each:

Agenda Item / Discussion Assured 
(Y/N)

Assurance Sought

Risk Management Report

The Committee received the risk management report. It 
was noted a small number of overdue risks exist for review 
but the Trust were confident they are being dealt with.  

A further breakdown of the Harms group incidents is 
reported to review the themes.

The Trust noted a review of patient communication 
incidents to see whether it would be appropriate to go to the 
Patient Experience Committee is required.

The committee discussed the large number of incidents 

relating to transfers - how many transfers are carried and 

Y
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how many generate incidents.  The Trust explained that 

due to the activity levels fluctuate, incidents fluctuate and 

suggested a comparison from the same quarter in the 

previous year. The Committee agreed further discussion 

will be tabled at the Patient Safety Committee.

The Committee discussed the 40 moderate harms and 

requested clarification. The Trust confirmed that the 

majority of moderate harms would be following investigation 

as they are over 21 days however there will be certain 

cases that have not been closed down with investigations 

ongoing.  The Trust agreed to complete an review due to 

the high numbers.

It was noted that there were some overdue risks to be 

reviewed due to the shortage of staff within in Governance 

team. The Team is now fully staffed and therefore these will 

be addressed.

Board Assurance Framework / Corporate Objectives

The Committee received the BAF and Corporate 
Objectives. The Committee were informed that this was a 
realigned BAF with revised objectives for the previous two 
quarters of the year.  The BAF has been updated with 
progress and the current position in terms of delivery of the 
objectives.

The Committee discussed the gaps in controls around the 
potential for increased harm to patients as waiting times 
increase and whether there is potential for hidden harms 
within the backlog and a significant element that should be 
specified.

There were discussion relating to the overreliance on OJP 

activity and concern expressed that this is a significant 

potential risk but is not emphasised in the BAF.

The risk posed by the backlog of outpatients and inpatients 

and the risk that the Trust tried to rely on the current 

workforce to deal with the backlog and therefore further 

articulation around staffing is required. The Trust explained 

that it was a planning issue and until the size of the issue is 

determined it is a risk and current indications imply it is 

approximately 5 years of risk.  It was noted the emerging 

data of the Trust position in comparison with other trusts 

and it is no worse although it is a huge risk and the 

articulation can be strengthened within the BAF.

The Committee agreed that improved articulation is 

required relating to the LLP contract and the Accelerate 

work to restore patients cared for to pre-covid levels 

The Trust provided further explanation relating to the green 

Y
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rated score for Caring for Finances - the lower the activity 

the more financially viable the Trust is as payment is 

received on a block contract and if elective work is not 

resumed, the costs are not being incurred creating a 

healthy (green) financial positon. Delivery of activity is as 

agreed in the System plan and that is why is appears as 

amber but activity has been suspended therefore next 

quarter it will be red.

The Trust reminded the Committee that since the BAF was 

produced, the rules have changed – the financial targets for 

the Trust will be achieved.

1. Unit Deep Dives
MSK Unit Exception Reports

The Unit highlighted the following high risks and provided 

an assurance update to the Committee: 

 Lack of imaging resources with the issue around 

the availability of individuals to work in theatres at 

the time they are needed, due to the vacancy issue 

there is a strong reliance on the willingness of 

people to do extra work to maintain the core 

requirement.  Therefore, some temporary posts to 

be converted to permanents posts in order to 

resolve the issue.  

 Metal on Metal – the Unit explained there is a 

requirement for the risk to be split into the following:

- Size of the backlog

- Risks of recovering from the size of the 

backlog 

The Committee discussed the clinical risk which is wider 

than metal on metal, it is all patients that are overdue with a 

follow up which is not articulated on the MSK risk register.  

The Unit agreed to revise the theatre recruitment risk which 

was stated as ‘closed’.

The Trust noted further information is to be incorporated in 

to the report relating to the concerns about the leadership in 

theatres relating to culture and the turnover of staff and the 

work that has been carried to support. 

Specialist Unit Exception Report

The Unit informed the Committee that at the end of 

November the Specialist Unit undertook formal and 

permanent responsibility for Rheumatology, Metabolic and 

Dexa Services and consequently the unit updated the datix 

to reflect that change.  The Unit will to review all risks which 

Y

Y

The Committee were 
assured with the 
process in place to 
review the risks 
identified in the Units 
and have asked for 
further review on some 
of the risks relating to 
wording, articulation 
and scoring.
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have been aligned to them.

The Unit highlighted that there are 137 approved risks as at 

end of December 2020 – highest areas in terms of non-

Covid risks sit in paediatrics, histopathology and Orlau.  

Some of these risks will be significantly mitigated. 

The Committee were informed that the new risks in 

Montgomery all generated on the same day in August and 

related to the issues that have been discussed previously.

The Unit confirmed the SaTh SLA risk can now be removed 

from the report.  

Members of the meeting suggested that delayed discharges 

should appear as a risk and that is something that has 

increased more recently and queried whether it should be 

on this risk register.

The paediatric cover risk being at 16 was discussed and the 

Committee were informed that a paediatric candidate had 

been found and details were being negotiated around their 

appointment and agreed that the number was high but was 

owing to the SLA with SaTH.

