BOARD OF DIRECTORS

Wednesday 29 April 2020 at 09:15
Boardroom, Level 1, Yeovil District Hospital NHS Foundation Trust

AGENDA - PART 1
Action
1 Welcome and Apologies for Absence

Presenter

Time

Enclosure

Chairman

09:15

Verbal

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

To Receive
and Note

All

Appendix 1

3 Minutes of the Meetings held on 26 February 2020
and to Discuss Matters/Actions Arising

To Approve

Chairman

Appendix 2

4 Corporate Governance – COVID-19 Arrangements

To Receive Ben Edgar-Attwell 09:20

5 Emergency Powers Decisions

To Ratify

Ben Edgar-Attwell 09:25

Appendix 3
Appendix 4

6 Executive Director Report

To Receive

09:30

Appendix 5

7 COVID-19 Risk Register

To Review Jonathan Higman 09:40

Appendix 6

8 Impact on Cancer Services

To Review

Execs

Stacy BarronFitzsimons

10:05 Presentation

Break – 10:25-10:35
9 Board Assurance Framework Q4 2019/20

To Review

10 Annual Reporting Proposed Timetable

To Receive

Executives

10:35

Appendix 7

Sarah James
10:50
Ben Edgar-Attwell

Appendix 8

To Receive Shelagh Meldrum 10:55
and Note
Simon Sethi
Sarah James

Appendix 9

FINANCE & PERFORMANCE
11 YDH Group Board Overview Quadrant

(Inc. updates on Finance, Quality, Performance, Workforce
for YDH and Subsidiary Companies)

ITEMS TO NOTE/FOR INFORMATION
12 Committee Updates and Minutes:
Financial Resilience and Commercial Committee
Audit Committee
Governance and Quality Assurance Committee
13 Items to Note/for Information:
Patient Feedback Report
Learning from Deaths Report Q4
Freedom to Speak up Guardian Report Q4
Guardian of Safeworking Report Q4
14 Any Other Business and Meeting Close
15 Date of Next Public Meeting
3 June 2020 in the Boardroom, Level 1, YDH

To Note
To Note
To Note

Martyn Scrivens 11:15
Verbal
Paul Mapson
Appendix 10
Jane Henderson
Appendix 11
Shelagh Meldrum
Merry Kane
Shelagh Meldrum
Merry Kane
Chairman

Appendix 12
Appendix 13
Appendix 14
Appendix 15
11:30

Verbal

Board of Directors – Declarations of Interest April 2020
the following table sets out the declaration of interests of the Board of Directors
(voting and non-voting).
Name

Position

Interests Declared

Chairman and Non-Executive Directors (Voting)
Paul von der
Heyde

Chairman

-Trustee and Adviser Howlands Furniture Group, Office Furniture
Manufacturer
-Sister-in-law is the sister of Dr Ali Parsa who is the Founder and
Chief Executive Officer of Babylon Healthcare Services
-Director of The Worshipful Company of Furniture Makers’
Charitable Funds incorporating the Furnishing Trades Benevolent
Association
-Director and Shareholder of Herswell Consulting
-Chairman of Psoriasis and Psoriatic Arthritis Alliance & PAPAA
Enterprises Ltd
-Director and Shareholder of Sweetfish Limited
-Chairman of Axminster Tool Centre Limited
-Chairman of Symphony Healthcare Services Limited
-Private Practice Therapeutic Counsellor
-Part-time, self-employed consultant for Frome Birth Talk
-Chairman of Simply Serve Limited
-Non Executive Director for Retail Money Market Limited (trading
as RateSetter)
-Director of Tanyard Consulting Limited
-Volunteer Advisor at Citizens Advice
-Parish Councillor of Babcary Parish Council
-Chairman and Trustee Director of Avon Mutual
-No declarations
Executive Directors (Voting)

Maurice Dunster
Jane Henderson

Non-Executive Director
Non-Executive Director

Martyn Scrivens

Non-Executive Director

Graham Hughes

Non-Executive Director

Paul Mapson

Non-Executive Director

Jonathan Higman

Chief Executive

Shelagh Meldrum

Deputy Chief Executive/Chief
Nurse

Sarah James

Chief Finance Officer

Merry Kane

Chief Medical Officer

Simon Sethi

Chief Operating Officer

-Director, Symphony Healthcare Services Limited
-Director, Yeovil Property Operating Company Limited
-Director, Wellchester Innovation Limited
-Director, YEP Project Co. Limited
-Management Board Member, Yeovil Strategic Estates Partner
Board
-Management Board Member & CQC Nominated Individual,
Daycase UK
-Non-Executive Director, Simply Serve Limited
-Husband is employed as Contract Manager at Yeovil District
Hospital
-Branch Treasurer for South West Branch of Healthcare Financial
Management Association
-Director, Symphony Healthcare Services Limited
-Non-Executive Director, Simply Serve Limited
-Management Board Member, Yeovil Strategic Estates Partner
Board
-Shareholder/Director of Jobson Medical Services Limited
-Husband works for Jobson Medical Services Limited which holds
contracts with CARE UK
-Husband is Clinical Director for Endoscopy for Care UK
-Husband is a consultant at Musgrove Park Hospital
-Wife is Director of Transformation at North Bristol NHS Trust
-Lecturer at Yeovil College – unpaid position

Executive Directors (Non-Voting)
Jeremy Martin
Kathryn Patrick
Paul Foster

Director of Transformation
Director of Primary Care
Deputy Chief Medical Officer

-Trustee, Spark Somerset
-GP within Symphony Healthcare Services Limited
-Wife is a GP Partner for Newland Medical Practice

Non-Executive Directors Observers (Non-Voting)
Barbara Clift

Non-Executive Director
Observer

-Non-Executive Director, Somerset NHS Foundation Trust
-Daughter-in-law works for Somerset County Council in
commissioning Children’s Services

Stephen Harrison

Non-Executive Director
Observer

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

APPENDIX 2

BOARD OF DIRECTORS DRAFT
Minutes of the Part 1 Board of Directors Meeting held on
Wednesday 26 February 2020 at Yeovil District Hospital
Present:

Paul von der Heyde
Jonathan Higman
Martyn Scrivens
Maurice Dunster
Jane Henderson
Graham Hughes
Shelagh Meldrum
Dr Merry Kane
Simon Sethi
Sarah James

Chairman
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deputy Chief Executive/Chief Nurse & Director of People
Chief Medical Officer
Chief Operating Officer
Chief Finance Officer

In Attendance:

Tom Norton
Ben Edgar-Attwell
Paul Foster
Simon Blackburn
Jeremy Martin
Stephen Harrison
Dirk Williamson
Sue Bulley

Director of Transformation/Chief Information Officer
Company Secretary
Deputy Chief Medical Officer
Associate Director of Communications
Director of Transformation Designate
Taunton & Somerset NHS FT Non-Executive Director
Partnership Governor Observer
Public Governor Observer

Presenters:

Debbie Hicks
Helen Johns
Andrew Keefe
Mark Appleby

Director - Stokehill Education and Training [item 3]
Patient [item 3]
Deputy Director of Commissioning - Mental Health and
Learning Disabilities – Somerset CCG [item 7]
Director of HR [item 11]

Barbara Clift

Somerset Partnership NHS FT Non-Executive Director

Apologies
Ref: No:
1
1-104/
1920 1.1

WELCOME AND APOLOGIES FOR ABSENCE
Paul von der Heyde welcomed everyone to the meeting, which included Dirk
Williamson and Sue Bulley as Staff Governor Observers. Apologies for absence
were noted as above.

1-105/
1920

2
2.1

DECLARATIONS OF INTEREST
The register containing the declarations of interests from members (voting and
non-voting) of the Board was noted.

1-106/
1920

3
3.1

PATIENT STORY
Debbie Hicks and Helen Johns joined the meeting to provide an overview of the
services available as support for those who have completed their cancer
treatments. The model for improvement is to improve recovery time for patients
following any cancer treatment and to overcome the barriers to recovery, such
as loss of identity, self-confidence and physical fitness. At Stokehill, they have
introduced a six-week green space course, with a blend of physical activity,
learning and collaboration. It allows people to share and learn without the focus
being on their cancer or treatment they have received. A baseline position was
taken at the start with this reviewed upon completion with formal feedback
received. This has been supported by the South West Allied Science Network
(SWAHN).

Action

3.2

Helen Johns explained that she had previously been diagnosed with breast
cancer and her health coach suggested that she might wish to look into the
Stokehill course to help her regain her confidence and help with her anxiety.
She went on to say that the course had been extremely beneficial and it was
helpful that it was not a session to talk about the treatments and care people
received but about undertaking a range of activities. The course allowed people
attending to come together and support each other and it reignited her passion
and interests in teaching.

3.3

Debbie Hicks explained an evaluation of the course had been completed, and
although this had been a small cohort, the wellbeing scores of those who
attended had improved. A number of people had previously said that they had
felt “quite unwell” and this has improved to “well” upon completion. There has
been a significantly positive improvement on their physical and mental wellbeing.
Helen Johns said the group had a mix of people who had just finished treatment,
to some who were further down the line; it is important to give yourself time and
it was good to have this mix of attendees.

3.4

Debbie Hicks said there had been some questions for YDH to consider, such as
how to identify future patients – whether this be through signposting or direct
contact. There also needs to be consideration of the overall cost and resource
implications. An improvement in patients’ wellbeing and physical health will
likely reduce the input required from the Clinical Nurse Specialists (CNS).
Debbie Hicks explained that the intention is to seek feedback from YDH, scale
up the service, widen the offer to other cancer groups and explore opportunities
to link in with wider projects.

3.5

Paul von der Heyde asked how early the dialogue starts following treatment and
the course. Debbie Hicks said that this differs for different people, with the
majority of people initially engaging with their local health coaches, CNS or
Macmillan support staff. They are then able to signpost people to the course. It
could be beneficial to raise awareness earlier in the treatment pathway.

3.6

Maurice Dunster noted that the course to date did not have any men in
attendance and outlined that they are also likely to require support. Debbie
Hicks said the initial trial course was on breast cancer patients and there is the
intention to roll this out across other cancer groups and genders.

3.7

Paul Foster asked Helen Johns what appealed to her about the course. She
explained that her health coach knew her background and suggested it to her
bearing in mind she had not attending any traditional support group. In
particular, the ability to be outside and attend crafting activities drew her in.
These allowed you to concentrate on other things whilst also talking with other
people about experiences.

3.8

Jane Henderson said it was encouraging to see these types of course and
support available. She suggested that referrals could be received or diverted to
other services, such as We Hear You. Debbie Hicks confirmed that they had
already been in touch with other local support services and exploring options.

3.9

Jonathan Higman said that this support provision was clearly beneficial for
patients and it was good to see the evaluation was being supported by the
SWAHN as this is typically a bit of an afterthought. He welcomed the planned
next steps for expansion and the continued evaluation of the services; this
clearly aligned with the regional and national NHS long term plans for prevention
and allowing people to live healthy lives. Jeremy Martin suggested that the
service could be expanded beyond cancer to include mental health and people
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with long-term conditions. Debbie Hicks said she was liaising with health
coaches on this suggestion.
3.10 Paul von der Heyde echoed everyone’s points that this was inspiring and
provided an opportunity to improve people’s lives post treatment. Debbie Hicks
said she was keen for YDH to be involved in this. The Board thanked both
Debbie Hicks and Helen Johns for attending and presenting.
1-107/
1920

4
4.1

DEPARTMENT HIGHLIGHT VIDEO
Simon Blackburn explained that this was the first of a series of videos being
produced to celebrate the Year of Nurse and Midwife. It follows a member of
staff who is has progressing through the training route to be a registered nurse
via the Nursing Associate position. Jonathan Higman said it was interesting to
see the route being taken which did not follow the traditional training and degree
course and this could be extremely beneficial in recruitment and promoting the
roles. Simon Blackburn said further information on this was within the YDH
Podcast and encouraged people to listen to this.

1-108/
1920

5
5.1

MINUTES/ACTIONS OF THE PREVIOUS MEETING
The minutes of the meetings held on 29 January 2019 were approved as a true
and accurate record.

5.2

With regard to matters arising, Paul von der Heyde asked about progress on the
recruitment of a Solutions Architect. Jonathan Higman said that a job offer had
been made and the relevant checks were being completed. Graham Hughes
said that the low rate of concerns raised via the Freedom to Speak up Guardian
reflected the positive results from the latest staff survey results although he
raised concern about being an outlier. He said that additional promotion of the
role could be undertaken. Shelagh Meldrum said that this had been raised with
the Care Quality Commission; they are satisfied with the arrangements in place
although further promotion could take place.

5.3

It was noted that the actions recorded within the action log had been scheduled
or were not yet due. Simon Sethi reported that the action regarding having an
indicator monitoring “failed discharges” would not be easy to implement due to
recording methods, although an audit of “failed discharges” during a set period
could be completed. Shelagh Meldrum suggested that the information within the
daily bed reports could assist with this reporting. This would be reviewed.

1-109/
1920

6
6.1

6.2

EXECUTIVE DIRECTOR REPORT
The Board noted the items included within the Executive Director report. The
following items were discussed in more detail:
Operational Update
Simon Sethi said that the Trust had had some periods of significant pressure,
including the last 48 hours. This is due to the volume of arrivals at the
emergency department; a higher proportion of these also required admission to
hospital, which places significant pressure on the bed availability. As such,
escalation areas are open and some elective surgery has had to be postponed.
Martyn Scrivens asked if there were any indications or themes for the higher rate
of referrals and if this was reflected in neighbouring organisations. Simon Sethi
said the attendees were acutely unwell together with a shift in referral pathways
from the West Mendip areas and some variation between hospitals. There has
been an increase from both ambulance and walk in attendances; ambulance
arrivals have increased by a higher rate than at Taunton and Somerset NHS
Foundation Trust (TSFT).
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6.3

Simon Sethi explained that there has been some positive data regarding the cost
of provision of emergency care. There has been a reduction in the cost per
patient following good recruitment, fewer vacancies and a number of efficiencies
implemented. There continue to be challenges in the rate of attendance during
evening and weekends. This is partly due to challenges in accessing primary
care. Jonathan Higman said that there are capital development plans for the
emergency department and a number of business cases had been submitted to
the Somerset system; this includes having sufficient staffing to cope with the
increases in demand. Performance on emergency wait times remain good,
however this is required to ensure safety of patients within the department due to
the limited physical capacity. There needs to be investment to ensure safety of
services and needs to be completed along with investment in community
services. One the day access to urgent primary care is vital to support the wider
system. Simon Sethi said that the rate and acuity of long stay patients was also
increasing; these patients continue to require acute care and are not medically fit
for discharge.

6.4

Graham Hughes asked if the Trust monitored or reviewed the age ranges of
attendees. Simon Sethi said that two age groups have seen the largest
increases, these being 18-40 and 65+. Martyn Scrivens said that a system wide
approach was needed to influence decisions on where patients present.
Jonatan Higman agreed and said that the Primary Care Networks (PCN) needed
to develop increased easy to access same day urgent primary care. These
could be more integrated for YDH to be able to book people into these services
where appropriate. This is being driven forward through the Somerset system.
Jeremy Martin said that the Yeovil PCN was working well with momentum
behind this. In addition, the PCN is progressing developments with health and
wellbeing hubs. Simon Sethi these developments have resulted in a longer-term
reduction in the number of people admitted overnight.

6.5

1-110/
1920

CQC Maternity Survey Results
The Board noted that maternity services at YDH have been rated as better than
the national average in a survey published by the CQC. This is extremely
positive and demonstrates the excellent care provided by the team. TSFT’s
maternity services also received positive results.

7
7.1

UPDATE ON MENTAL HEALTH INITIATIVES ACROSS THE COUNTY
Jonathan Higman introduced Andrew Keefe who was attending the meeting to
provide the Board with an overview of the work underway regarding mental
health and learning disabilities services. This update covered four key areas,
these being: NHS England trailblazer bids and procurement, Fit for my Future
public consultation, suicide prevention and learning disabilities review. There
has been a lot of positive work around these areas.

7.2

Andrew Keefe gave an overview of the drivers for change for mental health,
including the increasing demand on emergency services, high admission and
readmission rates, historic underfunding, increasing suicide rates, workforce
challenges and quality concerns. He went on to explain that the primary drivers
relate to the need to improve the quality, safety and sustainability of support for
those with mental health needs. They are not about saving money, closing of
wards or reducing bed numbers. The costs of new models will be the same as
before and the number of beds available will remain the same.

7.3

The Somerset is a trailblazer for a number of NHS England (NHSE) bids; this
results in early receipt of additional funding (up to the value of £17m) to develop
mental health services. Models will be developed and rolled out nationwide. At
present, Somerset Partnership NHS Foundation Trust (SPFT) has a higher level
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of Level 4 and Level 5 care (community mental health services and acute/urgent
care); however, there is a distinct lack of adequate availability of Level levels of
care. These lower levels are required to reduce the number of patients
escalating and requiring urgent or emergency care. They are about timely
support and early intervention. These concepts were consider prior to the
publication of the NHS Long Term Plan and encouragingly the development
underway align with the requirements of the plan.
7.4

There is an aspiration that there will be no distinction between physical and
mental health. All of this will require radical redesign of the model of mental
health services with a dissolution of the boundaries between primary and
secondary care. There will be the removal or reduction in the need for interreferrals or thresholds to be met to receive care.

7.5

Maurice Dunster said that there are currently challenge in resource and the
ability to access Child and Adolescent Mental Health Services (CAMHS). He
asked how this is to be improved. Andrew Keefe said that the improvements
and investment in the lower tier services, including reaching into schools and
improving emotion wellbeing in the community, would reduce escalation and in
turn free up capacity for the higher tier services and CAMHS.

7.6

Andrew Keefe provided an overview of the commissioning principles to ensure
the process is delivered collaboratively, swiftly, robustly, inclusively, cost
effectively and clear. This will include a strategic commissioning “consortium”
with a lead provider (SPFT). Beneath the lead provider will be four “place
based” localities for which a network of locally based volunteer agencies will be
included.

7.7

Jane Henderson said it was useful to understand the direction of travel. She
asked if people would be able to access healthcare at any point. Andrew Keefe
said that it is important to recognise the need for the community sector to be
involved as it is not just about primary care and doctors providing services.
There is a need to reduce the demand on GPs and the “no wrong door”
approach is vital to this. It is therefore important there is knowledge and
awareness of the available services.

7.8

Martyn Scrivens asked what the additional national monies would be funding.
Andrew Keefe said that this would include an addition 150 staff (100FTE) who
would be working primary in community mental health settings to deliver the
preventative model. This would be overseen by SPFT as the lead providers who
are overseen by the CCG as the commissioners. Maurice Dunster asked about
ongoing funding after the initial trailblazer funding has ceased. Andrew Keefe
said the national NHS Long Term Plan outlines an increase in funding year on
year; Somerset is accessing this early and it understood that this national
funding would be recurrent going forward. He added that mental health services
was previously underfunded and it is important to protect these monies for
mental health services.

7.9

Graham Hughes asked about initial feedback from the consultation on the
potential relocation of the mental health ward. Andrew Keefe said that many
Wells patients requiring mental health care are admitted to TSFT due to the
geographical location and distance to an emergency department. The feedback
from the consultation is duet to be reviewed upon completion of this phase.
Sarah James acknowledged this point but said there is a potential risk that the
CCG is required to identify future funding and that this needs to be recognised.
Andrew Keefe advised that Alison Henly, Chief Finance Officer for the CCG was
reviewing this position.
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7.10 Sarah James asked if there is potential duplication between SPFT and the wider
consortium. Andrew Keefe said that the different areas were reviewed to
understand how they could work to complement each other. This will be on a
test and learning basis with the intention to keep duplication to a minimum.
7.11 Andrew Keefe provided an overview of national and local position with regard to
suicide and the planned strategy. The strategy includes raising awareness and
building confidence in people to talk about suicide, adopting the seven national
priorities for action, developing a training programme for the full range of
stakeholders and co-ordinating activities to promote the view that suicide
prevention is everybody’s business. Graham Hughes noted that rates of suicide
and questioned whether this was based on coroners’ findings as many instances
receive an open verdict. Andrew Keefe said this was on the balance of
probabilities. There are also different methods of operation on rules across the
country.
7.12 The final work programme relates to learning disabilities and autism. People
with a learning disabilities typical die on average 16 years younger than the
general population and are likely to have longer inpatient stays.
7.13 Simon Sethi said there had already been improvements in services at YDH with
the introduction of the Psychiatric Liaison service and improved and expanded
CAMHS services. There are some additional winter pressure monies which are
being used to implement crisis “front rooms” to provide support for people where
attending an emergency department is not appropriate. There is an desire to
replication and continue this service across the year rather than just over winter.
7.14 Merry Kane noted the new Learning Disabilities Practitioner was due to start the
following week; this will fill the current large gap in service provision. She went
on to say that, that even if the services are effective, there is likely to be
significant lag on the reduction on demand on tier three services. She asked if
more could be done to support this. Andrew Keefe acknowledged this point and
said there may be a need to initially spread resource and improve the quality of
tier three services in the interim.
7.15 Jonathan Higman said it had been extremely useful to understand the changes
and development of services. It is important that any learning from this is shared
across the system and for the impact to be measured, bearing in mind the
limited resources available.
7.16 The Board thanked Andrew Keefe for attending the meeting and providing this
update. Andrew Keefe left the meeting.
7.17 Martyn Scrivens agreed that it was encouraging to hear of the developments but
raised concern about the potential diluting of monies due to the structure in
place. He suggested that this could move towards a more outcomes based
commissioning basis. It was suggested that an overview of the impact of these
initiatives should be received in the future. An update would be scheduled in six
months’ time in order to allow measurable feedback to be reviewed. .
1-111/ 8
1920 8.1

YDH GROUP BOARD OVERVIEW QUADRANT
The Board reviewed the YDH group overview quadrant, where the following was
discussed in more detail:
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8.2

8.3

Shelagh Meldrum reported that there had been a slight increase in the number
of formal complaints. There is not trend or theme with these. Paul von der
Heyde asked if there were complaints where the complainant raised issue with
the hospital not acknowledging or taking concerns seriously. Shelagh Meldrum
said there are a small number of instances where complaints are not upheld and
this is clearly communicated with the complainant in line with best practice.

8.4

There has been an improvement in the Friends and Family response rate and an
extremely positive 99.5% of respondents would likely recommend the Trust.

8.5

Upon review of the rate of cancelled operations, Shelagh Meldrum explained
that the Trust had been able to continue a good level of operations in recent
months despite winter pressures. Jonathan Higman said that this illustrated
good levels of productivity and suggested that these types of case study should
be captured.

8.6

8.7
1-112/
1920

Quality and Performance
Cancer performance for December 2019 was positive with achievement of the
two-week wait and 31 day and 62 day standards. A&E four hour wait times
performance was below the 95% target at 93.3%, although YDH remains one of
the highest performing organisations in the country.

9
9.1

Workforce Performance
The Board noted the workforce indicators, which had been reviewed in detail at
the Workforce Committee. Shelagh Meldrum said that there continued to be
challenges with recruitment in medical and dental although this was in a better
position compared to the previous year. The total vacancy rate was 2.6%
compared to the internal 2% target.
Financial Performance
A full finance position update was scheduled later on the agenda.
USE OF RESOURCES EXTERNAL FINANCIAL GOVERNANCE REVIEW
FEEDBACK AND NEXT STEPS
Sarah James explained that this agenda item was to provide an overview of the
external financial governance review feedback and the progress being made
with the associated action plans. NHS Improvement rated the Trust as
Inadequate for Use of Resources, although several areas of good practice were
identified, including the low delayed transfers of care rate, successful overseas
recruitment campaigns, no nursing vacancies, quality HR services at low cost
and a high benchmarking procurement service. These areas continued to be
sustained. A number of areas for improvement were identified.

9.2

As a result of the Use of Resources rating and the pattern of financial deficits
since 2014/15, NHS England & Improvement (NHSE/I) commissioned an
external financial governance review. This was to review the understanding of
the financial position and fitness of arrangements in place to delivery continuous
improvement. The report was also to provide assurance to the regulators and
the YDH Board and to recommend improvements.

9.3

The review found there had been a material financial deterioration between
2013/14 and 2015/16. This was stabilised in the subsequent years however
there is a risk of further deterioration. The report outlined a number of major
factors contributing to the deficit, including diseconomies of scale due to size
and rurality, loss-making subsidiaries, aspects of 2019/20 contractual
arrangements and excess operational costs.
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9.4

Alongside this, the findings stated there is, appropriate Board and Committee
focus on finance (including an effect Financial Resilience and Commercial
Committee), sound and accurate financial reporting, and CIP delivery is well
organised and reported. A number of suggested improvements were identified,
including strengthening the business planning process and financial reporting,
having a more dynamic financial management culture and additional CIP
opportunities.

9.5

Paul von der Heyde said that the full roll out of the Patient Level Information and
Costing System (PLICS) and improving the management culture went hand in
hand. Sarah James agreed and said that this also linked with indicators in the
accountability framework. The various sources of information could be pulled
into an overarching dashboard for monitoring.

9.6

On the back of the findings and recommendations from the report, the Trust has
developed three action/delivery plans. The first relates to a 2019/20 recovery
plan, the second considers financial governance and control improvement plan
and the final is a four-year financial recovery and sustainability plan to 2023/24.
Sarah James advised that the actions in the 2019/20 recovery plan have been
largely delivered and the Trust is forecast to achieve its plan. A new suite of
financial reports to FRCC have been developed and new arrangements are in
place for taking PLICS forward. An update on PLICS would be received at
FRCC in due course. The development of the four-year plan has slipped to align
with the 2020/21 planning round. In addition, a high-level productivity
assessment indicates improved productivity (pay and non-pay) from 2018/19 to
2019/20, of circa 2%. Jonathan Higman said that this was encouraging and
YDH was currently bucking the trend within the region in this area.

9.7

Paul von der Heyde said it was important to that the Trust does not set or agree
unachievable or unrealistic CIP plans. The Trust needs to be clear on what is
can achieve and differentiate between traditional CIP and the more
transformational plans. He added that there may need to be additional
challenge regarding agreeing the contract values with the CCGs in future years.
There will need to be clear explanations for block contracts where there is a risk
of underfunding against predicted activity. Merry Kane echoed the points about
CIP targets and the need to engage with PLICS and Model Hospital data to
ensure that targets are attainable and easy to understand and be monitored by
all staff, including clinical and front line. This may include additional reporting to
General Managers to assist them in overseeing budgets.

1-113/ 10 UPDATE ON THE 2019/20 FINANCIAL POSITION
1920 10.1 Sarah James provided a verbal update on the 2019/20 financial position and the
forecast position for year-end. The headline position is that as of the end of
January 2020, the financial position was a £12k adverse in month position with a
£2k favourable position year to date. The Trust is in a good position to achieve
the control total and financial plan for 2019/20 and therefore access the
available Provider Sustainability Funding to allow the organisation to achieve a
break-even position. All staff should be commended for the work and effort
completed to date in delivering this. The Trust has plans in place to ensure that
all allocated capital monies are spent including the additional funds provided for
the expansion of ED.
10.2 There are a small number of outstanding risks to achieving the plan. These
include the risk of additional premium temporary staffing and operational
escalation costs. To date, escalation costs have not exceed the forecast with
good management of this by staff members. Alongside this, medical and
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nursing spend remains challenges together with pay pressures within Symphony
Healthcare Services.
10.3 It is important to note that the Trust has received additional funding from the
CCG relating to completed activity over and above planned. This amounted to
£3million. TSFT received a similar amount and this was negotiated on a system
level. In addition, there was a fortuitous uplift in the reclaim of VAT against the
capital goods scheme of £350k.
1-114/ 11 STAFF SURVEY 2019 RESULTS
1920 11.1 Mark Appleby attended the meeting to present the 2019 staff survey results. He
reported that it was an extremely positive picture, with YDH having the highest
response rate for acute hospitals in the country. It also had the third highest
overall engagement score. 82% of the questions asked within the survey scored
significantly better than the sector with only 3% scoring worse than the sector.
11.2 The three questions that were lower than the sector related to how many
additional paid hours staff work per week, whether staff had had an appraisal or
development review in the last 12 months, and whether the values of the
organisation were discussed as part of the appraisal process.
11.3 Mark Appleby provided a full overview of the YDH scores for each question
compared to the national average and the previous year. There have been
positive increases across the majority of areas.
11.4 In response to the survey, the Trust’s HR business partners will be actively
supporting teams’ improvement and the appraisal process. This will include
adding in sections of the appraisal form regarding the organisation’s values.
There are also plans to expand and improve career discussions and coaching as
well as continuing with the good progress made around health and wellbeing,
leadership development programmes, and embedding a “just culture”.
11.5 Martyn Scrivens congratulated the wider teams for the extremely positive scores
received. He said that the Trust clearly had a highly engaged workforce, noting
the good feedback around the questions on support from managers and their
own roles. He therefore suggested that there needed to be a measured
approach to improving the response scoring around appraisals; this may only be
minimal changes or improvements. Shelagh Meldrum said that it would be
useful to understand why people had or had not had an appraisal prior to
considering the approach. This could result in a light touch response. She
added that it was pleasing to see the improvements in health and wellbeing and
around reducing violence and aggression to staff from patients bearing in mind
that this had been a key focus from previous survey results.
11.6 Paul von der Heyde said it was extraordinary to see the improvements in the
scores year on year and that everyone across the Trust needed to be
congratulated.
1-115/
1920

12

ITEMS TO NOTE/INFORMATION

Patient Feedback Report
12.1 The Board noted the Patient Feedback Report.
Update from the Financial Resilience and Commercial Committee (FRCC)
12.2 Martyn Scrivens reported that the FRCC had received a deep dive review of the
Radiology service at YDH. This had provided a useful insight into the service’s
position and the increases in demand upon radiology owing to additional NICE
9|Page

guidelines and other regulations. In addition, the committee had undertaken a
full review of the financial position.
Update of the Workforce Committee held on 24 February 2020 and Minutes
of the meeting held on 23 October 2019
12.3 The Board noted the minutes of the meeting held on 23 October 2019. Maurice
Dunster explained that the committee had challenged and reviewed the medical
costs. It also reviewed the staff survey results. Maurice Dunster said that this
had been raised as an area for improvement by the Council of Governors and
the improvements and ranking was testament to the commitment by the
organisation and members of staff.
12.4 A presentation on the implementation of the new e-rostering solution had also
been received. This change in solution is being undertaken as a wider Somerset
system and is anticipated to result in improvements in usability and productivity.
1-116/ 13 ANY OTHER BUSINESS
1920 13.1 Paul von der Heyde said the interviews for the Non-Executive Director position
had taken place on 4 February 2020. A strong candidate had been selected and
this required approval by the Council of Governors on the 5 March 2020. It is
intended that the candidate would become the Audit Committee chair.
1-117/ 14 DATE OF NEXT MEETING
1920 14.1 29 April 2020, Boardroom, Level 1, YDH
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BOARD OF DIRECTORS – ACTION SHEET
29 April 2020
Minute

Action

ACTIONS FROM 29 JANUARY 2020
1-92/1920 Initial overview on outpatient transformation
(5.2)
received at FRCC. Further updates to be
scheduled on progress in due course.
1-94/1920
(7.8)
1-99/1920
(12.8)

Review of progress against Digital Strategy
to be received in six months.
Overview of the endoscopy project to be
received at a future FRCC meeting.

1-99/1920
(12.14)

Review of ability to report on maternity leave
within the performance pack.

ACTIONS FROM 26 FEBRUARY 2020
1-108/1920 Review of daily bed reporting to assist with
(5.3)
the reporting of “failed discharges”

Progress

Due

By

Further update to be
scheduled.

