BOARD OF DIRECTORS

Wednesday 3 June 2020 at 09:15-11:15
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 29 April 2020 and
to Discuss Matters/Actions Arising

To Approve

Chairman

Appendix 2

4 Executive Director Report

To Receive

Execs

09:20

Appendix 3

5 NHS England & Improvement Self-Certification

To Approve Ben Edgar-Attwell 09:30

Appendix 4

STRATEGY
6 Second Phase to COVID-19 – YDH Response

To Review Jonathan Higman 09:40 Presentation
Simon Sethi

7 Digital Strategy & Transformation Update

To Receive

Jeremy Martin
Jonathan Bell

10:00 Presentation

To Approve

Sarah James

10:20

Appendix 5

To Ratify

Sarah James

10:30

Appendix 6

10 YDH Accountability Framework

To Approve

Simon Sethi

10:40 Presentation

11 YDH Group Board Overview Quadrant

To Receive Shelagh Meldrum 10:50
and Note
Simon Sethi
Sarah James

Appendix 7

12 IPC Board Assurance Framework

To Receive Shelagh Meldrum 10:55
and Note

Appendix 8

Break – 10:15-10:20
FINANCE & PERFORMANCE
8 Going Concern Statement
9 Capital Plan 2020/21

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

ITEMS TO NOTE/FOR INFORMATION
13 Board Assurance Committees Terms of Reference
Audit Committee
Financial Resilience and Commercial Committee
Governance and Quality Assurance Committee
Workforce Committee
Remuneration Committee
14 Committee Updates and Minutes:
Financial Resilience and Commercial Committee

To Approve Ben Edgar-Attwell 11:00

To Note

Martyn Scrivens 11:05

Annex A

Verbal

15 Items to Note/for Information:
Patient Feedback Report
16 Any Other Business and Meeting Close
17 Date of Next Public Meeting
29 July 2020 in the Boardroom, Level 1, YDH

Shelagh Meldrum 11:10
Chairman

11:15

Appendix 9
Verbal

Board of Directors – Declarations of Interest May 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

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

Sarah James

Merry Kane

Simon Sethi

-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)

-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
Deputy Chief Executive/Chief
-Management Board Member & CQC Nominated Individual,
Nurse
Daycase UK
-Non-Executive Director, Simply Serve Limited
-Husband is employed as Contract Manager at Yeovil District
Hospital
Chief Finance Officer
-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
Chief Medical Officer
-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
Chief Operating Officer
-Wife is Director of Transformation at North Bristol NHS Trust
Executive Directors (Non-Voting)

Jeremy Martin
Kathryn Patrick
Paul Foster

Director of Transformation
-Trustee, Spark Somerset
Director of Primary Care
-GP within Symphony Healthcare Services Limited
Deputy Chief Medical Officer
-Wife is a GP Partner for Newland Medical Practice
Non-Executive Directors Observers (Non-Voting)

Barbara Clift

Non-Executive Director
Observer

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

Stephen Harrison

Non-Executive Director
Observer

-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 29 April 2020 at Yeovil District Hospital
Present:

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

Chairman
Chief Executive
Non-Executive Director [from item 9]
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:

Jeremy Martin
Ben Edgar-Attwell
Paul Foster
Simon Blackburn
Stephen Harrison
Barbara Clift
Alison Whitman

Director of Transformation
Company Secretary
Deputy Chief Medical Officer
Associate Director of Communications
Somerset NHS FT Non-Executive Director
Somerset NHS FT Non-Executive Director
Public Governor Observer

Presenters:

Stacy Barron-Fitzsimons

Deputy Director of Elective Care

Ref:
1-1/
2021

No:
1
1.1

1-2/
2021

2
2.1

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

1-3/
2021

3
3.1

MINUTES/ACTIONS OF THE PREVIOUS MEETING
The minutes of the meeting held on 26 February 2020 were approved as a true
and accurate record.

3.2

Upon review of the action sheet, it was noted a number of the actions were not
yet due or had been postponed due to the COVID-19 outbreak. Simon Sethi
said that the review of the endoscopy project could incorporate some of the
changes resulting from COVID-19 and the implications on forward planning.
With regard to the reporting of maternity leave within the workforce section of the
performance report, it was agreed that this would be reported through the
Workforce Committee to ensure meaningful review. For the failed discharges
reporting, it was intended that an audit would take place although it is important
to note the process has temporarily changed in recent weeks. As such, it was
suggested that this action is delayed until June 2020.

4
4.1

CORPORATE GOVERNANCE – COVID-19 ARRANGEMENTS
Ben Edgar-Attwell explained that continued corporate governance and
assurance processes was vital throughout this period. The circulated paper
acted as a reminder of the role of the Board of Directors and had been drafted

1-4/
2021

WELCOME AND APOLOGIES FOR ABSENCE
Paul von der Heyde welcomed everyone to the meeting, which included Alison
Whitman as Public Governor Observer. Apologies for absence were noted as
above.

Action

taking into consideration advice received from NHS England and Improvement,
and NHS Providers.

1-5/
2021

4.2

The measures set out in the paper seek to maintain effective corporate
governance arrangements, whilst adhering to national guidance about social
distancing, and recognising the operational pressures being experienced by the
Trust’s executive, clinical and operational teams. The Board of Directors and the
Governance and Quality Assurance Committee meetings would continue with
the remaining Board assurance committees taking place on a streamlined basis.
All meetings would be limited in timings to ensure focus on key items for
discussion.

4.3

In the event that urgent decisions are required that would typically require Board
of Directors approval, the Trust would retain the power afforded under Standing
Order 6.2 (emergency powers).

4.4

These measures would be continuously reviewed to ensure they are adequate
and suitable.

5
5.1

EMERGENCY POWERS DECISIONS
Ben Edgar-Attwell advised that the circulated paper outlined the urgent decisions
made under the Emergency Powers provision in April 2020. This related to the
need to place an urgent order for equipment. The value of this equipment
(bedside/patient monitors) was of such a value that required Board approval.

5.2

1-6/
2021

On 26 March 2020, Jonathan Higman and Paul von der Heyde consulted with
the Non-Executive Directors of the organisation (via electronic email). Support to
proceed had been 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.

5.3

All decisions made under Standing Order 6.2 require Board ratification. The
Board ratified this decision.

5.4

Sarah James said that since this decision, further guidance has been received
and a significant proportion of the equipment ordered is now being managed via
a national procurement process. As such, it is unlikely that this equipment will
need to be ordered individually by YDH. Paul von der Heyde asked if this would
cause issues accessing the right equipment at the right time. Shelagh Meldrum
said that the national ordering process would be tested prior to cancelling the
YDH order.

6
6.1

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

6.2

Operational Update (including COVID-19 position)
The pressure on the hospital remains high although it had reduced in recent
days. There have been some national policy changes relating to patient testing
this week; all admitted non-elective patients are now being tested; this is to
include elective patients from next week. This has resulted in a need to socially
distance all patients whilst awaiting the results of tests, which had required a
reconfiguration of the wards, with all bays now being four, bedded rather than six
bedded. In addition, some additional side room capacity has been identified and
converted. This results in circa 40 less beds than the Trusts baseline bed base.
This requirement will be reviewed as test results are received. It was also noted
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that the general rate of ED attendances and ambulance arrivals are also starting
to increase.
6.3

Further guidance is expected in the next week on the wider roll out of staff
testing. Currently, this is just for staff with symptoms or living in a household
where symptoms are present. Laboratory capacity is gradually increasing.

6.4

With regard to cancer and urgent operating, the Trust is looking to recommission
endoscopy and bowel cancer screening capacity when it is safe to do so. The
timescale for this will be determined by the availability of PPE and patient testing
capacity. Significant changes have taken place and it is anticipated that are
likely to be some peaks in demand and the hospital will need to ensure robust
plans are in place for this. Guidance on standing back up routine elective
operating is expected in the next few weeks. A presentation on cancer
management is scheduled later on the agenda.

6.5

Jonathan Higman said it was important to acknowledge the hard work of the
teams and individuals across the hospital. There has been some significant
changes in recent weeks and it is important to recognise the challenges that
have been overcome. A number of changes have been transformational and
need to be embedded in the new ‘business as usual’ model.

6.6

Jane Henderson asked about the potential challenges in delivering services
when activity levels return to normal levels. She asked if there are any
challenges in being able to discharge patients to the care home sector bearing in
mind the current situation faced in care homes. It was advised that the Trust is
working closely with social care with new discharge processes in place. In
addition, a new nursing home is to be opened in Yeovil. New patient testing
regimes are to be in place. Support is also being provided by Shepton Mallet
Treatment Centre. Simon Sethi said that nursing homes are to become
continuum of care with the YDH on-call team providing support to nursing homes
during periods of high activity or outbreaks. All discharges to nursing homes are
being swabbed prior to transfer. There is significantly improved collaborative
working between the hospital and the care sector as a direct result of COVID-19.
Work continues on raising awareness of the importance of Treatment Escalation
Plans.

6.7

Paul Mapson asked whether staff who were self-isolating were being tested.
Shelagh Meldrum said that tests should take place within 3-5 days of symptoms
and therefore this will depend on timings. There remain concerns that
turnaround times could increase should testing requirement be expanded further
ahead of lab capacity.

6.8

6.9

Public Support for the NHS
Jonathan Higman said there were clear messages of support for the NHS, most
notably through the Clap for Carers events on a Thursday. In addition, a letter
from a patient who was discharged after recovering from COVID-19 and a letter
from the Lord-Lieutenant of Somerset was included in the papers. The previous
week, the Trust focussed on thanking those key workers in other industries with
adedicated video. A number of donations have also been received from
members of the public and local businesses. The hospital wishes to thank all
those who have donated items.
Transformation across the hospital
Jonathan Higman said that transformational activity continues to take place
across the hospital despite the COVID 19 outbreak; in some cases, the outbreak
has accelerated this work. This includes the expedition of plans to enable YDH
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to access GP notes of patients from Dorset in the same way as for Somerset
patients. This will support staff in making informed decisions regarding patient
care plans. The electronic requesting of radiological tests for inpatients through
the Trust’s electronic patient record system also went live in mid-April 2020. The
use of virtual clinics, reducing the number of patients needing to physically
attend their appointments, has increased and is to be rolled out at pace across
specialties over the coming weeks.
Management changes
6.10 Following Jo Howarth’s announcement regarding her new regional nursing role
with NHS England/Improvement, the Trust had completed interviews for a new
Deputy Chief Nurse. Mark Robinson, who was previously Matron/General
Manager for ICU, was successful in securing this role and started in his new
position on 20 April 2020. Given the current situation, Jo Howarth will continue
to support YDH in her role as Director of Infection Prevention and Control until
she takes up her new post. Graham Hughes asked about arrangements
following this period. Shelagh Meldrum explained that the arrangements were in
place was until August 2020 and subsequent arrangements were in the planning
stages.
1-7/
2021

1-8/
2021

7
7.1

COVID-19 RISK REGISTER
The Board reviewed the COVID-19 risk register that has been created to capture
the risks associated with the outbreak. This report had been reviewed by the
Audit Committee and the Governance and Quality Assurance Committee
(GQAC). As a result of this review, a number of the cancer related risks had
been consolidated; these cover the risks relating to the Trust following national
clinical pathways to investigate and treat suspected cancers and the impact on
performance against the national standards. A number of actions have been
taken to mitigate these risks. These would be covered by the presentation on
cancer services.

7.2

Simon Sethi said that it had been a useful exercise reviewing and consolidating
the risks. The key points are the mitigation of the risks and ensuring the
associated actions are driven forward and completed.

7.3

Barbara Clift and Stephen Harrison said that a similar exercise had taken place
at Somerset NHS Foundation Trust (SFT) who have supported this with the
development of a number of metrics, including staffing, wellbeing etc.

7.4

Paul von der Heyde asked how and where regional risks are captured and
monitored. Jonathan Higman said that there are weekly regional calls alongside
a South West CEO meeting. There are also regional Chief Nurse, Chief Medical
Officer and Chief Operating Officer forums to ensure that shared learning takes
place, although the focus to date has largely been around the response to the
outbreak. These meetings are likely to move towards a more assurance-based
approach in due course. It was suggested that a system wide risk register is
required for a number of aspects, including cancer services. Simon Sethi
agreed to raise this in the system meetings.