The Unit agreed to amend the wording relating to the 

tumour unit risk around treating paediatric patients in 

relation to NHS diverts and queried if that was the Trust’s 

risk.  

The Unit agreed to challenge the Radiology cover in theatre 

risk - the number is high given that the Radiology 

department performance in terms of activity is impressive.  

Committee Management (for noting)
Review of the Work plan 2020/21

The corporate risk register will go to SLG to look at the 

organisational risks as opposed to duplicating the unit risks.

The Committee acknowledged there will be discussion 

around whether the Risk Committee should be 

amalgamated with the Audit Committee towards the end of 

2021 which will be considered.

The Committee noted the Work Plan.

N/A

Safer Sharps Update

The Trust informed the committee that there has been a 

commitment to achieve full compliance by the end of the 

financial year.  There are ongoing actions which are being 

Y
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progressed through the Health and Safety Working Group 

and compliance work will be completed by the end of March 

2021 

The Committee commended the Trust for their work

Health and Safety Committee Chair Report
The Committee were informed of some IG RIDDOR 

incidents since the last meeting. A total of 8 RIDDOR 

incidents for the financial year 2020/2021 comparing with 5 

for 2019/2020.

A meeting is to take place with the Estates Team to go 

through the Estates aspect of the incidents to see if any 

improvements to processes can be made.  

The Trust are currently working to ensure staff members 

feel supported and have access to relevant advice and 

guidance.

There have been 4 safety alerts which are in progress and 

on track for completion.

Y

Medical Devices Committee Report
The Committee received assistance on the Medical Devices 

Committee. The following was discussed:

 It was noted by Althea that staff are being trained 

on devices which are no longer supported by the 

manufacturer.    This is being picked up by a 

consultant lead at MEP

 The CAZ alert lead and our medical device Safety 

Officer noted that there were no CAZ alerts 

associated with medical devices.  An incident had 

been reported to MHRA where a patient came in 

with a broken device.  It was removed and recorded 

as an MHRA near miss.

 Althea noted that they are struggling to find space 

to undertake engineering services – they were 

using space in Menzies.  This is being escalated 

through Estates Planning Group to find a suitable 

space within a theatre environment where they 

have the medical gases required for testing

 Stronger links are being made between medical 

devices and MEP ensuring devices do not slip 

between the two groups.  A meeting is scheduled.

The Premises Assurance Model (PAM) is a management 

tool used to provide assurance to the Board on all the 

Estates and Facilities services provided.  The model helps 

to monitor compliance against guidance, standards and 

Y
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new regulations.

The department explained that the PAM report links into the 

risk register in Estates. It was confirmed that that the risks 

are all driven by PAM; risk meetings take place regularly 

and are closely monitored.

The PAM provides assurance to the Board around the 

performance of Estates and Facilities.

The Committee were informed that the resource for Health 

and Safety and noted that it was a moment in time audit as 

many are, recorded based upon May 2020 data which was 

recorded by the auditor and presented in a simplified 

format.

The deparment acknowledged the comments from the 

Committee on the paper that is being worked to reconsider 

how Health and Safety is handled, acknowledging that 

Health and Safety is performed very well at RJAH.

The department commented regarding the risk register that 

Estates will continue to work with the Governance 

department to ensure that the burden of a very large risk 

register is eased whilst still recognising that they know the 

risks within the register.

3.4  Approvals

Approval Sought Outcome

N/A

3.6  Risks to be Escalated  

In the course of its business the Committee did not identified any risks to be escualted to the 

Board. 

3.5 Conclusion

The Board of Directors is asked to note the meeting that took place and the assurances 
obtained.
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Senior Leadership Group
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Forum submitted to: Board of Directors Paper FOIA Status: Full 

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

This paper is going to summarise the output of the Board of Directors strategy session that 
took place in February 2021 to ensure open and transparency in public session.

2. Executive Summary

2.1. Context

This paper summarises the outputs from the Board of Directors strategy session that took 
place in February 2021.  This was the second virtual strategy session the Board has held 
with a wider range of discussion regarding the future direction of the Trust in the current 
context of significantly grown waitlists, service recovery and renewal, particularly in the 
context of current constraints.

2.2. Summary

Summary of key points / issues from the session.

Caring for staff in recovery and renewal;

 At the time 74 staff seconded to SATH

 Staff supporting the vaccination hub

 Sickness rate pre-covid c. 5% with stress, anxiety and depression the highest 
individual reason for sickness

 Increasing vacancy rate from 3.89% to 7.47% nursing vacancy rate is 10.64% 
radiographer vacancy rate 19.25%

 Turnover rate static just below 8%

 Time and space for reflection and learning produces beneficial change e.g. Human 
Factors training, arthroplasty focus upon patient pathway to reduce length of stay.

 The importance of compassionate leadership, words aligning to demonstrable action.

 ACTION; create the space for our workforce to nurture transforming our services, 
improving working conditions to experience joy to begin innovating to deliver more 
efficient and effective services utilising our resources well and care for more patients.

 ACTION; build upon The ABC Framework.