June/July
2020

Ben Edgar-Attwell
Simon Sethi

Not yet due

July 2020

To be scheduled –
postponed due to Covid-19

March/April
June/July
2020
April 2020

Ben Edgar-Attwell
Jeremy Martin
Simon Sethi

This is under review –
potential for reporting to
workforce committee
Under review for future
reporting

May 2020

Shelagh Meldrum
Ben Edgar-Attwell
Simon Sethi
Ben Edgar-Attwell
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Corporate Governance arrangements – during the Coronavirus outbreak
1. Context
It is an important requirement to have continued governance and assurance processes
in place at any point. This paper outlines the position to be followed in the event of a
significant impact on the Trust’s governance structure.
In line with national guidance, the following meetings are required to continue:
• Board of Directors
• Governance and Quality Assurance Committee (and any relevant sub-reporting
groups on amalgamated basis)
The following meetings are required to continue in a streamlined form where appropriate
(these will be reviewed on an ongoing basis and may be stood down/postponed where
necessary):
• Financial Resilience and Commercial Committee
• Audit Committee
• Workforce Committee
• Remuneration Committee
It is recognised that prioritisation or capacity constraints may lead to meeting chairing
and administration functions being undertaken by someone acting in an interim or
deputising capacity. Any essential requirements for the role will need to be met.
2. Corporate Governance Arrangements
The Board of Directors has a dual role – leadership and control.
The key elements of the Board’s role, as it pertains to the current situation are to:
a. provide leadership to the Trust in respect of agreed organisational values,
behaviour and standards of conduct
b. support the Executive team in managing the Trust within the resources
available in such a way as to:
 ensure the quality and safety of healthcare services;
 protect the health and safety of Trust employees and all others to
whom the Trust owes a duty of care;
 utilise Trust resources efficiently and effectively;
 plan for continuous improvement;
 promote the prevention and control of Healthcare Associated
Infection;
 comply with all relevant regulatory, legal and code of conduct
requirements;
 maintain high standards of ethical behaviour, corporate governance
and personal conduct in the business of the Trust;
 maintain the high reputation of the Trust both with reference to local
stakeholders and the wider community;
c. ensure that decisions are based on timely, accurate and comprehensive
information
d. determine and oversee the delivery of the Trust’s strategic objectives
e. promote and develop appropriate partnerships with other organisations in
accordance with the Trust’s values and strategic direction; and
f. engage, as appropriate and in accordance with our statutory and regulatory
framework duties.
It is important that the YDH Trust Board keep sight of its responsibilities at this time.

3. Measures
The Board of Directors
• The Board will continue to convene in line with the previously agreed
schedule;
• WebEx will be used to ensure that Board members working from
home or socially isolating will not need to attend in person and
can participate effectively, remotely;
• The Board’s agenda will be closely aligned to the Trust’s key
risks and reduced to key matters;
• No meeting will be for more than 2 hours in duration, and only for
exceptional reasons can this be extended, up to a maximum duration of 3.5
hours;
• In the public interest, the Board will continue to discuss the majority of its
business in ‘public’. While social distancing is recommended, members of
the public will not be admitted to the Board meeting. Rather, the agenda
and papers for public Board meetings will continue to be posted on the
Trust’s website before the meeting.
Board Committees
•
•
•

Committee meetings will last for 1.5 hours, and only for exceptional reasons
to continue beyond that, up to a maximum duration of 2.5 hours.
WebEx will be used to ensure that Board Committee members working from
home or socially isolating will not need to attend in person and can participate
effectively, remotely.
The CEO will decide (in consultation with the Chairman), which executive
directors should attend Board Committee meetings. This will be decided on a
meeting by meeting basis. Executive Directors attending Board Committee
meetings will be required to cover, comprehensively, the entire business of
the meeting.

4. Urgent Actions
The Trust’s Standing Orders and Scheme of Reservation and Delegation outlines
Emergency Powers that can be utilised by the Chairman and Chief Executive. This is
covered in Section 6.2 (wording below):
6.2.1

The powers which the Board has reserved to itself within these SOs and the
Scheme of Reservation and Delegation may in emergency or for an urgent
decision be exercised by the Chief Executive and the Chairman after having
consulted at least two Non-Executive Directors. The exercise of such powers
by the Chief Executive and Chairman shall be reported to the next formal
meeting of the Board for ratification.

The Trust needs to be nimble in its responsiveness to guidance, which is changing on a
daily basis. All urgent decisions, which deviate from accepted practice, must be
considered and approved by the Trust Chairman and Chief Executive (having consulted
with at least two Non-Executive Directors) in line with Emergency Powers outlined in 6.2
of the Trust’s Standing Orders.
5. Review
These measures will be continuously reviewed to ensure the arrangements in place are
adequate and suitable.
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Emergency Powers Decisions – For Ratification
1. Emergency Powers
The Trust’s Standing Orders and Scheme of Reservation and Delegation outlines
Emergency Powers that can be utilised by the Chairman and Chief Executive. This is
covered in Section 6.2 (wording below):
6.2.1

The powers which the Board has reserved to itself within these SOs and the
Scheme of Reservation and Delegation may in emergency or for an urgent
decision be exercised by the Chief Executive and the Chairman after having
consulted at least two Non-Executive Directors. The exercise of such powers
by the Chief Executive and Chairman shall be reported to the next formal
meeting of the Board for ratification.

2. Decisions made under the Emergency Powers Provision
Due to the need for the Trust to be nimble in its responsiveness in light of the COVID-19
pandemic, the Trust was required to place an urgent order for equipment. The value of
this equipment was of such a value that required approval from the Board of Directors.
The equipment required related to patient monitoring equipment for the Intensive Care
Unit at a cost of £332,100. Please see summary below: This order needed to urgently
placed in order to secure the necessary equipment.

x9

x30

Bedside monitors with functionality to look after critically unwell
patients with the ability to do a range of physiological monitoring
including cardiac output and end tidal CO2. Currently unit used in
ICU. This could be part of the Monitor replacement programme
Fully equipped monitors suitable for monitoring a wide range of patient
physiological observations in acute areas to include additional beds in
ACCU escalation, cohorted patients in KW, 9A and EAU.

On 26 March 2020, Jonathan Higman, Chief Executive, and Paul von der Heyde, Trust
Chairman, consulted with the Non-Executive Directors of the organisation (via electronic
email). Support to proceed was provided by the Non-Executive Directors. On this basis,
Jonathan Higman and Paul von der Heyde exercised their powers under Standing Order
6.2.1 to approve and authorise the purchase of the required equipment outlined above.
3. Ratification
In the line with the Trust’s Standing Orders, the Board of Directors is asked to ratify the
above decision exercised under the Emergency Powers Provision (SO 6.2.1).
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Yeovil Hospital Update
The Trust is now in the fifth week of the response to the COVID-19 pandemic and much has
changed within the hospital. A number of changes have been made to patient pathways and
the physical infrastructure of the hospital in support the response to COVID-19.
To date the incidence of disease in Somerset has been lower than many other parts of the
country. The original modelling predicted a peak in hospital admissions over the Easter
weekend but it is clear that the social distancing measures are having an impact with the
growth in admissions slower than originally anticipated. It is not clear at this stage whether
this represents a flattening of the curve overall or a delay in peak pressure. There are recent
signs of increases in the number of COVID positive patients in nursing homes in
Somerset. We have also started to see a rise in general emergency activity since Easter,
which appears to be a result of from the national messaging encouraging patients who need
the NHS for other reasons to continue accessing our services. The Trust continues to
participate in countywide communications to share this important message further.
We await further national and local modelling on the likely future profile of demand on our
services as this will inform our planning in the longer term but we are starting to plan for a
‘new normal’ that enables us to continue to be able to respond flexibly to the pandemic whilst
also stepping back up the hospitals other services. This is complex as it is difficult, at this
stage, to predict with confidence the impact that any easing of social distancing measures
may have. As a first step we have been focussing on ensuring that those patients requiring
urgent surgery, for example for cancer, receive the treatment that they need.

‘Clap for Carers’ outside Yeovil Hospital
There remains huge public support for all we are doing and we were humbled by the
response to the video that we produced to mark ‘Clap for our Carers’ on Thursday 16
April. This has now received nearly 70,000 views on our Facebook channel alone and the
resulting comments are overwhelmingly positive. We have also received a steady stream of
gifts, donations and offers of support from the public and local businesses – whether this be
help with items of protective equipment, food, wellbeing packs for staff or Easter eggs – we
have been overwhelmed by people’s generosity.
On 16 April, our staff finishing
their shift or about to start for the
evening were joined on site by
colleagues from South West
Ambulance Service, Avon &
Somerset Police, the
Freewheelers blood bikes and
Atlas Security.
This was a fantastic opportunity
for us to say our own thank you
to staff, our emergency service
colleagues, all those in caring
roles within Somerset, as well as to the local population who are helping to protect the NHS
by staying at home.
To see the film, please click here

Patient ‘thank you’ letter
The Trust receives numerous thank you letters, including one recently from a patient recently
discharged having being admitted with the coronavirus. This patient was more than happy
for us to distribute this widely.

Letter from Mrs Annie Maw, Lord-Lieutenant of Somerset
Dear Mr von der Heyde,
I'm at a loss to know quite how to word this letter to you at such an extraordinary time. I am
anxious to pass on to you and your staff a personal message to express my sincere
concern, gratitude and congratulations for the task that you are undertaking.
Your work, at the moment, is momentous and must be very challenging indeed. I know that
it will almost certainly get more and more difficult before things improve.
Above all, I want to express the regard in which we all hold your staff through all of this.
We are proud, grateful and awe inspired. We wish you all the very best over the coming
days, weeks and even, possibly, months. We promise to support you and, we hope, protect
you.
If there was ever anything you felt we, in our Lieutenancy, could do to contribute in any way
at all please ask me. It would be a supreme privilege to undertake such a request.
This letter, although it comes with my own personal sincerity, represents the views of my
fellow residents in Somerset and, also, those of our Royal family for whom I am responsible
in our county.
With all my very best,
Annie Maw
Lord-Lieutenant of Somerset

YDH Support for the Bristol Nightingale Hospital
YDH has been actively supporting the development of the Nightingale Bristol Hospital,
which will open officially on 27 April.
Having received expressions of interest from staff, and assessed these against our own
requirements to continue running essential services, 8 doctors and 15 other members of
staff from YDH have undertaken training and are available to work at the Nightingale.
YDH is also taking a lead role for health and wellbeing and is providing Freedom to
speak up, clinical skills training, occupational health, and HR support to the Nightingale.

Staff Health and Wellbeing Update
Looking after our people at this time is crucial and we have put significant measures in
place to support staff, providing for their emotional and physical needs. We have
developed a wellbeing guide setting out all the support we are providing, which has been
distributed to staff on several occasions and is available on the front page of
YCloud. Some of the support measures we have put in place include:
•
•
•
•

•
•
•
•
•
•
•
•
•

YDH Absence and Advice Helpline open 7am – 7pm, seven days per week
Extensive range of 27/7 telephone support and counselling services
Multiple wellbeing webinars
Interactive wellbeing workshops on:
- mindfulness
- working from home and the psychological impact
- managing others with Anxiety
- managing Remote Workers
Wellbeing apps
Free accommodation for staff who wish to self-isolate to protect their household
Free car parking
Buy 1 get 1 free cup of coffee
Free meals for staff working nights
Free gifts including hand cream, Easter eggs, plants and shoes
Emergency food supplies delivered to your door
Self-care guidance
Plus much more

Yeovil Hospital connects to Dorset Care Record
YDH has worked with the team at Dorset CCG to expedite plans that enable Yeovil Hospital
staff to access the GP notes of patients from Dorset via the Dorset Care Record in the same
way we can for patients from Somerset. Yeovil Hospital typically takes 30 per cent of
emergency patients from across Dorset CCG, so viewing GP records and other datasets for
these patients will support staff in making informed decisions regarding patient-led care.

Order Communications
We are pleased to report that we went live with ‘Order Comms’’, the electronic requesting of
radiological tests for Inpatients on TrakCare, on 16th April.
This means that requests for radiological examinations are now placed into TrakCare and
sent electronically to the radiology department. Reports are also now available in TrakCare.
The change applies to all requests for X-rays / CTs / MRIs / ultrasounds / mammography /
nuclear Medicine for Inpatients.

Virtual clinics update
Some weeks ago, staff from across all specialities were tasked with providing outpatient
services remotely, drastically reducing the number of patients entering the hospital building. I
am delighted to say that they have very much risen to the challenge.
Clinicians have now completed 2,965 outpatient telephone consultations in the first five
weeks of lock-down, in place of face to face appointments. On Thursday last week we also
launched the next stage of our virtual clinics with video consultations being offered by
oncology, using Attend Anywhere software.
This new tech will be rolled out at pace across the individual specialities over the next few
weeks and will be used alongside telephone calls to meet the needs of our patients.

Management Team changes
We recently interviewed for a new Deputy Chief Nurse, following Jo Howarth’s
announcement regarding her new regional nursing role with NHS England/Improvement.
We are delighted that Mark Robinson, who was previously Matron/General Manager for ICU,
was successful in securing this role and started in his new position on Monday 20 April.
Given the current situation, Jo Howarth has kindly agreed to continue to support YDH in her
role as Director of Infection Prevention and Control for a period of time whilst also providing
a handover to Mark.
Emma Young, currently our Outreach Lead, will assume the role of Matron for ICU for an
initial period of six months, supported by Tracy Lee as Deputy Matron for ICU and the
General Manager element of Mark’s role will be covered by Julie Vickery.

Social media update
Our social media presence is growing considerably and being utilised as a key tool for
engaging local communities and staff with important local and national messages.
Video content has been particularly well received, with our last two ‘Clap for our carers’ films
viewed nearly 80,000 times.
Across our Facebook pages and groups we have more than 11k followers and, in April, the
Yeovil Hospital main page…
•
•
•
•

reached 218k people (through posts)
was engaged with 74k times
received 835 page likes
had 118k video views

Our Twitter page has 4.6k followers and, during April, our Tweets appeared 190k times.
Instagram continues to grow as a newer platform for us with around 600 followers.
This week we have also sent our first video update to our Governors which was well
received. We will continue to produce these regularly to ensure our Governors are kept
informed about the impact of the virus on YDH, how we have adapted and the work we are
doing to keep patients, staff and the public safe.

Appendix:
REPORT TO:

Board of Directors

REPORT BY:

Samantha Hann, Head of Risk & Compliance

PRESENTED BY:

Jonathan Higman, Chief Executive

EXEC SPONSOR:

Jonathan Higman, Chief Executive

REPORT TITLE:

COVID19 - Corporate Risk Register Report
6 March 2020 – 16 April 2020

DATE:

24 April 2020

6

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

☐ For Approval / Recommendation

Reason for Presentation to
Committee/Board

Any Key Issues to Note

☒ For Information

The Board of Directors are ultimately responsible and accountable for
the comprehensive management of risks faced by the Trust. They will:
•
agree the strategic objectives and review these on an annual
basis
•
identify the principal risks which may prevent the Trust from
achieving its key objectives
•
receive and review the Corporate Risk Register and the
Assurance Framework quarterly, which identify the principal risks
and any gaps in assurance regarding those risks
•
support the Trust’s risk management programme
•
review the Risk Management Strategy at regular intervals but as
a minimum once every 3 years
•
approve Assurance Committee terms of reference annually
Please note, this is the COVID19 corporate risk register report.
Please refer to the non-COVID19 corporate risk register for all
non-COVID19 related risks.
This report is a snap shot report correct as at 16 April 2020 with
the exception of the cancer risks which have been consolidated
on 24 April 2020. This report does not reflect any changes in the
risk scores which have occurred for some of the risks since
these risks were first identified. This is because the risks
relating to COVID19 are changing at pace.

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

☒ Develop our People

☒ Innovate and Collaborate

☒ Develop a Sustainable System

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

☒ Legislation

☒ Workforce

☒ Estates

☒ ICT

☒ Patient Safety / Quality

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

☐ Effective

☐ Caring

☐ Responsive

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

☒ Well Led
☒ Yes

☐ No

Executive Summary
(Include the history, purpose of the report, any key issues to note and recommendations)

Overview

This risk report aims to provide details of the key risks detailed on the Trust’s COVID19 corporate risk
register from 6 March 2020 – 16 April 2020. The report focuses on those risks scoring significant or
higher (12+) on the risk matrix. Please note, this is the COVID19 corporate risk register report.
Please refer to the non-COVID19 corporate risk register for Quarter 4 2019/20 for non-COVID19
related risks. This report is a snap shot report correct as at 16 April 2020 with the exception of
the cancer risks which have been consolidated on 24 April 2020. This report does not reflect
any changes in the risk scores which have occurred for some of the risks since these risks
were first identified. This is because the risks relating to COVID19 are changing at pace.
The top 4 risks to the organisation for COVID19 related risks from 6 March 2020 – 16 April 2020 were:
•

Inability to meet national cancer clinical pathways and/or best practice pathways due to
restricted access to cancer services during pandemic (Risk 446)

•

Inability to investigate suspected cancers (access and investigate) or patients referred on 2WW
cancer pathways or the risk of undertaking procedures or patients frightened to contact team /
GPs due to current pandemic and not wanting to access healthcare services at this time (Risk
451)

•

Continuing to provide treatment to cancer patients who then become immune compromised and
contract COVID19 as a result for instance cancer patients undergoing surgical procedures or
being treated in isolation wards within positive COVID19 patients (Risk 453)

•

Risk of women not wanting to attend Maternity Unit resulting in poor fetal outcome (Risk 481)

Access to the risk register on Ulysses can be found here
This risk report provides the necessary information for the Board of Directors that is a fundamental part
of the Governance arrangements required by NHS Improvement and the Care Quality Commission.
The Board of Directors are asked to NOTE the report and the corporate risk register.

COVID19 Corporate Risk Register 6 March – 16 April 2020

Rare (1)
Catastrophic (5)

Likelihood
Possible (3)

Moderate (3)

Likely (4)

429

56, 198, 328, 357,
412, 430, 431, 432,
433, 440, 441, 442,
444, 458, 459, 460,
472, 479, 483

Major (4)
Consequence

Unlikely (2)

446, 451, 453, 481

436, 449, 468

Minor (2)

Negligible (1)

For grading risk, the scores obtained from the risk matrix are assigned grades as follows:
1-6 = Low Risk 8-10 = Moderate Risk 12-15 = Significant Risk 16-25 = High Risk

Certain (5)

Risks
Quality & Governance Risks = 20 Risks
Risk of: Inability to meet national cancer clinical pathways and/or best practice pathways
Due to: Restricted access to cancer services during pandemic
Resulting in: Poorer outcome; progression of disease; more invasive treatment; risk to
446
life

451

453

481

Risk of: Inability to investigate suspected cancers (access and investigate) or patients
referred on 2WW cancer pathways or the risk of undertaking procedures or patients
frightened to contact team/GPs due to current pandemic and not wanting to access
healthcare services at this time
Due to: Staff and patients following national guidance to self-isolate, shielding of
patients, social distancing and reduction in staff
Resulting in: Possibility cancer is missed by not undertaking full examinations and
investigations which could result in a higher stage cancer at a later date. Patients may
present with a more advanced disease with less chance of successful treatment
Risk of: Continuing to provide treatment to cancer patients who then become immune
compromised and contract COVID19 as a result for instance cancer patients undergoing
surgical procedures or being treated in isolation wards within positive COVID19 patients
Due to: Patient requiring treatment to manage their cancer including patients presenting
with case definition of COVID19 as symptoms of sepsis and COVID19 are the same, but
their risk of exposure to COVID19 is increased as a result.
Resulting in: Cancer patients contracting COVID19 through cross transmission and due
to these patients being immune compromised this increases the chance of mortality from
COVID19 - estimated increases mortality rate to 40%
Risk of: Risk of women not wanting to attend Maternity Unit. There is also a risk that
women may choose to book for home births against medical advice with obstetric risks
as not wanting to enter acute settings.
Due to: Perceived/elevated risk of contaminations and risk of contracting COVID19 and
also not wishing to impact further on the NHS at this current time.
Resulting in: Poor fetal outcome

New or
Existing
Risk
which has
Increased

Main Specialty /
Second Specialty

Current Score on
16 April 2020

Target Score on 16
April 2020

L

x

C

=

L

x

C

=

4

x

4

=

16

4

x

3

=

12

4

x

4

=

16

3

x

4

=

12

4

x

4

=

16

3

x

4

=

12

4

x

4

=

16

3

x

4

=

12

Cancer Services
New

Risk Lead – Luke
Curtis
Executive Lead –
Simon Sethi
Cancer Services

New

Risk Lead – Luke
Curtis
Executive Lead –
Simon Sethi

Cancer Services
New

Risk Lead – Luke
Curtis
Executive Lead –
Simon Sethi
Women’s Hospital /
Maternity

New

Risk Lead – Nicki
Crouch
Executive Lead Shelagh Meldrum

429

432

430

433

440

Risk of: Insufficient supplies to respond to critical need
Due to: Limited number of ventilators and monitoring equipment to cope with the
increased demand as a result of the increasing number of patients testing positive for
Corona Virus
Resulting in: Risk to life (patients)
Risk being managed by Simply Serve Ltd
Risk of: Insufficient facilities to adequately isolate suspected and confirmed cases of
COVID19
Due to: Hospital environment and layout of wards including limited isolation areas across
the Trust site
Resulting in: Increased risk of infection from patients with confirmed COVID19 to other
patients and staff and risk to life
Risk being managed by Simply Serve Ltd
Risk of: Inability to maintain safe distances
Due to: Undertaking clinical treatment, interventions and care which require clinicians to
be within 2 metres of the patient(s)
Resulting in: Increased risk of exposure to Corona Virus and risk to life (staff)

Risk of: Inability to effectively isolate suspected cases on admission
Due to: Allocated area for all patients with suspected COVID19 is limited in size and if
numbers continue to rise, these patients will be admitted to various different clinical
areas across the hospital
Resulting in: Increased risk of cross transmission between patients and staff and risk to
life
Risk of: Reduced or lack of a respiratory service
Due to: Respiratory workforce - members of staff who have been classed as high risk
due to underlying health conditions
Resulting in: The subsequent burn out/stress/pressure related sickness for the other
colleagues in the team and their expertise not being available at a time where respiratory
patients are at a premium

ICU / Procurement
New

Risk Lead – Chris
England
Executive Lead –
Bob Perkins
Infection Control /
Estates & Facilities

3

x

5

=

15

3

x

5

=

15

New

Risk Lead – Jo
Howarth
Executive Lead –
Dave Shire
Infection Control /
HR

3

x

4

=

12

3

x

4

=

12

New

Risk Lead – Jo
Howarth
Executive Lead Shelagh Meldrum
Infection Control /
Clinical Trustwide

3

x

4

=

12

3

x

4

=

12

New

Risk Lead – Mandy
Carney
Executive Lead –
Simon Sethi
Respiratory /
Clinical Trustwide

3

x

4

=

12

3

x

4

=

12

3

x

4

=

12

3

x

4

=

12

New

Risk Lead – Julie
Thomas
Executive Lead –
Simon Sethi

458

459

436

468

431

Risk of: Inability to meet demands of an increased number of intensive care patients
Due to: Lack of specialist clinical staff and small department even before any reduction
in workforce due to current pandemic
Resulting in: Delays in treatment, potential risk to life
Risk of: Insufficient clinical staff with key skills required to manage COVID19 patients
particularly in high risk areas - ICU, CCU, Anaesthetics and Respiratory.
Due to: Current workforce not sufficient for anticipated demand due to COVID19.
Resulting in: Patients receiving treatment by clinicians not adequately trained to provide
specialist care, risk to life.
Risk of: Inability to adequately support (emotionally and spiritually) patients and their
families
Due to: Infection control restrictions
Resulting in: Poor patient and family experiences at end of life

Risk of: Relatives unable to see their relative and difficulties in communication with
clinical teams and/or relative
Due to: Patients and potentially relatives in self isolation, tighter restrictions and relatives
unable to visit wards to be with their relative often at the end of their life
Resulting in: Poor patient experience, poor experience for relative, increased
psychological stress and pressure on ICU/CCU/KW teams
Risk of: Inability to maintain safe distances in communal spaces
Due to: Numbers of staff moving around the hospital in order to fulfil tasks required of
them and small communal spaces
Resulting in: Increased exposure risk to any staff member who may have COVID19 but
are unaware they are carrying the virus, potential risk to life (staff)

ICU / Anaesthetists
New

Risk Lead – Mark
Robinson
Executive Lead –
Shelagh Meldrum
HR / Clinical
Trustwide

3

x

4

=

12

3

x

4

=

12

New

Risk Lead – Mark
Appleby
Executive Lead Shelagh Meldrum
Palliative / Infection
Control

3

x

4

=

12

3

x

4

=

12

New

Risk Lead – Rob
Lutyens
Executive Lead Shelagh Meldrum
Clinical Trustwide –
ICU

4

x

3

=

12

3

x

3

=

9

New

Risk Lead – Tony
Smith
Executive Lead Shelagh Meldrum
Infection Control /
HR

4

x

3

=

12

3

x

3

=

9

3

x

4

=

12

3

x

3

=

9

New

Risk Lead – Jo
Howarth
Executive Lead Shelagh Meldrum

412

441

442

479

460

Risk of: Shortage of products/insufficient supplies into the Hospital including PPE, Face
Masks and Hand Sanitisers. Effected Delivery of the Service Provision and increased
risk of exposure to Corona Virus for staff
Due to: Trust unable to obtain or have limited access to certain products due to other
organisations stockpiling or NHS Supply Chain rationalising orders resulting in potential
shortages of products. In addition, suppliers may be effected by their sub suppliers being
in one of the defined high risk areas.
Resulting in: Staff at increased risk of exposure to Corona Virus, increased risk of
infection and risk to life for staff members
Risk being managed by Simply Serve Ltd
Risk of: Inability to store deceased patients if numbers of deaths will exceed the YDH
mortuary storage capacity
Due to: Excess deaths at YDH and across Somerset/BNSSSG area if YDH are required
to take deceased if capacity issues elsewhere due to COVID19 and/or registrar and
crematorium services unable to cope with demand on their services due to excess
deaths and staff shortages
Resulting in: Nowhere to store dead bodies which leads to infection control issues,
physiological stress to staff and other patients within ward areas and upset for relatives if
deceased are stored at premises not close to home/out of town and not able to view
relatives in the mortuary as viewing room is out of action for adult patients
Risk of: Inability to ventilate paediatric patients at YDH and potentially not able to
transfer paediatric patient out of the unit for ventilation
Due to: Lack of paediatric ventilators at YDH and inability for other Trusts to take
patients who require ventilation due to their own capacity issues. Nursing team not
trained for Ventilation trained for higher level care to treat and transfer to a higher level
unit.
Resulting in: Risk to life
Risk of: Not identifying postnatal complication
Due to: Limited face to face contact in the postnatal period
Resulting in: Inappropriate care planning and action

Risk of: Services being diluted of specialist staff/teams - clinical & non clinical &
destabilisation of the Trust's Workforce
Due to: Staff being redeployed to other areas/teams within the hospital or to NHS
Nightingale Hospital Bristol to help manage the current pandemic

Procurement / HR
New

Risk Lead – Chris
England
Executive Lead –
Dean Stevens

3

x

4

=

12

2

x

4

=

8

3

x

4

=

12

2

x

4

=

8

3

x

4

=

12

2

x

4

=

8

3

x

4

=

12

2

x

4

=

8

3

x

4

=

12

2

x

3

=

6

Mortuary / Clinical
Trustwide
New

Risk Lead –
Yvonne Thorne
Executive Lead –
Simon Sethi
Paediatrics / SCBU

New

Risk Lead – Jane
Gamble
Executive Lead –
Merry Kane
Women’s Hospital /
Maternity

New

New

Risk Lead – Ali
Dennett
Executive Lead Shelagh Meldrum
HR / Clinical
Trustwide
Risk Lead – Mark
Appleby

Resulting in: Delays in providing specialist advice and support to patients and other
teams within the hospital

56

Risk of: Shortages of medicines
Due to: EU Exit (Brexit) and world pandemic
Resulting in: Medicine shortages with delays in importing medicines from the EU

Continuity of Service Risks = 6 Risks
Risk of: Inability to provide mortuary service at YDH
Due to: Reduction in mortuary staffing due to self-isolating or illness
Resulting in: Delays to completing mortuary processes which will impact on the ability of
444 the Trust to discharge deceased patients as quickly and efficiently.

472

328

Risk of: Reduction in Gynae staffing particularly medical
Due to: Staff sickness, redeployment of staff and potentially staff working across 2 sites
(YDH & Shepton Mallet Treatment Centre)
Resulting in: Additional stress and pressure to existing members of staff and increased
sickness levels
Risk of: Impact on Business Continuity/ability of the Trust to manage capacity
requirements relating to flow and staffing caused by a pandemic outbreak e.g.
Influenza/Corona Virus
Due to: A country wide pandemic, which occurs when a novel virus emerges that is
different from the known strains in circulation with sustained human to human
transmission.
Resulting in: Up to 50% of the workforce may require time off at some stage over the
entire period of a pandemic, either because they are ill or caring for someone who is ill,
causing significant impact on business continuity.

Executive Lead Shelagh Meldrum

Already on
Corporate
Risk
Register

Pharmacy / Clinical
Trustwide
Risk Lead – Holly
Stoodley
Executive Lead –
Simon Sethi

3

x

4

=

12

1

x

4

=

4

3

x

4

=

12

3

x

4

=

12

3

x

4

=

12

3

x

4

=

12

3

x

4

=

12

2

x

4

=

8

Mortuary / Clinical
Trustwide
New

New

Increased

Risk Lead –
Yvonne Thorne
Executive Lead –
Simon Sethi
Gynaecology / HR
Risk Lead – Liz
King
Executive Lead Shelagh Meldrum
Emergency
Planning / Clinical
Trustwide
Risk Lead – Angela
Turner
Executive Lead –
Simon Sethi

483

198

Risk of: Not providing business continuity for SHS practices and central team
Due to: Infection of patients and staff from Covid-19
Resulting in: Reduction in primary care provision for patients
Risk being managed by SHS
Risk of: Staff burn out
Due to: Stress related to workplace pressures, increased demand on services and
challenging vacancy levels and managers not being able to identify and support
employees who are affected.
Resulting in: Sickness absence, low morale and high turnover

Risk of: Risk that the services that the Trust delivers is negatively impacted due to an IT
security incident
Due to: IT Security Incidents including ransom ware, cyber fraud or other breaches of IT
357 systems
Resulting in: Impact on patient care, patient outcome, financial impact in relation to
breach of DPA legislation, reputational damage and a privacy impact
Risk being managed by Simply Serve Ltd
Other Risks = 1 Risk
Risk of: Increased psychological stress and pressure on cancer services team
Due to: Increased state of anxiety for patients with cancer as their treatment has been
stopped early, changed or deferred or not started and staff aware of the potential clinical
implications/outcomes these changes could have for those patients. The increased state
449 of anxiety for patients with cancer could create potential increased demand on cancer
services team.
Resulting in: Increased psychological support needed for patients with potential for
sickness absence to increase, affecting health, wellbeing and mental health of cancer
services team.

General Practice
New

Increased

Already on
the
Corporate
Risk
Register

Risk Lead – Zoe
Turner
Executive Lead –
Kerry White
HR
Risk Lead – Tracy
Jones
Executive Lead Shelagh Meldrum
IT / Emergency
Planning
Risk Lead – Jim
Mills
Executive Lead –
Jeremy Martin

3

x

4

=

12

2

x

4

=

8

3

x

4

=

12

2

x

3

=

6

3

x

4

=

12

1

x

4

=

4

4

x

3

=

12

3

x

3

=

9

Cancer Services /
HR
New

Risk Lead – Luke
Curtis
Executive Lead –
Simon Sethi
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Purpose of Paper (Please select any which are relevant to this paper)
☒ For Assurance

☐ For Approval / Decision

☐ For Information

Reason for Presentation to
Committee/Board

The Board Assurance Committees carry out detailed monitoring and
review of the principal risks that relate to the organisation’s strategic
objectives and priorities. These risks shall be proactively managed
and reported on as a minimum requirement quarterly to the Board
Assurance Committees and to the Board of Directors through the
BAF. The Board Assurance Committees provides assurance to the
Board with regard to the continued effectiveness of the Trust’s
system of integrated governance, risk management and internal
control. Committees continue to review the extent to which they are
assured by the evidence presented for each risk.
The BAF includes all principal risks that represent higher levels of
opportunity/threat, which may have a major, or long-term impact on
benefits realisation or organisation objectives and which may also
impact upon the strategic objectives and outcomes positively or
negatively.