8
8.1

IMPACT ON CANCER SERVICES
Stacy Barron-Fitzsimons attended the meeting to present an overview of the
impact on cancer services and the actions put into place to mitigate this. There
had been a distinct decline in the number of suspected cancer referrals since the
COVID-19 pandemic declaration; the current rate of referrals is around a third of
the typical level received. As a result, the number of patients awaiting surgery
have reduced and therefore performance is likely to remain stable.
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8.2

In line with the national cancer guidelines, there is a prioritisation of patients into
three different levels, i.e. those requiring surgery within 24-72 hours, four weeks
and 10-12 weeks respectively. As of 27 April 2020, more than 50% of patients
waiting for surgery have received a date with the remaining patients having been
clinically reviewed and have treatment plans in place. There are currently no
undated patients waiting Priority Level 1 and a small number on Priority Level 2.

8.3

In order to maintain cancer operating, the Trust is maximising the use of the
National Contract with Independent Sector providers. The Trust has a central
point for cancer surgery prioritisation, which operates a triage system for all
tumour sites and balances the clinical priority against available capacity. This
also encompasses an overview of any constraints and risks not yet mitigated.

8.4

An overview of the arrangements and additional available capacity was provided
for each cancer site. This includes using facilities at Winterbourne Hospital in
Dorset, Circle Bath and Shepton Mallet Treatment Centre. There are potential
challenges in delivering colorectal surgery to patients that required High
Dependency Unit support and the Trust is looking to secure this support whilst
investigating options at other sites.

8.5

There are a number of risks relating to cancer services, including the continued
low rate of referrals leading to poor patient outcomes in the longer term. There
are active communications plans in place and links with primary care to ensure
that people continue to access health services at this time.

8.6

8.7

8.8

8.9

8.10

Merry Kane said that an enormous amount of work had been completed by
Stacy Baron-Fitzsimons and the wider cancer teams; all plans had been
reviewed by the medical teams and the Trust is confident of the arrangements
put in place. Simon Sethi said the biggest concern is the drop in referrals, the
potential backlog to be faced in due course and the potentially poor patient
outcomes as a direct consequence.
Shelagh Meldrum said that the lower rate of referral to date meant that staff had
been able to review and improve the process and provide specific support to
affected patients at this time. A number of set protocols had been developed
and matched with SFT.
Graham Hughes wished to thank the team for their hard work. He asked about
arrangements at SFT bearing in mind YDH was utilising a number of the
independent sector organisations. In addition, does the surgical team follow the
patient? Stacy Barron-Fitzsimons said that SFT were linking with the Nuffield
Hospital in Taunton. If at any point there is pressure or capacity issues in this
arrangement, support will be provided. In terms of the surgical teams, the
general model is that YDH is providing the surgeon and the IS provide the
anaesthetists but this is flexible on a list-by-list basis and will be reviewed if
further consolidation is required.
Jonathan Higman said that the national independent sector arrangement was
time limited (until the end of June 2020) and there are ongoing discussions
about how this could be continued should this be required. A system wide
recovery plan is to be created that would include using the independent sector.
To date, this provision has been funded by NHS England.
Stacy Barron-Fitzsimons said that all sites are treated as clean sites. In addition,
a scoping exercise is underway on how YDH could utilise St Margaret’s Hospice
for chemotherapy patients.
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8.11
1-9/
2021

The Board thanked Stacy Barron-Fitzsimons for the update and the work
completed in this area for the continued provision of cancer services.

9
9.1

BOARD ASSURANCE FRAMEWORK Q4 2019/20
Paul von der Heyde advised that the BAF had been reviewed by both the Audit
Committee and the Governance and Quality Assurance Committee (GQAC). He
suggested it would be worthwhile reviewing the financial related risks.

9.2

Jeremy Martin said that the risk relating to the inability to deliver the Trust’s
digital strategy and sufficiently transform services had increased due to the delay
of some projects as a result of COVID-19, leading some uncertainty in
programmes. There is however a new digital transformational lead in place and
the Trust had implemented the new electronic Order Comms system across the
hospital. Martyn Scrivens said that the fact that some transformational elements
had progressed counterbalanced some of the delays in other areas. A similar
picture is presented for the risk relating to the volume of change leading to an
inability to focus and deliver on priorities. It was suggested that in this instance
the increase in the scoring should be due to an increase in likelihood rather than
impact.

9.3

Sarah James advised that both she and Ben Edgar-Attwell had discussed how
to present the risk ratings for the financial related risks. The risk ratings had
been reduced to reflect the Q4 position whereby at the point of review the Trust
was likely to achieve the financial control total. The risks in turn would increase
in rating for Q1 2020/21 and may be higher than previous due to the scale of
uncertainty on the arrangements for the year. There is a need to ensure that the
actions identified as part of the financial governance review are progressed.
Martyn Scrivens questioned this method of presentation of the risk ratings
bearing in mind the mitigating actions will need to be applied consistently. Sarah
James agreed with this, although the risk was reflecting the Q4 position
acknowledging this could be presented in two ways. It is important to flag that
the risks will increase again and the actions and gaps in control remain valid
throughout.

9.4

The risk of not being able to deliver the strategic capital programme remains
significant. There have been progress with some capital plans and some further
areas reviewed to ensure the right use of resources. This risk will updated in
more detail during the next refresh once the national guidance in this area has
been received and there is further understanding on the medium term plans.

9.5

1-10/ 10
2021 10.1

10.2

The risk of the subsidiaries failing to achieve their plans, which would affect the
Trust’s strategic and financial plans, had also reduced in rating due to the
achievement of the 2019/20 control total. However, longer term the risk level
continues.
ANNUAL REPORTING PROPOSED TIMETABLE
Sarah James reported on the national amendments to the annual reporting
timetable as outlined within the paper. There have been helpful amendments to
reduce the burden this year, although the Annual Report requirements had not
been reduced as much as anticipated. The Trust intends to work as close to the
original timetables as possible although there are some logistical challenges
faced with a greater number of staff working from home.
The review of the annual reports and accounts will take place in a rescheduled
Audit Committee; approval for submission will be in an additional Part 2 Board
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meeting in June 2020. Paul Mapson confirmed that this timetable had been
considered and agreed in the most recent Audit Committee.
11 YDH GROUP BOARD OVERVIEW QUADRANT
11.1 The Board reviewed the YDH group overview quadrant, where the following was
discussed in more detail:
Safety / Patient Experience and Performance
11.2 Merry Kane reported that the Hospital Standard Mortality Ratio (HSMR) and
Summary-level Hospital Mortality Indicator (SHMI) continues to be lower than
the national average. The learning from deaths process demonstrates the Trust
continues to manage processes well; granular data from DrFoster is scrutinised
and assists in the focus of reviews.
11.3 Shelagh Meldrum advised that incident reporting levels had dropped although
this is also reflective of a reduction in the number of patients. The same level of
scrutiny of incidents remains and all staff are encouraged to report all incidents.
There had been one Never Event affecting three patients, relating to the dilution
of a drug in endoscopy. No harm was caused to the patients and immediate
action has been taken to ensure this does not reoccur. A further review is
underway.
11.4 The rate of VTE risk assessment had dropped; this has been reviewed and is
understood to be a validation issue due to a reduced number of ward clerks on
site. This position will be recovered in the coming weeks.
11.5 There had been no formal complaints in March 2020 and very few PALS
concerns raised. The Friends and Family Test national reporting had been
suspended towards the end of March 2020. Extremely positive feedback is
being received through other means.
11.6 Graham Hughes noted that there had been recent media coverage suggesting
an increase in the number of litigation cases against the NHS in the near future;
is this due to decisions made during the COVID-19 period. Shelagh Meldrum
said that people appear to be conscious of the rationale for decision making and
therefore note taking and recording is vital. Litigation may concern decisions
made around critical care and Treatment Escalation Plans and Do Not Attempt
Resuscitation orders. As such, a process has been put into place for joint
decision-making. Care plans for maternity had been enhanced and clearly
agreed and communicated with mothers. Merry Kane added that the support
provision for clinicians during decision-making has been strengthened across the
Somerset system; ethical decision-making guidance has been provided to
ensure that decisions are made in the best interests of the patient and in
discussion with families. This includes clear structures and processes should
second opinions be required. Legal advice will also be available where needed.
A specific template to ensure that documentation is sufficient has been created;
there has not been any instances where this has been required to date.
11.7 Simon Sethi said that there had been an improvement in the four-hour
Emergency Department waiting time standard performance during March,
largely due to a drop off in the volume of attendances. He wished to thank the
teams for their work during an extremely challenging period. Further challenges
are anticipated once activity levels start to return to normal levels. Ambulance
turnaround times remain in a good position.
11.8 Referral to treatment waiting time performance remains above the Somerset
trajectory although it was noticed that in recent weeks elective operating has
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been stood down and that this will have a negative impact on waiting times in the
future. For the first time the Trust has reported two patients waiting over 52
weeks, although this was a direct consequence of COVID-19 and the need for
the patients to self-isolate.
11.9 Diagnostic waiting times performance has dropped with activity cancelled in both
radiology, CID and audiology services. A further impact on performance is
expected.
11.10 Cancer performance against the 62-day standard for February 2020 was below
the target although this related to consultant availability issues at that time rather
than COVID-19.
Workforce Performance
11.11 Shelagh Meldrum advised that the sickness absence rate was a month in
arrears and it would therefore increase for the following month as a direct
consequence of COVID-19. At present, the absence is between 9-10% with 6%
related to COVID-19 and circa 2% due to staff isolating or in a household with
symptoms. A large majority of the remainder of the COVID absence related to
staff who are required to shield. The shielding requirements, along with the
absence rate, has been challenging to manage at times. A copy of the National
shielding letters is being requested by the Trusts absence helpline as a
replacement for a sickness certificate. It was noted that members of staff who
need to shield, will need to do so for a significant amount of time. As and when
all frontline staff start to be tested, there may be an increase in the number of
people in isolation as a result of asymptomatic positive staff cases; this will be
required from the date of the results and not the date the swab was taken.
11.12 The mandatory training and staff appraisal rate had reduced due as face to face
contact has reduced to support social distancing. Localised induction training
remains in place to cover the vital areas of training for new starters. Some
people are managing to complete appraisals although the Trust is not actively
following this up at this time. Graham Hughes asked if there had been any
steer or guidance from the centre relating to appraisals and training. Shelagh
Meldrum confirmed that NHSE&I had advised that mandatory training is reduced
as appropriate and that appraisals are suspended unless there are exceptional
circumstances. Merry Kane added that the General Medical Council has
deferred revaluation for all doctors who are due to revalidated by September
2020. Following a question from Paul von der Heyde on whether this would be
under review, Merry Kane said that the majority of the doctors had been on track
or only slightly delayed prior to the deferral. The Trust will ensure this process
recommences as soon as possible.
11.13 Barbara Clift asked about wellbeing and psychological support provision for staff.
Shelagh Meldrum said a centralised HR helpline had been introduced right from
the early stages, alongside the introduction of a robust health and wellbeing
guide, including psychiatric liaison team support. In addition, the Trust has a
number of internal mental health first aiders which form part of a series of
options for psychological support for staff who require it
11.14 Financial Performance
Sarah James said that the key item to report is the achievement of the financial
Control Total for the year ending 31 March 2020. The Trust was £33k
favourable to the plan. It was noted that the position might move slightly once
the financial accounting elements are completed; the Trust will still achieve the
Control Total. Cost improvement plan (CIP) achievement was £5.2million, which
was £478k adverse to plan; 50.5% represents recurrent savings.
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11.15 The costs related to the Trust’s response to COVID-19 and any lost income has
been reimbursed up to 31 March 2020.
15.16 Capital expenditure was above plan although this had been matched by
additional funding sources.
1-12/
2021

12

COMMITTEE UPDATES AND MINUTES

Financial Resilience and Commercial Committee (FRCC)
12.1 Martyn Scrivens said that the committee had reviewed the financial position in
detail; including celebrating the achievement of the financial Control Total for
2019/20. The achievement of the plan had not been delivered as anticipated.
Therefore a further review of the successful areas and where there needs to be
focus will take place to ensure the right controls are in place for 2020/21.
12.2 The committee reviewed a draft financial budget for internal monitoring and
control of spend in 2020/21 bearing in mind the national Operational Planning
process had been suspended. There remain some open issues to be agreed
and resolved as a Somerset system.
12.3 A deep dive took place on the governance processes in relation to COVID-19
expenditure; including the reclaim process. Good assurance was provided on
the processes in place with a good level of transparency for reporting. This will
allow the committee to review the underlying performance of the Trust.
Audit Committee
12.4 Paul Mapson advised that both the Counter Fraud and Internal Audit plans for
2020/21 had been reviewed and agreed; the plans also provided an indicative
forward view of the next two years. There is flexibility within the plans to modify
should this be required.
12.5 The change in the annual reporting timetable was also considered and
approved.
12.6 A number of internal audit reports had been received, several of which received
Substantial Assurance. It was noted that there was a small number of
outstanding actions from previous year audit reports. These relate to business
continuity, cyber security and the General Data Protection Regulations audits.
These will be followed up by the responsible Executive Director.
Governance and Quality Assurance Committee (GQAC)
12.7 Jane Henderson said that a standard GQAC took place the previous week, with
the addition of a full update on the COVID-19 position across the hospital.
Under patient safety and experience, there had been some concern raised
relating to the drop in the number of safeguarding referrals due to young people
either not attending health services or schools. This concern was reflected by
the County Council. Barbara Clift said that SFT had also raised this concern.
12.8 An in-depth update was received on the Learning from Deaths process. The
Trust is in a good position with the national indicators and the quality of care
aspects. The recent BDO internal audit on this topic suggested that the Trust
was completing fewer Structured Judgement Reviews than other organisations
although the process for the implementation of Medical Examiners had been
deferred to later in the year. The Trust has appointed Medical Examiners and
they will be in place prior to the national deadline. A number of doctors had
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approached to the Clinical Governance department to assist in the completion of
review during periods of reduced activity.
1-13/
2021