Patient case complexity;
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 Since 2015/16 the Trust has seen no overall growth in elective cases completed.

 Between 2005 and 2020 complex surgery increased from 15% of activity to 30%.

 In the last few years the growth in complex surgery has been modest.

 Conscious in our planning for the management of an increasing frail population 
requiring more complex health care interventions.

 ACTION; ensure modelling for infrastructure builds upon complexity need.

Restart modelling;

A model of our current waitlists to understand the scenarios available to the Trust when 
services restart from a perspective of sustainability;

 Twice as many patients to care for, our RTT waitlist back in Jan 20 was 10,597, Jan 
21 it sat at 15,966 

 Seven scenarios modelled; only theatres and excluded MCSI, dental, emergency and 
private patients.

 Assumptions included a return to pre-covid referral rates.

 Pre-covid the Trust’s operating model was borderline sustainable.

 Current operating models would maintain the increased waiting list levels without 
addressing the backlog.

 Without flexible workforce capacity previously utilised waitlists will increase 
dramatically, contracted workforce alone does not meet our demand.

 Increasing workforce capacity that exceeds demand enables backlog to be reduced.

 A sustainable steady state requires 111 theatre sessions per week before exclusions 
added.

 If no further demand were added to current waiting lists it would take between 17 to 
43 weeks to clear dependent on scenario, however demand has returned and 
therefore clearance rates will be much longer.

 Theatre structural capacity is available to meet required activity levels.

 Theatre workforce has a gap of 21 sessions per week to meet the steady state, this 
reduce to a gap of 10 with flexible staffing.

 To meet steady state there is a shortfall of c. 43 sessions in contracted consultant 
sessions based upon 19/20 contracted levels.

 Modelling is based upon theatre waitlists, demand exists in our outpatient and 
diagnostic lists with a range of growth from -43% to +195% across our sub-
specialities.

 ACTION; Transitional restart in phases for Q1 with focus upon clinical priority, system 
working, restoring safely based upon contracted sessions initially, theatre staffing 
session levels (90) to steady state sessions.

 ACTION: backlog stage, recruitment to enable steady theatre sessions at 111 to then 
build up to c. 153 sessions with recruitment and extended theatre working days.

Strategic Options;

 Reviewing the high level options that link the current restarting of services to our 
longer term model.

 ACTION: move forward with the strategic outline case to increase workforce models 
through increasing use of structural assets.

2.3. Conclusion

The summarised actions are in action / development due to the immediate requirements.
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1. Purpose of Paper

1.1. Why is this paper going to Board of Directors and what input is required?

The committee is required to assure itself that the Trust is providing high quality, caring and safe 
health care services in accordance with national regulatory standards.

The purpose of the Integrated Performance Report (IPR) is to provide the committee with the 
evidence of achievement against the national regulatory standards, identification of emerging risks 
and the assurance that an improvement plan is in place and is effective.

This paper is for information summarising the key performance indicators, highlighting areas of high 
or low performance for operational and financial metrics.

The committee is asked to note the overall performance as presented in the month 11 (February) 
Integrated Performance Report, against all areas and actions being taken to meet targets. 

2. Executive Summary

2.1. Context

The paper incorporates the monthly integrated performance report with associated narrative and 
descriptions of key actions.

It should be noted that from week commencing 11th January the Trust began to cancel some of its 
elective work as part of the covid-19 system response.  Changes to our services will impact on some 
of our standard KPIs.  Trajectories and forecasts that are included in the IPR are based on activities 
before the system response was known.  As at 9th March we anticipate the Trust will continue to 
provide system support in March.

2.2. Summary

In line with the Trust’s Performance Framework, Board-level Key Performance Indicators (KPIs) which 
are considered to drive the overall performance of the Trust.

Areas of performance to highlight this month are as follows;

Caring for Staff;

 Sickness absence reported at 3.43% for February; now below 3.6% target following three 
months above it, forecast for the year end is borderline on meeting the year plan.

 Voluntary staff turnover remains stable and below 8% tolerance at 7.99% forecast for the year 
end is borderline on meeting the year plan.
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Caring for Patients;

 One serious incident reported in February.

 One unexpected death reported in February.

 No RJAH acquired infections throughout February.

 One cancer waits standard remaining below target; Cancer 62 Days Consultant Upgrade.

 18 weeks RTT open pathways performance remains well below target; 54.53% for February.  
Increase in list size from 11,201 to 11,315 due to reduced elective work and referrals 
continuing.

 The number of patients waiting 52 weeks and over continues to grow; now at 2,251 with 59% 
English patients.

 Both diagnostics standards remain below target but with improving positions with English 
reported at 87.38% and Welsh at 94.00%.

 All regulatory standards forecast not to be met for the financial year end.

Caring for Finances;

 Total Elective activity was 263 in February; 747 spells behind 19/20 levels and 604 spells 
behind our phase three submission.

 Total Outpatient activity was 10,615; 3216 behind 19/20 levels and 1524 behind phase 3 plan 
submission.

 All finance measures green rated with exception of Income.

2.3. Conclusion

The Board is asked to note the report and where insufficient assurance is received seek additional 
assurance.
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