Any Key Issues to Note

The BAF was reviewed and updated by the Executive Leads for each
Principal Risk to the organisation. Further scrutiny of the risks took
place within the following Board Assurance Committees: Audit
Committee, Governance and Quality Assurance Committee.

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

☒ Develop our People

☒ Innovate and Collaborate

☒ Develop a Sustainable System

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

☒ Legislation

☒ Workforce

☒ Estates

☒ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

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

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

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

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

Risk Quantification Matrix
As per the Trust’s Risk Management Strategy, risks are scored using the 5x5 matrix:
Consequence
Negligible - 1
Minor - 2
Moderate - 3
Major- 4
Catastrophic - 5

Rare - 1
1
2
3
4
5

Unlikely - 2
2
4
6
8
10

Likelihood
Possible - 3 Likely - 4
3
4
6
8
9
12
12
16
15
20

Certain - 5
5
10
15
20
25

Updates and Changes to the Board Assurance Framework
One of the purposes of the BAF is to ensure that all principal risks are mitigated to an
appropriate or acceptable level. It is expected that not all risks will be able to have mitigating
controls that reduce the risk to the target level. The attached BAF details the total number of
risks to the four Trust strategic objectives that are scored as follows (based on current risk
score):

Objective
Care for our Population – We will seek and
seize opportunities to continually improve the
quality, accessibility and safety of our services,
and the experience we provide. We will
support and encourage our local population to
live healthier lives.
Develop our People - We will ensure our
teams have the skills, capacity and
environment to enable them to provide the
care that they aspire to. We will make our
hospital an employer of choice.
Innovate and Collaborate - As part of a
sustainable Somerset care system, and
working with our partners, we will develop and
deliver outstanding services, employing new
models of care and innovative technology.
Develop a Sustainable System - We will
manage our resources responsibly to ensure
the sustainability of our services and the local
care system, without compromising on safety
and quality.
Overarching Principal Risks

Significant Moderate
Risk
Risk
(12-15)
(8-10)
Current Risk Score

High Risk
(16-25)

Low
Risk
(1-6)

0

1

1

1

1

0

0

1

0

2

3

0

0

1

0

3

1

0

0

0

Headline information by Objective (BAF)
The principal risks identified and monitored by the Board of Directors and Board Assurance
Committees through the BAF are:

Care for our Population – We will seek and seize
opportunities to continually improve the quality,
accessibility and safety of our services, and the
experience we provide. We will support and
encourage our local population to live healthier lives.

Current
Risk
Rating
Likelihood x
Impact

Target Risk
Rating
Likelihood x
Impact

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

3x5

2x4

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

3x3

2x3

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

2x3

1x3

Current
Risk
Rating

Target Risk
Rating

Develop our People - We will ensure our teams have
the skills, capacity and environment to enable them to
provide the care that they aspire to. We will make our
hospital an employer of choice.

Likelihood x
Impact

Likelihood x
Impact

SR4: There is a risk that we fail to recruit and retain
key staff with the skills required resulting in us being
unable to maintain service continuity, increasing costs
and negatively impacting on the quality of service we
provide

4x4

2x3

SR5: There is a risk that the Trust does not have an
engaged workforce performing at the required level in
order achieve its ambition of becoming an employer of
choice

2x3

2x2

Current
Risk
Rating

Target Risk
Rating

Innovate and Collaborate - As part of a sustainable
Somerset care system, and working with our partners,
we will develop and deliver outstanding services,
employing new models of care and innovative
technology.

Likelihood x
Impact

Likelihood x
Impact

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

3x3

2x3

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

2x5

1x5

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

3x4

2x3

SR9: There is a risk of ineffective partnership working
slowing the development of an Integrated Care System
within Somerset

3x4

2x4

SR10: There is a risk that the volume of change
activity leads to an inability to focus and deliver on
priorities

3x3

1x5

Develop a Sustainable System - We will manage our
resources responsibly to ensure the sustainability of
our services and the local care system, without
compromising on safety and quality.

Current
Risk
Rating
Likelihood x
Impact

Target Risk
Rating
Likelihood x
Impact

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

1x4

1x5

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

2x3

2x3

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

3x4

2x3

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

1x4

2x3

Corporate Risk Register Overview
The Corporate Risk Register is a supplementary report which aims to provide details of the
key risks details on the Trust’s risk register with a scoring of significant or higher (12+) on the
risk matrix.
The top 3 non-COVID related risks to the organisation during Quarter 4 2019/20 were:
•
•
•

Risk of Long Term Financial Sustainability of SHS due to the cost of using locum
GP's due to the lack of permanent GP's (Risk 378)
Risk of not being able to progress evacuation in the event of fire resulting with
potential exposure to products of combustion (Risk 45)
The fire compartmentation in Main Theatres is not of a sufficient standard to
support, defend in place and aid progressive horizontal evacuation in the event of fire
and smoke internal to Theatres (Risk 50)

Board Assurance Framework 2019/20

Quarter 4

Summary of Principal Risks

Care for our Population
Executive owner(s)

Principal Risk

Monitoring Group(s)

Current risk rating

Movement

Risk target

Strength of controls

Strength of assurance

15: Significant Risk



8: Moderate Risk

Blue

Green

Chief Nurse
SR1
Chief Operating Officer

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

SR2 Director of Transformation

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

Governance & Quality Assurance
Committee

9: Moderate Risk



6: Low Risk

Amber

Amber

Chief Nurse
SR3 Chief Medical Officer
Chief Operating Officer

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

Governance & Quality Assurance
Committee

6: Low Risk



3: Low risk

Blue

Blue

Overall risk rating

Movement

Risk target

Strength of controls

Strength of assurance

16: High Risk



6: Low Risk

Amber

Amber

6: Low Risk



4: Low Risk

Blue

Blue

Overall risk rating

Movement

Risk target

Strength of controls

Strength of assurance

6: Low Risk

Blue

Blue

5: Low Risk

Amber

Amber

6: Low Risk

Amber

Amber

8: Moderate Risk

Amber

Amber

5: Low Risk

Amber

Amber

Risk target

Strength of controls

Strength of assurance

5: Low Risk

Blue

Blue

6: Low Risk

Green

Green

6: Low Risk

Blue

Blue

6: Low Risk

Blue

Blue

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

SR5 Director of Human Resources

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

Innovate and Collaborate
Executive owner(s)

Principal Risk

Monitoring Group(s)

SR6 CIO/Director of Transformation

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

9: Moderate Risk

SR7 CIO/Director of Transformation

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

10: Moderate Risk

Chief Executive
SR8
Chief Medical Officer

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

12: Significant Risk

SR9 Chief Executive

SR10 CIO/Director of Transformation

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

Board of Directors

12: Significant Risk

Finance Resilience & Commercial
Committee

9: Moderate Risk

Monitoring Group(s)

Overall risk rating







Develop a Sustainable System
Executive owner(s)

Principal Risk

SR11

Chief Executive
Chief Finance Officer

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

SR12

Chief Nurse
Chief Medical Officer

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

Governance and Quality
Assurance Committee

6: Low Risk

SR13

Chief Executive
Chief Finance Officer

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

Financial Resilience &
Commercial Committee

12: Significant Risk

SR14

Chief Executive
Chief Finance Officer

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

Financial Resilience &
Commercial Committee

4: Low Risk

4: Low Risk

Movement






Key:
Likelihood of Occurrence

Impact

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

Controls and Assurances

1

2

3

4

5

Rare
1
2
3
4
5

Unlikely
2
4
6
8
10

Possible
3
6
9
12
15

Likely
4
8
12
16
20

Certain
5
10
15
20
25

Red

Assurance indicates poor effectiveness of
controls/assurances

Amber

Some assurances in place or controls are still
maturing.

Blue

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

Green

No gaps in controls or assurances

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Care for our Population
We will seek and seize opportunities to continually improve the quality, accessibility and safety of our services, and the
experience we provide. We will support and encourage our local population to live healthier lives.
P1: Refresh our clinical strategy and ensure alignment with STP plans
P2: Demonstrate outstanding standards of care
P3: Deliver national A&E and cancer standards
P4: Support the Somerset system to reduce overall elective waiting times and improve RTT performance

Monitoring group(s):
Executive Owner(s):

Governance & Quality Assurance Committee

Date last reviewed:

16/04/2020

Chief Nurse & Chief Operating Officer

P5: Fully embed end of life care planning
P6: Improve the way we learn from avoidable harm
P7: Improve mental health care with a particular focus on the care of dementia and CAMHS.

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

What controls are in place to manage the risk to delivering the objective?
1) Regular review of patient safety data including incidents,
5) Weekly reviews of longest stay patients to reduce inpatient delays
HSMR etc.
6) New models of care roll out for prevention
2) Nursing staffing levels benchmarked and monitored
7) Establishment of the Home First and Rapid Response service
against acuity & bed numbers
8) Escalation space and policies in place and regularly reviewed
3) Reviewing staffing levels in ED to ensure sufficient to cope 9) Additional capacity available to be stood up for weekend operating
safely with levels of demand
4) Identified quality priorities monitored

What assurance do we have that our controls are working?
1) External reports and visits to clinical areas
2) Quality and performance dashboards
3) Compliance with NICE guidance
4) Performance measures for ED including corridor waits and 4
hours
5) Good Safety Thermometer/New Harm results

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Still awaiting outputs from the Somerset Health & Care
5) Inability to control patients choosing to come to YDH because of
Strategy
lower waiting times
2) Monitoring the effectiveness of the Home First & Rapid
6) Robust referral pattern report to give early view of demand transfer
Response service
7) Inpatient bed closure at Hospice with uncertain consequence on
3) Recognition of cost of activity above contracted levels
admissions to and discharges from YDH
4) Transparency of County Council service changes which may
affect demand

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Changes to services provided by Trusts surrounding YDH
2) Deteriorating performance in surrounding trusts and 111 and
which we aren't aware of leading to unexpected transfer of
lack of understanding of mitigating actions
demand

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
5: Catastrophic

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Strength of controls
Strength of assurance

8: Moderate Risk

Rationale for overall risk rating:
A number of controls and actions are in place to ensure that quality of services and operational
performance is maintained, however the potential consequence could be major if these are not
in place or fail.

Blue
Green

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
15
15
12

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
15

Apr 2020
15

20

Jul 2020

2

Action
Monitor levels of demand and causes, implement programme of
work to reduce non-elective demand to reduce capacity
pressures.
Reduce length of stay in hospital in order to improve
quality/safety of care and reduce use of escalation beds

3

Redesign of community services including expansion of Home
First and Rapid Response

1

15
10
5
0

Overall target risk rating

15: Significant Risk

6) HSMR/SHMI indicators
7) Safeguard Reports
8) Governance and Quality Assurance Committee reports
9) Feedback from CQC (periodic)
10) Dashboards tracking key metrics linked to managing demand
and improving flow

Apr-19, 15

Jul-19, 15

Oct-19, 12

Jan-20, 15

Apr-20, 15

By who?

By when?

Progress
South Somerset Care Board established to oversee
programme. Further roll-out of nursing home programme
commenced

Director of
Transformation

Ongoing

Chief Operating
Officer

Ongoing

Despite increase in length of stay earlier in year, this has
dropped again due to increased focus on long stay patients

Chief Operating
Officer

Apr-20

Services being expanded and redesigned further due to
COVID outbreak

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Care for our Population
We will seek and seize opportunities to continually improve the quality, accessibility and safety of our services, and the
experience we provide. We will support and encourage our local population to live healthier lives.
P1: Refresh our clinical strategy and ensure alignment with STP plans
P2: Demonstrate outstanding standards of care
P3: Deliver national A&E and cancer standards
P4: Support the Somerset system to reduce overall elective waiting times and improve RTT performance

Monitoring group(s):
Executive Owner(s):

Governance & Quality Assurance Committee

Date last reviewed:

Director of Transformation

P5: Fully embed end of life care planning
P6: Improve the way we learn from avoidable harm
P7: Improve mental health care with a particular focus on the care of dementia and CAMHS.

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

What controls are in place to manage the risk to delivering the objective?
1) Executive involvement in STP development across
4) Exec to Exec meetings with commissioners and other key
Somerset
stakeholders
2) YDH involvement in Neighbourhood developments.
5) Collaborative working across commissioners and providers
Director of Transformation on Steering Group and leading
6) Operational Plan 2020/21 with identified priorities
one of the workstreams.
3) Fit for the Future Programme

What assurance do we have that our controls are working?
1) Neighbourhood Steering Group
2) Confirmed systemwide Operational Plans
3) Collaborative working across Somerset region

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1. Greater awareness needed of Somerset public health
3. Ensuring neighbourhoods work fully embeds a focus on healthy
strategy and how YDH can support its execution
living - will become increasingly clear as strategy developed
2. Embedding health coach work to improve management of
long term conditions in primary care

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1. Need to consider inclusion of public health measures in
board reporting requirements to ensure awareness of actions
2. Include metrics on management of long term conditions in
operational reporting in hospital and SHS

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
3: Moderate

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

Rationale for overall risk rating:
Whilst there are a number of actions taking place to ensure improved overall population health,
given financial challenges and factors outside health and care control, there is a risk that this
deteriorates. The consequence score reflects the significant but protracted impact this would
have on the health system.

Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
9

Apr 2020
9

10

Jul 2020

1

Action
Ensure YDH plays active part in System Transformation Group
and drives the inclusion of population health interventions here

2

Review metric to be included in YDH performance pack to reflect
overall population health

Info

01 Sep 20

Information team will review available metrics for inclusion
in September 2020 Board pack.

3

Continue to support primary care through SHS and health coach
work to improve management of LTCs

MD of SHS

Ongoing

In progress

8
6
4

0

Overall target risk rating

9: Moderate Risk

4) Chief Executive updates providing an overview of Somerset
developments

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
9
9
9

2

16/04/2020

Apr-19, 9

Jul-19, 9

Oct-19, 9

Jan-20, 9

Apr-20, 9

By who?

By when?

Progress

CEO

01-Nov-19

Complete

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Care for our Population
We will seek and seize opportunities to continually improve the quality, accessibility and safety of our services, and the
experience we provide. We will support and encourage our local population to live healthier lives.

P1: Refresh our clinical strategy and ensure alignment with STP plans
P2: Demonstrate outstanding standards of care
P3: Deliver national A&E and cancer standards
P4: Support the Somerset system to reduce overall elective waiting times and improve RTT performance

Monitoring group(s):
Executive Owner(s):

Governance & Quality Assurance Committee

Date last reviewed:

Chief Nurse
Chief Medical Officer
Chief Operating Officer

P5: Fully embed end of life care planning
P6: Improve the way we learn from avoidable harm
P7: Improve mental health care with a particular focus on the care of dementia and CAMHS.

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

What controls are in place to manage the risk to delivering the objective?
1) Regular review of patient safety data including incidents,
5) Active monitoring of data and patient pathways
HSMR etc.
6) New models of care roll out for prevention
2) Identified quality priorities monitored
7) Establishment of the Home First and Rapid Response service
3) GIRFT and Model Hospital monitored and acted upon
8) Good patient flow procedures and monitoring in place
4) A&E Delivery Board
9) MAPRAD programme developing sustainable clinical workforce

What assurance do we have that our controls are working?
1) Monthly and Quarterly contract review meetings with CCG
2) Good performance across the majority of KPIs
3) Quality and Performance Reports
4) SBU meetings
5) National benchmarking

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Full forward view of clinical workforce make-up over next 5 2) Uncertainty regarding GP and nursing training numbers
years

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Workforce long term plan - in progress alongside system
2) FFMF outcome for acute services
workforce plan

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
3: Moderate

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Overall risk rating

6: Low Risk

Overall target risk rating

3: Low risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
YDH continues to maintain good performance against the national performance targets.
Trajectories are in place for areas not achieving national standards.

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
6
6
6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
6

Apr 2020
6

Jul 2020

8

1

6

2

4

3

2
0

14/04/2020

Apr-19, 6

Jul-19, 6

Oct-19, 6

Jan-20, 6

Apr-20, 6

4

Action
Continue to improve retention and look for long term staffing
solutions including new roles
Complete clinical workforce review & act upon findings, regularly
updating
Undertake full job planning review of Clinical Nurse Specialist to
ascertain opportunities to expand roles
Support FFMF recommendations regarding service changes to
support sustainability

By who?
SM
MK

By when?

MA

Ongoing

Liz K

August 2020
April 2020

SS
SM

Ongoing

Ongoing

Progress
Excellent feedback from NHSI on retention work with YDH
benchmarking above national average for improvement
Initial phase for review complete, findings presented and
actions identified and ongoing.
PID complete and job planning commenced, will be delayed
by COVID 19 pandemic, target date moved accordingly
SRO agreed as SM for Women and Children's and SS for
Elective – Delayed due to COVID 19 pandemic – no new
date set

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop our People
We will ensure our teams have the skills, capacity and environment to enable them to provide the care that they aspire
to. We will make our hospital an employer of choice.
P8: Build on our positive 2018 staff survey, with a focus on reducing violence and aggression towards our staff
P9: Significantly reduce our staff agency usage with particular focus on medical agency
P10: Refresh iCARE in order to underpin our positive culture
P11: Review our clinical leadership model

Monitoring group(s):
Executive Owner(s):

Date last reviewed:

Workforce Committee

14/04/2020

Chief Nurse, Chief Medical Officer & Director of
Human Resources

P12: Develop a clinical workforce strategy to reflect our revised clinical strategy
P13: Continue to improve staff retention
P14: Improve our GMC survey results

SR4: There is a risk that we fail to recruit and retain key staff with the skills required resulting in us being unable to maintain service continuity, increasing costs and negatively impacting on the quality of service we provide

What controls are in place to manage the risk to delivering the objective?
1) Overseas recruitment campaign (currently on hold due to
4) Leadership Development Programmes & Management Training
COVID-19)
5) Robust recruitment processes
2) Various workstreams in place to improve staff retention
6) Early adoption of new roles
3) Health and Wellbeing Strategy
7) Talent identification and support

What assurance do we have that our controls are working?
1) Workforce Committee scrutiny of the data
2) Leading recruiter for nurse staff groups
3) Staff Survey results improved
4) Reduction in recent retention rates

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Acknowledged national and regional shortage of key
5) Work required to equip staff to manage conflicts - need to expand
groups of staff
training being given
2) Medical recruitment challenges contributing to high
6) Full forward view of clinical workforce make-up over next five years
temporary staff spend
7) Full understanding of pension tax implications/reactions for
3) External issues outside of YDH's control (e.g. Brexit &
consultations
8) Workforce impact of COVID 19 both on substantive, future and
COVID-19)
4) Uncertainty regarding GP and Nursing training numbers
training workforce.

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Recent increase in the number of staff members
2) Workforce long term plan - in progress
experiencing physical violence and abuse from patients,
3) Likely impact of pension tax increases and actions consultants
relatives and members of the public - de-escalation training in
will take - submitted to national data, have provided Consultants
progress with monthly monitoring of effectiveness established. with payroll link and information

Likelihood
4: Likely
Key:
Low
Medium
High

Consequence
4: Major

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Rationale for overall risk rating:
Continued challenges in the recruitment of medical consultant and GP staff contributing to high
temporary staffing spend.

6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
16
16
16

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
16

Apr 2020
16

Jul 2020

20

1

15

2

10

3

5

4

0

Overall target risk rating

16: High Risk

5) Key workforce KPIs
6) Increasing number of new nursing starters
7) Medical and nursing staff excluded from Tier 2 restrictions

Apr-19, 16

Jul-19, 16

Oct-19, 16

Jan-20, 16

Apr-20, 16

Action
Recruitment plan has been developed to refresh hard to fill campaigns
and make positions more attractive.
Contract in place with a single medical recruitment provider to receive
priority access to candidates
Complete clinical workforce review & act upon findings, regularly
updating.
Reduce violence and aggression towards staff through robust training,
use of prosecution where required and environmental change

By who?
SS
MK

By when?
Ongoing

MA
SM

Ongoing

MA

Ongoing

Play an active role in LWAB looking at system learning and solutions

JHo

July 2020

Continue to improve retention and look for long term staffing
solutions including new roles

SM
MK

Ongoing

Progress
Nursing plan achieved
Medical plan implemented and ongoing
Achieved, but company did not deliver. New contract in
place with another provider
In progress though delayed due to COVID 19
Achieved and ongoing – improvement shown in monthly
statistics and 2019 staff survey
In progress though currently on hold due to COVID 19 SM
will take up lead on this in future
In progress

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop our People
We will ensure our teams have the skills, capacity and environment to enable them to provide the care that they aspire
to. We will make our hospital an employer of choice.
P8: Build on our positive 2018 staff survey, with a focus on reducing violence and aggression towards our staff
P9: Significantly reduce our staff agency usage with particular focus on medical agency
P10: Refresh iCARE in order to underpin our positive culture
P11: Review our clinical leadership model

Monitoring group(s):
Executive Owner(s):

Date last reviewed:

Workforce Committee
Director of Human Resources

P12: Develop a clinical workforce strategy to reflect our revised clinical strategy
P13: Continue to improve staff retention
P14: Improve our GMC survey results

SR5: There is a risk that the Trust does not have an engaged workforce performing at the required level in order achieve its ambition of becoming an employer of choice

What controls are in place to manage the risk to delivering the objective?
1) Overseas recruitment campaign (currently on hold due to
3) Health and Wellbeing Strategy
COVID-19)
4) Leadership Development Programmes
2) Various workstreams in place to improve staff retention
5) Robust recruitment processes
rates

What assurance do we have that our controls are working?
1) Workforce Committee reports
2) Leading recruiter for nurse staff groups
3) Encouraging staff survey results
4) Reduction in recent retention rates

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Acknowledged national and regional shortage of key
groups of staff
2) External issues outside of YDH's control (e.g. Brexit)

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
3: Moderate

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

6: Low Risk

Overall target risk rating

4: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
Encouraging results from national Staff Survey 2019 however, some external issues outside of
YDH's control (e.g. Brexit and COVID-19).

Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
6

Apr 2020
6

10

Jul 2020

By who?

By when?

Progress

1

Action
Identification of key areas for improvement from 2019 Staff
Survey.

Director of HR

Mar-20

Achieved and ongoing

2

Provide support to workforce potentially affected by external
factors such as Brexit.

Director of HR

Ongoing

Achieved and ongoing

Director of HR

Ongoing

Counselling services available, health and wellbeing
initiatives in place, HR Helpline implemented.

8
6
4

0

Overall risk rating

5) Key workforce KPIs
6) Increasing number of new nursing starters
7) Medical and nursing staff excluded from Tier 2 restrictions

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
9
9
6

2

16/04/2020

Apr-19, 9

Jul-19, 9

Oct-19, 6

Jan-20, 6

Apr-20, 6

3
4

Provide support to workforce during the COVID-19 pandemic

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Innovate and Collaborate
As part of a sustainable Somerset care system, and working with our partners, we will develop and deliver outstanding
services, employing new models of care and innovative technology.
P15: Review our estates masterplan, focussing on our emergency and day surgery services
P16: Refresh and align our digital transformation strategy with the Trust clinical strategy
P17: Improve the basic level of IT across the Trust
P18: Implement ePrescribing and expand eObservations

Monitoring group(s):
Executive Owner(s):

Financial Resilience & Commercial Committee

Date last reviewed:

Director of Transformation

P19: Establish our Business Intelligence strategy, including a ‘single source of the truth’ for the Somerset ICS
P20: Collaborate on the delivery of the SIDER project and countywide digital programmes
P21: Support the development of local ‘Neighbourhoods’ and Primary Care Networks, including the relaunch of the South
Somerset Care Board

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

What controls are in place to manage the risk to delivering the objective?
1) Robust governance structure for Transformation team to
4) Weekly transformation ""SCRUM"" reviewing weekly priorities and
manage delivery of Transformation and Digital Strategies, and progress against the plan(s)
5) Digital Strategy approved by board in January 2020 and new Digital
support CIP schemes
2) Monthly Improvement Board meetings to oversee
Lead took up post on 6 April 2020.
improvement programmes and benefits
3) Operational steering groups, reviewing operational
priorities Vs digital project delivery by specialty/area

What assurance do we have that our controls are working?
1) Oversight through the Improvement Board, becoming the
Transformation Board
2) Updates to Board through Executive Director report
3) Roll out of the Trust's EPR system

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Transformation Board will replace Improvement Board and 4) Identification of key influencers and relevant members of staff to
Digital Board to provide simpler structure and governance
attend continuous improvement and QI training to support
2) Weekly Transformation Leadership Huddle will be set up
transformation as BAU.
after Covid-19 de-escalation
3) Transformation Strategy in DRAFT – for Board sign off after
Covid-19 de-escalation

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) During Covid-19 escalation, Transformation projects have
been largely stood down.
2) With separate Improvement and Digital Boards there was a
risk of overlap and unclear governance.
3) With departure of existing CIO, the role is split between a
number of posts which risks overlap or omission.

Likelihood
3: Possible

Consequence
3: Moderate

Overall risk rating
Overall target risk rating

Key:

Controls and Assurances

Low

Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk

Medium
High

Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

6: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
Digital projects represent a large portion of the enabling work that can support the overall Trust
efficiency, quality and cost improvement projects. Cost improvements are forecast into our CIP
planning and can impact our ability to meet the Trust control total. Delays can reduce financial
benefits over the course of the financial year. A realistic set of expectations have been recorded
against our transformation, and therefore our expectations of savings/benefits have not been
over estimated. Covid-19 has delayed the programme by approximately 6 months.
Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
6

Apr 2020
9

Jul 2020
1

10
8

2

6
4

0

9: Moderate Risk

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
9
9
6

2

16/04/2020

3
Apr-19, 9

Jul-19, 9

Oct-19, 6

Jan-20, 6

Apr-20, 9

4

Action
Complete Digital Strategy (including subsidiary Digital delivery),
and align with Trust Values and Priorities
Transformation Strategy - aligning delivery of all transformation
(including digital) and forecasting benefits that will be delivered
to Patients/The Trust - aligned to Clinical Strategy and STP
Continuous Improvement Board - Terms of Reference - HOLD Now progress to ToR for Continuous Improvement Board
Transformation Board to be established combing the
Improvement and Digital Boards

By who?

By when?

Progress
Digital Strategy approved by Trust Board January 2020.
COMPLETE

Director of
Transformation

September
2020

Delayed by Covid-19. Will be brought to Trust Board
immediately following Covid-19 de-escalation

Associate Director
of Transformation
Director of
Transformation

September
2020
September
2020

Combination of changes in approach to Transformation,
continuous improvement and quality improvement
Approved, but not established during Covid-19 escalation

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Innovate and Collaborate
As part of a sustainable Somerset care system, and working with our partners, we will develop and deliver outstanding
services, employing new models of care and innovative technology.
P15: Review our estates masterplan, focussing on our emergency and day surgery services
P16: Refresh and align our digital transformation strategy with the Trust clinical strategy
P17: Improve the basic level of IT across the Trust
P18: Implement ePrescribing and expand eObservations

Monitoring group(s):
Executive Owner(s):

Date last reviewed:

Audit Committee
Director of Transformation

P19: Establish our Business Intelligence strategy, including a ‘single source of the truth’ for the Somerset ICS
P20: Collaborate on the delivery of the SIDER project and countywide digital programmes
P21: Support the development of local ‘Neighbourhoods’ and Primary Care Networks, including the relaunch of the South
Somerset Care Board

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

What controls are in place to manage the risk to delivering the objective?
1) Monthly status update of outstanding business continuity
3) Reporting to audit committee on technical measures and processes
work and projects with Simply Serve.
that are in place to sustain a secure and resilient IT infrastructure.
2) Ongoing Quarterly review and assessment of Infrastructure 4) Annual Review of key risk areas, as part of our yearly IG and GDPR
Resilience measures in place, aligned with external
submission progress (formerly the IG toolkit) identifying areas of risk
penetration testing and security review.
around security of patient or staff information and data.
5) Interim IT Business Continuity Plan

What assurance do we have that our controls are working?
1) Monthly meeting of the IG Steering Group
2) Updates to Board through Executive Director report
3) Monthly review of progress against the Plan (IT Update
Meeting)
4) Internal Audit Reports on GDPR and IT Security

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Alignment with operational business continuity plans is to
2) Pending review of all operational areas, and their dependency on
be completed
digital solutions to feed into the Trust wide business continuity
planning and development

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) IT Monthly Meeting does not have ToR, nor regular
attendance from invited members of the team - RESOLVED
2) Internal Audit Reports on GDPR and IT Security

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
5: Catastrophic

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Overall target risk rating

10: Moderate Risk
5: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

Rationale for overall risk rating:
On technical review our resilience against IT outages is high, and the Trust has a IT Business
Continuity plan in place.
Whilst we have assurance that we understand the extent of our dependency on Digital across
the Trust, we are exposed to coordination delays, or missed elements of our planning that could
impact the level of care received by a patient during an outage.
Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
15
15
15

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
15

Apr 2020
10

20

Jul 2020

Action
1

15

2

10
5
0

16/04/2020

Apr-19, 15

Jul-19, 15

Oct-19, 15

Jan-20, 15

Apr-20, 10

3
4

IT Business Continuity INTERIM Plan
Final Business Continuity Plan for IT, including links and
dependencies to other Trust, external suppliers/vendors and full
map of operational dependencies on systems (internal or
external)
System dependency Map - showing links to other systems and
operational areas/department that have a dependency on digital
solutions

By who?

By when?

IT Manager

Jul 2020

IT Manager/
Director of
Transformation

Aug 2020

Progress
Priority is set, and support provided to ensure delivery of an
INTERIM plan. Review of recent outage identified key
supporting actions. Interim Plan in Place
Agreement to seek external support. Current priority is to
sign-off an interim BC plan and to gather information about
dependencies - Recruitment of Cyber Sec. Manager in SSL.
"Support being provided by organisation BC team,
Dependency Map in draft - needs completing - ON TRACK
(part of ""This is IT!""

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Innovate and Collaborate
As part of a sustainable Somerset care system, and working with our partners, we will develop and deliver outstanding
services, employing new models of care and innovative technology.
P15: Review our estates masterplan, focussing on our emergency and day surgery services
P16: Refresh and align our digital transformation strategy with the Trust clinical strategy
P17: Improve the basic level of IT across the Trust
P18: Implement ePrescribing and expand eObservations

Monitoring group(s):
Executive Owner(s):

Governance and Quality Assurance Committee

Date last reviewed:

14/04/2020

Chief Executive & Chief Medical Officer

P19: Establish our Business Intelligence strategy, including a ‘single source of the truth’ for the Somerset ICS
P20: Collaborate on the delivery of the SIDER project and countywide digital programmes
P21: Support the development of local ‘Neighbourhoods’ and Primary Care Networks, including the relaunch of the South
Somerset Care Board

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

What controls are in place to manage the risk to delivering the objective?
1) "Fit for my Future" (FfmF) programme governance,
4) YDH Transformation team
including CEO representation at Programme Board
6) YDH representation on FfmF Neighbourhood and Community
2) Operating plan sets out the Trust and wider systems
Settings of care workstream
ambition to deliver integrated and sustainable models of care 7) New primary care models embedded in South Somerset, data now
gathered to evidence benefit
through joint programmes of work
3) FfmF acute workstreams with SRO Provider Leads
8) Drivers of the deficit report and PLICs level data

What assurance do we have that our controls are working?
1) Minutes of System Transformation Board and Fit for my
Future Programme Board
2) YDH Transformation team reports and risk highlights
3) Feedback from YDH SRO and Clinical Leads for FfmF acute
workstreams

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Clear narrative setting out our system vision for acute
2) Lack of a single PMO/Transformation team to oversee
services and the neighbourhood/community settings of care
implementation of clinical strategy
model

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Maturity of regular transformation reports to Board of
2) A need for more regular progress updates on delivery of Fir for
Directors
my Future workstreams to Board of Directors

Likelihood
3: Possible
Key:
Low
Medium
High
Strong

Consequence
4: Major

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.
No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
15
15
12

Overall target risk rating

12: Significant Risk
6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

4) BI reports quantifying impact of new care models in South
Somerset

Rationale for overall risk rating:
If new models of care are not rolled out across the organisation and local system, demand and
workforce sustainability issues will continue to increase and services provided by YDH will
remain financially unsustainable. Currently the system vision has not been clearly set out and
the governance for the associated workstreams are not as robust as they need to be.

Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
12

Apr 2020
12

Jul 2020

Action

By who?

By when?

CEO

Jun 2020

20
15

1

Work with STP partners to refine PMO arrangements and
develop a single oversight team for major clinical changes
aligned to the development of an integrated care provider

2

Develop internal reporting via the transformation team that
gives assurance on progress with agreed clinical service changes

Director of
Transformation

3

Instigate regular updates to Board of Directors on progress with
Fit for my Future workstreams

CEO

10
5
0

Apr-19, 15

Jul-19, 15

Oct-19, 12

Jan-20, 12

Apr-20, 12

Ongoing

Progress
Single system transformation team launched; agreement
reached that delivery action should be overseen by this
team though the Somerset ICP. New monthly joint
Executive team meetings in place with TST/SOMPAR as part
of the developing ICP structure to oversee delivery of an
agreed set of projects. Remaining transformation structure
to be streamlined by March 2020
Ongoing via future Board agendas. Detailed update on
Community Settings of Care and Mental Health provided to
Board development day on 18 December

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Innovate and Collaborate
As part of a sustainable Somerset care system, and working with our partners, we will develop and deliver outstanding
services, employing new models of care and innovative technology.
P15: Review our estates masterplan, focussing on our emergency and day surgery services
P16: Refresh and align our digital transformation strategy with the Trust clinical strategy
P17: Improve the basic level of IT across the Trust
P18: Implement ePrescribing and expand eObservations

Monitoring group(s):
Executive Owner(s):

Date last reviewed:

Board of Directors
Chief Executive

P19: Establish our Business Intelligence strategy, including a ‘single source of the truth’ for the Somerset ICS
P20: Collaborate on the delivery of the SIDER project and countywide digital programmes
P21: Support the development of local ‘Neighbourhoods’ and Primary Care Networks, including the relaunch of the South
Somerset Care Board

SR9: There is a risk of ineffective partnership working slowing the development of an Integrated Care System within Somerset

What controls are in place to manage the risk to delivering the objective?
1) Active involvement of Chair and CEO in System Leadership
3) MOU setting out principles of system financial management in
Board (SSLB) and Alliance Development Committee as key
place for 19/20
4) Regular reporting to YDH Board of Directors
system groups overseeing Somerset ICS development
2) YDH engagement and leadership of 'Fit for my Future'
5) Regular review of ICS maturity framework by the System Leadership
Programme workstreams
Board (SSLB)

What assurance do we have that our controls are working?
1) Updates to Board of Directors
2) Active involvement in systemwide STP meetings and YDH
Exec leadership of agreed FfmF workstreams
3) Reciprocal NED representation on all provider Boards
4)Regular Board to Board and Exec to Exec meetings

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Standardised reporting across the Somerset system
3) Lack of a formal ICS and ICP vision
2) Somerset STP Governance structure and accountability
4) Lack of system leadership OD plan
5) The development of the ICS is likely to impacted as a result of the
needs refining/clarity
COVID-19 pandemic

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Standardised reporting across the Somerset system
3) Lack of a formal ICP Board
2) Current Somerset STP governance structure is complex
leading to confusion around accountability

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
4: Major

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Overall target risk rating

12: Significant Risk
8: Moderate Risk

Strength of controls

Amber

Strength of assurance

Amber

Rationale for overall risk rating:
There remains a lack of clarity about the future form and function of the developing Somerset
Integrated Care System (and within that the Integrated Care Provider structure); STP Programme
Structure is unclear to all and has not delivered significant change so far.

Risk Appetite

Moderate - Risks Rated 8-10

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
12
12
12

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
12

Apr 2020
12

15

Jul 2020

1

10

2

5
0

16/04/2020

Apr-19, 12

Jul-19, 12

Oct-19, 12

Jan-20, 12

Apr-20, 12

3
4

Action

By who?

By when?

Develop clear vision for a Somerset ICP which is agreed by all
system partners and aligned to the overall Somerset ICS

CEO

June 2020

CEO

TBC

CEO

Ongoing

With CEO of Somerset NHS FT review function and terms of
reference for the current Alliance Development Committee,
together with a formal statement setting out how providers will
work together
Develop clear work programme between YDH and Somerset NHS
FT Exec Team that demonstrates tangible actions in support of
ICP working

Progress
Complete - presented to Board Development Day on 18
December 2019 and subject to further discussion at Joint
Board meeting. This Joint Board has been postponed as a
result of the Covid-19 outbreak
Complete - Vision developed and discussed with Boards.
MOU for future working being finalised including new role
for a reconstituted Alliance Development Committee. Sign
off of MOU had been delayed as a result of Covid-19.
Complete - Monthly Joint Executive meeting in place with
TST/SOMPAR; formal joint work programme under
development with progress monitored via the MOU

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Innovate and Collaborate
As part of a sustainable Somerset care system, and working with our partners, we will develop and deliver outstanding
services, employing new models of care and innovative technology.
P15: Review our estates masterplan, focussing on our emergency and day surgery services
P16: Refresh and align our digital transformation strategy with the Trust clinical strategy
P17: Improve the basic level of IT across the Trust
P18: Implement ePrescribing and expand eObservations

Monitoring group(s):
Executive Owner(s):

Finance Resilience & Commercial Committee

Date last reviewed:

16/04/2020

Director of Transformation

P19: Establish our Business Intelligence strategy, including a ‘single source of the truth’ for the Somerset ICS
P20: Collaborate on the delivery of the SIDER project and countywide digital programmes
P21: Support the development of local ‘Neighbourhoods’ and Primary Care Networks, including the relaunch of the South
Somerset Care Board

SR10: There is a risk that the volume of change activity leads to an inability to focus and deliver on priorities

What controls are in place to manage the risk to delivering the objective?
1) Weekly review of key priorities and mobilisations, with
3) Robust governance through Clinical Design Authority (CDA) making
escalation to Exec of any foreseen overlaps
key decisions, including go/no-go decisions on pilots, go-lives and
2) Roadmap identifying key milestones of Transformation
implementations (including planned downtime)
4) Transformation team providing dedicated support to key projects
Projects, providing visibility of overlaps, or impact to
operational teams.

What assurance do we have that our controls are working?
1) Weekly meeting of the Transformation Leadership Team
2) Weekly updates on progress to CIP/Efficiency through
weekly Directors Meeting
3) Updates to Board through Executive Director report

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Would be beneficial to have greater capacity in overall
2) Many projects on hold due to Covid-19
programme management and benefits realisation

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) With separate Improvement and Digital Boards there was a
2) Efficiency updates to board are yet to be added to regular
risk of overlap and unclear governance.
reporting

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
3: Moderate

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Strength of controls

Amber

Strength of assurance

Amber

Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
6

Apr 2020
9

Jul 2020

Action

10

1

8

2

6

3

4

0

5: Low Risk

Rationale for overall risk rating:
Multiple go-lives or implementations can impact the ability to limit disruption to patient care.
We must be careful to understand the volume of change, and the requirement on our front-line
staff to change aspects of their job role or responsibilities. We aspire to deliver high levels of
transformation at YDH, and must not underestimate the toll that this level of chance can have
on our workforce

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
9
9
6

2

Overall target risk rating

9: Moderate Risk

4) Clinical oversight for key decisions impacting operational/clinical
areas (CDA).
5) Coordination of Trust wide implementations by Trust through
Emergency Planning and Business Continuity team

Apr-19, 9

Jul-19, 9

Oct-19, 6

Jan-20, 6

Apr-20, 9

4

Project prioritisation process development and sign-off
Milestone map (roadmap), containing ALL key milestones from
our Transformation portfolio
Establish Transformation Board to combine existing
Improvement Board and Digital Board
Recruitment of Digital Lead to oversee delivery against the plan,
along with additional development resource and project
managers, funded by HSLI fund.

By who?
Director of
Transformation
Associate Director
of Transformation
Director of
Transformation
Director of
Transformation

By when?
April 2019

September
2020

Progress
Complete - all projects now prioritised under each of the 8
cross-cutting programmes (Efficiency)
Only digital programme deliverables have been identified.
CIP on hold due to Covid-19.
Delayed by Covid-19.
Digital Lead in post April 2020 – COMPLETE.

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop a Sustainable System
We will efficiently manage our resource to ensure the sustainability of our services and the local care system, whilst
never compromising on safety and quality.
P22: Meet our control total and CIP target for 2019/20
P23: Demonstrate improved financial ‘grip’, including the roll out of PLICS
P24: Refresh our focus on improving efficiency and productivity using best practice tools
P25: Embed Quality Improvement Methodology across the Trust

Monitoring group(s):
Executive Owner(s):

Financial Resilience & Commercial Committee

Date last reviewed:

13/04/2020

Chief Executive & Chief Finance Officer

P26: Transform SHS to be financially independent
P27: Develop a plan for Simply Serve Ltd to support back office consolidation
P28: Continue progress towards a Somerset Integrated Care System

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

What controls are in place to manage the risk to delivering the objective?
1) Appropriate Standing Financial Instructions
9) Appropriate approvals in respect pay and non-pay expenditure
2) Robust process for development & approval of Annual Plan 10) Effective cash management supported by ongoing monitoring of daily
3) Contracts with Somerset CCG and other Commissioners
cash flow forecasts
which reflect the income included in the Annual Plan
11) Effective planning, implementation and monitoring of Transformation
4) Contract management processes in place with
Programme to support CIP delivery
Commissioners, supported by strong engagement
12) Appropriate controls across finance processes, e.g.. PTP, payroll
5) Effective monthly management accounts reporting,
13) Strengthening collaboration with system partners in respect of system
including identification of recurrent v. non-recurrent and
issues which impact on individual organisation - e.g.. system assurance
explanation for significant variances
framework
6) Monthly Executive Team Review and FRCC deep dive
14) Formal sign off of annual reference cost submission and active use of
monitoring
model hospital tool via the transformation team
7) Full engagement with STP Directors of Finance Group
15) PLICS strategic and operational delivery groups
8) Appropriate supplier contract management
16) 19/20 Financial Recovery Plan

What assurance do we have that our controls are working?
1) YTD financial performance in accordance with Plan
2) Minimal prior month adjustments required
3) Assurance provided by Statutory Auditors and Internal
Auditors
4) Clear financial reports (including yearend forecasts) to
FRCC and Board of Directors
5) YDH Financial Resilience Committee (FRCC)
6) Financial governance review

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) PLICS tool has been developed but now needs to be
embedded into forecasting and ongoing budget management
processes

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) A proportion of the annual savings target remains
3) Some assumptions upon which the Annual Plan is based are
unidentified, and there is a delivery risk with those
beyond the full control of the Trust. For example, it is expected
savings which have been identified
that the non-elective growth rate is 0% for the year. Deviations
2) Progress on financial governance review action plans
from these assumptions may have a detrimental impact
has slowed due to COVID19

Likelihood

Consequence

1: Rare

Key:
Low
Medium
High
Strong

4: Major

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.
No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
20
20
16

Jan 2020
12

Apr 2020
4

Jul 2020

2

10
Jul-19, 20

Overall target risk rating

5: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Action
1

Apr-19, 20

4: Low Risk

Rationale for overall risk rating:
Financial Control Total expected to be achieved for 2019/20, therefore low residual risk for the
year. Risk will increase again for new year.

Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance

20

0

Overall risk rating

Oct-19, 16

Jan-20, 12

Apr-20, 4

3
4

Full implementation and usage of PLICS data
Full identification of 2019/20 Cost Improvement Plan Schemes to
meet set target
Development of Trust Transformation Strategy
Delivery of financial governance review action plans

By who?
CFO
CFO
Director of
Transformation
CFO

By when?

Progress
Oversight and delivery groups refreshed, roll out progressing
enhanced by speciality deep dives. Use cases and delivery plan
to maximise benefit in development. On hold due to COVID19
Complete for 2019/20. Action for 2020/21 on hold due to
COVID19
2019/20 recovery plan delivered. Delivery of other 2 plans on
hold due to COVID19

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop a Sustainable System
We will efficiently manage our resource to ensure the sustainability of our services and the local care system, whilst
never compromising on safety and quality.
P22: Meet our control total and CIP target for 2019/20
P23: Demonstrate improved financial ‘grip’, including the roll out of PLICS
P24: Refresh our focus on improving efficiency and productivity using best practice tools
P25: Embed Quality Improvement Methodology across the Trust

Monitoring group(s):
Executive Owner(s):

Governance and Quality Assurance Committee

Date last reviewed:

Chief Nurse & Chief Medical Officer

P26: Transform SHS to be financially independent
P27: Develop a plan for Simply Serve Ltd to support back office consolidation
P28: Continue progress towards a Somerset Integrated Care System

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

What controls are in place to manage the risk to delivering the objective?
1) Strong voice of Chief Nurse and Chief Medical Officer on
3) Quality, Outcome & Performance Monitoring
Board & relevant committees
4) QIA's for all proposed CIP and Transformation
2) FTSU & Whistleblowing Policies
5) Clinical attendance at FRCC included as part of quorum

What assurance do we have that our controls are working?
1) Quality, Outcome & Performance Monitoring
2) External Assurance

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Clinical input into senior system leadership structures

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) System decision making and QIAs

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
3: Moderate

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Overall risk rating

6: Low Risk

Overall target risk rating

6: Low Risk

Strength of controls

Green

Strength of assurance

Green

3) Patient and Staff Feedback
4) Incident and Near Miss Reporting

Rationale for overall risk rating:
Robust challenge welcomed and heard by Board with a commitment to protect patient and staff
safety

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
6
6
6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
6

Apr 2020
6

Jul 2020

8

1

6

2

4

3

2
0

14/04/2020

Apr-19, 6

Jul-19, 6

Oct-19, 6

Jan-20, 6

Apr-20, 6

4

Action
Seek Somerset System Leadership Board attendance by clinical
representative
Chief Medical Officer & Chief Nurse to attend FRCC
Add de-brief to end of Board of Directors meeting to ensure that
voices have been heard and all are comfortable and in
agreement with decisions made.
Review and implement new Business Planning Programme

By who?

By when?

CEO

April 2020

Company
Secretary

Ongoing

Complete

Company
Secretary

Ongoing

Complete

CFO/DoT

Progress
Terms of reference of SSLB under review following
agreement on structure of Somerset ICS

In development

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop a Sustainable System
We will efficiently manage our resource to ensure the sustainability of our services and the local care system, whilst
never compromising on safety and quality.
P22: Meet our control total and CIP target for 2019/20
P23: Demonstrate improved financial ‘grip’, including the roll out of PLICS
P24: Refresh our focus on improving efficiency and productivity using best practice tools
P25: Embed Quality Improvement Methodology across the Trust

Monitoring group(s):
Executive Owner(s):

Financial Resilience and Commercial Committee

Date last reviewed:

Chief Executive & Chief Financial Officer

P26: Transform SHS to be financially independent
P27: Develop a plan for Simply Serve Ltd to support back office consolidation
P28: Continue progress towards a Somerset Integrated Care System

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

What controls are in place to manage the risk to delivering the objective?
1) Working closely with STP to align objectives and agree
4) Strategic Estates Transformation Group review
delivery models; STP Estates priorities developed and aligned 5) Capital Medical Equipment Group develop and prioritise annual
capital replacement programme
to Long Term Plan submission and Fit for my Future clinical
6) Managed equipment service contract in place covering diagnostic
strategy
2) Yeovil Estates Partnership Board oversee internal major
equipment replacement and development
7) Executive ownership of key initiatives
infrastructure developments
3) Estates Masterplan in place and updated/reviewed by the
8) Recruitment of key staff with skills to deliver the above aims
Board

What assurance do we have that our controls are working?
1) Reports to YEP Board on progress with major infrastructure
projects and horizon scanning of opportunities; YEP Board
minutes to Board of Directors on a quarterly basis
2) Strategic Estates Transformation Group reports on more
minor capital schemes
3) Annual sign off of capital replacement programme by Board
of Directors, following triangulation
4) Masterplan review by Board of Directors

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
4: Major

Overall risk rating

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Overall target risk rating

12: Significant Risk
6: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
Should YDH not ensure that major capital/infrastructure developments are supported by the STP
there would be significant implications for the delivery of the Trusts long-term clinical strategy
and maintaining delivery of core standards into the medium/long term.

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
12
9
12

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
12

Apr 2020
12

15

Jul 2020

1

10

2
5
0

13/04/2020

Apr-19, 12

Jul-19, 9

Oct-19, 12

Jan-20, 12

Apr-20, 12

Action
Develop clear narrative to support understanding and
prioritisation of YDH schemes via the STP, making explicit links to
the Fit for my Future strategy
Work up outline business cases for major capital schemes
(Integrated Urgent Care, Daycase Unit and Ward
Redevelopment) to be ready should National capital become
available

3

Review process and timescales for assurance to the Board

4

Build external support from stakeholders for the YDH capital
schemes

By who?

By when?

Progress

CFO/Director of
Estates (SSL)

Oct 2019

3 (now merged into 2 - ED/DSU and Ward Safety/
Sustainability) YDH schemes recognised as STP priority

COO

Jan 2020

In progress, overseen by SETG

Company
Secretary

Jan 2020

Capital planning reported to FRCC. Estates masterplan to
be presented to the Board.

CEO

Jun 2020

Ongoing

Board Assurance Framework 2019-20
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop a Sustainable System
We will efficiently manage our resource to ensure the sustainability of our services and the local care system, whilst
never compromising on safety and quality.
P22: Meet our control total and CIP target for 2019/20
P23: Demonstrate improved financial ‘grip’, including the roll out of PLICS
P24: Refresh our focus on improving efficiency and productivity using best practice tools
P25: Embed Quality Improvement Methodology across the Trust

Monitoring group(s):
Executive Owner(s):

Financial Resilience and Commercial Committee

Date last reviewed:

Chief Executive & Chief Finance Officer

P26: Transform SHS to be financially independent
P27: Develop a plan for Simply Serve Ltd to support back office consolidation
P28: Continue progress towards a Somerset Integrated Care System

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

What controls are in place to manage the risk to delivering the objective?
1) Senior management teams within each subsidiary and
3) Three year financial recovery plan for SHS developed and agreed
clearly accountable Boards in place with NED chairs for SHS
with Somerset CCG
4) Agreement with Social Finance to support and finance SHS
and SSL
2) Clear governance and reporting lines to YDH Board, with
transformation signed in January 2019
regular subsidiary highlight reports

What assurance do we have that our controls are working?
1) Subsidiary level reporting to FRCC
2) Quarterly scheduled updates to FRCC
3) Subsidiary highlight reports to Board on quarterly basis
4) Internal audit report on Subsidiary Management - areas of
good practice identified.
5) Benefits realisation review of SSL

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Key objectives for each subsidiary organisation not
3) Subsidiary performance may need to be more clearly separated in
formally measured against
YDH Board finance and workforce reports
2) Key static performance indicators for each subsidiary need
for monitoring

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Internal audit report on Subsidiary Management recommendations for improvements made
2) Benefits realisation review of SHS still to be completed

Likelihood
1: Rare
Key:
Low
Medium
High

Consequence
4: Major

Controls and Assurances
Assurance indicates poor effectiveness of controls. Immediate action is required for ongoing
management of the risk
Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.

Strong

Overall risk rating

4: Low Risk

Overall target risk rating

6: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
Subsidiary financial plans delivered sufficiently within overall group position meaning Financial
Control Total expected to be achieved for 2019/20, therefore low residual risk for the year. Risk
will increase again for new year.

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Apr 2019
Jul 2019
Oct 2019
16
16
16

Actions to mitigate risk and to fill the gaps in controls and assurance
Jan 2020
12

Apr 2020
4

20

Jul 2020

1

15

2

10

3

5
0

13/04/2020

Apr-19, 16

Jul-19, 16

Oct-19, 16

Jan-20, 12

Apr-20, 4

4

Action
SHS Strategic Plan to be developed which will set out how, over
the next three years, SHS becomes independently financially
sustainable
SHS workforce Recruitment Strategy for 2019 is being developed
and implemented.
Recommendations identified from the BDO Internal Audit on
Subsidiary Management to be considered and implemented.
Deep dive into SSL and SHS performance to be undertaken via
FRCC

By who?

By when?

Progress

MD of SHS

Oct 2019

Plan developed but demonstrates continuing degree of risk

MD of SSL

Oct 2019

Complete

Execs/Company
Secretary

Mar 2020

Forms part of wider financial governance review. Reporting
lines mapped and to recommendations to be made

CFO

Mar 2020

SSL deep dive completed. SHS on hold due to COVID19.
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REPORT TO:

Board of Directors

REPORT BY:

Ben Edgar-Attwell

PRESENTED BY:

Sarah James, Chief Finance Officer

EXEC SPONSOR:

Sarah James, Chief Finance Officer

REPORT TITLE:

Annual Report, Financial Accounts and Quality Account 2019/20
Proposed Timetable

DATE:

5 April 2020

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

☐ For Approval / Decision

☒ For Information

Reason for Presentation to
Committee/Board

The Trust is required to prepare an annual report and accounts in
accordance with the NHS Foundation Trust Reporting Manual issued
by NHS England and Improvement.
In light of the COVID-19 pandemic, this paper summarises the
current position and the key submission dates at they stand at 5 April
2020.

Any Key Issues to Note

There is a risk that the Trust is not able to meet the deadlines in the
event that key members of staff are absent as a consequence of
COVID-19.

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

☐ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☒ Legislation

☐ Workforce

☐ Estates

☐ ICT

☐ Patient Safety / Quality

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

☒ Effective

☐ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

2019-2020 Annual Reporting Proposed Timetable
1. Purpose of paper
This paper intends to provide a summary of the key submission dates for the Annual
Report, Quality Accounts and Financial Accounts for the financial year ending 31 March
2020.
2. Background
The Trust is required to prepare an Annual Report and Accounts in accordance with the
NHS Foundation Trust Reporting Manual issued by NHS England and Improvement
(NHSE/I). The Board of Directors is responsible to approve and sign off the Annual
Report and Accounts prior to submission.
It is proposed, similar to last year, to produce a narrative, word document report for
submission to NHSE/I and to Parliament. The full version will be made available on the
Trust website.
Given the current and estimated impact of COVID-19, NHSE/I have worked with the
Department of Health and Social Care (DHSC) to amend arrangements for year-end
accounts for 2019/20.
Summary of key points for 2019/20:
• The implementation of IFRS 16 is being deferred until 2021/22.
• Draft accounts are now due on 27 April, but provider organisations can extend
this to 11 May if they wish.
• There are associated amendments to ledger close for commissioners, key data
for providers, and agreement of balances process dates.
• Audited accounts are now due on 25 June 2020.
• Quality accounts: DHSC is working to amend Regulations, which specify these
arrangements. Providers are not expected to be subject to the 30 June 2020
deadline.
• Auditor assurance work on quality accounts and quality reports should cease for
2019/20.
• Provider organisations will no longer be required to submit any hard copy
documents to NHS Improvement for the annual report and accounts.
3. Proposal
Following a meeting with the Trust’s external auditors (KPMG) on 1 April 2020, it is
proposed that the Trust would aim to complete the bulk of the work required for annual
reporting as close to the original timetables as is possible in order to mitigate any risk of
delays.
Whilst the Trust will continue working towards the original timetable as is possible, the
Audit Committee set to review the annual reports will be moved from May to June 2020
with an additional Part 2 Board of Directors meeting will be scheduled in June 2020 prior
to the final submission date for the final sign off and approval of submission.
4. Key dates
The following provides a proposed timetable for external audit, key meetings and
submission dates:
Date
Monday 20 April
2020

Meeting/Action
Audit Committee – standard
quarterly meeting

To receive an update of
position and sight of draft
accounts and report (if

available – please see risk
section below).
Monday 20 April
2020

Decision to be taken whether to
submit draft accounts on 27 April
2020 or delay until 11 May 2020

Monday 27 April
2020

Submission to NHSE/I of:
• Month 12 PFR form (including
unaudited TACs)
• Draft financial accounts

Option to delay submission
of draft accounts to 11
May 2020 if required.

Monday 11 May
2020

Submission to NHSE/I of:
• Updated WGA (agreement of
balances) – through
resubmission of M12 PFR
• Draft financial accounts

Submission is required
from all providers, even if
no AoB data has changed.
Draft accounts only
required if not submitted
on 27 April 2020

Wednesday 17
June 2020

Audit Committee (for accounts)
To review:
• Annual Report
• Quality Account
• Financial Accounts

Friday 19 June
2020

Board of Directors meeting
To approval submission:
• Annual Report
• Quality Account
• Financial Accounts

Thursday 25 June
2020 (noon)

Submission to NHSE/I of:
• Audited financial accounts
• Audited accounts: signed
Statement of Financial Position
(balance sheet)
• Audited accounts: signed
Statement of Accounting /
Accountable Officer’s
Responsibilities
• Audited TAC schedules
(submission of PFR form)
• Audited TAC schedules: Print or
screenshot of the
‘Confirmations’ tab and signed*
at the bottom by the Chief
Executive as confirmation that
the final audited TAC schedules
have been submitted.
• Full final text of ‘audited’ annual
report
• Auditor ISA 260 report
• Signed audit report (audit
opinion) on the accounts
• Signed chief executive and
finance director certificate on
the summarisation schedules
(TAC schedules)

In all cases, electronic
signatures included in PDF
are acceptable.

For 2019/20, typing in the
Chief Executive’s name is
sufficient

Electronic signature in
PDF is acceptable

•

Auditor report on the
summarisation schedules (TAC
schedules)

TBC

Submission of Annual Report,
Quality Account and Financial
Accounts to Parliament

TBC

NHS providers submit final full
annual report including full statutory
accounts to NHS Improvement

TBC

Publication of Annual Report,
Quality Account and Financial
Accounts

To be confirmed: deadline
for laying reports will NOT
be in advance of the
summer recess.

Post laying before
Parliament.

5. Key Risks/Items to Note
There is a risk that the Trust is not able to meet the deadlines in the event that key
members of staff are absent as a consequence of COVID-19, or that work has been
impeded due to remote working connection speed.
The updated Annual Reporting Manual was released on 11 April 2020
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REPORT TO:

Board of Directors

REPORT BY:

Finance and Management Information Departments

PRESENTED BY:

Executive Directors

EXEC SPONSOR:

Executive Directors

REPORT TITLE:

Board Overview Quadrant

DATE:

29 April 2020
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Purpose of Paper (Please select any which are relevant to this paper)
☒ For Assurance

☐ For Approval / Decision

Reason for Presentation to
Committee/Board

This Board Overview Quadrant provides an overview of the Trust’s
performance on finance, quality, performance and workforce
indicators, including:
 Income
 STF funding
 Pay
 Non-pay
 CIP achievement
 Capital expenditure
 A&E waiting times
 Ambulance handover times
 RTT waiting times
 Diagnostic waiting times
 Cancer waiting times
 Infection control
 Mortality
 Complaints and concerns
 Friends and Family response rate
 Stroke performance
 Staff turnover
 Staff vacancies
 Appraisal rates

Any Key Issues to Note

☒ For Information

Members are asked to NOTE the report for assurance and
information.

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

☒ Develop our People

☒ Innovate and Collaborate

☒ Develop a Sustainable System

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

☐ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

YEOVIL DISTRICT HOSPITAL FOUNDATION TRUST PERFORMANCE QUADRANT
Mar-20

FINANCE
£0.947m in
month deficit

Category - Core items
Income
Pay - Substantive, Bank & Agency
Non-pay - Consumables, Drugs, Other
Depreciation, Interest, PDC, Impairments
Control Total basis
Control Total funding and Donated Assets
SOCI Position
Additional items
CIP Achievement
CIP % achieved recurrent
Pay - Agency
Capital expenditure
Cash balance
Better Payment Practice Code (BPPC)
Total loans from Department of Health

£0.033m year to date fav
to control total

£19.305m year to
date deficit

In Month (£'000s)
Variance
Actual
20,557
6,620
(14,106)
(4,623)
(7,138)
(2,223)
(260)
260
(947)
33
2,081
(118)
1,135
(84)
Actual
436

Variance
(404)

(740)
3,484
12,507

(344)
(3,306)

582

Indicators
HSMR (Latest available - Jan-19 to Dec-19)
Patient Falls
Pressure Ulcers
C.Diff (Lapse in Care)
E.Coli Gram Negative Blood Stream Infections
MRSA
Incidents reported
Number of never events
Number of prescribing errors causing harm
VTE risk assessment completed on admission
Complaints
PALS Concerns

YTD (£'000s)
Actual
Variance
175,235
13,812
(122,276)
(8,874)
(66,575)
(4,941)
(5,690)
36
(19,305)
33
19,234
(608)
(72)
(576)
Actual
5,223
51%
(6,672)
6,967
12,507
90%
(89,766)

Variance
(478)
(2,691)
(3,029)

Mar-20

SAFETY AND PATIENT EXPERIENCE
Mar-20
0.85
70
7
0
1
0
656
1
0
92.67%
0
47

Mar-19
0.86
72
5
0
2
0
735
0
1
96.20%
4
68

6 Month Avg
-65.7
5.7
0
2.50
0
720
0.16
0.66
-3
58

Movement

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

--

23.73%

--

--

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

--

95.79%

--

--

4.80%

4.85%

--

i

Number of cancelled operations for non-clinical reasons

5

22

--

i

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

0

0

--

g

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

-h
i
i
g
g
i
h
i
i
i
h

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

Mar-20

PERFORMANCE
Indicators
A&E 4 hour Waiting Times
Ambulance Handover Times
RTT - Incomplete Pathways Waiting Times
Diagnostics - 6 Weeks Waiting Times
Cancer - 2WeekWait - Waiting Times (Feb-20)
Cancer - 2WeekWait - Breast Symptoms (Feb-20)
Cancer - 28 Day Diagnosis - 2WeekWait (Dec-19)
Cancer - 28 Day Diagnosis - Breast (Dec-19)
Cancer - 31 day Treatment Waiting Times (Feb-20)
Cancer - 62 day Standard Waiting Times (Feb-20)

Actual
94.81%
-85.38%
92.37%
93.46%
93.10%
75.19%
100.00%
96.67%
76.42%

Local Target
95.0%
98.0%
82.1%
99.0%
93.0%
93.0%
--96.0%
85.0%

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

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

Movement

RAG (Local)

h

0

-i
i
h
i
h
h
h
i

Mar-20

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

Mar-20
16.40%
1.22%
3.72%
3.81%
2.90%
3.20%
86.89%
85.32%
£740
£6,673

Mar-19
16.19%
2.56%
6.40%
2.71%
3.17%
3.32%
88.37%
90.12%
£557
£6,194

Target
12%-17%
5.00%
5.00%
2.00%
2.00%
3.00%
85.00%
90.00%
£561
£5,639

Movement
i
i
i
i
i
i
i
i

RAG
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REPORT TO:

Board of Directors

REPORT BY:

Chair of Audit Committee

PRESENTED BY:

Chair of Audit Committee

EXEC SPONSOR:

Chief Finance and Commercial Officer

REPORT TITLE:

Verbal Update of Last Audit Committee and Minutes of Meeting Held
20 January 2020

DATE:

29 January 2020

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

☐ For Approval / Decision

Reason for Presentation to
Committee/Board

The Chair of the Audit Committee will provide a verbal update of the
previous meeting held on 20 January 2020. It was agreed during this
meeting that the following items would be highlighted to the Board of
Directors:
• Internal Audit and Counter Fraud Annual Plans agreed
• Change in the national reporting timeline
• Internal Audit Annual Report and Audit Opinion

Any Key Issues to Note

☒ For Information

The Board are asked to NOTE this verbal update and to NOTE the
minutes of the meeting held on 20 January 2020.