13

ITEMS TO NOTE/FOR INFORMATION

Patient Experience Report
13.1 The Board noted the report, recognising that the Friends and Family process
had been suspended in recent weeks. Paul von der Heyde asked if there had
been any feedback relating to the limited visitor access to the hospital. Shelagh
Meldrum said that some visits had been facilitated in exceptional circumstances
and that the public appeared to be understanding of the position.
Learning from Deaths
The Board noted the report. This had been discussed in detail at GQAC and
13.2 during the update provided above.
Freedom to Speak up Guardian Report
Shelagh Meldrum reported that there had been two concerns raised in the
13.3 quarter. The first related to a concern that the phlebotomy department would be
overwhelmed with outpatient blood requests from primary care. The second
concern related to social distancing barriers placed at the estates and facilities
hatch. This was reviewed with a response provided by the Director of Estates
and Facilities. Both concerns have since been closed following responses
provided.
Guardian of Safeworking Report
Merry Kane said that there had been a drop in the rate of exception reports
13.4 submitted in February and March following a peak in January. The average
response time for the review of any exception reports has continued to reduce
with 66% completed within seven days. Since the COVID-19 pandemic, there
has been a further drop in exception reports submitted with a change in the way
of working across the hospital. It was noted that one member of staff had
submitted a higher percentage of reports; additional support has been put into
place to help this individual.
Merry Kane said the report provided assurance that the Trust does not have
13.5 unsafe practices. The junior doctors have stepped up during COVID-19, and
they are fully engaged across the organisation. They have been included in all
discussions in recent weeks, which has helped with this engagement. Martyn
Scrivens said that it was encouraging to hear about the teams pulling together.
He asked if the Trust would review the changes implemented, and whether this
learning could be carried forward. Merry Kane said that face-to-face
communication was a key factor and that she was visiting the Doctors’ Mess on
a weekly basis to hear feedback directly.

1-14/
2021

14 ANY OTHER BUSINESS
14.1 No other items of business were raised.

1-15/
2021

15 DATE OF NEXT MEETING
15.1 3 June 2020, Boardroom, Level 1, YDH
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APPENDIX 2b
BOARD OF DIRECTORS

BOARD OF DIRECTORS – ACTION SHEET
3 June 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)

Review of progress against Digital Strategy
to be received in six months.

1-99/1920
(12.8)

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”

ACTIONS FROM 29 APRIL 2020
1-7/2021 Development of system wide risk register /
(7.4)
sharing of risk registers between YDH and
SFT.

Progress

Due

By

Further update to be
scheduled.

June/July
2020

Ben Edgar-Attwell
Simon Sethi

Digital Strategy &
Transformation update
scheduled for 3 June 2020
To be scheduled –
postponed due to Covid19. This will include
changes resulting from
COVID-19.
This is under review –
potential for reporting to
workforce committee

July 2020

Ben Edgar-Attwell
Jeremy Martin

March/April
June/July
2020

Simon Sethi

April 2020

Shelagh Meldrum
Ben Edgar-Attwell

An audit will take place on
this although important to
note that the process has
temporarily changed owing
to COVID-19.

May 2020

Simon Sethi

Simon Sethi to raise in
system calls. Initial
discussions have taken
place on sharing of
Corporate Risk Reports.

June 2020

Simon Sethi
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The Executive Director Report to the Board includes matters of
topical importance and key business items. It is also an opportunity
for the Executive Team to highlight achievements and to provide
updates on the latest developments within the Trust.

Any Key Issues to Note

☒ For Information

The Board are asked to note the key items within this report. A
verbal report of other matters of importance may also be provided.

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
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☒ Legislation
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☒ Estates

☒ ICT

☒ Patient Safety / Quality
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☒ Safe

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

COVID-19 - Yeovil Hospital Response to date
The hospital continues to cope well with the challenges posed by COVID-19. During Phase 1,
teams across the hospital have worked rapidly to transform services to be able to appropriately
care for COVID patients, whilst also ensuring staff and other patients are as safe as possible.
They have made changes that previously would have taken months or longer within weeks
which is testament to everyone’s ingenuity and hard work.
To date the incidence of disease in Somerset has been lower than many other parts of the
country and it is clear that the original social distancing measures have had an effect, with the
growth in admissions slower than originally anticipated. It is not clear at this stage what the
impact of the lifting of restrictions will be and we continue to monitor the situation closely
through our incident control mechanisms, ensuring we are able to respond in the event of any
second peak in infection.
In common with all other hospitals in the South West, our general bed occupancy and
attendance rate to the emergency department has been approximately 50% down on what we
would normally expected at this time of year. During the last three weeks, however, we have
started to see a rise in general emergency activity, which is, in part a result of the national
messaging encouraging patients who need the NHS for other reasons to continue to access
our services. The Trust continues to participate in countywide communications to share this
important message further.
The staff response has been exceptional with COVID related absence for all reasons including
staff ‘shielding’ below 4%. Staff have risen to the challenge posed by the current situation and
there remains huge public support for all we are doing. We have received a steady stream of
gifts, donations and offers of support from the public and local businesses

It is clear that we will be living with COVID-19 for the foreseeable future and that the Trust
needs to be able to continue to deal with the demand associated with this in addition to
traditional levels of demand. Our services need to change and adapt to reflect this and
we need to be able to support patient who are wary of attending hospital by providing care
in different ways.
The hospital is now entering phase two planning where we aim to retain our ability to
create capacity for future COVID surges whilst also seeing those non-COVID patients who
require our care. This phase is enormously complex and involves working across the
hospital and wider health and care system in new ways to ensure patient and staff risk is
minimised whilst standing-up the critical elective and diagnostic capacity that was reduced
during phase one. A more detailed presentation on our phase 2 plans is provided later in
the agenda.
As set out in the performance pack, the cancellation of routine activity has also had a
significant impact on our elective waiting list and diagnostic performance. Our response
has been in line with national policy, focussing staff and capacity on the COVID response.
Relevant Committee Oversight:

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

Digital Developments
One of the legacies of the current situation has been a significant digital transformation in
support of the Trusts services. Examples include:

Order Communications
•

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.
The change applies to all requests for X-rays / CTs / MRIs / ultrasounds /
mammography / nuclear Medicine for Inpatients.

Virtual clinics
•

•
•
•

Early in our response staff from across all specialities were tasked with providing
outpatient services remotely, drastically reducing the number of patients entering the
hospital building.
Since 16 March, clinicians have completed 6,744 outpatient telephone consultations,
in place of face to face appointments.
We have also launched the next stage of our virtual clinics with video consultations
being offered using Attend Anywhere software. Specialties now using this technology
include audiology, oncology, diabetes and orthotics.
This new technology will be rolled out further over the next few weeks and will be used
alongside telephone calls to meet the needs of our patients.

Yeovil Hospital connects to Dorset Care Record

YDH has worked with 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.

Home working
The Trust has embraced the use of video conferencing to enable important meetings
and committees to continue taking place whilst protecting the safety of participants.
The Trust’s preferred platform for these conferences is Webex, chosen for its security
and accessibility.
Relevant Committee Oversight:

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

Weston Hospital temporary closure
As included in local and regional media reports, Weston General Hospital has temporarily
stopped accepting new patients, including into its A&E department, as of 8am Monday 25
May.
This is a precautionary measure in order to maintain the safety of staff and patients in response
to the high number of patients with Coronavirus in the hospital.
Arrangements are in place for new patients to continue to have access to treatment and care
in other appropriate healthcare settings in the area should they need it. Patients with planned
appointments are being contacted directly to make alternative arrangements.
Dr William Oldfield, medical director at University Hospitals Bristol and Weston NHS
Foundation Trust, said: “We currently have a high number of patients with COVID-19 in
Weston General Hospital. Whilst the vast majority will have come into the hospital with COVID19, as an extra precaution we have taken the proactive step to temporarily stop accepting new
patients to maintain patient and staff safety.
“This is a clinically-led decision and we are being supported by our system partners to ensure
that new patients receive the care and treatment they need in the appropriate setting, and we
are continuing to provide high quality care to existing patients who are being treated in the
hospital.”

Whilst the Weston closure is unlikely to lead to more patients attending YDH, we are actively
involved in the local planning discussions to help manage any resulting impact upon other
Trusts and are also reviewing our own procedures to ensure we continue to provide patients
and staff with a safe environment in which to receive care or work.
I would urge everyone to make sure you’re doing everything possible to comply with infection
control principles in your area.
An FAQ about the change is available on the UHB and Weston FT website here
Relevant Committee Oversight:

Board of Directors, COVID Incident Management Team

Temporary new home for our oncology and haematology services
Earlier in May 2020, as part of the continuing efforts to maintain essential services and keep
patients safe during the coronavirus pandemic, the oncology and haematology services have
been moved to a temporary new home at St Margaret’s Hospice, Yeovil.
The move was made in order to protect patients whose condition or treatment puts them at
increased risk of severe symptoms should they catch the coronavirus. It prevents them having
to attend the hospital and means they will instead have their care provided within a dedicated
space remote from other clinical services, staff and patients.
The hospice premises, just two miles from YDH, is now the temporary home for chemotherapy,
immunotherapy, blood transfusions and supportive medications, PICC line care and bloods,
phlebotomy services, and related outpatient appointments which cannot be conducted via
telephone or video clinics.
The staff who provide these services have also moved to the new location, together with the
necessary specialist equipment, so patients can rest assured they are receiving the same
excellent quality from a team they know and trust.
Early patient feedback has been excellent and we are grateful to the staff for adapting so
readily to this change.
Relevant Committee Oversight:

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

International Day of the Midwife
On Tuesday 5 May 2020, we celebrated International Day of the Midwife with a huge number
of cakes very generously made and donated by local BBC’s Great British Bake Off star Val
Stones.
The midwives also featured in a social media post reassuring the families in the local
community that they are here for them and still supporting women through their pregnancies
and beyond. We also ran our most popular MatChat (Maternity Chatter) Facebook Live
session with 71 people watching live and reaching more than 10,000 people in the last 24
hours. This was a live session with our Maternity Matron, Ali Dennett and Senior midwife and
Transformation Lead, Steph Larcombe explaining the changes in care at this time and what
the women can expect. There was also an opportunity for those watching live to ask questions.

International Day of the Nurse
Following the celebrations of International Day of the Midwife, on Tuesday 12 May 2020, we
celebrated International Day of the Nurse on Florence Nightingale’s 200th birthday.
The day began with our Chief Nurse Shelagh Meldrum being interviewed on BBC Radio
Somerset, giving a fantastic shout out to all those in caring professions across the county, as

well as the public and other key workers who enable us to do our jobs. Matrons helped
distribute cakes across the trust to as many of the nursing staff as possible throughout the
day and, keeping to the theme of ‘Shine a Light’, lit up the outside of the tower block (the
wall facing Fiveways / Hospital roundabout) with images to mark the occasion.
A number of famous musicians have also joined together to perform a concert in celebration
of nurses. Here is the link for you to enjoy – click here.

Progressing the Somerset Integrated Care System
There are many positive examples of how the local health and care ‘system’ has worked
together to support our local population at this time. Specific examples include:
•
•
•
•

A new integrated discharge service developed in partnership with Somerset
County Council. This has dramatically reduced the number of patients who are
awaiting onward care placement, enabling them to leave hospital more quickly
The opening of a new nursing home in Yeovil, resulting from a partnership between
Somerset County Council and Somerset Care
The temporary transfer of the oncology service to St Margaret’s Hospice in Yeovil
in order to reduce the risk of COVID infection to this patient group and enable them
to continue with chemotherapy and other treatments
Partnerships with Shepton Mallet Treatment Centre, Circle Hospital in Bath and
the Winterborne hospital in Dorset which has supported the continuation of urgent
cancer surgery during this period

The benefits of such joint working has strengthened our resolve to work collaboratively
and continue our progress towards the development of the Somerset Integrated Care
system (ICS) which has continued in the background.
The capacity constraints we are working with in the next phase of our COVID response
also require a system response in order that we are able to make the most efficient use
of the capacity we have. Examples of work underway includes:
•
•

Continuing the new services that have been stood up to support admission
avoidance and patient discharge
Determining the most efficient and effective way of caring for COVID positive
patients across the two Somerset hospitals

•
•
•

Making the best use our local intensive care capacity, linking with the Nightingale
Hospital in Bristol
Maximising the efficiency of theatre capacity across YDH, Musgrove Park Hospital
and the independent sector to support recovery of our routine waiting times
A joint and consistent approach to the use of technology to support outpatient
consultation and remote patient monitoring

Relevant Committee Oversight:

Board of Directors, Governance and Quality Assurance
Committee, COVID Incident Management Team,
Transformation Board.
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Under the NHS provider licence, NHS foundation trusts are
required to complete self-certification submissions on an
annual basis. The annual self-certification provides assurance
that NHS providers are compliant with the conditions of their
NHS provider licence. Compliance with the licence is routinely
monitored through the Single Oversight Framework but, on an
annual basis, the licence requires NHS providers to self-certify
as to whether they have:
a. effective systems to ensure compliance with the
conditions of the NHS provider licence, NHS legislation
and the duty to have regard to the NHS Constitution
(condition G6);
b. complied with governance arrangements (condition
FT4); and
c. for NHS foundation trusts only, the required resources
available if providing commissioner requested services
(CRS) (condition CoS7).
Condition G6(3)

The provider has taken all
precautions to comply with the
licence, NHS acts and NHS
Constitution.

Condition G6(4)

Publication of condition G6(3) selfcertification.

Condition FT4(8) The provider has complied with
required governance arrangements.
Condition CoS7(3)The provider has a reasonable
expectation that required resources
will be available to deliver the
designated services for the 12
months from the date of the
statement. This only applies to
foundation trusts that are providers
of CRS.
The Executive Directors have considered this self-certification
and have agreed with the recommendations outlined below.

The Board are asked to review the self-certification outlined
below and APPROVE these statements.
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Introduction
As part of the annual planning process, YDH is required to complete self-certifications to
NHS Improvement as set out below:





Systems for compliance with licence conditions - in accordance with general condition 6
of the NHS provider licence;
FT4 declaration, Corporate Governance Statement;
Certification on training of governors – in accordance with s151(5) of the Health and
Social Care Act; and
Availability of resources and accompanying statement - in accordance the continuity of
service condition 7 of the NHS provider licence.

However, in light of the current COVID-19 pandemic, NHS England/Improvement does not
intend to undertake any audits of compliance against the self-certification requirements of
the provider licence or to use our enforcement powers in the event of a breach in this
financial year, where resource has been prioritised to address Covid19.

Self-Certification
General condition 6 - Systems for compliance with licence conditions
Condition G6(2) requires NHS providers to have processes and systems that:
a) identify risks to compliance with the licence, NHS acts and the NHS Constitution
b) guard against those risks occurring.
c) Providers must complete a self-certification after reviewing whether their
processes and systems were implemented in the previous financial year and
were effective (condition G6(3)).
YDH is proposing to confirm the following statement:
“Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors
of the Licensee are satisfied that, in the Financial Year most recently ended, the Licensee
took all such precautions as were necessary in order to comply with the conditions of the
licence, any requirements imposed on it under the NHS Acts and have had regard to the
NHS Constitution.”
Basis for confirming statement:
The Trust has processes and systems in place to identify risks to compliance, which are
outlined in the wording of the Annual Report. This report is audited by the Trust’s external
auditors. These systems and processes have been strengthened over the last 12 to 18

months following the comprehensive review of the Risk Register and Board Assurance
Framework to improve the monitoring processes. In addition, the Trust has the newly
implemented Ulysses Risk Management Module (prior to this implementation, the Trust had
an internally developed system), which provides robust methods for the monitoring and
recording of actions against risks identified and how these risks are to be mitigated to
safeguard against these occurring. With regard to the requirement to have consideration of
the NHS Constitution, YDH’s version is based upon the Model NHS Constitution.
The Trust undertakes continued review processes of systems in place within the Trust,
through both internal reviews, audits completed by the Internal Audit function and through
external reviews completed by relevant parties, such as the CQC and NHS Improvement.
BDO, as the Trust Internal Auditors, completed an audit on the Risk Management Processes
in place within YDH where Substantial assurance was provided for Design and Moderate
assurance was provided for Operational Effectiveness. The report also outlined a several
areas of good practice.

FT4 declaration, Corporate Governance Statement
Condition FT4 is about systems and processes for good governance. NHS providers must
make a corporate governance statement under condition FT4(8) as to current and future
compliance with condition FT4. Before making the statement, providers should review
whether their governance systems and processes enable them to achieve compliance with
condition FT4.
YDH is proposing to confirm the following statement:
“The Board is satisfied that the Licensee applies those principles, systems and standards of
good corporate governance which reasonably would be regarded as appropriate for a
supplier of health care services to the NHS.
The Board has regard to such guidance on good corporate governance as may be issued by
NHS Improvement from time to time.
The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for
staff reporting to the Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.
The Board is satisfied that the Licensee has established and effectively implements systems
and/or processes:
(a) To ensure compliance with the Licensee’s duty to operate efficiently,
economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s
operations;
(c) To ensure compliance with health care standards binding on the Licensee
including but not restricted to standards specified by the Secretary of State, the Care
Quality Commission, the NHS Commissioning Board and statutory regulators of
health care professions;
(d) For effective financial decision-making, management and control (including but
not restricted to appropriate systems and/or processes to ensure the Licensee’s
ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date
information for Board and Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward
plans) material risks to compliance with the Conditions of its Licence;

(g) To generate and monitor delivery of business plans (including any changes to
such plans) and to receive internal and where appropriate external assurance on
such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.
The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above)
should include but not be restricted to systems and/or processes to ensure:
(a) That there is sufficient capability at Board level to provide effective organisational
leadership on the quality of care provided;
(b) That the Board’s planning and decision-making processes take timely and
appropriate account of quality of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on
quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely
and up to date information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with
patients, staff and other relevant stakeholders and takes into account as appropriate
views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee
including but not restricted to systems and/or processes for escalating and resolving
quality issues including escalating them to the Board where appropriate.
The Board is satisfied that there are systems to ensure that the Licensee has in place
personnel on the Board, reporting to the Board and within the rest of the organisation who
are sufficient in number and appropriately qualified to ensure compliance with the conditions
of its NHS provider licence.
Basis for confirming statement:
The statement provided above is standard wording provided by NHS Improvement; our basis
for confirming this statement is outlined in the wording of the Annual Report. The Trust has
structured governance arrangements in place with clear lines of reporting from “ward to
Board” across operational, quality, safety, patient experience and finance, through
assurance committees, to the Board.
The Trust is subject to the recommendations of the NHS Foundation Trust Code of
Governance (which is modelled on best practice UK governance principles) and the WellLed framework, which encourages Boards to conduct formal evaluations of its performance
and that of its committees and directors.
During 2019/20, BDO as the Trust’s internal auditors completed a review of the
organisation’s Effectiveness of Governance. This review highlighted several areas of good
practice, including the Trust having a clearly documented Governance Framework in place,
which outlines the responsibilities of the key Board Assurance Committees, as well as the
sub-groups and committees that feed into them.
The review did identify potential opportunities for the membership of committees to be
reviewed and reduced to improve their effectiveness. A small number of findings were
identified, including some lack of attendance across all levels of committees, particularly the
wording groups feeding into the Board Assurance Committees. In addition, there were a
number of groups where a directors and their deputy were both required to attend. The
Trust is in the process of undertaking a full review of the attendance of the groups/meeting in
line with the results of the audit. This includes consideration of whether the groups/meetings
are still required or whether the schedule for these meetings could be revised. A programme
of work has also commenced to ensure that all terms of reference are all reviewed within a
set period. The Board Assurance Committee’s terms of reference are to be reviewed by the
Board of Directors on 3 June 2020.
Previously, the Company Secretary, the clinical governance team and members of the
executive team reviewed and revised the Board governance structure. This review included

a revised schedule for the Board of Directors that now rotates between strategically and
operationally focussed meetings, providing a suitable framework for the review and
consideration of strategic developments, both within the hospital, the Somerset STP and the
wider healthcare system.

Continuity of services condition 7 - Availability of Resources (FTs designated
Commissioner Requested Services (CRS) only)
CRS are services commissioners consider should continue to be provided locally even if the
provider is at risk of failing financially and, as such, are subject to closer regulation by NHS
Improvement. Providers can be designated as providing CRS because:
• there is no alternative provider close enough
• removing the services would increase health inequalities
• removing the services would make other related services unviable.
The CoS7 declaration requires the Trust to confirm one of three statements about the
availability of resources required to provide commissioner designated services.
With regard to the availability of resources declaration, the Trust is required to confirm one of
the following statements:
EITHER:
After making enquiries the Directors of the Licensee have a reasonable expectation that the
Licensee will have the Required Resources available to it after taking account distributions
which might reasonably be expected to be declared or paid for the period of 12 months
referred to in this certificate.
OR:
After making enquiries the Directors of the Licensee have a reasonable expectation, subject
to what is explained below, that the Licensee will have the Required Resources available to
it after taking into account in particular (but without limitation) any distribution which might
reasonably be expected to be declared or paid for the period of 12 months referred to in this
certificate. However, they would like to draw attention to the following factors (as described
in the text box below) which may cast doubt on the ability of the Licensee to provide
Commissioner Requested Services.
OR:
In the opinion of the Directors of the Licensee, the Licensee will not have the Required
Resources available to it for the period of 12 months referred to in this certificate.
Recommendation to the Board
YDH is proposing to confirm the following SECOND statement regarding the availability of
resources:
“After making enquiries, the Directors of the Licensee have a reasonable expectation,
subject to what is explained below, that the Licensee will have the Required Resources
available to it after taking into account in particular (but without limitation) any distribution
which might reasonably be expected to be declared or paid for the period of 12 months
referred to in this certificate. However, they would like to draw attention to the following
factors (as described in the text box below) which may cast doubt on the ability of the
Licensee to provide Commissioner Requested Services.”
The following statement of main factors which have been taken into account in making the
above declaration:
“The Licensee has received revenue and capital loans from the Department of Health (DoH)
in 2015/16, 2016/17, 2017/18, 2018/19 and 2019/20 (in 2019/20 this was a short term
requirement due to the timing of non-recurrent central funding). Loans have since been
converted to Public Dividend Capital and it has been confirmed that future support
requirements will also be met through Public Dividend Capital.
In light of the COVID-19 situation, the Operational Planning process for 2020/21 was
suspended although the Licensee has reasonable expectations that Yeovil District Hospital
will receive the required resources for the provision of Commissioner Requested Services

through national arrangements which have superseded this process. However, in the event
that funding is not forthcoming, the Licensee would reasonably expect that it would be
replaced with Public Dividend Capital in order to allow the Licensee to meet its liabilities as
they fall due.”

Certification on training of governors – in accordance with s151(5) of the
Health and Social Care Act.
NHS foundations trusts must review whether their governors have received enough training
and guidance to carry out their roles.
YDH is proposing to confirm the following statement:
The Board is satisfied that during the financial year most recently ended the Licensee has
provided the necessary training to its Governors, as required in s151(5) of the Health and
Social Care Act, to ensure they are equipped with the skills and knowledge they need to
undertake their role.
Basis for confirming statement:
All governors attend mandatory induction to the Trust, which provides training across a
range of topics, including Safeguarding, Information Governance etc. In addition, the
Council of Governors receive annual reminders, key updates and an overview of their
responsibilities from KPMG. This session took place on 5 September 2019 and a further
session will take place later this year following the Governor Election process.
Furthermore, the Trust provides ad hoc training where requested; one example is Managing
Conflicts, which also took place in September 2019. Governors also have the opportunity to
attend both regional and national Governor events, such as the NHS Providers Governor
Focus Conference. Training may also be provided at these events.
Recommendation
The Board of Directors are asked to APPROVE the proposed statements above which have
been considered by the Executive Team.
Upon approval, these statements will be published on the Trust’s website.