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

☒ Develop our People

☒ Innovate and Collaborate

☒ Develop a Sustainable System

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

☒ Legislation

☐ Workforce

☒ Estates

☒ ICT

☒ Patient Safety / Quality

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

☒ Effective

☐ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

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

Martyn Scrivens
Paul von der Heyde
Jane Henderson
Graham Hughes

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

In Attendance:

Ben Edgar-Attwell
Shelagh Meldrum
Simon Sethi
Ryan Garland
Sam Hann
Rees Batley
Adam Spires
Claire Baker
Nigel Stone

Company Secretary
Deputy Chief Executive/Chief Nurse
Chief Operating Officer
Deputy Chief Finance Officer
Head of Risk and Compliance
KPMG
BDO
BDO
Public Governor Observer

Presenters:

Gary McCann
Adrian Pickles

Data Protection Officer
Fire, Health and Safety Manager - SSL

Apologies:

Sarah James
Alison Whitman

Chief Finance Officer
Public Governor Observer

Ref:
391920

No:
1
1.1

401920

2
2.1

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

411920

3
3.1

MINUTES OF THE LAST MEETING AND ACTIONS/MATTERS ARISING
The minutes of the meeting held on 23 October 2019 were reviewed. It was
noted that there was a grammar error within item 4.4. Martyn Scrivens asked for
additional clarification on item 7.4, that assurances were to be provided to the
Board and not the Audit Committee on the updates to the Board Assurance
Framework (BAF). The wording within item 7.7 would also be amended to
include “at this point in time” to accurately reflect that the risk relating to the JAG
accreditation was not a high risk at that point. Subject to these changes, the
minutes were approved as a true and accurate record.

WELCOME AND APOLOGIES FOR ABSENCE
Martyn Scrivens welcomed everyone to the meeting. Apologies for absence
were noted as above. Ryan Garland was attending the meeting as deputy to
Sarah James.

3.2

With regard to actions arising, an update was provided on the Going Concern
basis for the subsidiary companies. Ben Edgar-Attwell confirmed that the
process to formally dissolve Daycase UK was progressing; this would require a
Board Assurance Statement to be completed and submitted to NHS England and
Improvement (NHSE&I).

3.3

Graham Hughes asked for an update on the recent fraud allegation case. It was
advised that this was included within the Counter Fraud update report.

Action

BEA

421920

4
4.1

BDO INTERNAL AUDIT/COUNTER FRAUD REPORTS
Internal Audit and Counter Fraud Progress Report
Adam Spires reported that BDO were continuing to make good progress against
the internal audit plan. The report on Winter Planning had been completed and
the Learning from Deaths report was in draft form. Additional information is
awaited for the Data and Security Protection Toolkit review. The Key Financial
Systems review will take place at the end of January 2020. The time allocated to
the E-Rostering review is to be carried over to the next financial year following a
decision to postpone this review; this is as a result of the Trust implementing a
new system in early 2020/21.

4.2

Adam Spires drew attention to a number of items in the sector update, including
the HFMA update that outlines some of the issues that the financial function will
need to consider as part of the NHS Long Term Plan. Martyn Scrivens asked if
this had been considered by the Finance Department. Ryan Garland reported
that a meeting was taking place with Taunton and Somerset NHS Foundation
Trust (TSFT) the following week to review how the organisations could work
closer together bearing in mind the vacancies across organisations.

4.3

Claire Baker provided an overview of the recent fraud cases within the NHS.
She advised that the Counter Fraud Authority (CFA) had selected YDH to be
involved in further counter fraud engagement processes. A sample of
organisations have been selected based on their size and geographical spread.
This will include a review of five key areas and is designed to consider best
practice and provide benchmarking positions for organisations.

4.4

In addition, the CFA are seeking organisations to nominate a Counter Fraud
Champion from April 2020. Paul von der Heyde questioned the need for the role
and asked what they would do in practice. Claire Baker advised that the role is
suggested to be held by a senior manager rather than a director and will be to
promote awareness of fraud etc. It is understood that this is a role that is more
likely required to provide links within local government. Paul von der Heyde
suggested that this role was not required within YDH bearing in mind the good
position and arrangements already in place; he suggested going back to the CFA
to outline the Trust’s position. Martyn Scrivens was in support of this stance.

4.5

Claire Baker provided an update on the one open counter fraud case relating to
the claiming of additional shifts. The investigation has been completed and
meetings with relevant parties are due to take place. Graham Hughes asked if
this case has raised any potential systemic issues which could be exploited.
Simon Sethi said that some learning had been identified, including the
strengthening of some HR processes. Simon Sethi confirmed he would ensure
that these actions are completed bearing in mind there was not HR executive
lead in attendance.

4.6

Claire Baker advised that information had been provided to the CFA in relation to
the national ESR salary diversion fraud. Additional checks and a change in
system configuration means that bank details can no longer be changed off site.
Two further allegations since the last meeting were closed as there was limited
evidence of any fraud.

4.7

Nigel Stone asked if the level of fraud cases at YDH was in line with the
expected or benchmarked level. Claire Baker reported that YDH was not an
outlier in this area.
2|Page

SS

4.8

431920

Winter Planning Report
Claire Baker spoke to the circulated Winter Planning Process Report. This
review considered the 2018/19 process to identify any learning to be
incorporated into the 2019/20 winter planning process, as well as considering the
contingency plans in place to address extreme weather events. Moderate
assurance was provided for both design and operational effectiveness although
only one high recommendation and one low recommendation were provided.

4.9

The review highlighted a lot of good practice and processes within the
organisation with good links with the Somerset Sustainability and Transformation
Partnership (STP). There is a proactive action plan in place, which has been
integrated with the seven day services work programme. For the 2018/19 year,
there had been a good level of attendance and demand data reviewed however
this was not so well documented for 2019/20. Martyn Scrivens advised that
there had been a good level of presentation of plans and data at both the Board
level committees and the Board of Directors. Simon Sethi said the key
difference was a formalised assessment in the previous year whereas a more
iterative approach, with “huddles” and informal discussions, taking place for this
financial year. The approach continuously used data to inform the plans
alongside soft intelligence. Adam Spires agreed that this approach was sensible
although he suggested that action notes are formally recorded from such
huddles and discussions. Martyn Scrivens agreed that there needed to be
evidence behind the planning process and supported this recommendation; he
did add that the documentation could be proportionate and did not necessarily
need formal minutes from each meeting. Simon Sethi advised that email
summaries of discussions are shared following the meetings.

4.10

Rees Batley asked if the planning process is just hospital focussed or included
primary care elements bearing in mind the Trust’s subsidiary company,
Symphony Healthcare Services. Simon Sethi advised that it includes all aspects,
such as bed capacity, throughout rates, safety measures, community measures
and social care etc. Rees Batley said that this was encouraging and puts the
organisation ahead of the majority of places.

4.11

Martyn Scrivens said that presentations to the Board illustrated good plans and
management of escalation etc. He added that there is a risk that if the process is
not formally recorded that it is dependent on individual corporate memory.

4.12

Simon Sethi said an evaluation review of the process and documentation could
take place. Adam Spires said that this could result in the recommendations from
the report being closed almost immediately.

5
5.1

BDO INTERNAL AUDIT FOLLOW-UP OF RECOMMENDATIONS
The committee reviewed the internal audit recommendations follow up report.
Six recommendations have been completed including two high
recommendations for Cyber Security.

5.2

Three high recommendations for the GDPR and Cyber Security audits are in
progress and new implementation dates have been set. Martyn Scrivens
challenged the resetting of the deadlines and asked how and why this is
approved. He said there is a need to ensure that these have significant priority
and focus and wished to note his concerns. Adam Spires agreed and said that
the recommendation on an external penetration test for cyber security should be
a high priority. Simon Sethi and Ben Edgar-Attwell advised that software to
identify vulnerabilities had been purchased. Adam Spires said that further
external provider penetration was also required. The committee requested more
3|Page

assurance that these actions are to be addressed as a matter of urgency. An
update would be scheduled for the next meeting.
5.3

Simon Sethi and Shelagh Meldrum asked that the senior executive team are
advised of any change in recommendation implementation dates at an earlier
point in time to ensure that this is suitability agreed.

6
6.1

KPMG EXTERNAL AUDIT PROGRESS AND TECHNICAL UPDATE
Rees Batley reported that a number of actions had been completed since the last
meeting, including the signing of the financial statements for Simply Serve
Limited and Symphony Healthcare Services ahead of the 31 December 2019
filing date. In addition, the audit of the Charitable Fund accounts and annual
report had been completed; Board of Trustees approval was expected in
advance of the January 2020 deadline. Discussions had taken place regarding
Daycase and Yeovil Property Operating Company, and the impact of filing nongoing concern financial statements. A corporate decision has been taken to
postpone the submission of these two accounts bearing in mind the decisions yet
to be taken on the future of the organisations that will require a form of staff
consultation. Graham Hughes asked about if there would be an impact of this
decision. Ryan Garland advised that there would be a small fine incurred.

6.2

Going forward, the team will be completing the interim fieldwork and testing,
including a review of the Trust’s impact assessment of IFRS16. This may be
slightly complex due to the nature of the YDH group and the subsidiary entities.

6.3

Martyn Scrivens asked if a review of the processes for the 2019/20 group audit
had taken place. Rees Batley confirmed that this review had been completed
with a plan in place regarding the timing of work and what is expected from
various parties to ensure this plan is adhered to. Ryan Garland confirmed that
the Trust was aware of where the focus and links were required.

6.4

The committee noted the technical updates included within the report; it was
advised that a full valuation of the Trust estate was required for 2019/20. Martyn
Scrivens drew attention to the report outlining the additional funding for hospitals
to introduce digital prescriptions. He asked if this was being followed up. Ryan
Garland explained that there could be a retrospective reimbursement for
expenditure already incurred in the development of e-prescribing.

6.5

Jane Henderson question if long term solutions had been identified for the
clinician pension tax impacts. Rees Batley said that a longer term solution had
not been published at this point in time.

451920

7
7.1

KPMG BENCHMARKING REPORT
The committee reviewed and noted the benchmarking report. Due to the timings
of the report, this is a quarter in arrears. Additional context had been added to
the report compared to previous iterations. Paul von der Heyde said additional
commentary on KPMG’s view of the position would be welcomed. Rees Batley
said it appeared there was a risk to cost improvement plan (CIP) achievement
towards the year end that could impact the Trust’s ability to achieve its financial
control total.

461920

8
8.1

SUBSIDIARY COMPANY AUDIT LETTER
Rees Batley advised that the circulated letter was provided to the Committee in
connection to KPMG’s audit of the financial statements of the Trust’s
subsidiaries. The letter confirms that the financial statements give a true and fair
view of the statement of the subsidiaries’ affairs and have been properly

441920

4|Page

BEA

prepared in accordance with the relevant accounting standards applicable to the
subsidiary and in accordance with the requirements of the Companies Act 2006
and Charities Act. Rees Batley advised that the representation letter to KPMG
was still outstanding. Ben Edgar-Attwell said he would chase this.

471920

481920

8.2

Rees Batley reported that formal going concern assessments had not been
completed for the subsidiary accounts for the audit and requested that a more
formal process is completed. Ryan Garland confirmed that this was in hand.

9
9.1

KPMG AUDIT PLAN 2019/20
The Committee reviewed the KPMG audit plan for the 2019/20 annual audit.
This plan outlined the key audit matters/significant risks based on KPMG’s
historic knowledge of the business, the industry and wider economic
environment. One of the risks relates to the full valuation required for land and
building assets; there is additional complexity due to the group structure.

9.2

Rees Batley advised that the value for money risk assessment against the NAO
Audit Code criteria had been completed; this considers whether there are proper
arrangements in place for the use of resources. There are some risks identified
around the Trust’s financial sustainability and performance; this relates to the
forecast deficit and stretching CIP target.

9.3

The national guidance on the quality accounts has not yet been issued although
it is anticipated to be in line with previous requirements. A review of the
mandated indicators to be reviewed will take place upon release of the guidance.
Martyn Scrivens asked if the guidance is likely to stipulate which indicators the
governors should select. Ben Edgar-Attwell advised that governors had chosen
their local indicator; the rate of “unnecessary ED attendances”. Nigel Stone
confirmed this position.

9.4

The Committee noted the audit fees as outlined within the report; there is a slight
increase for the Trust due to the additional requirements on IFRS16. In the
event that Daycase and Yeovil Property Operating Company are liquidated,
there will be no requirement for an audit.

10

RISK MANAGEMENT FRAMEWORK

10.1

Q3 2019/20 Board Assurance Framework (BAF)
Ben Edgar-Attwell advised that the BAF had been continued to be refined over
the last 12-18 months and was now fully embedded with the identified leads
reviewing their respective risks. There has been some positive movement in the
quarter.

10.2

Graham Hughes suggested that risk SR4, which related to potential failure to
recruit and retain key staff, could potentially be split. Shelagh Meldrum said that
this was to be reviewed bearing in mind the positive position with nursing staff
compared to medical. Martyn Scrivens suggested that clarity could be provided
within the narrative of where the risks lay. The issue is the challenges in medical
recruitment, which results in significant agency and locum costs.

10.3

With regard to SR7, the risk of heavy reliance on electronic system exposing the
Trust to risks around business continuity etc., there are actions underway,
including the recruitment of a Cyber Security Manager in February 2020.
Additional support is being provided by the organisational business continuity
team with a draft system dependency map in place.
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10.4

10.5

10.6

Martyn Scrivens asked how the risks are reviewed on a quarterly basis. Ben
Edgar-Attwell provided an overview, explaining that the respective leads of risks
review and provide updates where required – there are instances where there
are joint leads and a joint review process takes place. Shelagh Meldrum added
that most risks have been discussed as part of the wider executive team in some
form. Martyn Scrivens suggested that an executive wide review should take
place following this to sense check the ratings etc. This would be considered
prior to the production of future reports.

BEA

Martyn Scrivens challenged the amber ratings for assurance on strength of
controls within the report. He said there needed to be assurance on the
mitigations and controls in place. Ben Edgar-Attwell said it was absolutely right
that committees challenge any ratings provided within the report. Jane
Henderson said that some of the ratings relate to issues within the wider system
and not fully within YDH’s control. Martyn Scrivens acknowledged this point,
however it should relate to what control the organisation has and whether these
are of an acceptable level.
Q3 2019/20 Corporate Risk Register (CRR)
Sam Hann presented the Q3 CRR advising that there had been significant
progress over the quarter. Additional risks regarding counter fraud had been
added to the system following discussion with Claire Baker. Alongside this, a full
review of the financial risks had taken place; this included oversight from Sarah
James as Chief Finance Officer.

10.7

With regard to the fire compartmentalisation works, this has been postponed
during high demand and escalation; once the works have been completed this
risk is expected to reduce.

10.8

Sam Hann advised that a number of risks had been added by Symphony
Healthcare Services in the last couple of weeks. There is some duplication
across these risks and the rating level has been challenged as this is not appear
to align with the expected ratings for these risks. This has been escalated to the
management team and executives and a meeting is due to take place. Martyn
Scrivens welcomed this review although noted it useful that the risks had been
added to the risk register. Shelagh Meldrum said she would assist in ensuring
this review is completed.

10.9

There is a new risk of organisational cash shortfall as a consequence of the
Trust failing to deliver its financial plan. If this risk arises, it may result in the
Trust requiring emergency support funding.

10.10

A number of risks had increased during the quarter relating to winter pressures
and escalation. In addition, risks around cyber security have increased following
the national ESR fraud incidents.

10.11

A number of risks were reduced during the quarter, including the reduction of the
risk of the loss of JAG accreditation following the future removal of support for
the EMIS system. The likelihood reduced although this is recognised as a future
risk and alternative systems are being reviewed. The risk of delays in CVC
access for patients requiring parenteral nutrition had also reduced following
review by the Clinical Outcomes Committee; a new PICC insertion procedure
has been developed and in practice. This will be monitored over the next three
to six months with the view to further reduce the risk. Other risks have reduced,
including those relating to potential delays in managing skin cancer referrals (a
locum consultant has been secured and the post is out for advert). The risk of
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the failure of the pharmacy robot has been archived following the installation and
commissioning of the new robot.
10.12

Martyn Scrivens noted that some risks had very low target scores and that these
needed to align with the risk appetite. Sam Hann advised that this had been
discussed and worked through with the managers and work was ongoing on the
alignment of target scores etc.

10.13

Graham Hughes asked if movement arrows could be added to the report to show
movement from the previous quarter.

10.14

491920

Q3 2019/20 Risk Assurance Committee Report
The committee noted the Risk Assurance Committee (RAC) report. Six topics,
which fell within the remit of the Audit Committee, were reviewed during the
quarter. A good level of assurance had been received for the control of
contractors, electrical safety and data quality. With data quality, the Trust
achieved 95.4% compliance against the new data quality maturity matrix as
included within the CCG contract. Good progress is being made on the
maternity dataset since the introduction of the Digital Support Midwife.

10.15

There had been some improvements in patient information with TrakCare now
able to flag patients with additional information needs although the system is
unable to automatically make the adjustments to the letters sent to patients; at
the present stage the committee were not assured this process was always
completed outside of the Contact Centre. This is to be picked up by the Patient
Experience Team.

11
11.1

GDPR AND DPA UPDATE
Gary McCann attended the meeting to provide an update on actions against the
GDPR and Data Protection audits. Two high and two medium recommendations
had been made following these audits.

11.2

The Trust is in the advanced stages of developing the fully functioning asset
register; this will result in separate contracts and information assets registers as
recommended from the audit. This register will identify who owns the data, the
source, who is responsible etc. There is potential for this to link directly with the
risk register. Nigel Stone asked if this was within a spreadsheet or an individual
system. Gary McCann explained that this was a bespoke built system that will
include notification and prompt abilities. Martyn Scrivens asked when this
system would be fully functioning. Gary McCann said it was in the advanced
stages and was anticipated to be completed in the coming weeks following which
a communication plan would be rolled out. Managers would have responsibilities
relating to the recording of the relevant information; this in turn will force a review
of who has data and whether this is required on an ongoing basis. Nigel Stone
said it was important that there is a use to the data. Gary McCann agreed, the
asset register would prompt an annual report of the data captured and whether
this is useful or required going forward. Jane Henderson wished to outline the
importance of retaining certain data, such as safeguarding information. Ben
Edgar-Attwell advised that information such as this would need to be retained in
line with the NHS retention schedules.

11.3

The second high recommendation related to the need to demonstrate clear
progress with the GDPR workplan and for outstanding tasks to be prioritised.
Gary McCann advised that all privacy notices had been recently updated with
sign off by the Information Governance Steering Group. A child friendly notice
had been drafted alongside an easy read version for those with learning
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disabilities. This is over and above the requirements and YDH is one of a small
number of trusts who have completed this.

501920

11.4

Information governance training has increased in recent months although this
was currently at a lower level of compliance than desired. Relevant managers
have been contacted to ensure that staff are released or provided time to
complete relevant outstanding training. Ben Edgar-Attwell asked if IG training
was now on an annual basis rather than only required every three years. This
was confirmed. Shelagh Meldrum queried whether this was a national
requirement. Sam Hann said it was a strong recommendation by the Information
Commissioners Office and was also an element of the Data and Security
Protection Toolkit. Discussions took place on the burden of training and the
targets and requirements. A further review would take place outside of the
meeting.

11.5

Gary McCann explained that a third recommendation related to the detail of the
subject access request (SAR) process not being included within the Data
Protection Policy. He questioned this recommendation as a policy should largely
be around the rules and requirements and a standard operating procedure is
typically a separate document. The SAR process had been drafted and this is
overseen by the Medical Records Office. Paul von der Heyde asked BDO about
the point raised on the SOP being in the policy. Adam Spires said the
recommendation was more around the requirement for having a SAR SOP. Sam
Hann advised that this was acknowledged although the process was known and
managed; however, the process itself was not previously documented.

11.6

Graham Hughes asked if there had been an increase in the rate of SAR requests
following the introduction of GDPR. Sam Hann said there had been an increase
for both personal SAR and medico-legal requests. There is a risk recorded on
the risk register in relation to this and the potential financial and resource impact.
Ben Edgar-Attwell advised that alternative options were being considered for the
provision of radiology scans to reduce the financial impact.

12
12.1

12.2

FIRE, HEALTH AND SAFETY & SECURITY
Fire, Security, Health and Safety Annual Report 2018/19
Adrian Pickles attended the meeting to present the above report. He provided
an overview of the management structure in place for fire, security and health
and safety. Oversight of the relevant areas is monitored through the Risk
Assurance Committee and a full overview of these areas was outlined in the
report. All topics had received either a blue or green assurance rating; this
demonstrates either that there are assurance systems in place and no evidence
of any significant issues or clear evidence that there were no significant issues.
Only one topic did not receive a blue or green assurance rating, this related to an
amber rating for the health and safety management system. This was as a direct
result of limited resource at that time for the auditing frequency of risk
assessments. Since this review, there has been a change in the team
management structure with a new coordinator in post. They will be facilitating
the required audits.
The overall rate of incidents has seen a slight decrease in recent years although
there was also improved reporting and more monitoring in place. Reviews and
actions are taken after each incident where required. Reports have been
submitted to the Health and Safety Executive where required.
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12.3

A number of safety improvements and risk reduction actions have taken place
across the Trust. This includes the further rollout of conflict resolution training for
clinically facing staff. This is at an increased level of training etc. There had
been an increasing rate of incidents by patients with dementia and de-escalation
training has assisted in reducing this trend. This has been reflected in a 2%
positive reduction in the staff survey results for staff experiencing violence from
patients or service users. The Board acknowledge that reducing this was a high
priority over the last year and significant changes have been made, including
guards using body cameras where appropriate. The further roll out of this is
being considered, especially for potential use in the emergency department.
Paul von der Heyde asked if this was become typical practice. Adrian Pickles
said there was an increasing number of organisations who were expanding the
use of body worn cameras. Graham Hughes said it was unfortunate and
distressing that this is required. It is recognised that clear information
governance and data protection processes would be in place for this.
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13
13.1

3 KEY ITEMS TO HIGHLIGHT TO THE BOARD
It was agreed that the following items would be highlighted to the Board of
Directors:
• Health and Safety Report update – positive progress and pre-emptive
• NHS Counter Fraud Champion role
• Winter Planning Audit Report
• Revision to resolution/recommendation dates
• Discussion about BAF and strength of assurance
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14
14.1

ANY OTHER BUSINESS
Ben Edgar-Attwell advised that the accounts for Daycase UK and Yeovil
Property Operating Company were due to be finalised and submitted in due
course. He said that these would be signed by the relevant director or
Management Board Representative for the company/partnership.
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15
15.1

DATE OF NEXT MEETING
Monday 20 April 2020, 14:00-16:30, Boardroom, YDH
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REPORT TO:

Board of Directors

REPORT BY:

Chair of Governance and Quality Assurance Committee (GQAC)

PRESENTED BY:

Chair of Governance and Quality Assurance Committee

EXEC SPONSOR:

Chief Nurse/Chief Medical Officer

REPORT TITLE:

Verbal Update of Last GQAC Committee and Minutes of Meeting
Held on 22 January 2020

DATE:

29 April 2020

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

☐ For Approval / Decision

Reason for Presentation to
Committee/Board

The Chair of the Governance and Quality Assurance Committee will
provide a verbal update of the previous meeting held on 22 April
2020. It was agreed during this meeting that the following items
would be highlighted to the Board of Directors:
• Discussion on COVID-19 risk register and the potential
consolidation of risks.
• Learning from Deaths; changes in process and additional
assistance from medical staff to support this process
• Concerns about the reduction and potential identification of
Safeguarding cases during COVID-19 and the reduction in
hospital activity.

Any Key Issues to Note

☒ For Information

The Board are asked to RECEIVE this verbal update and to NOTE
the minutes of the meeting held on 22 January 2020.

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

☒ Develop our People

☒ Innovate and Collaborate

☐ Develop a Sustainable System

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

☒ Legislation

☐ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

GOVERNANCE & QUALITY ASSURANCE COMMITTEE
Minutes of the meeting held on
Wednesday 22 January 2020 at Yeovil District Hospital
Present:

Jane Henderson [Chair]
Graham Hughes
Maurice Dunster

Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance:

Shelagh Meldrum
Bernice Cooke

Deputy CEO/Chief Nurse and Director of People
Associate Director of Governance and Patient
Safety
Head of Risk and Compliance
Head of Midwifery
Deputy Chief Medical Officer
Company Secretary
Corporate Services Assistant
Public Governor Observer
Public Governor Observer

Sam Hann
Helen Williams
Paul Foster
Ben Edgar-Attwell
Tina Hickinbottom-Tacey
Virginia Membrey
Sue Bulley
Apologies of those Merry Kane
invited to attend:

Chief Medical Officer

641920

1
1.1

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

651920

2
2.1

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

661920

3
3.1

MINUTES OF PREVIOUS MEETINGS AND MATTERS ARISING
The minutes of the meeting held on 23 October 2019 were approved as a true and
accurate record.

3.2

Maurice Dunster asked about the future arrangements for the Improvement Board.
Bernice Cooke advised that a review of the committee structure was underway to
ensure the Trust has adequate oversight of the various improvements underway
across the organisation, such as through the Getting it Right First Time initiatives and
Cost Improvement Plans. Maurice Dunster said it was important to ensure there was
not duplication between the reporting groups and that people are not unduly attending
multiple meetings. Ben Edgar-Attwell said that this point was recognised and
attendance lists would be streamlined where possible. Bernice Cooke agreed it was
important to avoid duplication of work across the various groups.

3.3

Virginia Membrey asked if there was an update on the new process to replace
Deprivation of Liberty Safeguards in September 2020. Bernice Cooke confirmed that
an update would be provided as part of the Safeguarding Report

3.4

With regard to the committee action sheet, Ben Edgar-Attwell advised that the review
of subsidiary reporting lines had been included within the action plan following the
external Financial Governance Review. All other actions on the tracker had been
completed.
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4
4.1

4.2

PATIENT SAFETY, QUALITY AND EXPERIENCE REPORTS
Bernice Cooke advised that following discussions at the previous meeting, the usual
quarterly report had been divided into individual reports with additional information
provided across a number of areas.
Q3 Patient Safety, Quality and Experience Report
Bernice Cooke introduced the Q3 report where the following was discussed in detail:

4.3

Three new patient safety alerts had been received as outlined in the report. Graham
Hughes asked if the alert of risk of death or severe harm from ingesting polymer gel
granules had arisen from an incident. Bernice Cooke advised that the alerts are
raised nationally following incidents; this was not experienced at YDH. The
arrangements within YDH regarding polymer granules have been reviewed and these
are being used appropriately and it is anticipated that all actions will be completed
prior to the deadline. One previous alert relating to the assessment and management
of babies who are accidently dropped in hospital had been closed in the quarter
following the introduction of new guidelines and awareness with relevant teams.

4.4

There had been a small increasing trend in the rate of category two and above
pressure ulcers during the quarter although this was not a statistical increase. This
will continue to be monitored and mitigating actions taken where required.

4.5

The committee noted the rate of patient falls with five instances resulting in Low Harm
and less than five resulting in Moderate Harm. Graham Hughes asked if any
complaints had been raised as a direct result. Bernice Cooke advised that Duty of
Candour is completed in all instances with the review outcomes fedback to the patient
and family members. Sam Hann said that a number of patients may be repeat fallers
who have also experienced falls in the community. Shelagh Meldrum added that the
falls team is raising awareness of the risk of falls; a number of patients may
experience falls in the hospital bearing in mind it is an unknown environment and
some patients may use furniture to move around within their homes. Jane Henderson
noted the section of the report outlining that clinical demand verses therapy capacity is
affecting the Falls Lead from progressing any new projects. Bernice Cooke advised
that the Falls Lead is a physiotherapist and there remains some vacancies within the
team; the Patient Safety Lead is assisting where possible. There are national
challenges in the recruitment of physiotherapists and therefore alternative models of
workforce are being considered. This is further compounded by the requirements of
physiotherapists for the Home First service.

4.6

Bernice Cooke reported that there had been a slight decrease in the rate of infections.
Maurice Dunster asked if there was likely to be an impact of Coronavirus on the
organisation. This is being monitored and Shelagh Meldrum advised that guidance is
likely to be released in due course.

4.7

Although there had been a reduction in the total number of recorded incidents for the
quarter compared to the previous year, there had been a small increase in the rate of
recorded Patient Safety Incidents coded as Level 3 (moderate Harm) or above
compared to the same period the previous year. Jane Henderson questioned the
spikes in the number of incidents. Bernice Cooke said a number of changes to the
reporting system had been made to make it as iterative as possible with additional
training provided. Sam Hann said this included an option to “save for later”, where
staff can go back and add in additional detail; any not completed are reviewed by the
Clinical Governance team and chased. This has resulted in timelier reporting of
incidents. In addition, the theme of incidents increasing correlates to periods after
addition training, such as conflict resolution and security. Incidents recorded about
instances, such as pressure ulcers, incurred prior the patients’ arrival at the hospital is
reported to the Clinical Commissioning Group (CCG) where required or appropriate.
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4.8

Maurice Dunster sought assurance that the Trust is learning from incidents reported.
Sam Hann advised that the Patient Safety Leads reviews incidents raised and will
undertake further investigations where required. Learning and identified actions are
shared across departments. This process is evolving through the Improvement Board.
The new Action Planning module in Ulysses assists with this process with good
feedback received to date.

4.9

Bernice Cooke provided an overview of the adverse incidents requiring investigation,
including those being completed by the Healthcare Safety Investigation Branch
(HSIB). An overview of how the HSIB works in practice was provided to the
committee. National learning will be collated and disseminated from this independent
agency. The incident criteria for HSIB is likely to be reviewed in time as it currently is
intended to review all maternity birth injuries, including those where the baby was
therapeutically cooled. This is a treatment appropriately given in some cases and is
not necessarily a cause for concern.

4.10

The committee reviewed the actions and learning identified from the investigations
completed to date. This is a high-level summary to reduce patient identifiable
information bearing in mind the report is shared externally. Jane Henderson asked
about the process of closing off actions. Bernice Cooke advised that the associated
action plans have agreed timescales and the Patient Safety Lead will review these to
ensure the actions are followed through and completed.

4.11

The VTE Risk Assessment compliance for the quarter was 95.1% against the required
target of 95%. Learning from the review of hospital-acquired thromboses is
considered and this was reported to the Trust wide Governance meeting to remind
staff of the importance of documentation and the key points to consider.

4.12

The committee noted there had been a slight increase in the rate of Patient Advice
and Liaison Service (PALS) concerns and enquiries compared to the previous year.
These currently have a 93% closure rate. Eight formal complaints were raised in the
quarter; this was seven less than the same period the previous year. Discussion took
place regarding the complaints raised and the importance promoting the use of
Treatment Escalation Plans (TEP) and for patients and families to have these
discussions prior to admission. Paul Foster advised that this is promoted by
consultants and medical. Jane Henderson and Maurice Dunster welcomed this.

4.13

With regard to the Friends and Family Test (FFT), the Trust had attempted to go paper
free; this decision has been reversed following feedback received. There is a national
requirement to implement a new question within the FFT. In addition, existing
questions would be reworded to focus on the patient’s experience rather than whether
they would recommend the care received. Maurice Dunster queried the value of the
FFT. He asked whether this provided useful feedback and information bearing in mind
the resource required. Shelagh Meldrum outlined that this was an extremely useful
method of receiving timely feedback directly from patients and service users.
Following a point made regarding the low response rate for the survey, Shelagh
Meldrum advised that this was still a statistically relevant number of patients across a
number of departments. The feedback is almost immediate and any concerns can be
resolved quickly where appropriate.

4.14

Graham Hughes noted the growing number of NICE guidelines. He asked if any
effectively “drop off” over time. Bernice Cooke said that this is not typically the case
unless there is a large-scale shift in procedures. The Trust is required to complete a
self-assessment against the released guidelines to review whether the Trust is
compliant. Paul Foster said the department does a good job or continuing to monitor
the moving position. Bernice Cooke added that the CQC would review compliance
with guidelines and the Trust’s approach.
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4.15

4.16

The committee reviewed and noted the rate of litigation and coronial activity as of the
end of the quarter. This included an overview of potential new claims. Jane
Henderson noted that some appeared to have historical dates. Bernice Cooke
advised that some conditions might not manifest until a later period. Maurice Dunster
said that this was a microcosm of the national picture and said there needed to be
collective review on a national basis. Sam Hann said it was understood that NHS
Resolution was leading on a national piece of work. Graham Hughes said that a
recent Getting it Right First Time (GIRFT) meeting, the good processes regarding
litigation activity at YDH was acknowledged.
Q3 Maternity Report
Helen Williams introduced the newly introduced maternity report. She advised that
this report would be further developed over time, with planned additions for the audit
section. The following was discussed in detail:

4.17

The HSIB investigations are ongoing with the interviews concluded for two cases. The
average timeframe from start to receiving the report is six months. Alongside any
such incidents, the Trust would normally conduct investigations although this will be
reviewed following receipt of the first report to reduce duplication and pressures on
staff. Across the majority of cases raised, it is not anticipated that those affected will
have long-term conditions. The HSIB are content that most elements have already
been addressed, with processes and guidelines for home births strengthened. Jane
Henderson asked about the impact on staff involved. Helen Williams said there was
some apprehension about the process as this was relatively new. The Trust has
questioned HSIB’s approach in some areas. The reports are drafted and tailored
towards the family concerned with the first report expected to be received in March
2020. Investigations are driven by the parents and any questions or concerns they
may have and are not necessarily indicative of poor care.