Transformation – Update to
the YDH Board
Dr Tim Scull, Jeremy Martin, Jonathan Bell
3rd June 2020

To cover
1. How the pandemic has re-shaped transformation
2. Key projects delivered to support the Trust pandemic response
3. Case study – Outpatients transformation
4. Transformation Governance – new arrangements
5. Supporting the Somerset Programme Management Office

How the pandemic has re-shaped transformation
Pre-Covid
• Cost improvement
and savings
• Large scale
deployments - top
down
implementation
• 192 disparate
projects

Post-Covid
• Digital
transformation to
drive efficiency
• Clinician-led
incremental
improvements
• Focused set of
change projects
sitting alongside
recovery

Projects delivered to support the Trust pandemic response
Intensive Care Transformation
• Bespoke ICU Handover in TrakCare
• Device & End of Shift Assessment
• Delivery of PANDO for fast decision
making whilst caring for COVID +ve
Patients
• ICU Pharmacy Ordering Application
• Oxygen Consumption Dashboard
• ICU Ward view

Supporting effective patient care
• New MDT Handover for entire hospital
• Complete re-design of the handover.
Utilising data fields from TrakCare to
create Medicine / General Surgery /
Orthopaedic and Therapy
Handovers. Reduction in paper,
better quality and clarity of
handover.

Accelerated deployment of IT solutions
•Radiology Order Comms – electronic ordering
of all diagnostic tests for inpatients
•Access to Dorset Shared Care Record for YDH
clinicians
•Nutrition screening and Falls screening tools in
Careflow Vitals
•Paediatric Diabetes App
•Maternity Booking Automated Notification
Emails to Health Visitors and GPs
•Attend Anywhere for Outpatients

Automation
• Automatic Email notifications to GP
Practices on positive result
• COVID Workbook return
• Notification of Care Home admission
data to clinical teams
• Modified the inpatient snapshot
process to include additional fields
required for the new daily SITREP
questions

Enhancements to Trakcare
• Discharge Transfer Checklist
• Endoscopy wait list card for OP within
TrakCare
• Improved recording and notification to
GP services
• Heart Failure
• HomeFirst Questionnaire
• National Hip Fracture
• Outreach
Loads of Dashboards!
• COVID-19 Absence
• COVID Map
• COVID Overview (Mobile)
• Improved data extraction from Vitals
• Link via MPH to retrieve LabCentre
results on COVID swab test results

Transforming Outpatients through Telemedicine

Numbers correct as of 21st May 2020

YDH Pre March 2020 – No video consultations but Attend

Anywhere was the solution of choice for Somerset STP

NHSI/E

 NHSI/E nationally procured licences for Attend Anywhere for
12 months – unlimited and for use both within Outpatients
and beyond
 Regional teams set up to support delivery
 Capital funding of £20k per trust for purchase of h/w

AttendAnywhere

 Patients join a waiting area, and can’t see other
patients/clinicians. They wait for a clinician to start the
consultation
 Multiple clinicians can join a call, and carers/interpreters can
join as well
 Clinician can share a screen with the patient

Issues to overcome

 Big ramp up of hardware and longer delivery times for
webcams/headsets
 Work to set-up TrakCare to support video consultations is
resource heavy (2 hrs per appt type) and so need to quantify
which appointment types and clinics will use VCs

Clinics using Attend Anywhere
YDH Oncology Outpatients (Macmillan)
YDH Diabetes & Endocrinology in Pregnancy
YDH Orthotics
YDH Diabetes & Endocrinology
YDH Audiology
YDH Nutrition and Dietetics for Children
YDH MSK Physiotherapy
Total Calls

1st
Consultation

23/04/2020
30/04/2020
06/05/2020
07/05/2020
12/05/2020
14/05/2020
19/05/2020

Total
Consultations

10
18
14
4
10
2
7
65

Next clinics to go-live in June 2020
YDH Rheumatology
YDH Consultant Antenatal Clinic
YDH Ophthalmology
YDH Nutrition and Dietetics for Adults
YDH Urology
YDH Pre-Assessment (Elective Surgery)
YDH Community Midwives
YDH Ambulatory Emergency Care
YDH Cancer Support Workers YDH Haematology Outpatients

Next steps

Work with each speciality in pilot, to clarify appointments
types and get set-up in TrakCare
Work with other specialties across the hospital
“So far, patients have been very
receptive to having Video Consultations and the system
has been easy to use – both for patients and me! It is
good to have a way to continue seeing our patients at
this time, and I am sure we will continue using it after
Covid-19 for patients in the Community or who would
otherwise find it difficult to attend”.
– Orthotics

Transformation priority projects – not 192 projects!
Priority

Programme
area

Current Status

Resource requirements

High

Digital
Strategy

Funding in place
4Eyes
Trakcare P2
Attend Anywhere
WebApp
VitalPac extended rollout

High

Recovery Plan

-

High

CIP & PLICS

Digital transformation, establishment reviews by specialty,
corporate benchmarking, RAG review of Trustwide schemes for
deliverability

Finance, Clinical Services,
Transformation

Medium

Model
Hospital

Need to address finance and use of resources compartments

Finance, Clinical Services,
Transformation

Medium

GIRFT

Nationally on hold but expecting GIRFT visit for lung cancer this
year, need to re-start review of trust detailed GIRFT summary
from Dec 19. Plus Surgical SSI review.

Transformation, particular focus on
elective services

Investment required
E-charting in ICU
EDMS
Digital dictation
GS1 / Inventory
Management

Hospital-wide changes as a result of pandemic response
Recovery Workstreams

Transformation, Clinical Services,
Procurement

Hospital-wide

A single oversight group for Transformation

= linked assurance committee

Weekly YDH
Directors Meeting

PLICS Strategy Board

Board of
Directors

Governance
Committee

FRCC

STP PMO
Transformation
Leadership Team

Business Unit
Monthly Review
Group

Transformation
Steering Group

Improvement
Projects across
Business Units

GIRFT & Model
Hospital

Digital Strategy
Implementation

Quality
Improvement

Performance
Quadrant

Upgrade

Medicine

GIRFT Action Plan

Patient Portal

Jun Dr QI

EPMA

ED

MH Key Metrics

EDMS

Ward level QI

Rad Order Comms

Elective

4Eyes

QI Training

Finance/CIP/PLICS
Workforce
Quality
Activity

Trakcare
implementation

Supporting delivery of the ICP and STP strategy
Somerset FT Improvement Team and YDH Transformation Team have come together to form a
team that will support coordination and delivery of quality improvement and transformation
projects across the county, to implement the Long Term Plan for Somerset.

STP

•
•

Somerset
FT PMO

System PMO
(SIPS)

SCC
PMO

YDH
PMO

CCG
PMO

•

Permanent replacement for the
Attain Team
Help support the delivery of
improvement initiatives which will
make a positive difference to
patient care in Somerset
Clear and simple to understand
projects delivered in consistent,
measurable ways
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detailing the judgement it has taken regarding going concern and this
in turn will be subject to audit examination.
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Going concern principle:
The going concern assumption is a fundamental principle in the preparation of the year end
accounts, under which the Trust is ordinarily viewed as continuing in the business of
healthcare provision for the foreseeable future. The term ‘going concern’ refers to the basis
of measurement of an organisation’s assets and liabilities and hence how they are included
in the accounts. An organisation operating under the going concern principle will record
these assets and liabilities as being able to be realised in the normal course of business. An
organisation that does not prepare accounts under the going concern principle may have to
record assets at a much lower break-up value and reclassify liabilities to being short term.
The primary focus for assessing going concern status is whether the organisation will have
the ability to pay debts as they fall due. This is dependent on the cash reserves and sources
of funds available to support operations.
Going concern assessment:
The Board must decide each year whether or not it is appropriate for the Trust to prepare its
accounts on the going concern basis, taking into account best estimates of future activity
and cash flows.
Where there is a material uncertainty over the going concern basis, the Board will need to
agree appropriate disclosure of relevant matters, in discussion with the auditors.
The definition of going concern in the public sector focusses on the expected continued
provision of services by the public sector, as set out in HM Treasury Government Financial
Reporting Manual (FReM) and Department of Health and Social Care (DHSC) Group
Accounting Manual:
“The anticipated continuation of the provision of a service in the future, as evidenced by
inclusion of financial provision for that service in published documents, is normally sufficient
evidence of going concern”.
As a result, NHS Improvement and NHS England (NHSE/I) expect the financial statements of
all NHS providers and CCGs to be prepared on a going concern basis unless there are
exceptional circumstances where the entity is being or is likely to be wound up without the
provision of its services transferring to another entity in the public sector.
In making the going concern assessment, the Board is required to take into account all the
information available about the future prospects of the group, taking a forward view for a
minimum of twelve months from the date of signing the accounts. The extent and nature of
this assessment will be driven by the historical financial position of the organisation and the
knowledge of the challenges it faces.
The Board should note that the assessment takes into account the impact of the forecast
financial position of Simply Serve Limited and Symphony Healthcare Services, and the
likelihood that the YDH Group will support Symphony Healthcare Services financially during
the period assessed.
The content of this paper has been shared in draft form with the Trust’s External Auditors to
seek assurance that matters deemed relevant to the Board’s considerations have been
included. The outcome of the Board’s considerations is also subject to an audit view.
Current year performance:
The annual plan for 2019/20 and agreed control total with NHSE/I was a deficit of £19.3m
before provider sustainability funding (PSF), marginal rate emergency tariff (MRET) and
financial recovery fund (FRF). The trust’s 2019/20 annual accounts will report achievement of
this plan and consequent receipt of the PSF, MRET and FRF funding to the value of £19.3m,
offsetting the deficit.

2020/21 outlook:
Due to the suspension of the annual planning and contracting process by NHSE/I in response
to COVID19, the Trust does not have an agreed plan for 2020/21 in the usual way. The draft
budget used for reporting purposes in the interim shows a deficit of £28.9m but is based on
the point at which the process was halted. It therefore reflects a number of unresolved items
and their resultant impact that non-achievement of the Financial Improvement Trajectory (FIT)
of £15.3m deficit would mean failure to secure £15.3m of MRET and FRF to offset it. Had the
planning and contracting process continued, we are confident that sufficient items would have
been resolved to allow the Trust to finalise a credible, although challenging, plan to meet our
FIT.
NHSE/I have announced revised arrangements for NHS contracting and payment to apply for
part of the 2020/21 year. Until July 2020, providers will receive sufficient funding to cover all
reasonably incurred costs, including those associated with the response to COVID19.
Discussions are ongoing nationally as to whether this arrangement is extended. Although
arrangements for the remainder of 2020/21 and beyond have not yet been announced, the
continued provision of services is mandated by government and guidance to commissioners
clarifies that they will receive sufficient funding for the year. Providers can therefore
reasonably expect funding to continue at similar levels to previously where services continue.
Borrowing facilities:
On 2 April 2020, the DHSC and NHSE/I announced reforms to the NHS cash regime from the
2020/21 financial year. As of 1 April 2020 existing DHSC interim revenue and capital loans as
at 31 March 2020 are extinguished and replaced with the issue of Public Dividend Capital
(PDC) to allow the repayment.
The affected loans for the Trust totalled £90.1m (including accrued interest). As the repayment
of these loans will be funded through the issue of PDC, this does not present a going concern
risk for the Trust.
The guidance on the new cash regime also confirms that temporary revenue support
arrangements, in the form of PDC, will continue to be available to providers with demonstrable
cash needs. Provision is similarly made for capital cash needs.
These provisions are unaffected by the impact of COVID19.
Forecast cash flow:
We have prepared cash flow forecasts for 2020/21 on the basis of the position set out above,
that the final plan for 2020/21 would have been to achieve the FIT and thus secure FRF. We
have reviewed the potential impact of contracting and payment arrangements for the
remainder of the year, taking into account both the arrangements in place last year and the
arrangements in place for the early part of 2020/21, and developed the cash flow forecasts
based on the least favourable likely approach to ensure cash balances are not overstated or
support needs understated
Within this, we have modelled the best, worst and most likely outcomes for the financial year
as a whole, and their impact on cash. This gives the following range of outcomes:
Best case

Most likely case

Assumptions
Cash Impact
Both the Trust and the system Cash balance maintained at least
achieve the FIT for 20/21
at minimum acceptable level
throughout the year, with no
requirement for PDC cash support
The Trust achieves its FIT for Cash balance maintained at least
20/21 but the system does not
at minimum acceptable level
throughout the year, with £7.6m of

Worst case

PDC cash support required to
achieve this
The system achieves its FIT for Cash balance maintained at least
20/21 but the Trust does not
at minimum acceptable level
throughout the year, with £10.2m
of PDC cash support required to
achieve this

Conclusion:
Under the DHSC Group Accounting Manual, the Trust is a going concern on the basis of the
expected continued provision of services. The Board is therefore asked to consider which of
the following scenarios is most appropriate for the Trust:
1.