4.18

Two quality improvement projects of the MatNeo QI programme are being progressed.
These are to reduce the occurrence of fetal hypoxia and the incidence of postpartum
haemorrhage. Formal support from the MatNeo programme will end in March 2020
but learning will continue to be shared through the established local learning systems.

4.19

There had been an organisational restructure within maternity earlier in the year and
staff are now settled into their roles; the structure is working well. Leadership has
been strengthened because of this restructure. It is anticipated that the year will end
with three whole time equivalent midwifery vacancies. Graham Hughes asked the
reasons why staff leaving at this time of year. It was advised that this was largely due
to the natural rotation of midwifery staff groups.

4.20

Helen Williams explained that maternity activity had dropped, with under 100 births in
December 2019; there had however been a recent increase during the first part of
January 2020. Jane Henderson noted that the use of the midwife led unit had not
been as consistent as had been hoped. Helen Williams explained that the staffing is
shared with the community midwives. Further promotion of the service would take
place in the coming months.

4.21

The committee noted the clinical outcomes information as included in the report. This
included a reduction in the rate of caesarean sections to below the national average.
In addition, the rate of third and fourth degree tears following natural deliveries had
reduced which is encouraging and may be reflective of the additional measures put
into place. Some learning has been identified at a local level and the issue of tertiary
unit acceptance of in utero transfers has been escalated. This is about ensuring that
babies are born in the appropriate place.

4.22

Maurice Dunster drew attention to the fact that no formal complaints had been
received and the service continues to receive positive feedback through a number of
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channels, such as the maternity Facebook page. In addition, the service was one of
the highest rated within the CQC survey of maternity services.
4.23

4.24

681920

Sue Bulley said she had seen recent media coverage of posters placed in the special
care baby unit relating to usage of mobile phones. Helen Williams said that this was a
poster created by staff members and was intended to be a positive message. The
Trust provided a statement to this effect in response. Shelagh Meldrum added that
the staff had been upset about the negative coverage. The committee wished to pass
back their support to the staff.
Q3 Safeguarding Report
Bernice Cooke introduced the newly developed Safeguarding Report, which intended
to provide additional commentary on the safeguarding service compared to the
previous summary provided within previous quarterly reports. The level of adult
safeguarding cases identified and reported to the team remain similar to previous
levels. A small number of these were referred to the relevant local authority as formal
safeguarding referrals. It is the Trust’s responsibility to advocate for patients to ensure
their care and support needs are met.

4.25

There is a consistent rate of referrals to the Learning Disability Practitioner; this
provides assurance of the recognition of the need for provision of reasonable
adjustments in care provision is embedded into practice. Shelagh Meldrum explained
that a “carer’s contract” is being developed for more formal arrangements with carers.
This will help ensure that the care provided for the patient is appropriate and the carer
will be the advocate where appropriate.

4.26

Since November 2019, there are additional mandatory requirements all health and
social care staff on learning disabilities and autism. Jane Henderson asked who
mandated this additional training. Bernice Cooke advised that this was mandated by
the Secretary of State for Health and Social Care. The committee raised concerns on
the growing number of mandated training modules. Shelagh Meldrum said that this
was being reviewed; there needs to be a pragmatic approach to training bearing in
mind the limited time available for clinical staff to complete training. The compliance
rate of safeguarding training was reviewed; the target set for adults safeguarding
training is 95% (as set by the CCG) with compliance currently around 92%. There is a
larger variance between the target and current compliance for child protection training;
this is being reviewed as a high priority.

4.27

The Trust has received a number of invitations for initial and review case-conferences
from the children’s social care teams. This is particularly in cases of unborn children
and may involve the need to attend a number of strategy meetings prior to birth.

4.28

There were no incidents reported to the national Prevent panel. This panel aims to
safeguard vulnerable people from becoming terrorists or supporting terrorism. The
rate of Prevent training continues to increase with compliance of 89% as of November
2019.

4.29

There were no reported cases of female genital mutilation reported at YDH.

4.30

Virginia Membrey asked about the newly introduced Deprivation of Liberty Safeguards
practitioner. Bernice Cooke said that this role was having a positive influence on the
team. The Code of Practice for the upcoming Liberty Protection Safeguards has not
yet been released; the implementation date (currently set for October 2020) may
potentially change.

5
5.1

Learning from Deaths Q3 Report
Paul Foster spoke to the Learning from Deaths report. He advised that the Summary
Hospital-Level Mortality Indicator (SHMI) was within the expected rate with no SHMI
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group higher than expected. The Hospital Standardised Mortality Ratio (HSMR) is
reported at 84.7, rolling year as at September 2019, which is statistically lower than
anticipated and showing a linear decline. This is a result of the good level of palliative
care coding at YDH. Shelagh Meldrum said this may be further affected by the
closure of the St Margaret’s Hospice inpatient beds, resulting in more end of life
admissions to the hospital.
5.2
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The Medical Examiner role is undergoing the recruitment and appointment process. It
is anticipated that this role will be covered by a number of existing clinicians across a
five-day service. There is a requirement for this role to be in place by April 2020; the
Trust is on schedule to achieve this. The role will provide an opportunity to further
develop the Summary Judgement Reviews and review the themes raised in detail. It
may be helpful for the Medical Examiners to attend future meetings during
presentation of the Learning from Deaths report.

5.3

Paul Foster advised that the key themes raised from recent reviews largely relate to
TEPs and Do Not Attempt Resuscitation notices and the potentially inappropriate
admissions due to the lack of community TEP being in place. There are plans to
introduce GP “wardrounds” within local nursing homes although there are concerns on
the lack of resource available. In addition, actions and learning have been identified
regarding the referral of patients to tertiary centres. Other themes identified related to
weekend rotas and the need for identified robust escalation processes. The TrakCare
system could be further utilised to improve the medical handover; this would result in
an immediate improvement. This is being rolled out in surgery initially before further
use across the hospital.

6
6.1

Risk Assurance Committee (RAC) Q3 Report
The committee heard that the RAC had met once during the quarter where a number
of topics under the remit of GQAC were reviewed.

6.2

The review of the national clinical audit and local audit arrangements highlighted that
the capacity of the team had changed although this is due to the resolved going
forward. Jane Henderson noted the point that the team needs to be made aware of all
audits (including local audits) and that these are registered and completed
accordingly. Graham Hughes asked about the action taken in response to the delay
in the clinical governance team being made aware of external audit results. This is
being raised with the internal clinical leads. In addition, it is being requested that the
audit companies also link in with the clinical governance department.

6.3

With regard to the antenatal screening service, this has reduced in assurance rating to
amber due to a committee request for a focus on the changes to new-born hearing
checks, which at the time of the report were due to change, and the potential issues
this may raise for the Trust.

6.4

The medical device trainer role has changed in recent months, which has seen a
reduction in time available to train staff. Plans are in place to resolve the capacity
issues in early 2020.

6.5

Dementia care remained at the same blue assurance rating, despite the rate of
referrals doubling in recent months. The team has changed its working practices and
process to be more proactive – this has resulted timelier reviews of patients.

6.6

The Research and Development department has seen a 400% increase in commercial
research, placing it first in the country for commercial research for small acute trusts.
There is an expected further 5% reduction in funding for next financial year; however,
the commercial income has increased which mitigates this risk.

MK/
BEA
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Risk Assurance Committee Terms of Reference
Sam Hann spoke to the update terms of reference for the RAC. There has been
minimal changes made as highlighted, including small role and title updates. The
updated terms of reference were approved.

7
7.1

Freedom to Speak up Guardian Q3 Report
No Freedom to Speak up Guardian concerns were raised in the quarter.

7.2

Shelagh Meldrum explained that the Trust was currently in the process of recruiting
additional Freedom to Speak up Guardians. Two people have submitted applications
and will likely be in post shortly.

8
8.1

RISK MANAGEMENT FRAMEWORK
Q3 Board Assurance Framework (BAF)
Ben Edgar-Attwell said that the BAF had been continued to be refined over the last 12+
months and was now fully embedded. The relevant Principal Risk owners continue to
review their respective risks and there had been some movement in risk scoring in the
quarter. Principal Risk SR1, relating to the increasing levels of demand exceeding
planned capacity, had increased in line with the step up in demand during the winter
period. SR2, the risk of a static or decreasing population health if prevention and
healthy living is not prioritised, remained a Moderate risk. Further system wide work is
underway and it is planned that additional indicators and metrics would be added to
future Board performance reports to monitor this position.

8.2

Principal Risk SR3 relates to the Trust not being able to achieve nationally mandated
quality standards due to its scale or other factors. This continues to be a Low Risk for
the organisation with work underway to improve retention and recruitment, a review of
the clinical workforce and undertaking full job planning reviews. Alongside this, the
Trust supports the Somerset Fit for my Future clinical service review to ensure
sustainability and provision of services across the county.

8.3

Ben Edgar-Attwell provided an overview of the actions underway to mitigate the risk of
failing to agree and adopt new models of care and a clear clinical strategy across
Somerset. This included the introduction of a single system transformation team with
delivery action overseen by this team through the Somerset ICP. In addition, new
monthly executive meetings take place with Taunton and Somerset NHS FT and
Somerset Partnership NHS FT as part of the developing structure.

8.4

The committee noted the Low rating for the risk relating to decisions that may
compromise quality and safety in order to achieve financial balance.

8.5

8.6

Q3 Corporate Risk Register (CRR)
Sam Hann presented the Q3 CRR advising that there had been significant progress
over the quarter. A full review of the financial risks of the organisation had taken place
with more robust risks and mitigating actions recorded. A number of additional risks
had been added by Symphony Healthcare Services (SHS) at the end of the quarter.
There is some duplication across these risks and the rating level has been challenged,
as these do not appear to align with the expected ratings for these risks. Some of the
risks could also be combined, as there appears to be some duplication. This has
been escalated to the management team and executives for review; Shelagh Meldrum
would assist in ensuring this review is completed. Jane Henderson noted that it was
positive that the risks had been identified and recorded.
A number of risks and the associated ratings had raised during the quarter because of
the additional demand over the winter months. These relate to escalation and it is
anticipated that these would reduce again over the coming months. In addition, risks
around cyber security have increased following the national ESR fraud incidents.
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Graham Hughes said that this risk was not likely to reduce bearing in mind the
continued risk of cyber security and fraud incidents. Additional external penetration
testing is due to be scheduled and an update would be received at the Audit
Committee in April 2020.
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8.7

Shelagh Meldrum said there was concern regarding the resilience of the lifts within the
tower block. Sam Hann said that this had been picked up with the Operational
Resilience/Patient Transport Manager and Simply Serve Limited. Communications
are due to be made with staff on the importance of only using bed lifts where
necessary and appropriate to mitigate the risk of accidental damage.

9
9.1

Six Month Safer Staffing Report
The committee reviewed the Safer Staffing report, which covered the six-month period
up to January 2020. There was a registered nurse vacancy rate of 15 WTE (mainly
within specialist staff). There were no midwife vacancies at the time of the report.

9.2

There is a series of actions underway to ensure that agency usage relating to
escalated is logged and recorded. Staff may be moved around departments into
specialist areas to ensure suitable experienced coverage. Agency usage remains
remarkably low; this is due to the arrangements in place where hot shifts and a small
premium may be paid to encourage bank usage over agency. The Trust is mindful of
staff health and wellbeing to ensure that staff do not experience burn out.

9.3

Staff retention for registered nurses and HCAs has seen further improvements across
the six-month period; a further 3% reduction target is planned going forward. This has
been recognised nationally.

9.4

An audit of the nursing workforce establishment took place using the Safer Nursing
Care Tool. This demonstrated an increase in the acuity of patients, and outlined the
need for a required uplift in staffing for Ward 7B. This is a result of the increase in
acuity and the number of patients on the ward for reablement. A business case is to
be submitted for consideration.

9.5

Following the increased winter pressures, there has been a temporary increase in the
staff establishment in the emergency department, Ward 9B and the Emergency
Admissions Unit. For safety reasons, there is a need to ensure good patient flow from
ED. A twilight member of staff has been introduced in EAU to accept admissions.

9.6

The Trust has an extremely good pass rate for the Objective Structure Clinical
Examinations (OSCE). The first cohort of Nursing Associates have also graduated
and taken up substantive positions. One of these members of staff is entering the
route to become a registered nurse and will be promoting this as part of the Year of
the Nurse and Midwife. Shelagh Meldrum advised that national funding is provided for
the Nursing Associates’ training but not for to backfill the role during training.

9.7

Shelagh Meldrum reported that the Trust was in the lower quartile for the care hours
per patient day indicator; however, the benchmarked trusts will include tertiary
centres. She said that this is not necessarily a useful indicator when compared to the
low rates of incidents, complaint rates etc. She added that there is an element of
clinical judgement in addition to this. Shelagh Meldrum provided additional assurance
that staff establishment reviews take place alongside monitoring this indicator. Jane
Henderson said it could be a measure of efficiency. Shelagh Meldrum agreed, noting
that the Trust was rated green on the Model Hospital system for nursing.

9.8

Maurice Dunster asked about the overseas recruitment programmes and said it was
important that the Trust is completing this ethically. Shelagh Meldrum confirmed that
the recruitment has a measured approach for this reason; a number of countries train
excess number of nurses who then do not work within nursing positions within their
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own countries. In addition to these overseas recruitment programmes, additional
sponsorship is being introduced and it is hoped that this would assist with domestic
recruitment.
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10
10.1

10.2
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11
11.1

SETTING QUALITY PRIORITIES AND IMPLEMENTATION OF THE NHS PATIENT
SAFETY STRATEGY PROCESS
Bernice Cooke explained the need for the Trust to review and set its quality priorities
for next year. A number of the existing priorities are likely to roll over with work to be
continued; this is in line with the Quality Improvement Strategy 2019-2021.
Alongside this, the national NHS Patient Safety Strategy has been released which
outlines up to 48 actions to be addressed over five years. A number of these are to be
implemented in the coming months, including the addition of the previously discussed
Medical Examiner role. An internal action plan has been developed; this continues to
be monitored and updated. Bernice Cooke advised that she could share the action
plan in due course and it was important for the committee to have oversight of this.

BC

To Note the Q3 Minutes from the Committee’s Sub-Groups
The Committee noted the circulated minutes of the various sub-groups that report to
the Governance and Quality Assurance Committee. Graham Hughes noted there was
an action recorded in the Clinical Outcomes Committee minutes that required follow
up from another committee. Bernice Cooke agreed to check this.

BC
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12
12.1

To Agree 3 Key Items to Highlight to the Board
It was agreed that the following items would be highlighted to the Board of Directors:
 Medical Examiner roles
 HSIB reviews
 Support of SCBU and the results of the national CQC maternity survey
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13
13.1

ANY OTHER BUSINESS
Maurice Dunster noted that some members of staff appeared to have meetings in the
canteen; he said it was important that only appropriate discussions should take place
in a public setting. Shelagh Meldrum agreed and suggested an update could be made
in the CONECTBulletin to staff.
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14
14.1

DATE OF NEXT MEETINGS
22 April 2020, 13:00, Boardroom, Level 1, YDH
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Purpose of Paper (Please select any which are relevant to this paper)
☒ For Assurance

☐ For Approval / Decision

☒ For Information

Reason for Presentation to
Committee/Board

The Patient Feedback Report provides the Board of Directors with a
summary of the Friends and Family Test responses.
It outlines the response rate from the survey and how likely
respondents would be to recommend Yeovil Hospital to their friends
and family.
In light of the COVID-19 outbreak, the Friends and Family Test has
been suspended. This report provides the data available for the
period prior to suspension.

Any Key Issues to Note

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

☐ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☐ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

Extremely likely

Likely

469

30

Online responses

188

Neither

Unlikely

Extremely unlikely

Don't know

Paper responses

327

TOTAL

515

93%

6%

Very good

1%

Good

Neither good nor poor

Poor

Very poor

Don't know

98%

Yeovil Hospital

extremely/
likely

FFT Likely To Recommend
100%
95%

Events

Mean

Lower

Upper

Outlier

Mar-20 (515)

Feb-20 (1528)

Jan-20 (1321)

Dec-19 (993)

Nov-19 (1140)

Oct-19 (1416)

Sep-19 (1150)

Aug-19 (1300)

Jul-19 (1204)

Jun-19 (1365)

May-19 (984)

Apr-19 (1000)

Mar-19 (1086)

Feb-19 (523)

Jan-19 (933)

Dec-18 (1165)

Nov-18 (1395)

Oct-18 (1406)

Sep-18 (1247)

Aug - 18…

Jul-18 (1263)

Jun-18 (1097)

Apr-18 (1246)

85%

May-18…

90%

Run
Base: All respondents

Mar 2020

Page 2

Patients were asked to rate various elements of their experience using a scale of S=Totally to l=Not at all.
Were you treated with kindness and compassion by the
staff looking after you? (493)

5.0

Were you treated with dignity and respect? (496)

5.0

Was the location clean? (495)

4.9

Did you feel involved enough in decisions made about you?
(493)

4.9

Did you receive timely information about your care and
treatment? (493)

4.9
Base : All respondents

Demographic breakdown
Patient type

Ethnic group

The pati ent

Whit e

92%

98%

Mixed / Multipl e Ethnic Group s 1%
Asi an / Asi an Briti sh

A carer

Black / African / Cari bbean / Black Briti sh
A family member

Other Ethnic Group 1%

Base: All respondents, Mar 2020 (487)

Age

Base: All responden ts, Mar 2020 (491)

Disability

0-15 2%
7%
16-24
19%
25-34
35-44
10%
45-54
10%
55-64
14%
65-74
20%
17%
75-84
85+ 3%

■

A lon g-st anding illn essA lon g-sta nding physical condition
Deafn ess or se vere hearin g impairm en.t

A mental healt h condition l

27%
10%

7%

s%

Blind or partially sight edl 2%
A learning disability l 2%
I do

Base: All respondents, Mar 2020 (484)

Gender

34%

Male
Female

66%

Base: All respondents, Mar 2020 (492)

not have a long-standin g condition

57%
Base: All respondent s, Mar 2020 (420)
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Purpose of Paper (Please select any which are relevant to this paper)
☒ For Assurance

☐ For Approval / Decision

☐ For Information

Reason for Presentation to
Committee/Board

The Trust has implemented the required recommendations in
implementing the National Guidance on Learning from Deaths.
The Mortality Report includes summary tables for the Trust,
which should be presented to the Board on a quarterly basis.
This is a requirement of the National Quality Board Guidance
on Learning from Deaths March 2017 and the NHS
Improvement Implementing the Learning from Deaths
framework, key requirements for Trust Boards July 2017.

Any Key Issues to Note

The Quarter 4 report highlights an increased number of formal
documented case reviews as a result of changes to the
reporting processes for identification of learning from deaths.

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

☒ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☐ Legislation

☐ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☐ Responsive

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

☒ Well Led
☒ Yes

☐ No

Mortality Report
Learning from Deaths
Quarter 4 2019/2020
Introduction
In December 2016 the CQC report Learning, Candour and Accountability: A review of the way NHS
Trusts review and investigate the deaths of patients in England, identified that learning from deaths
was not given sufficient priority in some organisations and consequently valuable opportunities for
improvements were being missed. In March 2017 the National Quality Board published national
guidance on learning from deaths to initiate a standardised approach to learning which includes a
number of recommendations to be included into Trust’s governance frameworks.
These recommendations include having a Director responsible for the learning from deaths agenda, a
Non-Executive Director to take oversight of progress and implementing a systematic approach to
identifying the deaths requiring review, with a robust methodology for case record reviews.
Ongoing developments include specific guidance for NHS Trusts in working with families, published in
July 2018 and the planned introduction of medical examiners now scheduled for implementation from
April 2020. The aim of this new system is to make sure that all deaths not investigated through the
coronial process are subject to a degree of independent scrutiny, with increased transparency for the
bereaved and an opportunity for them to raise concerns.
A review of the first year of NHS Trusts implementing the Learning from Deaths National Guidance
has recently been published by the CQC. This document highlights the progress that has been made
with implementation of the Learning from Deaths Programme as observed during the CQC well-led
inspections. The report acknowledges the early progress and the need for cultural change in the
NHS, especially in respect of engagement with families. The Trust Learning from Deaths Policy has
been amended to reflect these developments and the outcomes reported within future quarterly
reports.
The report highlights several challenges for Trusts in the future. These include:
•

Providing consistency in the way Trusts plan to implement the role of the medical examiner,
providing continuous safety improvement, and responding to complaints and concerns.

•

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

•

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

Mortality Rates
In hospital deaths per month
Summary Hospital-Level Mortality Indicator (SHMI)
The number of deaths in hospital is captured through the Summary Hospital-Level Mortality Indicator
(SHMI). This reports mortality at Trust level using a standard and transparent methodology, which is
published quarterly as a National Statistic by NHS Digital. The SHMI is the ratio between the actual
number of patients who die following hospitalisation at the Trust and the number that would be
expected to die on the basis of average England figures, given the characteristics of the patients
treated there. Our latest SHMI covering 12 months October 2018 to September 2019 is 91.53, which
is within the expected range. No SHMI Group is statistically higher than expected and Septicaemia is
statistically significantly lower than anticipated.

Hospital Standardised Mortality Ratio (HSMR)
The Trust uses Dr Foster to support analytical review of outcomes data. This includes reporting of the
Hospital Standardised Mortality Ratio (HSMR), which reviews a set number of indicators to inform
understanding of quality and improvements in clinical care. The Trust HSMR is reported at 85.0,
rolling year as at November 2019, which is statistically lower than anticipated.

The latest report from Dr Foster with a data set from December 2018 to November 2019 highlights the
Trust’s position with both HSMR and SHMI remaining statistically significantly low. The Trust HSMR
is the lowest in the regional acute peer group. A recent audit has reassured us that the reported
figures are a true reflection of the current position.
The Dr Foster data also shows that we have maintained a high level of reporting of significant
comorbidities. This positively affects our HSMR as this is calculated by comparing the number of
expected deaths with the actual number of deaths. Patients with more comorbidities are by definition
in a higher risk group for anticipated death.
There were three CUSUM alerts in the previous quarter and one in Quarter 4. CUSUM is short for
cumulative sum and an alert occurs when the number of deaths, readmissions or activity within the
Trust in a cohort of patients with the same coded condition, (taking account of their comorbidities) is
higher than anticipated. All alerts are reviewed to identify why the alert has occurred and to identify
any actions that should be taken to address any issues with the management of this cohort of
patients.
The previous alerts for, Nutritional deficiencies (3 observed deaths) and Haemolytic jaundice/Perinatal
Jaundice (1 observed death) have been reviewed and no care issues have been identified. As the
Doctor Foster data picks up on the initial coding detail, any developments or changes to the main
condition treated during a longer length of stay are not used. Two of the three patients with nutritional
deficiency have been recoded and the case of Haemolytic jaundice had already been reviewed.
There was one new CUSUM alert in quarter 4. This was for cases coded as ‘other liver disease’ with
10 cases involved. The Clinical Outcomes committee are responsible for investigating all CUSUM
alerts with any actions taken referred back through the committee. These 10 cases will be reviewed.

Learning from Deaths
It is important to provide a formal system to review the care and management of any patient who dies
within the Trust. The Structured Judgement Review Tool from the Royal College of Physicians (RCP)
has been adapted to facilitate its use throughout the hospital. Formal mortality reviews are
undertaken with data analysis used to inform improvements in care and provide reports to the Board.
The Mortality Review Group continues to meet monthly to oversee reviews of the management and
care of all patients who have died within the hospital. A three-stage process had been developed with
those patients requiring a formal review identified through an initial assessment at the time of
completing the death certification. This first review (Mortality Review 1), will be completed in future by
the Medical Examiner who will identify any case where a potential problem exists. For example,
where the cause of death does not follow from the admission diagnosis or where a potential omission
in care or poor management has been identified. This will ensure that any patient where a suspicion
of a problem with care or management has been identified will undergo a detailed mortality review to
identify any concerns and to ensure learning for improvement.
Cases identified for a full review (Mortality Review 2), have been assessed via speciality Morbidity
and Mortality meetings with presentation of findings at local Clinical Governance Sessions.
Outcomes from these meetings, in particular any learning and actions taken will be recorded on the
Structured Judgement Review tool. Any investigation undertaken outside of this process, for instance
Serious Untoward Incident Investigations where death has occurred will include an avoidability score
as part of the investigation summary. This ensures all patient in hospital deaths can be categorised
depending on the level of avoidability in each individual case.
Due to the Covid19 pandemic implementation of the Medical Examiner Role is on hold. The current
review process will continue where an incident has been reported, the coroner is involved, for patients
with a learning disability or where other potential issues have been identified.

Quarter 4 Reviews
The number of reviews recorded in the quarter in line with the numbers achieved previously and as
would be anticipated concentrated in the first 2 months. It should be noted that due to the process of
retrospective reviews, data would continue to require amendment in the following quarter to reflect the
true numbers of reviews undertaken. Therefore, the number of cases reviewed in quarter 3 has been
significantly improved and this is reflected in this report.
For those reviews undertaken in quarter 4 there were no cases yet reviewed with a score below 5
The Q3 case assessed as scoring a 3 meaning the death was probably avoidable (more than 50%)
underwent additional review by the clinical team to identify and share learning and was presented at
the local governance meeting.
The Mortality Review Group has not identified any deaths in the Quarter where care concerns are
thought to have contributed to the outcome for the patients. Again, it should be noted that there is a
data lag in the reports and this figure may change in the subsequent quarterly report.

This table provides the number of deaths in month against the number reviewed and where concerns have been identified. Please note there is a delay in accurate reporting
of in-quarter reviews due to the time frames of external surveillance data from Dr Foster and the mortality review process . This table will be updated quarterly.

2018/19

Total deaths
in the Trust
(including ED
deaths)
Number
subject to a
mortality
review
Number
investigated
under the
serious
incident
framework
Number of
learning
disability
deaths
Number of
bereavement
concerns
Number
thought more
likely than
not to be due
to problems
with care

2019/20
Oct

Nov

Dec

Q3
Total

Jan

Feb

Mar

Q4
Total

April

May

June

Q1
Total

Jul

Aug

Sep

41

43

82

166

88

88

49

225

58

66

70

194

55

61

44

12

17

18

47

20

12

8

40

14

17

25

56

13

14

0

0

1

1

0

0

0

0

0

0

0

0

0

1

0

0

1

0

0

0

0

0

0

0

0

1

2

0

3

3

3

2

8

1

1

1

0

0

0

0

0

0

0

0

0

1

1

Of the 37 deaths subject to a case review so far in Q4
• 35 were subject to a SJR
• 1 case has been referred for a LeDeR review
• 5 were reviewed where bereavement concerns were raised

Q2

Oct

Nov

Dec

Q3
Total

Jan

Feb

Mar

Q4
Total

160

64

51

46

162

87

67

69

223

16

43

18

18

16

52

21

8

6

35

1

0

1

0

0

0

0

1

1

0

2

0

0

0

0

0

0

0

0

0

1

0

1

3

1

1

3

4

2

1

2

5

4

1

0

5

2

0

0

1

1

0

1

1

2

0

0

0

0

Total

This data is summarised in the following charts:

It should be noted that these figures relate to case reviews performed using the Structured Judgement Tool
only with the previous quarter update in place.

Overall Findings from case reviews completed using the Structured Judgement Tool
Quarter 4 2019/20- Quality of Care

Q1 – Q4 Care Concerns Identified

Level of avoidability of death in each case reviewed - Rolling Year to date
50
45
40
35
30
25
20
15
10
5
0

Structured Judgement Tool Avoidability Score
1 – Definitely avoidable
2 - Strong possibility of avoidability
3 – Probably avoidable greater than 50%
4 - Possibly avoidable less than 50%
5 - Slight evidence of avoidability
6 - Definitely not avoidable

2018/19 Q2 No. of reviews
2018/19 Q3 No. of reviews
2018/19 Q4 No. of reviews
2019/20 Q1 No. of Reviews
2019/20 Q2 No. of Reviews
2019/20 Q3 No. of Reviews
2019/20 Q4 No. of Reviews

Themes from mortality reviews and investigations undertaken within the quarter:

Of the deaths reviewed using the Structured Judgement Tool so far in the quarter:
•

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

Issues positive and negative from reviews undertaken:
•

There were no avoidable deaths and no problems identified which contributed to a patient
death.

•

In two cases, there was a delay in identifying the terminal phase and unrecoverable status of
the patient.

Lessons Learned from Mortality Reviews and investigations:
•

Decisions relating to the escalation of treatment and Do Not Attempt Resuscitation rest with
the clinicians. Treatment that would be futile should not be offered.

•

Disputes between family members and clinical staff require the staff to seek advice to ensure
consensus.

Actions Taken:
•

Continued use of the countywide STEP process.

•

Presentations at Trust Wide Governance relating to the clinicians’ responsibility in decision
making in relation to escalation plans and DNAR decisions.

Coronial Activity
7 new instructions were received in quarter 4. Three cases resulted from injuries sustained in falls
prior to admission and one from injuries sustained in a road traffic accident. Two developed sepsis
from existing long-term conditions and one case was referred to the coroner by a family following a
dispute about the escalation of care. In all cases, formal statements have been obtained with no
omission or care problems identified that would be considered to have contributed to the patient’s
death. No inquests were held in the quarter.

Learning Disability Deaths
There was one patient with a Learning Disability who died in the quarter. Where such a death occurs,
these are reported in line with national requirements and reviewed in the first instance for any
immediate actions. The Trust is fully compliant with the LeDer Programme and will report such cases
to the Commissioners for appropriate review and investigation. No deaths have been identified as a
consequence of concerns about hospital care.

Neonatal and Maternal Deaths
CNST requires that cases and actions reviewed using the Perinatal Mortality Review Tool (PMRT)
are reported to Trust Board quarterly.
The PMRT facilitates a comprehensive, robust and standardised review of all perinatal deaths from
22+0 gestations (excluding terminations) to 28 days after birth; as well as babies who die after 28
days following neonatal care.
The web-based tool presents a series of questions about care from pre-conception to bereavement
and follow-up care. The factual information is entered in advance of a multidisciplinary panel of
internal and external peers (allowing for a ‘Fresh eyes’ perspective) review of cases.
The tool is used to identify required learning with action plans generated, implemented and monitored.
The Maternity Unit has reviewed two cases using the PMRT in Quarter 4. The tool was populated
during multi-disciplinary panel review, which included external clinical representation. The families are
notified of these reviews and have an opportunity to raise any issues. Questions raised by the
families are addressed at the time of the review.

Themes and Trends from PMRT reviews
Themes emerging from previous reviews are currently centred on•
Documentation with key drivers in place to aid improvement. This will be influenced by record
keeping audits.
•
Arrangements for debrief. The Unit needs a more structured approach with regards to debrief,
following sad outcome events and will gain guidance from the wider Trust to support this
development.
The unit is awaiting a finalised HSIB report following review of an intrauterine death within the
previous quarter. Safety recommendations were initially made and have been acted upon with staff
learning/update and changes made to guidance. An action learning plan has been devised following
review of the draft report, which amongst other actions, includes supernumerary status of the labour
ward coordinator not always achieved and the emerging themes from recent PMRT reviews.