2.

The Trust is a going concern and it is appropriate for the accounts to be prepared
on the going concern basis, without material uncertainty but with enhanced
disclosures to explain events or conditions relevant to consideration of the going
concern basis;
The Trust is a going concern but there are material uncertainties regarding future
issues which should be disclosed in the accounts to ensure the true and fair view;

It is recommended that scenario 1 is adopted, on the basis of the best information available to
the Board, and the following disclosure is made in the accounts and Annual Report, subject to
audit review:
Proposed going concern disclosure to be included within the 2019/20 annual accounts
and Annual Report.
In preparation of the year end accounts the Board is required to undertake an assessment as
to whether the Trust will continue as a going concern.
The Department of Health and Social Care (DHSC) Group Accounting Manual 2019/20 states
that financial statements should be prepared on a going concern basis unless there is an
intention for dissolution without transfer of services to another entity.
There is no intention for dissolution of the Trust and the Trust continues to prepare and publish
financial and operational plans for future years. As the Trust has operated with a deficit
position in previous years, the Board have considered the principle of going concern and
ongoing financing. Financial plans and cash flow forecasts for 2020/21 have been prepared
taking into account potential impacts of COVID19 and financial arrangements in response,
and the new cash regime which converts previous loans to Public Dividend Capital and allows
for future Public Dividend Capital support.
On 2 April 2020, the DHSC and NHS England and NHS Improvement (NHSE/I) announced
reforms to the NHS cash regime. During 2020/21 existing DHSC interim revenue and capital
loans as at 31 March 2020 will be extinguished and replaced with the issue of Public Dividend
Capital (PDC) to allow the repayment. The affected loans total £90.1m, and are classified as
current liabilities within these financial statements and result in Net Current Liabilities of
£82.0m. As the repayment of these loans will be funded through the issue of PDC, this does
not present a going concern risk for the Trust.
The Trust submitted a draft plan to NHSE/I on 5 March 2020, setting out the work in progress
position before suspension of the planning round due to COVID19. This set out a deficit
position of £28.9m for the year ending 31 March 2021, however had the planning round
continued the Trust believe that the final plan for the year would have been to achieve the
Financial Improvement Trajectory of £15.3m deficit and thus earn £15.3m of Financial
Recovery Funding (FRF). Planning was superseded by the financial arrangements for
COVID19, which include nationally devised contracts for the period to 31 July 2020. This
national approach provides assurance of sufficient income to meet all operating costs in the
period. Further, the Directors have a reasonable expectation that any shortfall in earned

income over expenditure for the remainder of the year will be met in the form of revenue
support from DHSC. Whilst historically such support has been in the form of loans, following
the announcement that all existing loans will be repaid using the issue of PDC, the Trust
expects any future support required to be in the form of PDC.
The cash balance as at 31st March 2020 was £12.5m, and at 31st May 2020 £31.6m. The
Trust has assessed its best, worst and most likely case financial forecast for 2020/21 taking
into account an assumed reversion to plan in the later part of the year. This results in a surplus
/deficit in the range of £0.0m to £10.2m after Financial Recovery Funding. The Trust will
require cash support in the form of additional PDC during the year to support the cash position
in the range of £0.0m (best case) to £10.2m (worst case).
The Directors, having made appropriate enquiries, have concluded that there is a reasonable
expectation the Trust will have access to adequate resources to continue in operational
existence for the foreseeable future. Therefore, these accounts have been prepared under a
going concern basis as set out in IAS 1.
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Capital Plan 2020/21
1. Context
Due to the impact of COVID19 on the 2020/21 planning round and to late publication
of guidance on the new capital and cash regime for the NHS, no capital plan for
2020/21 has yet been approved by the Board or submitted to NHSE/I.
On 2 April the DHSC and NHSE/I published information on the new capital and cash
regime. A briefing note on these documents was provided at the April meeting of the
FRCC. Key contextual points for the development of the Trust capital plan are:
•

A single capital envelope is issued for each system, to be allocated through a
system discussion of priorities. This is now the only source of capital for items of
a scale to be funded by internally generated resources (e.g. depreciation) and for
any emergency capital requirements.

•

CCG capital and national capital funding streams including major hospital builds,
diagnostic equipment and digital initiatives do not count against the system
envelope.

•

Capital expenditure in direct response to COVID19 is subject to a separate
process and funding stream.

The system capital envelope for Somerset STP was issued on 29 April and is
£27.905m. Following clarification of the impact of changes to the capital and cash
regime, including the conversion of loans to PDC, it has been confirmed that this is
sufficient to allow each provider to incur capital spend up to the value of internally
generated resources.
On 14 May NHSE/I published requirements for submission of a 2020/21 capital plan.
We were required to submit a Board-approved plan by 29 May.
2. Planning approach and process
A draft capital plan has been prepared taking into account the following:
• Work to address health and safety issues and high risks from the Trust risk
register which are mitigated through capital works
• High priority backlog maintenance requirements
• High priority medical and IT equipment replacement requirements
• Completion of nationally funded schemes commenced in 2019/20 for which
funding has been received in full
• Investment in transformational schemes to deliver gains in patient care and
experience, efficiency and productivity. This includes digital and infrastructure
developments and builds on opportunities realised through the response to
COVID19
• Review of the previous draft plan for changes driven by the impact of COVID19
• Creation of a small contingency reserve
Following internal review and prioritisation by Estates, Medical Equipment and IT
Leads and by the Trust Directors Group, the plan has been shared with system
partners (Somerset Foundation Trust and the CCG) for peer review. As the system
envelope is sufficient to cover both providers’ existing plans linked to the value of
internally generated resources, and as the proposed schemes are largely to meet

ongoing internal need rather than support system scale initiatives, no adjustments
have been made to the internally prioritised schemes.
The plan has been reviewed and recommended for approval by FRCC, and was
approved by Board members through virtual means in time to meet the 29 May
deadline. The capital plan for ratification is attached at Appendix 1.
Following finalisation of both provider plans, an unallocated amount in the region of
£1.1m will remain. As no external provision will be available should the need arise
for emergency capital, it is proposed that this sum be set aside to meet such need.
The position will be reviewed during the year to ensure monies can be spent in an
effective and planned way if no emergency need arises.
A draft combined system plan has also been shared with NHSE/I and no issues have
been raised.
The plan submission also requires a high level plan for each of the next 4 years. A
consistent system approach to this has been agreed and comprises high level spend
areas totalling to expected internally generated resources, in recognition that further
understanding and development of priorities will be necessary for the post-COVID19
period.
3. Non-system envelope capital
Expenditure funded by charitable donations is expected to be to the value of £1.8m,
with the largest single item being the development of the Breast Unit.
Funding for a new MRI scanner during 2020/21 has been confirmed from the
national diagnostic equipment initiative. Plans are in development for this to be
delivered through the existing Managed Equipment Service arrangements.
No other external funding has been confirmed at this time.
We continue to pursue options for funding the development and delivery of the YES
project.
4. Recommendation
The Board is recommended to ratify the approval of the capital plan for 2020/21.

Appendix 1 – Proposed 2020/21 Capital Plan
Internally generated resource (depreciation)
Less:
Capital loan repayments (SHS mortgage)
Managed Equipment Service
Available capital envelope

£000

(48)
(10)
4,921

19/20 nationally funded commitments
Health System Led Investment (HSLI) programme
Electronic Prescribing and Medicines Administration (EPMA) roll out
ED expansion and CAMHS space

441
292
398

Backlog
Water pipework modification/dead leg removal
Electrical works/DB board replacement
Replacements of valves/actuators
AHU replacement Women’s Hospital Obstetric theatre
Theatre 1 & 4 Chiller replacement
Main Tower lift enhancement – seed investment for 21/22
Ward Windows – 1 level per annum
Flat Roofs – WMH
Staff capital costs
Finalisation of 19/20 assets under construction

10
25
25
75
75
30
250
150
90
100

Fire, health and safety
Duct Safety Systems, Electrical Systems EML, Fire Alarm system
Women's Hospital Fire Doors Replacement
Main/Women's Hospital Fire Alarm Systems upgrade to L1 standard
Upgrade Fusable links on Fire Dampers

£000
4,979

70
45
25
20

IT upgrades and developments
IT infrastructure upgrades
Segregated networks for connected medical devices
Uninterruptible Power Supply Replacements
Core Network Switch Replacement
Tracking TAG solution
Software (Ycloud/P.Centre)
Additional Storage (Disk space)
Blood Tracking
4Eyes
Trakcare

23
90
50
20
25
18
30
232
60
237

Medical equipment
Pump Bank Devices (rolling replacement)
Patient Monitors (rolling replacement)
CTG monitors (Women’s Hospital)
Patient Monitors (Philips MX750)
Bed replacement programme (rolling replacement)
Pressure relieving programme (rolling replacement)
Bariatric (rolling replacement)
Imaging Stacks
Sonosite Ultrasound Scanners (end of technical support)
Rolling programme of instrument/power tools

68
80
100
154
50
40
20
250
52
35

Major developments and transformation
ED Minor/major post AEC/Path works completion

200

1,131

830

160

785

849

Infection Control
Outpatients Development
Convamore Roof
Transformational Projects (embedding post COVID19)
Other
SSL capital expenditure (internally generated value)
SHS capital expenditure (internally generated value)
Contingency
Changing Places
Changing Places funding
Total planned capital expenditure

£000
100
200
165
257
59
110
75
50
(50)

£000

922

244
4,921
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Introduction and purpose of document

This document outlines how the Trust will ensure clear lines of accountability from the Board to all teams
across the organisation and its subsidiaries. It has been instigated by the Trust’s recent Financial
Governance Review which recommended that the Trust introduce a clear accountability framework including
monthly reviews with Executive Directors holding Divisional Teams to account.
This accountability framework takes as its guidance the framework used by UHBristol and tailors it for YDH’s
smaller size and fewer Divisions. The attempt is to balance the need for robust and clear accountability with
an ability to remain agile and un-bureaucratic. It also makes use of existing Business Unit meetings to
ensure no extra meeting workload for operational teams but increased clarity of reporting.
The Accountability Framework will be kept under review to ensure it is effective and proportionate. The
Accountability Framework is supported by revised Business Planning processes that were also
recommended by the Financial Governance Review and are being led by the Chief Finance Officer.

Accountability Framework Overview
•

The Trust has two clinical divisions (Urgent and Elective) and a corporate division. In
addition it has a number of subsidiaries including SHS, SSL and a Joint Venture SPS.

•

Each Division is accountable to the executive team for delivering against agreed
priorities across four domains known as the quartet:
• Safety and patient experience
• Performance
• Finance
• People

•

Each Division in turn holds its constituent Business Units to account for their
component of delivery against these four priorities.

•

Objectives against these four priorities are set by the executive team in dialogue with
Divisions and Business Units as part of the annual planning cycle. These may be
adjusted within year as circumstances change.

•

Subsidiaries are held accountable by their relevant Boards and provide reports to the
YDH Group Board and committees.
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The quartet performance framework
The four priorities within the quartet (finance,
performance, people, and safety and patient
experience) enable a consistent methodology of
reviewing performance across the Trust. Metrics
for these four areas are reported from the level
of Business Units up to Trust Board to provide a
golden-thread of delivery and accountability.

Trust Board quartet dashboard

In summary, the key measures included in the
four priority areas are outlined below.

Safety and patient experience

Finance

Performance

People

• Mortality rates
• Quality metrics such as falls and
pressure ulcers
• Best Practice Tariffs/guidance
compliance
• Friends and Family Test
• Safe staffing
• Complaints and compliments
• Top risks and mitigations

•
•
•
•

• Delivery against statutory
targets (ED, cancer, RTT,
diagnostics)
• Operational metrics identified
as key to delivery such as length
of stay, pre-operative waits
• CQUINS where in place
• Top risks and mitigations

•
•
•
•
•
•

Activity and income against plan
Expenditure against plan
Delivery against CIP targets
Progress in meeting agency
limits
• Top risks and mitigations

Mandatory training compliance
Appraisal compliance
Vacancy rates
Sickness rates
Agency spend by area
Staff survey actions and
measures
• Top risks and mitigations
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Governance Structure
The diagram opposite summarises the Trust’s
governance framework for holding Divisions and
subsidiaries to account.
The accountability from Board to front line teams
progresses via the Executive Director meeting, to
Monthly Divisional Reviews and finally to monthly
reviews of their constituent Business Units. Business
units then work with clinical teams to embed and
implement Trust priorities.
In addition to this department-specific accountability,
sub-committees of the Board review their areas of
responsibility Trust-wide:
The Financial Resilience and Commercial
Committee oversees both finance and performance
Trust-wide
The Workforce Committee oversees people
The Governance and Quality Assurance Committee
oversees matters of quality Trust-wide
The Audit Committee oversees Trust audits,
governance and risk management
This combination ensures both clear accountability from
the Board to front-line teams as well as cross-cutting
understanding of organisation-wide priorities.

YDH Board

Subsidiary
Boards

Financial
Resilience and
Commercial
Committee
Workforce
Committee

Executive Directors
Meeting

Monthly Divisional
Reviews

Business Unit
Reviews

Governance and
Quality Assurance
Committee
Audit
Committee
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Divisional Review Process
Divisional Reviews take place monthly except for the third month where the membership is
expanded to include the broader executive team including CEO for a more detailed Quarterly
Review. A summary of the Divisional reviews will be discussed at the Executive weekly meeting to
identify any common themes that may require Trust-wide action.

Executive Team
Meeting

Membership:
- Executive team: Chief Finance Officer, Deputy CEO/Chief Nurse/Director of People, Chief
Medical Officer, Chief Operating Officer
Elective Care
- Division: Divisional Director, Associate Medical Director, Deputy Chief Nurse
Monthly
- Corporate: HR Manager, Finance Manager, Deputy Director of Finance
Review
Agenda:
- The agenda is based on a review of the quartet priorities for that particular Division and is
circulated at least a week in advance
- The Division should come to the review with information to report back on any key variances
Corporate
including explanation and recovery plans
Review
- Additional items will be added as relevant

Urgent Care
Monthly
Review

Quarterly Review:
The quarterly review follows the same process as above but includes all executives including the
Chief Executive. It also includes a broader team from the Division including representatives from
its Business Units – at least including General Managers but also CD’s and Matrons as
appropriate.
The Corporate Review process takes place quarterly and is led by the Director of Finance with
membership reflecting core corporate departments. It follows the same format, principles and
escalation process as the clinical Divisional reviews.
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Business Unit Review Process
Business Unit Reviews take place monthly and echo the
agenda of Divisional Reviews.
Membership:
- Division: Divisional Director, Associate Medical Director,
Deputy Chief Nurse
- Business Unit: General Manager, Matron, Clinical Director
- Corporate: HR Manager, Finance Manager
Agenda:
- The agenda is based on a review of the quartet priorities
for that particular Business Unit and is circulated at least a
week in advance by the Divisional Director
- The Business Unit should come to the review with
information to report back on any key variances including
explanation and recovery plans
- Additional items will be added as relevant
Cascading Priorities within Business Units
Although no process is mandated, it is expected that
Business Units will replicate the discussion of priorities and
recovery actions within their constituent clinical teams.

Urgent Care

Acute and
Emergency
Medicine

Radiology,
Pathology and
Therapies

Paediatrics

Internal medicine
and Long Term
Conditions

Elective Care

Surgery and POAC

Cancer, Oncology
and Haemotology

Theatres (including
daycase),
Anaesthetics, Pain

Outpatients and
Queensway

Obs, Gynae,
maternity and
Visiting Specialties
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Escalation process
•

Where a Division is significantly off plan on a
key priority area, a number of steps are taken.

•

Initially, the area of challenge will be flagged by
the Division at the monthly review with a
recovery plan

•

This plan will then be monitored through the
monthly Divisional Reviews and corporate
support provided proactively to maximise
chances of successful delivery

•

If the plan fails to deliver after a period of three
months, additional supportive actions will be
identified. These may include:
•

An Executive identified to work with the
Division on the specific challenge to see
what further actions can be taken

•

Consider use of an external review from
another area of the Trust to provide
advice and support

•
•

Exception reporting to the executive
team fortnightly

Division on plan
Sustained
variance (>3
months) against
plan
Continue with
monthly
monitoring

Monthly updates on
recovery plan to
relevant Trust
Committee

Recovery plan
submitted and
tracked at
monthly reviews

Additional support
actions including
fortnightly review

Areas in recovery will be notified to the relevant
Trust sub-committee with regular updates on
recovery actions
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Subsidiary governance
Given the group nature of YDH, subsidiary governance is pivotal to
ensuring organisational effectiveness.
Each subsidiary has a Board that is accountable for the running of
that subsidiary. Each subsidiary has its own Governance Framework
that outlines how its performance is overseen and reports to the YDH
Group Board.
Subsidiaries are separate legal entities and as such are
independently responsible for their effective running. However they
report to the Group Board on a quarterly basis against key financial
and quality deliverables. As part of the Annual Planning Process, the
Group Board will set each subsidiary an SLA that outlines their
deliverables for that coming year. If a subsidiary is consistently off
plan, the YDH Group Board will require corrective action so that the
Group financial or quality position is not adversely affected.
Subsidiaries provide information to Committees of the Board
regarding specific elements, for example, workforce, safety, finance
and audit.
A detailed summary of subsidiary governance is contained in the YDH
Group Structure and Governance Policy document which is due for
review in 2020.
It should be noted that SPS is a Joint Venture and as such involves
other parties. However it operates in line with the principles outlined
above.

YDH Board

Financial
Resilience and
Commercial
Committee
Workforce
Committee
Governance and
Quality Assurance
Committee
Audit
Committee

Simply Serve
Limited

Symphony
Healthcare Services

South West
Pathology Services

Information
Accountable
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Next steps and approval
•

This Accountability Framework will initially be consulted on with
Divisional and Executive Teams as well as with the Trust Board.

•

It will go to the Trust Board for approval and then be implemented
Trust-wide.

•

A formal review of the Accountability Framework will be undertaken
before the end of the financial year to inform any revisions for
21/22.

•

Further to the approval of this document, the following will require
revision and completion
•

Trust Business Planning Approach

•

YDH Group Structure and Governance Policy

•

Ensure alignment of meeting and committee Terms of
Reference to this framework
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REPORT TITLE:
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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
Apr-20

FINANCE

Breakeven position
in month

Breakeven year to date to
financial trajectory

Breakeven year
to date

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

In Month (£'000s)
Variance to
Actual
NHSI run rate
13,683
246
2,567
(400)
(10,645)
(487)
(5,079)
601
(527)
40
(0)
(0)
(20)
(20)
(20)
(20)
Actual
53
90%
(767)
148
4,700

Variance
(148)

YTD (£'000s)
Variance to NHSI
Actual
run rate

Of which

Variance

(224)

Apr-20
0.84
57
5
0

Apr-19
0.85
92
1
0

6 Month Avg
-64.7
6.0
0

Movement
-h
i
g

E.Coli Gram Negative Blood Stream Infections

1

2

2.50

g

(417)

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

0
656
0
0
92.67%
0
27

0
735
1
1
95.57%
5
76

0
720
0.16
0.66
-3
48

g

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

--

14.75%

--

--

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

--

97.18%

--

--

7.44%

4.93%

--

h

Number of cancelled operations for non-clinical reasons

0

12

--

i

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

0

0

--

g

COVID

(229)
94
4,700
94%
0

0

Indicators
HSMR (Latest available - Feb-19 to Jan-20)
Patient Falls
Pressure Ulcers
C.Diff (Lapse in Care)

COVID

(730)
(310)
0
(1,457)
0
(1,457)
Actual

Apr-20

SAFETY AND PATIENT EXPERIENCE

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

i
h
i
i
i
h

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

Apr-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 (Mar-20)
Cancer - 2WeekWait - Breast Symptoms (Mar-20)
Cancer - 28 Day Diagnosis - 2WeekWait (Mar-20)
Cancer - 28 Day Diagnosis - Breast (Mar-20)
Cancer - 31 day Treatment Waiting Times (Mar-20)
Cancer - 62 day Standard Waiting Times (Mar-20)

Actual
95.16%
100.00%
75.35%
39.37%
96.11%
94.29%
70.57%
100.00%
95.74%
80.49%

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
h
g
i
i
h
h
i
g
i
h

RAG (Local)
1

Apr-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)

Apr-20
16.06%
0.00%
2.66%
1.17%
0.97%
3.01%
86.00%
85.71%
£539
£539

Apr-19
16.30%
2.07%
3.10%
2.81%
2.61%
2.66%
87.98%
90.74%
£740
£6,673

Target
12%-17%
5.00%
5.00%
2.00%
2.00%
3.00%
85.00%
90.00%
TBC
TBC

Movement
i
i
i
i
i
i
i
h

RAG
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Board of Directors

REPORT BY:

Jo Howarth, Director of Infection Prevention and Control
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Shelagh Meldrum, Chief Nurse & Director of People

EXEC SPONSOR:

Shelagh Meldrum, Chief Nurse & Director of People

REPORT TITLE:
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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

Effective infection prevention and control is fundamental to our
efforts. NHS England and Improvement have developed this board
assurance framework to support all healthcare providers to effectively
self-assess their compliance with Public Health England (PHE) and
other COVID-19-related infection prevention and control guidance
and to identify risks. The general principles can be applied across all
settings; acute and specialist hospitals, community hospitals, mental
health and learning disability, and locally adapted.
The framework can be used to assess measures taken, in line with
the current guidance, and assure directors of infection prevention and
control, medical directors and directors of nursing. It can be used to
provide evidence and also as an improvement tool to optimise
actions and interventions. The framework can be used to assure trust
boards.
The Board are asked to note the framework for assurance.

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

Classification: Official
Classification: Official
Publications approval reference: 001559

Infection prevention and control board
assurance framework
22 May 2020, Version 1.2

2 | IPC board assurance framework, version 1.2

Foreword

Classification: Official

NHS staff should be proud of the care being provided to patients and the way in which
services have been rapidly adapted in response to the COVID-19 pandemic.
Effective infection prevention and control is fundamental to our efforts. We have developed
this board assurance framework to support all healthcare providers to effectively self-assess
their compliance with Public Health England (PHE) and other COVID-19-related infection
prevention and control guidance and to identify risks. The general principles can be applied
across all settings; acute and specialist hospitals, community hospitals, mental health and
learning disability, and locally adapted.
The framework can be used to assess measures taken, in line with the current guidance,
and assure directors of infection prevention and control, medical directors and directors of
nursing. It can be used to provide evidence and also as an improvement tool to optimise
actions and interventions. The framework can be used to assure trust boards.
Using this framework is not compulsory; however, its use as a source of internal assurance
will help support organisations to maintain quality standards.

Ruth May
Chief Nursing Officer for England
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Classification: Official

1. Introduction
As our understanding of COVID-19 has developed, PHE and related guidance on required
infection prevention and control measures has been published, updated and refined to reflect
the learning. This continuous process will ensure organisations can respond in an evidencebased way to maintain the safety of patients, service users and staff.
We have developed this framework to help providers assess themselves against the
guidance as a source of internal assurance that quality standards are being maintained. It
will also help them identify any areas of risk and show the corrective actions taken in
response. The tool therefore can also provide assurance to trust boards that organisational
compliance has been systematically reviewed.
The framework is intended to be useful to directors of infection prevention and control,
medical directors and directors of nursing, rather than imposing an additional burden. This is
a decision that will be taken locally, but organisations must ensure they have alternative
appropriate internal assurance mechanisms in place.

2. Legislative framework
The legislative framework is in place to protect service users and staff from avoidable harm
in a healthcare setting. We have structured the framework around the existing 10 criteria set
out in the Code of Practice on the prevention and control of infection, which links directly to
Regulation 12 of the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014.
The Health and Safety at Work Act 1974 places wide-ranging duties on employers, who are
required to protect the 'health, safety and welfare' at work of all their employees, as well as
others on their premises, including temporary staff, casual workers, the self-employed,
clients, visitors and the general public. The legislation also imposes a duty on staff to take
reasonable care of health and safety at work for themselves and for others, and to
co-operate with employers to ensure compliance with health and safety requirements.
Robust risk assessment processes are central to protecting the health, safety and welfare of
patients, service users and staff under both pieces of legislation. Where it is not possible to
eliminate risk, organisations must assess and mitigate risk, and provide safe systems of
work. In the context of COVID-19, there is an inherent level of risk for NHS staff who are
treating and caring for patients and service users and for the patients and service users
themselves in a healthcare setting. All organisations must therefore ensure that risks are
identified, managed and mitigated effectively.
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Classification: Official

Infection Prevention and Control Board Assurance Framework
1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk
assessments and consider the susceptibility of service users and any risks posed by their environment and other
service users
Key lines of enquiry

Evidence

Gaps in assurance

Mitigating actions

Systems and processes are in place to
ensure:
•

infection risk is assessed at the
front door and this is documented
in patient notes

COVID-19 Triage pathway in
Evidence of testing on
place. CDU dedicated as ‘hot’
admission
zone for safe assessment of all
suspected cases, irrespective of
presentation. Trakcare record
of risk; ED passport evidence of
swab test.