Working with Families
The End of Life Steering Group continues to promote the Family Liaison Service in response to
recommendations from the Learning from Deaths report. This supplements the existing Bereavement
Service, capturing concerns at the time of reporting a death, providing information and ongoing
support to those dealing with a death in the family. This good practice will be augmented by the
implementation of the Medical Examiner role providing a further means of support for families and a
degree of external assurance and learning for the Trust.
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REPORT TO:

Board of Directors

REPORT BY:

Freedom to Speak up Guardians

PRESENTED BY:

Freedom to Speak up Guardians

EXEC SPONSOR:

Shelagh Meldrum, Deputy Chief Executive/Chief Nurse & Director of
People

REPORT TITLE:

Freedom to Speak Up Guardian Q4 2019/20 Report

DATE:

29 April 2020

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

☐ For Approval / Decision

☒ For Information

Reason for Presentation to
Committee/Board

In February 2015, Sir Robert Francis published his final report which
made a number of key recommendations under five overarching
themes with actions for NHS organisations and professional and
system regulators to help foster a culture of safety and learning in
which all staff feel safe to raise a concern. One key element was the
appointment of a local Guardian in each Trust.
This report summarises the concerns raised with the Trust Freedom
to Speak Up Guardian during Quarter 4 2019/2020.

Any Key Issues to Note

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

☒ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☐ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☐ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

Freedom to Speak Up (F2SU) Guardian
2019/2020 Quarter 4 Report
Background
Freedom to Speak Up (F2SU) Guardians are staff based in local NHS Trusts. Their role is to
work with Trust leaders to create effective local processes to enable staff to raise concerns
about patient safety and to advise and support staff who seek to do so.

In his review of care concerns at Mid Staffordshire Foundation Trust, Robert Francis, QC
found that staff are reluctant to raise concerns due to;
• The potential impact on their own career
• The fear of being labelled a trouble maker
• Loyalty to colleagues – who may be implicated
• A lack of confidence that raising a concern will make a difference
QC Francis noted that the impact on those who have raised concerns has been
considerable, specifically;
• Serious impact on mental health
• Reduced career chances
Activity in Quarter 4
Date

Theme
(see key)
01/01/2020 Q&S

Staff
Group
Medical

Details

Actions

Status

Concerned that the
phlebotomy department
is going to be
overwhelmed with
outpatient blood requests
from primary care.

Closed

20/03/2020 Q&S

Medical

Concern over social
distancing barriers in
place at EFM window

Concern
passed to
Medical
Director of
SHS who
progressed
with SHS drs.
Response
from Head of
estates as to
reason for
social
distancing
precautions
due to Corona
Virus.

Closed

Themes Key:

Q&S = Quality & Safety, PPP = Policies, Procedures & Processes, PE = Patient Experience, A&B =
Attitudes & Behaviours, SL = Staffing Levels, PC = Performance Capability, SC = Services Changes,
MB = Manager Behaviour, O = Other

Reports remained open from previous period
Date

Theme
(see key)

Staff
Group

Details

Actions

Status

None
Team Development in Quarter
Debs Matthewson and Yvonne Thorne joining team as FTSPU Guardians. Attended training
24/01/20 and all 3 FTSPU guardians attended Regional FTSPU event in March 2020.
Fiona Rooke
Freedom to Speak up Guardian
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PRESENTED BY:

Andrew Newton, Guardian of Safeworking

EXEC SPONSOR:

Merry Kane, Chief Medical Officer

REPORT TITLE:

Guardian of Safeworking Hours Report

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

☐ For Approval / Decision

☒ For Information

Reason for Presentation to
Committee/Board

The Guardian of Safe Working is a role required by the 2016 Junior
Doctor Contract. The Guardian of Safe Working (GoSW) acts as a
champion of safe working hours for trainees, received exception
reports from doctors who have exceed their rostered hours, been
unable to undertake training opportunities or have safety concerns.
The GoSW works to resolve the issues raised in exceptions reports
and implement and distribute fines as outlined within the Junior
Doctor Contract where necessary.
The Board or a committee of the Board is required to receive a
quarterly report from the GoSW and to date these have been
received in the Workforce Committee and noted at the Board of
Directors.

Any Key Issues to Note

The Board are asked to REVIEW this report.

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

☒ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☒ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☐ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

YDH Guardian of Safeworking Hours
Quarterly Report – October-December 2019 (Q3)
Exception Reports at YDH – Historical Perspective
•
•

Allocate was introduced to Yeovil District Hospital NHS Foundation Trust in 2016.
From 06th December 2016 to 31st March 2020 we have received a total of:
– 727 Exception Reports.
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Immediate Safety Concerns
•
•

In the past three months there has been only 1 Exception Report that was raised as
being an Immediate Safety Concern (ISC)
This ISC related to
– A Medical Locum Registrar arriving late for the start of the duty shift: This has
been addressed with the doctors agency and it was an isolated incident (The
incident did not actually meet the criteria for being rated as an ISC)

Live Reports
•
•

As of 1 April 2020
2 Reports were still live
– 2 (100%) Awaiting Confirmatory Acceptance by Trainee

Exception Reports by Rota
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Response Times – Q4 2019/20
In the three months January – March 2020
– 20 were responded to > 7 days
– 40 were responded to < 7 days (66%)
– Although the percentage being responded to within the target time of seven
days is still not as high as it should be (100% being the desired figure); the
average Exception Report response time has continued to fall. (The average
was 5.8 Days during Q4)
Trend/Themes
•
•
•

The vast majority of Exception Reports raised at YDH relate to Overtime Hours
The ‘Medical’ Teams account for the vast majority of the overtime hours claimed for
Since COVID started having an impact the number of claims for Overtime has
dropped significantly

Trainee Doctors – at YDH
•
•

Number of doctors in training (total) at YDH is 73
Number of doctors in training at YDH on the 2016 T&CS is 73 (100%)

Rota Gaps
January 2020
• 1 x F2 – ED Vacant from December rotation
February 2020
• 1 x F2 – ED Vacant from December rotation
March 2020
• 2 x ST4+ Paediatric
Guardian of Safe Working Fines
• The secondary limits that attract a fine are
• a doctor working more than an average of 48 hours per week in any 3 month period
• a doctor working more than an absolute maximum of 72 hours in any given week
• a doctor getting less than getting 8 hours rest between shifts
• a doctor missing more than 25% of rest breaks in any 4 week period.
There have been no fines imposed at YDH in the Period January 2020 – March 2020
(Historically there have been no fines imposed at YDH since the start of Exception
Reporting)
Summary
There is consistent evidence that working hours for trainee doctors at YDH are safe, as they
relate to the 2016 T&Cs and the hours limits set out by those T&Cs.
The vast majority of Exception Reports raised at YDH relate to Overtime Hours
The ‘Medical’ Teams account for the vast majority of the overtime hours claimed for
Since COVID started having an impact the number of claims for Overtime has dropped
significantly.
A big part of improving the Junior Doctors confidence in the exception reporting system has
been to ensure that appropriate and timely responses are given to all exception reports.
Work is still ongoing in this area to ensure that the response and resolution time for
exception reports within YDH falls within National Guidelines.
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Mortality Rates
March 20
Latest HSMR
Jan-19 to Dec-19

Weekend
Mortality
Relative Risk

Number of
Trustwide
Deaths

Crude Mortality
Rate (Deaths /
Discharges)

0.846

0.889

68

1.89%

Weekend
Mortality
Relative Risk

Number of
Trustwide
Deaths

Crude Mortality
Rate (Deaths /
Discharges)

51

1.20%

March 19
HSMR
Jan-18 to Dec-18

0.886

0.937

Safe

Number of Inpatient Deaths
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Number of Deaths

HSMR Trend (Rolling 12 Month Periods)

RAG status: Achieved
The trust's HSMR was 84.6 in for the 12 month period up to
December 2019. The Trust continues to perform significantly
better than the National Average.
Further information is available in the quarterly mortality report.
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Patient Falls and Pressure Ulcers

March 19
Patient Falls

72

Patient Falls rate Pressure
Patient Falls
Ulcers
Causing Harm per 1000 bed days

4

8.09

7

Number of Falls

70

100

Patient Falls
Patient Falls rate Pressure
Causing Harm per 1000 bed days
Ulcers

4

Additional notes
• Patient Falls YTD:

• Patient Falls YTD LY:

• Pressure Ulcers YTD LY:

• Pressure Ulcers 6M Avg:

• Pressure Ulcers 6M Avg LY:

Count
795
763
57
64

5.7
4.2

10

60

8

6

40

4

20

2
0

5

Diff

% Diff

32

+4.19%

-7

-10.94%

1.5

+36.00%

RAG status: Failed, close to achievement
Targets Failed. Reason:

12

80

The total number of falls has remained consistent from last
year.
The 4 falls resulting in harm in March 2020 relates to three low
and one moderate harm incidents.

Patient Falls

Patient Falls per 1000 Bed Days

Pressure Ulcers +2
14

3

12

2.5

10

2

8
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4
2

0.5

0

0

Pressure Ulcers

Rate per 1000 Bed Days

• Pressure Ulcers YTD:

7.38

14

0

Number of Pressure Ulcers

Patient Falls

Patient Falls
Rate per 1000 Bed days

March 20

Safe

Pressure Ulcers per 1000 Bed Days
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Infection Control

Gram Negative Bloodstream Infections

Safe

12

March 20

10

YTD C.Diff
MRSA
C.Diff
Bacteremia (Lapses in Care) (Lapses in Care)

0

0

0

E.Coli

P.Aeruginosa

Klebsiella spp.

1

0

8

YTD
C.Diff

6

17

4
2
0

2

Additional notes

E.Coli Infections

• The Trust's Threshold for C/Diff cases this year is 9

RAG status: Achieved
Targets Met.

Of the 17 reported C.Diffs this financial year, one has been found as a
lapse in care. The trust's C.Diff threshold for 2019/20 is based on our
low level of infection achieved last year, and has not been updated to
reflect this year's changes in C.Diff classifications. Further information
is available in the quarterly quality report.

C.Diff

MRSA

50

Rate per 100,000 bed days

(All rates shown above are for hospital onset infections only)

P.Aeruginosa Infections

YDH Hospital Onset BSI Infection rate per 100,000 bed days

March 2020 Trust infection rate per 100,000 bed days;
E.Coli - 10.46, P.Aeruginosa - 0.00, Klebsiella - 20.92
March 2020 National infection rate per 100,000 bed days;
E.Coli - 19.31, P.Aeruginosa - 3.31, Klebsiella - 6.77

Klebsiella Infections
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YDH E.Coli

YDH Klebsiella

Ecoli National Benchmark

Klebsiella National Benchmark
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Stroke Services

Effective
90% Stroke Unit Stay Achievement
100%

March 20
YDH SSNAP Level YDH SSNAP Score 90% Stay on
(Jul-19 to Sep-19) (Jul-19 to Sep-19) Stroke Unit

B

78

73.68%

80%

12hr CT Scan

96.00%

Targets

60%
40%
20%

B

70

83.3%

83%

0%

Additional notes
National Benchmarks on Stroke Performance
from the 18/19 Stroke Audit:
4hr Direct Admission = 58.40%
12hr CT Scan = 95.20%
90% Stay = 84.40%
Thombolysed = 11.90%
Consultant 24hr Review = 83.90%
RAG status: Achieved
Targets Met.
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Admissions and LOS
March 20
Elective
Admissions

1,682

March 19
Elective
Admissions

2,040

Responsive
Average Length of Stay (Days)
6
5

Average
Average Non Non-Elective
Admissions Elective LOS Elective LOS

1,919

2.05

4
3

5.20

2
1

Average
Average Non Non-Elective
Admissions Elective LOS Elective LOS

2,210

3.78

1.90

Additional notes
• Elective Admissions YTD:

Count
23,921

• Non-Elective Admissions YTD:

26,317

• Elective Admissions YTD LY:

• Non-Elective Admissions YTD LY:
• Average Elective LOS vs LY diff:

• Average Non-Elective LOS vs LY diff:

0

22,403
24,902

LOS Elective

Diff

% Diff

+1,518

+6.78%

+1,415

+5.68%

+0.1
+1.4

+7.70%

+37.56%

RAG status: Achieved
Targets Met.

All routine elective operations were postponed from 23rd March, due to the
Government guidance on managing the current Coronavirus outbreak. This
has resulted in a sharp decrease in elective admissions.

LOS Non-Elective

Admissions
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Total Elective Admissions

Non-Elective Admissions
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Readmissions

Responsive
Number of Readmissions

March 20

Related
Unrelated
Number of Readmission Rate
readmissions (Exc 0 day LOS) Readmission Rate Readmission Rate

354

9.19%

4.80%

5.03%

400
10%

300
200

5%

100

March 19

Related
Unrelated
Number of Readmission Rate
readmissions (Exc 0 day LOS) Readmission Rate Readmission Rate

433

15%

500

9.46%

Additional notes
• Readmissions YTD:

• Readmissions YTD LY:

• Related Readmissions

• Related Readmission LY:
• Readmissions Rate (All)

• Readmissions Rate (All) LY:

4.85%

Count
4,971
4,645
173
206

9.09%
9.16%

0

5.34%

Diff

% Diff

+326

+7.02%

-33

-16.02%

-0.07%

--

0%

Readmissions

Readmission Rate (exc 0 day)

Number of Related/Unrelated Readmissions
500
400
300
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100

RAG status: Achieved
Targets Met.

0

Related Readmissions

Unrelated Readmissions
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Delayed Discharges

Effective
Monthly Delayed Transfers of Care Rate
3.0%

March 20
Lost Bed Days

140

2.5%

Number of Stranded
40%
Patients (21+ Days LOS) - Reduction
as at month end
Ambition

24

24

March 19
Lost Bed Days

132

2.0%
1.5%
1.0%
0.5%
0.0%

Number of Stranded
40%
Patients (21+ Days LOS) - Reduction
as at month end
Ambition

--

DTOC Rate

--

100

Additional notes
• Lost Bed Days YTD:

• Lost Bed Days YTD LY:

Count
1,306
4,247

Diff

% Diff

80

-2,941

-69.25%

60

Number of Stranded Patients
(as at the end of the reporting month)

40

RAG status: Achieved
Targets Met.

20
0

Stranded Patients (14-20 Day LOS)

Reduction Ambition (21+Day LOS Only)

Stranded Patients (21+Day LOS)
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Cancelled Operations

Responsive

Hospital non Clinical On the Day Cancellation of
Elective Operations Mar-20

March 20
On the Day
Non-Clinical
Reasons

Rebooked
YTD On the Day
within 28 Day
Non-Clinical
Target
Reasons

5

34

100.00%

Insufficent session time / session overrun

Urgent
Cancellations

4

More urgent case took priority - elective only e.g.
cancer

March 19
On the Day
Non-Clinical
Reasons

YTD On the Day
Rebooked
Non-Clinical
within 28 Day
Reasons
Target

22

69

100.00%

0

9

Additional notes
Note: For any elective operation cancelled by the trust on the
day of the operation/admission, an offer of a new date must be
within 28 days of the cancelled operation date.
RAG Status: Achieved
Targets Met.

TCI / Appointment rescheduled - requires
alternative session / clinic

Urgent
Cancellations

The Trust has cancelled a significant number of routine
operations, with notice, due to the Coronovirus outbreak. All of
these are intended to be rescheduled once current restrictions
are lifted.
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Diagnostic Waits

Responsive
Diagnostic 6 Week Waits %
100%

March 20
Overall Diagnostic 6 Week Waits

92.37%

98%
96%
94%

(Target 99.0%)

92%
90%

Additional notes
The area with the lowest diagnostics performance was:
Physiological Measurement %

Diagnostic 6 Week Waits %
DM01 % - Trajectory

88.62%

Target
DM01 Recovery Trajectory

Diagnostic Waits by Type of Test
100%

RAG status: Failed
Targets Failed. Reason:

The March 2020 achievement contains a partial month
impact of Covid-19 on the trust's routine activity.
The national Diagnostics 6 week wait position was
97.24% in February 2020.

95%
90%
85%
80%
75%
70%

Imaging %

Physiological Measurement %

Endoscopy %
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RTT Performance

RTT Incomplete Pathways - 18 Weeks
95%

March 20

90%

18 Week Incomplete Pathways

> 52 Week Waits

85.38%

2

(Local Trajectory 82.10%)

Responsive

85%
80%
75%

March 19
18 Week Incomplete Pathways

> 52 Week Waits

90.53%

0

70%

RTT Incomplete Pathways - 18 Weeks
6 Month Moving Average

Additional Notes:
Specialties with the Lowest RTT Performance this month:

12,000

Plastic Surgery
- 73.33%
Trauma & Orthopaedics - 74.38%

10,000

Constitutional Standard
19/20 RTT Trajectory

RTT Incomplete Pathways with All Stops

8,000
6,000

RAG status: Failed
Targets Failed. Reason:

The March 2020 achievement contains a partial month
impact of Covid-19 on the trust's routine activity.
The national RTT 18 week wait position was 83.2% in
February 2020.

4,000
2,000
0

Number of Stops

Number of Incomplete Pathways
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RTT Pathways
March 20

Responsive

13,000

Incomplete
Pathways

Pathways waiting
> 18 Weeks

Pathways waiting
> 40 Weeks

9486

1387

24

March 19

Pathways waiting
> 40 Weeks

9800

928

7

RAG status: Achieved
Targets Met.

11,000

10,000

9,000
8,000
6,000

Pathways waiting
> 18 Weeks

• Number of
Incomplete Pathways

12,000

7,000

Incomplete
Pathways

Additional notes

RTT Incomplete Pathways (total waiting list size)

Diff

% Diff

-314

-3.20%

5,000

Number of Incomplete Pathways

Incomplete Pathways 19/20 Trajectory

RTT Incomplete Pathways - Aging
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Cancer Performance
February 20
2 Week Suspected Cancer

2 Week Exhibited Breast
Cancer Symptoms

93.46%

93.10%

(National Target - 93.00%) (National Target - 93.00%)

2 Week Cancer Targets

Responsive

100%
90%
80%
70%
60%

31 Day Treatment First

62 Day Treatment Standard

96.67%

76.42%

(National Target - 96.00%) (National Target - 85.00%)

2WW Breast

100%

2WW Suspected Cancer

19/20 2WW Suspected Cancer Trajectory

62 Day Treatment Standard

95%
90%

RAG status: Achieved
Targets Met.

62 day performance in February was challenged due
to several complex pathways, medical delays and
patient choice. There were also some delays to PET CT
and Colonoscopy.

85%
80%
75%
70%

65%
60%

62 Day Treatment Standard

19/20 62 Day Treatment Standard Trajectory
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Cancer 62 Day Urgent GP Referral Pathway
February 20
Target: 85%

62 Day Site Breakdown - 3 Month Review
Cancer Site
Brain

Breast

Gynaecology

December 19
100.0%

5.5

Head and Neck 100.0%

0.5

Lower GI

Lung

Sarcoma
Skin

Upper GI

Urology

Other
All

50.0%

94.1%

66.7%

100.0%

0

9

81.8%

Haematology

0

1

100.0%

1

0

100.0%

2

1.5

89.15%

64.5

7.0

The figures above are reflective of the February 20 CWT
submission and are subject to change until the final
quarter end CWT submission.

2.5

0.5

13

RAG status: Failed

10

8.5
6

4

0

0

1

0

0

100.0%

100.0%

100.0%

0

88.5%

Please note that a shared breach with another organisation
will show as 0.5 on the table above.

January 20

1

15

75.0%

Achievement, Referrals and Breaches

2

100.0%

Additional notes

Targets Failed. Reason:

0

Responsive

0.0%

2

0

0

0

2.5

95.0%

20

100.0%

87.29%

3.5
9
1

59.0

1.5

0.5

100.0%

0.5

0

85.7%

63.6%

3.5

85.7%

66.7%

0

28.6%

66.7%

0

100.0%

0.5

2

0

0

0.5
5

February 20
7

4

5.5

1

0

2

0.0%

5.5

5.5

1

100.0%

23

0

3

64.0%

12.5

4.5

7.5

76.42%

61.5

14.5

0

0.5
0

50.0%

0

2

0

0

1

0

2019/20 YTD
0

0

87.7%

28.5

3.5

66.7%

4.5

1.5

93.0%
78.3%

80.0%

86

23

57.5

6

5

11.5

56.3%

35.5

15.5

97.4%

231.5

6

75.9%

132.5

86.08%

643.0

100.0%
74.2%

100.0%

3

33
8

0

8.5
32
0

89.5

Number of 62 Day Patients Seen - YTD
280

240

200
160
120
80

40
0
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Outpatients Transformation
2019/20 YTD
Outpatient Procedures
Proportion

Virtual Clinic Activity
Proportion

ASI Rate

Average Wait to First
OP (Weeks)

DNA Rate

-All Appointment
Cancellations

28.78%

Number of Outpatient Attendances
20000

Total Outpatients
Activity

204066

Responsive

15.81%

7.5%

7.84

5.16%

Patient Cancellations

Trust Cancellations

11.62%

17.15%

Comments
Please note that 'Virtual' Clinic activity includes Telephone follow-up clinics.
- Patient Initiated Follow-Ups (PIFU) now in place for all specialities & being
reported on.
- Demonstrations and Action Planning sessions held with Synertec, Dr Doctor &
Medio to progress the initiatives that will be part of the Digital Roadmap 2020/21.
- On-site review of check-in kiosks and their use & identification of future
enhancements, held with Jayex.
- Further enhancements made to Dr Doctor service to enable 100% text/email
confirmation & reminder messages to be sent along with the launch of an
improved Empty Slot Report to improve utilisation rate.
− Review of Polling Ranges, Wait Times and the DOS, to reduce ASI rate. All plans
and initiatives to compliment the Trust’s Digital Strategy and vice-versa.
− Expand the scope of the Dr Doctor functionality e.g. short notice cancellations
(coverage of reminder and confirmation messages now at 100%).

16000
12000
8000
4000
0

New OP Attendances

Follow-Up OP Attendances

Proportion of Virtual Clinic Activity
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

Virtual Clinic Activity %
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ED Transformation
Total A&E Attendances

94.81%

3740

Year on Year
A&E Growth

Attendances resulting in
an Inpatient stay

4.35%

Median Time to Triage
(hh:mm)

00:09

Average A&E
Attendances per day

120.65

12 Hour Trolley Waits

31.12%

0

Median Time to
Treatment (hh:mm)

Median Time in Emergency
Department (hh:mm)

00:34

Ambulance Handovers Number of Ambulance
Performance
Handovers

--

A&E 4 Hour Performance - All Attendances
100%

March 20
A&E 4 Hour
Performance

Responsive

--

98%
96%
94%
92%
90%
88%

4Hr Performance

02:33

Average Ambulance
Arrivals

41.23

Comments
Although the trust failed to meet the national standard of 95% in March, the
trust is currently the best performing trust in the South West and is the
second best performer in England.
For comparison, the national average 4 hour wait performance in March for
type 1 attendances was 76.2%.
Due to the Coronavirus outbreak, there has been a significant decrease in
A&E attendances since the 20th March.

6 Month Moving Average

Avg A&E Attendances per day
200
150
100
50
0

Avg A&E Attendances per day

Avg Emergency Admissions Per Day

Avg Ambulance Arrivals per day
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YDH Group │ Workforce Report
Well Led - Staffing
│ March 20
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Workforce Assurance
March 20

Well Led

Workforce Assurance - YDH Only

Workforce Monthly Position Contracted FTE
Additional

Mar-19 Mar-20 Clinical Services
1751.8 1893.5

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

76.1

56.7

398.4

113.1

Ancillary

31.1

Medical &
Nursing &
Senior
Non-Registered
Dental
Midwifery Reg Managers
Nursing

255.7

654.1

29.3

278.9

Workforce Monthly Position Labour Turnover
Target

Additional

Mar-19 Mar-20 Clinical Services

12% - 17% 15.75% 16.71%

20.11%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

14.40%

18.22%

15.56%

Ancillary

18.42%

Medical &
Nursing &
Senior
Non-Registered
Dental
Midwifery Reg Managers
Nursing

24.11%

14.04%

28.17%

14.47%

Workforce Monthly Position Sickness Absence - In Month
Target
3%

Additional

Feb-19 Feb-20 Clinical Services
3.32%

3.22%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

4.09%

1.31%

4.37%

2.72%

Ancillary

2.37%

Medical &
Nursing &
Senior
Non-Registered
Dental
Midwifery Reg Managers
Nursing

0.39%

3.93%

0.00%

3.53%

Workforce Monthly Position Mandatory Training
Target
85%

Additional

Mar-19 Mar-20 Clinical Services
87.16% 89.46%

88.65%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

93.51%

91.49%

82.92%

Ancillary

91.24%

Nursing &
Medical &
Senior
Non-Registered
Midwifery Reg Managers
Dental
Nursing

86.51%

90.80%

91.67%

88.08%

Workforce Monthly Position Appraisals
Target
90%

Additional

Mar-19 Mar-20 Clinical Services
88.23% 85.35%

83.72%

Rolling 12 Month Trend
Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

91.80%

83.52%

72.09%

Ancillary

91.43%

Medical &
Nursing &
Senior
Non-Registered
Dental
Midwifery Reg Managers
Nursing

96.80%

84.82%

69.23%

85.34%

Please note that the trust's internal targets for Labour Turnover and Mandatory Training have been changed from July 2019.
Historic data from before this point will be RAG rated against the prior set of targets for these measures.
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Contracted FTE

Contracted FTE

2500

March 20

Well Led

2300

YDH Group

YDH

DCUK

SHS

SSL

2100

2369.3

1893.5

0.0

222.3

253.6

1900
1700

March 19
YDH Group

YDH

DCUK

SHS

SSL

2298.4

1751.8

51.1

229.6

265.9

• Group FTE:

Count
2369.3

Diff

% Diff

+71

+3.09%

• Group FTE (Excl SHS):

2147.0

+344

+19.09%

Additional notes
• Group FTE LY:

• Group FTE (Excl SHS) LY:

2298.4
1802.9

Comments
There is growth in every organisation except SHS. This is
down to expansion of services. SSL has grown as they have
won tendering contracts.
Please note that DCUK ceased to exist as of March 2020.

1500

YDH

SSL

DCUK

SHS

Contracted FTE - 3 Year Trend
Additional Clinical Services
Additional Prof Sci & Tech
Admin & Clerical
Allied Health Professionals
Ancillary
Medical & Dental
Non-Registered Nursing
Nursing & Midwifery Reg
Senior Managers
SSL
SHS
DCUK
0

100

Mar-18

200

Mar-19

300

Mar-20

400

500

600
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Turnover

Labour Turnover - YDH Only

25.0%

March 20

20.0%

YDH Group

YDH

DCUK

16.40%

16.71%

0.00%

SHS

SSL

14.93% 15.87%

YDH Group

YDH

DCUK

SHS

SSL

15.75% 20.00% 20.99% 13.59%

Additional notes
• Group Turnover:

• Group Turnover LY:
• YDH Turnover:

15.0%
10.0%
5.0%

March 19
16.19%

Well Led

• YDH Turnover LY:

Achievement
16.40%
--

16.71%
15.75%

Diff
-0.96%

Comments
Turnover has gradually improved in response to interventions
and delivering on our response plan.
From July 2019 onwards, the trust's internal labour turnover
target has changed to be within 12% - 17%.
Please note that DCUK ceased to exist as of March 2020.

0.0%

YDH Turnover

Target Lower Limit

Taget Upper Limit

Rolling Turnover by Skills Group
Additional Clinical Services
Additional Prof Sci & Tech
Admin & Clerical
Allied Health Professionals
Ancillary
Medical & Dental
Non-Registered Nursing
Nursing & Midwifery Reg
Senior Managers
SSL
SHS
DCUK
0%

10%

Mar-18

20%

Mar-19

30%

Mar-20

40%

50%

60%
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Leaving Reasons - YDH
March 20

Number of Resignations
- Rolling Year

316

247

295

207

• Rolling Year Leavers LY:

End of Fixed Term

Redundancy

Number of Resignations
- Rolling Year

• Rolling Year Leavers:

Dismissal

Pregnancy

Number of Leavers
- Rolling Year

Additional notes

YDH Rolling Year Leavers by Reason
Death in service

Number of Leavers
- Rolling Year

March 19

Well Led

Count
316
295

Resignation
Retirement
0

50

100
Mar-18

Diff

% Diff

+21

+7.12%

Comments
All leavers encouraged to undertake an Exit Interview and
the reduction in 'Unknown' reasons allows for better
understanding of leaver reasons.
Figures exclude junior doctors rotations and internal
transfers and are based on a rolling 12 month period.

150

Mar-19

200

250

300

Mar-20

YDH Rolling Year Leavers - Resignations
Adult Dependants
Better Reward Package
Child Dependants
Further education or training
Health
Incompatible Working Relationships
Lack of Opportunities
Other/Not Known
Promotion
Relocation
Work Life Balance
0
Mar-18

25

50

Mar-19

Mar-20

75

100

125
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Leaving Reasons - SSL
March 20

Number of Resignations
- Rolling Year

43

29

Number of Resignations
- Rolling Year

39

24

• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
43
39

Dismissal
End of Fixed Term
Redundancy

Number of Leavers
- Rolling Year

Additional notes

SSL - Rolling Year Leavers by Reason
Death in service

Number of Leavers
- Rolling Year

March 19

Well Led

Resignation
Retirement
0

Diff

% Diff

+4

+10.3%

5

10

15

Mar-18

Mar-19

20

25

30

35

Mar-20

SSL - Rolling Year Leavers - Resignations
Better Reward Package

Child Dependants

Further education or training

Health

Incompatible Working Relationships

Comments
The number of leavers is in-line with expectations.

Lack of Opportunities

Other/Not Known
Promotion
Relocation

Work Life Balance
0
Mar-18

2
Mar-19

4

6

8

10

Mar-20
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Leaving Reasons - SHS
March 20

Number of Resignations
- Rolling Year

84

8

Number of Resignations
- Rolling Year

61

--

• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
84
61

End of Fixed Term
Redundancy
Resignation

Number of Leavers
- Rolling Year

Additional notes

SHS - Rolling Year Leavers by Reason
Dismissal

Number of Leavers
- Rolling Year

March 19

Well Led

Retirement
No Category Recorded
0

10

20

Mar-18

Diff

% Diff

+23

+37.7%

30
Mar-19

40

50

60

70

Mar-20

SHS - Rolling Year Leavers - Resignations
Better Reward Package
Health
Incompatible Working Relationships

Comments
Leaving Reasons for SHS have been collated from June 2019
onwards. Therefore, aggregate figures have been included
in the 'No Category Recorded' leaver reason for leavers
data from before June 2019.

Other/Not Known
Promotion
Relocation
Work Life Balance
0
Mar-18

2

4

Mar-19

Mar-20

6

8

10
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Leavers in Month

Length of Service
Skills Group

Additional Clinical Services

March 20
DCUK

SSL

SHS

27

23

0

4

0

Over 3 Yrs

Total

0

0

0

0

2

Allied Health Professionals

Nursing & Midwifery Reg

YDH

26

Additional notes
• In Month Leavers LY:

DCUK

2
Count
27
39

SSL

3

SHS

8

Diff

% Diff

-12

-30.77%

Comments
63% of the leavers have less than 3 years service.
All nurse leavers have a ‘stay’ or ‘exit’ interview as
appropriate.

Senior Managers

6

1

0

2

0

--

--

--

Total

8

9

10

1

1

2

SHS
SSL

3

1

1

0

0

2

1

0

DCUK

1

0

0

3

3

0

0

0

7

1

0

1

0

3

0

0

Medical & Dental

0

2

1

Estates

0
2

0

Ancillary

Non-Registered Nursing

March 19

• In Month Leavers:

1 to 3 Yrs

0

Admin & Clerical

YDH

39

Less than 1 Yr

Additional Prof Sci & Tech

YDH Group

YDH Group

Well Led

3

0

0

0

4
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In Month Leavers by Skills Group

Additional Clinical Services
Additional Prof Sci & Tech
Admin & Clerical
Allied Health Professionals
Ancillary
Medical & Dental
Non-Registered Nursing
Nursing & Midwifery Reg
Senior Managers
DCUK
SHS
SSL

0

2

Mar-18

4

Mar-19

6

Mar-20

8

10

12

25

Vacancies Being Recruited to - YDH Group
Vacancies being recruited to (FTE)
Additional Clinical Services

Additional Prof Scientific & Technical
Admin & Clerical

Allied Health Professionals
Ancillary
Estates
HCA's

Jan-20

Feb-20

Mar-20

0.0

0.0

2.0

0.0
7.4
3.0
0.0
0.0
9.0

Medical

13.0

Senior Managers

1.4

Medical Training
SSL

DCUK

Specialist Nursing / Band 6

Nursing and Midwifery Qualified - Childrens

Nursing and Midwifery Qualified - Ward Areas
Nursing and Midwifery Qualified - EAU / ED
Nursing and Midwifery Qualified - ICU

Nursing and Midwifery Qualified - Outpatients
Nursing and Midwifery Qualified - Midwifery
Nursing and Midwifery Qualified - Theatres
Nursing and Midwifery Qualified - Total
Total

0.0

2.8

1.0

4.8

17.6

0.0

0.0

7.6
0.0
5.0
9.5

5.0
0.0
3.0
8.5

0.0

0.0

2.5

14.6

3.0

2.0

0.0

1.0
2.0
1.0
0.0
0.0
1.0
0.0
3.0

7.0

46.3

0.0
0.0
4.0
1.0
0.8
0.0
1.0

1.0
0.0
1.0
0.3
0.0
0.0
0.0
2.0

0.0

0.0

10.8

4.3

4.0

55.0

Well Led

2.0

46.4
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NHSI Total Price Cap Breaches

Well Led

Total Number of Pay Cap Breaches
Apr 18 to Mar 19 Booked

Total Shifts Booked Apr 19 to date

Agency Caps Breaches - Apr 19 to Date

300
250
200
150
100
50
0

1

4

7

10

13

16

19

22

25

28

31

34

37

40

43

46

49

52

Week Number
Additional notes

Following an Internal review, agency shifts attributable to YDH subsidiary companies SSL and SHS are now also included in the Agency Caps
Submission. This is shown on the above chart by the increase in the number of booked shifts from week 20 onwards.
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Absence
4.0%

YDH Group

YDH

DCUK

SHS

SSL

3.0%

3.20%

3.22%

5.66%

2.94%

2.75%

2.0%

February 19

1.0%

YDH Group

YDH

DCUK

SHS

SSL

3.43%

3.32%

9.28%

3.54%

2.94%

Additional notes
• Group Absence:

Count
3.20%

• YDH Absence:

3.22%

• Group Absence LY:
• YDH Absence LY:

Absence vs Target

5.0%

February 20

Well Led

3.43%
3.32%

Diff
-0.23%
-0.10%

Comments
The national average absence rate for acute trusts is 4.36%.
Please note that the Absence figures only relate to sickness
absence, and is reported one month in arrears.

0.0%

YDH Absence

Target

Absence by Skills Group

Additional Clinical Services
Additional Prof Sci & Tech
Admin & Clerical
Allied Health Professionals
Ancillary
Medical & Dental
Non-Registered Nursing
Nursing & Midwifery Reg
Senior Managers
SSL
SHS
DCUK
0%

2%

Feb-18

Feb-19

4%

Feb-20

6%

8%

10%
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Mandatory Training

Well Led
100%

March 20

90%

YDH Group

YDH

DCUK

86.89%

89.46%

0.00%

SHS

SSL

76.04% 80.09%

March 19
YDH Group

88.37%

Mandatory Training vs Target - YDH Only

80%
70%
60%

YDH

DCUK

SHS

SSL

50%

87.16% 94.74% 93.54% 89.23%

Additional notes
• Group Mandatory Training:

Count
86.89%

• YDH Mandatory Training:

89.46%

• Group Mandatory Training

• YDH Mandatory Training LY:

88.37%
87.16%

Diff
-1.48%
2.30%

Comments
All staff that are out of date with their training are followed up
and booked onto a training date. Staff who do not attend one
are reported to their line manager.
From July 2019, the trust's internal mandatory training target
has been changed from 90% to 85%.

Target

YDH Mandatory Training

Mandatory Training Nonachievement by Skills Group
Additional Clinical Services
Additional Prof Sci & Tech
Admin & Clerical
Allied Health Professionals
Ancillary
Medical & Dental
Non-Registered Nursing
Nursing & Midwifery Reg
Senior Managers
SSL
SHS
DCUK
0%

5%

Mar-18

10%

Mar-19

15%

Mar-20

20%

25%

30%
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Mandatory Training Elements

Mandatory Training Elements vs Target - YDH Only

March 20
Overall
Achievement

Conflict

Equality

89.60%

88.84%

Fire

Infection Control

90.35%

84.83%

Information
Governance

Manual Handling

Prevent

Resus

87.93%

88.61%

78.71%

Childrens
Safeguarding

Adults Safeguarding

86.89%

87.17%

Well Led

80.44%

89.82%

Comments
Please note that the trust's target for mandatory training is 85%,
with the safeguarding elements benchmarked against a 90%
target.
There had been a significant effort to improve compliance and
this is beginning to show dividends.

Conflict
Equality
Fire
Infection Control
Information Governance
Manual Handling
Prevent
Resus
Adults Safeguarding
Childrens Safeguarding
50%

60%
Mar-19

70%

80%

90%

100%

Mar-20

30

Safeguarding Training
90%

Adults Safeguarding

87.17%

89.82%

Childrens
Safeguarding Level 1

Childrens
Safeguarding Level 2

86.61%

Childrens Safeguarding Achievement vs Target - YDH Only
100%

March 20
Childrens
Safeguarding

Well Led

90.68%

Additional notes
• Childrens Safeguarding Level 1 - YDH
• Childrens Safeguarding Level 2 - YDH
• Childrens Safeguarding Level 3 - YDH

• Childrens Safeguarding Level 1 - DCUK
• Childrens Safeguarding Level 2 - DCUK
• Adults Safeguarding - YDH

• Adults Safeguarding - DCUK

80%

Childrens
Safeguarding Level 3

82.94%

70%
60%
50%

YDH Childrens Safeguarding Achievement

Achievement
91.58%

90.68%

Adults Safeguarding Achievement vs Target - YDH Only
100%

82.94%

90%

0.00%

80%

0.00%

93.70%
0.00%

Target

70%
60%

Comments
Please note that the trusts contractual target for safeguarding
training compliance is 90%.

50%

YDH Adults Safeguarding Achievement

Target
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Appraisals

Appraisals vs Target - YDH Only
100%

March 20

90%

YDH Group

YDH

DCUK

85.32%

85.35%

0.00%

SHS

SSL

87.30% 82.98%

March 19

80%
70%
60%

YDH Group

90.12%

Well Led

YDH

DCUK

SHS

SSL

50%

88.23% 96.43% 93.06% 96.43%

Additional notes
• Group Appraisals:

Count
85.32%

• YDH Appraisals:

85.35%

• Group Appraisals LY:
• YDH Appraisals LY:

90.12%
88.23%

Diff
-4.80%
-2.88%

Comments
The YDH Group 12 month appraisals achievement in March
was 69.2%.
Following the trust's staff survey results, a complete overhaul
of our appraisal process is being undertaken.
Please note that DCUK ceased to exist from March 2020.

YDH Appraisals Achievement

Target

Appraisals by Skills Group
Additional Clinical Services
Additional Prof Sci & Tech
Admin & Clerical
Allied Health Professionals
Ancillary
Medical & Dental
Non-Registered Nursing
Nursing & Midwifery Reg
Senior Managers
SSL
SHS
DCUK
0%

20%

Mar-18

40%

Mar-19

Mar-20

60%

80%

100%
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Appendix A - Slide Index

Appendix

Slide Index - Performance
1) Performance Section Title Slide

16) Outpatients Transformation

2) Contents

17) ED Transformation

3) Mortality Rates
4) Patient Falls and Pressure Ulcers
5) Infection Control
6) Stroke Services
7) Admissions and Length of Stay
8) Readmissions
9) Delayed Discharges
10) Cancelled Operations
11) Diagnostic Waits
12) RTT Performance
13) RTT Pathways
14) Cancer Performance
15) Cancer 62 Day Urgent GP Referral Pathway
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Appendix A - Slide Index

Appendix

Slide Index - Workforce
18) Workforce Section Title Slide
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20) Contracted FTE
21) Staff Turnover
22) Leaving Reasons - YDH
23) Leaving Reasons - SSL
24) Leaving Reasons - SHS
25) Leavers in Month
26) Vacancies Being Recruited to - YDH Group
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29) Mandatory Training
30) Mandatory Training Elements
31) Safeguarding Training
32) Appraisals
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YDH │ Consolidated Financial
Performance
│ Month 12 - March 2020

12 Contents

1 Executive summary
2 Group I&E

3 Group total pay expenditure
4 Group agency expenditure
5 Medical pay analysis
6 Nursing analysis

7 Group non pay expenditure
8 Income & Contracting
9 COVID-19

Executive summary
In month, the Trust delivered an overall control total deficit of £0.947m which is equal to a £0.033m favourable variance. For the 19/20 financial year, the Trust is reporting a deficit
of £19.305m, which is £0.033m favourable to plan.
Overall agency expenditure was higher in month than the plan and forecast, and remained above the NHSI ceiling year to date with cumulative total spend of £6.672m or £5.493m
when net of SHS reimbursements with respect to GP surgery support funding from the CCG. The net agency spend as at the end of month 12 was £0.146m below NHSI ceiling.
This report includes a breakdown of activity and income performance split by Commissioners. In respect of Somerset CCG, the level of clinical income, based on full PBR
(unchallenged), year to date is 2.3% lower than the revised plan, post receipt of additional CCG income in support of costs associated with activity over-performance. The majority
of the YTD underperformance against the revised plan vs incurred in March due to lower activity across most categories, linked to COVID-19.
Escalation costs in month were £0.255m, £1.195m YTD. This is £0.319m above plan YTD. In addition to this is the continued premium cost to cover medical staff vacancies and an
increased pressure on nursing costs. In respect of COVID-19 related costs, total reimbursement from NHSE/I in March was £0.334m, of which £0.099m was agreed for lost
income/contribution and £0.235m for the revenue expenditure.

Month 12 performance on a
control total basis

1.

Cash

2.

Capital

In Month
YTD

4.

Outturn

5.

The Trust deficit is £19.305m compared with the planned deficit of £19.338m, a favourable variance of £0.033m.

Cash balances at the end of March were £12.507m, £11.507m favourable to plan. Although favourable to plan this is due to timing.
Differences in repayable PSF/FRF monies received in advance from DoH, capital plan expenditure due and provisions not yet paid. £1.8m
of this balance is also due to the escrow account held in SHS against the mortgage balance which is excluded for working cash balances.
In Month

Capital expenditure in month was above the original plan by £3.3m as a consequence PDC funding received and following a
reprioritisation of schemes to maxmise the monies available to the Trust in 2019/20.

YTD

Total group capital spend was £7.6m (including MES). This was £3m above plan due to £2.3m PDC funding received, £0.6m
spend on land purchase, COVID-19 capital reimbursement and SHS spend on business expansion funded through a Social
Finance Loan.

3.

CIP performance

The Trust was £0.033m favourable to planned control total with a deficit of £0.947m.

In Month
YTD

CIP delivery in month was £0.436m, £0.404m adverse to plan.
£5.223m has been delivered, £0.478m behind plan; 50.5% of which has been achieved recurrently.

The trust finished 2019/20 £0.033m favourable to forecast.

Group I&E - Summary
March 2020
Actual

£'000'
Variance
fav/(adv)

Plan

YTD
Actual

20,557

13,937

6,620

Income

(14,106)

(9,483)

(4,623)

Pay

(7,138)

(4,914)

(2,223)

(686)

(460)

(226)

(260)

(520)

260

(947)

(980)

33

8

42

(34)

Donated Assets

(84)

0

(84)

Impairment

2,157

2,157

0

1,135

1,219

(84)

Annual Plan

Variance
fav/(adv)

Plan

175,235

161,423

13,812

161,423

(122,276)

(113,402)

(8,874)

(113,402)

Non Pay

(66,575)

(61,634)

(4,941)

(61,634)

EBITDA

(13,616)

(13,613)

(3)

(13,613)

(5,690)

(5,726)

36

(5,726)

(19,305)

(19,338)

33

(19,338)

(161)

503

(664)

503

(84)

0

(84)

0

19,479

19,339

140

19,339

(72)

504

(576)

504

Below EBITDA
Adj Control Total Basis

PSF/FRF/MRET
I&E surplus/(deficit)

Key headlines:
Clinical income favourable £0.169m in month and £1.146m YTD (excluding drugs, CIP, medical staff pay award and Somerset CCG) - in month overperformance in Spec Comm
and Dorset, underperformance in other commissioners and private patients. In addition, £0.770m agreed extra income from SCCG for 19/20 activity YTD has been recognised in
month (£3m YTD). Other income includes NHSE/I reimbursement for COVID19 £0.334m, Deep Mind income £0.150m, HSCN funding £0.022m. Additional HEE, R&D and
Radiology, HomeFirst and Midwifery income, most of which is offsetting pay and non-pay costs.
Notional income with offsetting expenditure accounted as per national guidance - £0.288m for clinicians pension tax liability, £0.304m for apprentice levy and £3.763m for
central employer pension contributions.
Key pay variances continue within nursing and medical, £0.360m and £0.359m in month, respectively, further analysis is included in the paper. Other pay overspends in month
continued on ancillary, theatre ODPs, and apprentice levy; and includes employer pension contributions offset by income.
Drugs net position (including clinical and other contract income) is £0.019m adverse in month (£0.271m favourable YTD). This excludes the impact of the Somerset high cost
drugs £0.056m adverse in month, £0.394m YTD).
Other key movements within non pay in month - £0.666m costs in respect of apprentice levy (£0.3m), clinicians pension provision (£0.3m), Deepmind (£0.1m) offset by income.
£1.3m increase in further provisions. £0.5m favourable reversal of DSU liability and a consequence of the land purchase arrangement.
Outside the control total £0.084m impairment recognised due to revaluation of group assets. Donated asset depreciation higher due to valuation up on buildings, and lower
donated asset income due to delay in ABU construction.

Group pay expenditure
March 2020
vs Plan month

£4.623m adverse

vs Plan YTD

£8.874m adverse

£'000'
10,500
10,000

9,500
9,000
8,500
8,000

7,500
7,000

6,500
6,000
5,500

Apr-19

May-19

Substantive Actuals

Mar-20
Actual

Variance
fav/(adv)

Plan

Jun-19

Jul-19

Aug-19

Bank & Locum Actuals

Sep-19

Agency Actuals

Oct-19

Nov-19

Dec-19

Substantive Plan

Jan-20

Feb-20

Bank & Locum Plan

Mar-20
Agency Plan

YTD

£'000'
Actual

Variance
fav/(adv)

Plan

3,233

2,874

(359)

Medical

36,896

34,385

(2,511)

3,823

3,463

(360)

Nursing

42,983

40,815

(2,168)

970

885

(85)

Sci, Theraputic & Technical

10,893

10,601

(293)

452

415

(38)

Ancillary

5,321

5,075

(245)

1,865

1,846

(19)

Estates, Admin & Clerical

22,420

22,526

106

3,763

0

(3,763)

Other

3,763

0

(3,763)

14,106

9,483

(4,623)

Total Pay

122,276

113,402

(8,874)

Comments
In month escalation £97k, CIP £58k adv; YTD - escalation £363k, CIP
£570k adv. SHS locum reimbursement £1,077k YTD. COVID19 related
costs £59k. See medical analysis on following slides
Escalation variance £28k favourable in month (£198k adverse YTD), SHS
£92k adv (£672k adv YTD), COVID19 related costs £54k, CIP £98k adv in
month. See nursing analysis on following slides
In month theatre ODPs £49k, radiographers £22k (partly offset in other
op. income), Pharmacy £7k, therapists £5k, escalation £3k
SSL £28k adv - housekeeping and catering (partially related to
COVID19), SSD and maintenance; CIP target £9k adv in month

Favourable CIP target in month and YTD impacted by cost pressures
related to apprentice levy, SSL IT £10k adv in month

Central employer pension contributions (6.3%) as per GAM, offset by
NHSE/I income. Excluded from the graph for illustrative purposes

Annual
Plan
34,385
40,815
10,601
5,075
22,526
0
113,402

Group agency expenditure
March 2020
NHSI ceiling YTD

£5.639m

Actuals vs ceiling YTD

£1.03m over

£'000'
800
700
600
500

Net actuals vs ceiling YTD

£0.15m less

400

Actuals vs prior year YTD

£0.48m over

300

Net actuals vs prior year YTD

£0.31m less

200
100
0

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Actuals YDH
Actuals 18/19

Mar-20
Actual

£'m

Variance to plan
fav/(adv)
YTD
In month

Sep-19

Oct-19

Nov-19

Dec-19

Actuals SHS (net)
Annual Plan

Plan
328

216

42

Feb-20

Mar-20

Actual SHS (reimbursed)
NHSI Ceiling

£'000'

Variance
fav/(adv)

Jan-20

YTD
Actual

Plan

Variance
fav/(adv)

(112)

Medical

2,708

2,455

98

56

Nursing

478

533

55

83

16

(67)

Other Pay

489

75

(414)

3,675

3,063

(612)

390

0

(390)

Nursing

(0.024)

(0.549)

454

330

(124)

Medical

(0.195)

(1.330)

58

0

(58)

Other Pay

(0.126)

(0.812)

58

0

(58)

SSL total

390

0

(390)

Total

(0.344)

(2.691)

148

65

(83)

Medical

1,996

918

(1,078)

80

0

(80)

Nursing

604

0

(604)

1

0

(1)

7

0

(7)

228

65

(163)

2,607

918

(1,689)

740

395

(344)

6,672

3,981

(2,691)

(154)

0

154

SHS reimbursement

(1,180)

0

1,180

586

395

(190)

Group Total (Net)

5,493

3,981

(1,511)

Latest data from HR - 9 vacancies still in
recruitment process, 22 at the offer stage
and 21 upcoming.

YDH total

(252)

Other Pay

Other Pay
SHS total
Group Total

Group medical spend
March 2020

£'000'

vs Plan month

£0.359m adverse

3,500

vs Plan YTD

£2.511m adverse

3,000

£0.484m favourable

2,500

£0.102m adverse

2,000

vs YTD Agency 18/19*
vs YTD Bank 18/19*
Key variance areas

1,500

Substantive
YTD

Agency
YTD

Bank
YTD

A&E

0.415

(0.675)

(0.843)

Cancer

0.161

(0.153)

(0.081)

Child Health

0.174

(0.157)

(0.103)

Internal Medicine

0.623

(0.964)

(0.595)

(0.009)

(0.120)

(0.114)

T&O

0.061

(0.148)

(0.183)

Surgery

0.442

(0.247)

(0.830)

Key headlines:

Theatres

0.325

(0.136)

(0.278)

Medical agency and locum expenditure continues to be a focus area for the Trust

(1.700)

3.052

1.017

(0.350)

0.019

0.251

SHS

0.283

(1.078)

0.000

CIP Shortfall

0.165

(0.723)

(0.012)

0.590

(1.330)

(1.772)

£'m

Obs and Gynae

Staffing Reserve
Other

Variance by Category
Total Variance
* adjusted for VAT & pay award etc

(2.511)

1,000
500
0

Apr-19

May-19

Substantive Actuals

Jun-19

Jul-19

Aug-19

Bank & Locum Actuals

Sep-19

Agency Actuals

Oct-19

Nov-19

Dec-19

Substantive Plan

Jan-20

Feb-20

Bank & Locum Plan

Mar-20
Agency Plan

Escalation costs of £0.097m in month, £0.363m YTD are included in their respective areas (A&E and Internal Medicine).
Across the Trust there was an additional £59k of additional shifts and backfill cover relating to COVID-19.
Vacancies in A&E, Internal Medicine & Urology continue to have recruitment issues, although some A&E posts will be
filled from March/April 2020. A portion of the SHS agency/locum expenditure is offset by additional GP financial
support from Somerset CCG.
An action plan has been developed as part of the 'MAPRAD' meeting agenda to focus on the reduction of locum
expenditure by filling vacancies. There are 5 workstreams being led by the General Manager for Medical Workforce.

Group nursing spend
March 2020

£'000'

4,000

Key variance areas
YTD

3,500

£'m

In month

SHS

(0.092)

(0.672)

(0.069)

(0.167)

0.028

(0.198)

Central developments

(0.001)

0.004

1,500

Offset by income

(0.134)

(0.562)

1,000

0.001

(0.242)

500

Maternity pay

(0.004)

(0.092)

0

Other

(0.089)

(0.239)

(0.360)

(2.168)

CIP - over/ (under)
achieved
Escalation

Subjective categorisation

Total Variance

3,000
2,500
2,000

Apr-19

May-19

Substantive Actuals

Jun-19

Jul-19

Aug-19

Bank & Locum Actuals

Sep-19

Agency Actuals

Oct-19

Nov-19

Dec-19

Substantive Plan

Jan-20

Feb-20

Bank & Locum Plan

Mar-20
Agency Plan

Key headlines:
Items 'Offset by Income' and 'Subjective Categorisation' have a nil impact on the Trust bottom line
Escalation variance was favourable in month due to a budget for planned escalation costs
Offset by income variance includes £54k for additional shifts for COVID activity, backfill for staff for COVID related reasons and support for the COVID on call rota
Other variance includes the following:
Price premium for bank and agency work - in month £0.038m and YTD £0.311m variance against plan for bank hot shift payments, bonus payments and agency premium
rates (this excludes the impact of bank paid at top of scale). Bank incentive payments are under review.
Other departmental variances, including 7B (MFFD) £0.015m in month and £0.221m YTD overspend due to the complexity of these patients (increased rota agreed in
20/21 plan), main theatres £0.062m YTD underspend due to vacancies not fully covered.

Group non pay expenditure
March 2020

£'000'

vs Plan month

£2.223m adverse

vs Plan YTD

£4.941m adverse

8,000
7,000
6,000

Variance to plan
fav/(adv)
£'m

In month

YTD

Consumables

(0.106)

(0.434)

Drugs

(0.157)

(0.111)

Other Non Pay

(1.960)

(4.395)

Total

(2.223)

(4.941)

5,000
4,000
3,000
2,000
1,000
0

Apr-19

May-19

Other Non Pay Actuals

Jun-19

Jul-19

Drugs Actuals

Aug-19

Sep-19

Oct-19

Consumables Actuals

Nov-19

Dec-19

Other Non Pay Plan

Jan-20
Drugs Plan

Feb-20

Mar-20

Consumables Plan

Key headlines:
Drugs net position (including clinical and other contract income) is £0.019m adverse in month (£0.271m favourable YTD). This excludes the impact of the Somerset
high cost drugs £0.056m adverse in month, £0.394m YTD).
Main variances in other non pay in month relate to one off costs. £0.666m costs in respect of apprentice levy (£0.304m), clinicians pension provision (£0.288m),
Deepmind (£0.1m) offset by income. £1.3m increase in further provisions. £0.5m favourable reversal of DSU liabilty. Smaller increases in patient appliances, training
and patient travel were also seen. CIP target not achieved £0.394m in month.
Consumables overspent in month due to COVID-19 related costs £0.064m and higher referred tests £0.012m, lower spend on prostheses. CIP target not achieved
£0.054m in month.

All Commissioners Activity & Income

Table based on full PBR for all commissioners and will not reconcile to the financial position of the Trust.
ACTIVITY
Final
2019/20
Annual Plan

Final
2019/20
YTD Plan

YTD Actual

INCOME £'000'

March 2020
YTD
Variance

Final
2019/20
Annual Plan

% variance
against plan

Final
2019/20
YTD Plan

YTD Actual

YTD
Variance

% variance
against plan

Split by Commissioner
1,203,490

1,203,490

1,258,830

55,340

4.6%

Somerset

100,271

100,271

97,941

(2,330)

(2.3%)

55,674

55,674

57,691

2,017

3.6%

Dorset

17,157

17,157

17,731

574

3.3%

17,376

17,376

18,695

1,319

7.6%

NHS England

10,497

10,497

10,949

451

4.3%

5,758

5,758

6,365

607

10.5%

1,971

1,971

2,279

309

15.7%

-

-

952

952

-

-

655

655

1,282,298

1,282,298

1,342,533

60,235

129,896

129,896

129,554

(342)

Other
Insource

4.7%

Total All Activity

(0.3%)

* Note: the table is reflective of a PbR position and does not consider Commissioner activity challenges, however these changes would not be financially material

Key headlines:
Fixed contract outturn values were agreed with the three main commissioners, therefore the variance reflected above is not realised in the YTD financial position.
Contracts were agreed at the following values; Somerset CCG £100.2m, Dorset CCG £17.67m, NHSE Specialised Commissioning £9.458m.
Somerset CCG: Key over-performances in ED, Non Electives (Geriatric Med, General Med, ED admissions incl AEC, T&O, & Gen Surg), Daycases (Ophthalmology
and T&O), OP’s (most specialties), GP Direct Access, Critical Care £308k and high cost drugs £394k. Key underperformance is mainly associated to T&O Electives
(-1.3m). These variances are offset by the £6m that relates to the full year impact of the initial £3.0m support income and the further £3.0m over-performance
contract adjustment. N.b. Somerset CCG Commissioned 0% growth in ED and NEL admissions for 2019/20.
Note: £2.0m of the YTD variance was incurred in March, Daycases and Electives underperformance £0.4m, OP's £0.2m and Non Electives £0.1m (a switch from an
over-performance of £2.7m YTD), in addition to the in month proportion of the £3.0m support income and £3.0m over-performance contract adjustment.
Dorset CCG: Key over-performances in ED, Non Electives (ED admissions, Gen Med, Gastro and Geriatric Med) Daycases (Ophthalmology, T&O) and Electives
(T&O). Key underperformance is in Critical Care.

NHSE Specialised Commissioning: £0.451m variance is split between Spec Comm £0.390m fav, Military £0.1m adverse and CDF/Hep C £0.1m fav.
Key over-performances are in CMDT £0.1m, SCBU £0.1m and Pharmacy £0.1m. Key underperformance is in High Cost Drugs (£0.1m). Other notable items are:
QIPP non-achievement £0.1m benefit.

All Commissioners Activity & Income

Table based on full PBR for all commissioners and will not reconcile to the financial position of the Trust.
ACTIVITY
Final
2019/20
Annual Plan

Final
2019/20
YTD Plan

March 2020

YTD Actual

YTD
Variance

INCOME £'000'
Final
2019/20
Annual Plan

% variance
against plan

55,413

55,413

58,138

2,725

4.9%

Accident & Emergency

23,620

23,620

24,958

1,338

5.7%

Non Elective/ Emergency

79,033

79,033

83,096

4,063

5.1%

Non Elective subtotal

15,777

15,777

17,033

1,256

8.0%

2,776

2,776

2,641

(135)

18,552

18,552

19,674

182,559

182,559

18,961

Final
2019/20
YTD Plan

YTD Actual

YTD
Variance

% variance
against plan

7,982

7,982

8,319

337

4.2%

44,363

44,363

47,199

2,836

6.4%

52,345

52,345

55,519

3,173

6.1%

Daycases

9,427

9,427

10,355

928

9.8%

(4.9%)

Elective Inpatients

9,221

9,221

8,590

(632)

(6.8%)

1,122

6.0%

Elective subtotal

18,648

18,648

18,944

296

1.6%

185,548

2,989

1.6%

Outpatients

18,632

18,632

18,921

289

1.6%

18,961

24,860

5,899

31.1%

1,612

1,612

2,062

450

27.9%

201,520

201,520

210,408

8,888

4.4%

20,243

20,243

20,983

739

3.7%

4,428

4,428

4,395

(33)

(0.8%)

Maternity Pathway & Deliveries

7,069

7,069

7,391

322

4.5%

5,254

5,254

5,507

253

4.8%

Critical Care

5,748

5,748

6,066

318

5.5%

32,017

32,017

28,733

(3,284)

(10.3%)

Direct Access

1,428

1,428

1,170

(259)

(18.1%)

941,493

941,493

990,722

49,229

5.2%

Other

13,215

13,215

7,808

(5,407)

(40.9%)

-

-

-

-

Drugs

11,198

11,198

11,674

476

4.3%

983,193

983,193

1,029,357

46,164

4.7%

Other Subtotal

38,659

38,659

34,109

(4,550)

(11.8%)

1,282,298

1,282,298

1,342,535

60,237

4.7%

Total All Activity

129,896

129,896

129,554

(342)

(0.3%)

Diagnostic Tests
Outpatient subtotal

* Note: the table is reflective of a PbR position and does not consider Commissioner activity challenges, however these changes would not be financially material

Somerset CCG Activity & Income

Table based on full PBR for all commissioners and will not reconcile to the financial position of the Trust.
ACTIVITY
Final
2019/20
Annual Plan

Final
2019/20
YTD Plan

INCOME £'000'

March 2020

YTD Actual

YTD
Variance

Final
2019/20
Annual Plan

% variance
against plan

Final
2019/20
YTD Plan

YTD Actual

YTD
Variance

% variance
against plan

6,391

6,391

6,673

282

4.4%

35,953

35,953

38,579

2,626

7.3%

42,344

42,344

45,252

2,908

6.9%

Daycases

7,608

7,608

8,058

450

5.9%

(9.3%)

Elective Inpatients

7,421

7,421

6,339

(1,082)

(14.6%)

533

3.5%

Elective subtotal

15,029

15,029

14,396

(633)

(4.2%)

149,057

1,409

1.0%

Outpatients

14,789

14,789

14,957

169

1.1%

15,277

20,065

4,788

31.3%

1,291

1,291

1,654

364

28.2%

162,924

162,924

169,122

6,198

3.8%

16,079

16,079

16,612

532

3.3%

3,986

3,986

3,933

(53)

(1.3%)

Maternity Pathway & Deliveries

6,383

6,383

6,620

238

3.7%

2,813

2,813

2,926

113

4.0%

Critical Care

3,559

3,559

3,867

308

8.7%

26,465

26,465

23,372

(3,093)

(11.7%)

Direct Access

1,185

1,185

947

(238)

(20.1%)

927,973

927,973

976,254

48,281

5.2%

Other

11,732

11,732

5,893

(5,839)

(49.8%)

-

-

-

-

Drugs

3,960

3,960

4,354

394

9.9%

961,237

961,237

1,006,485

45,248

4.7%

Other Subtotal

26,818

26,818

21,681

(5,138)

(19.2%)

1,203,490

1,203,490

1,258,830

55,340

4.6%

Total All Activity

100,271

100,271

97,941

(2,330)

(2.3%)

44,743

44,743

47,020

2,277

5.1%

Accident & Emergency

19,553

19,553

20,638

1,085

5.5%

Non Elective/ Emergency

64,296

64,296

67,658

3,362

5.2%

Non Elective subtotal

12,831

12,831

13,569

738

5.8%

2,201

2,201

1,996

(205)

15,032

15,032

15,565

147,648

147,648

15,277

Diagnostic Tests
Outpatient subtotal

* Note: the table is reflective of a PbR position and does not consider Commissioner activity challenges, however these changes would not be financially material. In addition the
Somerset contract is a fixed contract value (£100.2m) for 2019/20, which includes the in year £3m system support monies and the further £3.0m for over-performance.

COVID-19 Income and Expenditure
2019/2020
(£)
Capital (over £250k)

Forecast
April (£)

Forecast
May (£)

Forecast
June (£)

0

486,832

0

0

Capital (less than £250k)

83,031

63,034

0

0

Total Capital Expenditure

83,031

549,866

0

0

234,554

429,622

229,847

420,062

99,185

0

0

0

333,739

429,622

229,847

420,062

Revenue
Lost Income/Contribution
Total Revenue Impact

•

The Trust has received confirmation of reimbursement from NHSE/I for the revenue and lost
income/contribution. The balance of the cash payment will be received in May 20.

•

NHSE/I are reviewing 20/21 capital returns submitted, particularly following new guidance issued on 14th
April.

•

Future month estimates are based on known orders and planned commitments. There are various factors
that could change the forecast expenditure, for example pay costs are heavily dependent on the start
date of new rotas and sickness levels, additional cleaning and consumables based on the number of
wards open and activity levels etc.

•

The delivery of some orders could also change the timing of expected costs.

•

Monthly returns to NHSE/I are anticipated to reclaim costs.

•

June includes the draft contract value for Allocate (staff rostering system), which is being reviewed
nationally.