Digital dashboard in
development

•

patients with possible or confirmed
COVID-19 are not moved unless this
is essential to their care or reduces
the risk of transmission

Use of identified ‘hot’ zones to
Trust outbreak policy to
be updated to reflect
limit patient movement and
ensure appropriate
national guidance
environmental controls are in
place. Immediate isolation of
patients with suspected COVID;
deep cleaning of bed space or
patient area; risk assessment of
other patients; contact tracing if
indicated – in accordance with
national guidance.

Countrywide outbreak
plan to be developed with
CCG/PHE

Classification: Official
National guidance adopted.
Pre-discharge test undertaken
48hrs prior to discharge to
another care setting or care
provider. Rapid Turnaround
tests available for same day
results where needed.

•

compliance with the national
guidance around discharge or
transfer of COVID-19 positive
patients

•

patients and staff are protected with All staff have access to PPE for
any contact within 2m or direct
PPE, as per the PHE national
contact with patients. Higher
guidance
level PPE available for high risk
areas and procedures.
National guidance checked
>weekly and in response to
central communications and
CAS alerts. Patients provided
FRSM on admission. PPE
Action Team established to coordinated administrative control,
monitoring and contingency
planning.

•

national IPC guidance is regularly
checked for updates and any
changes are effectively
communicated to staff in a timely
way

Dissemination of guidance by
COVID control room; CAS alert
cascade; regular checking by
IPC Team. All relevant SOPs
updated as required.

•

changes to guidance are brought to
the attention of boards and any risks
and mitigating actions are
highlighted

Daily huddle; Board level
update provided by CEO’ CMO
and CN. Decision log
maintained by control room and
Gold Commander. Risk register
review and reporting.

Updated BAF and Risk

Classification: Official
•

risks are reflected in risk registers
and the Board Assurance
Framework where appropriate

COVID Risk Register
Oversight of all
established. PPE risks reviewed associated risks
at PPE Action Group. BAF and
Risk register reflecting updates.

•

robust IPC risk assessment
processes and practices are in
place for non COVID-19 infections
and pathogens

Compliant – existing risk
assessments and testing for
MRSA, MSSA, E.coli, and Cdiff
remain in place. Surveillance of
MRGNOs continues.
Mandatory reporting
maintained. PIR process
continues as required.
Reporting continues via the
existing governance processes
(Patient Safety Steering
Group/Infection Prevention and
Control Committee)

Register to be presented
to GQAC 22nd July 2020

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and
control of infections
Key lines of enquiry
Systems and processes are in place to
ensure:
• designated teams with appropriate
training are assigned to care for and
treat patients in COVID-19 isolation
or cohort areas
•

designated cleaning teams with
appropriate training in required
techniques and use of PPE, are

Evidence

Existing Decontamination Team
trained in specific requirements
and use of UV machine. All
housekeeping and domestic
staff have access to PPE.
National guidance followed.
Teams allocated, appropriately
trained and led. Additional

Gaps in Assurance

Mitigating Actions

Classification: Official
assigned to COVID-19 isolation or
cohort areas.

personnel employed, trained,
deployed and led.
Additional training provided to
all team leaders.

•

decontamination and terminal
decontamination of isolation rooms
or cohort areas is carried out in line
with PHE and other national
guidance

National guidance followed.
UVC and manual
decontamination techniques
employed. One additional UVC
machine purchased to improve
turnaround times. Nationally
approved cleaning products,
materials and techniques used.

•

increased frequency of cleaning in
areas that have higher
environmental contamination rates
as set out in the PHE and other
national guidance

National guidance followed.
Risks re-assessed. Enhanced
levels of cleaning in all COVID
areas. Cleaning schedules and
frequencies updated to reflect
revised risk ratings. Additional
personnel employed, trained,
deployed and led.

•

linen from possible and confirmed
COVID-19 patients is managed in
line with PHE and other national
guidance and the appropriate
precautions are taken

National guidance followed.
Contaminated linen separated,
bagged and laundered in
separate streams. Additional
stocks of linen and laundry
items purchased. Washable
gowns being managed through
dedicated handling process.

•

single use items are used where
possible and according to Single
Use Policy

National guidance followed.
Compliant where single use
items in use.
National guidance followed.

Classification: Official
•

reusable equipment is appropriately UVC or manual
decontaminated in line with local and decontamination techniques
employed. Clinell wipes; Talley
PHE and other national policy
TecCare and TecCare Ultra all
suitable cleaning and
decontamination products to
effectively destroy and remove
viral contamination.

•

Attention to the cleaning of
toilets/bathrooms, as COVID-19 has
frequently been found to
contaminate surfaces in these
areas.

Frequently touched surfaces
including door handles, light
switches and toilets and
bathrooms are subject to
increased frequency and
enhanced cleaning

•

Cleaning is carried out with neutral
detergent, a chlorine-based
disinfectant in the form of a solution
at a minimum strength if 1,000ppm
available chlorine, as per national
guidance. If an alternative
disinfectant is used, the local
infection, prevention and control
team (IPCT) should be consulted on
this to ensure that this is effective
against enveloped viruses.

Talley TecCare and TecCare
Ultra agreed with IPC Team as
suitable and effective
alternative. Product already in
use for existing decontamination
and covered in Trust Outbreak
Management and
Decontamination Policies. UV
light source also available and
utilised in high density areas
such as Ed, KW , HRU and ICU

•

Manufacturers’ guidance and
recommended product “contact
time” must be followed for all
cleaning/disinfectant
solutions/products.

Compliant with all cleaning and
disinfectant solutions.
Decontamination regimes
agreed by Authorised Engineer
(Decontamination) and
documented by PPE Action
Group

Classification: Official
•

frequently “ touched” surfaces, e.g. Compliant with national
door/toilet handles, patient call bells. guidance
Over-bed tables and bed rails
should be contaminated at least
twice daily and when known to be
contaminated with secretions ,
exertions or body fluids

•

electronic equipment e.g. mobile
phones, desk phones, tablets,
desktops and keyboards should be
cleaned at least twice daily

Clinell wipes available to wards
and departments and workplace
risk assessments completed
ensuring regular cleaning of
work spaces are included

•

rooms/areas where PPE is removed
must be decontaminated, timed to
coincide with periods immediately
after PPE, removed by groups of
staff ( at least twice a day)

PPE removed in the following
Theatres – cleaning
area:
regimes to be checked
Inside isolation rooms –
cleaning undertaken in
accordance with guidance.
Outside isolation rooms:
(FRSM.FFP3 masks only) –
twice daily cleaning in COVID
areas CDU/Resus –
decontamination of bed/trolley
spaces between patients, twice
daily cleaning of communal
areas; 12 hourly change of
disposable curtains. Use of UV
machine.

Classification: Official
3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and
antimicrobial resistance
Key lines of enquiry

Evidence

Gaps in Assurance

Mitigating Actions

Antimicrobial advice available
24/7 from on-call microbiology
service via telephone service.
Audits of antimicrobial use
maintained.

No on-site Consultant
antimicrobial ward
rounds in place.

Telephone advice
provided by Consultant
Microbiologists.
Countywide formulary in
place. Antimicrobial
audits in place.
Monitoring of Cdiff and
MRGNOs continues.

Systems and process are in place to
ensure:
•

arrangements around antimicrobial
stewardship are maintained

•

mandatory reporting requirements
Antimicrobial usage reported to
are adhered to and boards continue Medicines Management
to maintain oversight
Committee and via CQUIN
reporting system.

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with
providing further support or nursing/ medical care in a timely fashion
Key lines of enquiry

Evidence

Systems and processes are in place to
ensure:
•

implementation of national guidance National visiting guidance
on visiting patients in a care setting initiated – March 2020. End of
Life visiting SOP approved and
updated in response to
compassionate visiting
guidance and joint statement
from IPS and BACCN

Gaps in Assurance

Mitigating Actions

Classification: Official
Restricted Access Guidance
signs on main doors of COVID
inpatient areas.
Restricted Access signs to be
re-instated in the event of
critical care surge and ICU
being cohorted.

•

areas in which suspected or
confirmed COVID-19 patients are
where possible being treated in
areas clearly marked with
appropriate signage and have
restricted access

•

information and guidance on COVID- Range of information about
19 is available on all Trust websites symptoms, testing, risks,
visiting, hospital services
with easy read versions
published in Trust website
including links to www.gov.uk

•

infection status is communicated to
the receiving organisation or
department when a possible or
confirmed COVID-19 patient needs
to be moved

No Easy Read versions
evident.
No obvious links on front
page of website.
Recommend front-page
link.

COVID status not
Trakcare alert in use for positive currently included in
cases, COVID status
electronic discharge
communicated as part of
summary.
handover.

Request to IT developers
to include fields in
updated e-discharge
summary prior to launch.

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive
timely and appropriate treatment to reduce the risk of transmitting infection to other people
Key lines of enquiry

Evidence

Systems and processes are in place to
ensure:
•

front door areas have appropriate
triaging arrangements in place to
cohort patients with possible or
confirmed COVID-19 symptoms and
to segregate them from non- COVID19 cases to minimise the risk of
cross-infection

“Ratting” and Triage system in
place. COVID-19 Triage
pathway in place. CDU
dedicated as ‘hot’ zone for safe
assessment of all suspected
cases, irrespective of
presentation. Trakcare record

Gaps in Assurance

Mitigating Actions

Classification: Official
of risk; ED passport evidence of
swab test
•

mask usage is emphasized for
suspected individuals

All patients issued mask on
arrival

•

ideally segregation should be with
separate spaces, but there is
potential to use screens, e.g. to
protect reception staff

Segregation of ambulance
arrivals; fast track pathway for
walk-ins. Reception staff
behind glass

•

for patients with new-onset
symptoms, it is important to achieve
isolation and instigation of contract
tracing as soon as possible

Rapid isolation and testing in
place

•

patients with suspected COVID-19
are tested promptly

Emergency admissions, elective
procedure and pre-op cancer
screening SOPs in place.
Updated May 2020 to reflect
increase in test requirements.

•

patients that test negative, but
display or go on to develop
symptoms of COVID-19 are
segregated and promptly re-tested

Post admission fast track testing
for suspected cases in place,
Immediate isolation of
suspected cases prior to results;
routine retesting of negative
admissions commenced 26th
May 2020. Automated
notification process in place to
assist ward staff.

•

patients that attend for routine
appointments who display symptoms
of COVID-19 are managed
appropriately

Emergency admissions SOP
includes testing of all direct
admissions from OPDs, fracture
clinical and AEC. All AEC

Classification: Official
attendances to be screened
from 1st June once lab capacity
secured.
6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their
responsibilities in the process of preventing and controlling infection
Key lines of enquiry

Evidence

Gaps in Assurance

Mitigating Actions

Systems and processes are in place to
ensure:
•

all staff (clinical and non- clinical)
have appropriate training, in line with
latest PHE and other guidance, to
ensure their personal safety and
working environment is safe

Infection control, health, and
safety training for both Induction
and Mandatory is continuing
(with social distancing) and staff
are encouraged to use the elearning and Clinicalskills.net to
support COVID knowledge. All
new starters or returners are
being given training in line with
the frameworks and includes
PPE/Health and Safety.

Additional training can be
accessed by Manager for
specific/individual need

•

all staff providing patient care are
trained in the selection and use of
PPE appropriate for the clinical
situation and on how to safely don
and doff it

Guidance has been placed on
our intranet pages for staff to
view and PHE guidance posters
have been put up in all patient
areas for visual reminder.
Donning and Doffing is
delivered in line with the PHE
guidance for the various levels
required and again posters
placed in clinical areas.

Donning and Doffing, as
well as Fit testing is
repeated as required with
change of products

Classification: Official
•

a record of staff training is
maintained

All training recorded on our ESR
system

•

appropriate arrangements are in
place that any reuse of PPE in line
with the CAS alert is properly
monitored and managed

Only items of re-use are full
face visors not marked for
single use. Risk assessment
completed and decontamination
process agreed as detailed in
PPE Action Plan.

•

any incidents relating to the re-use
of PPE are monitored and
appropriate action taken

Incident reporting process in
place and standard monitoring
systems in use to flag issues.

•

adherence to PHE national
guidance on the use of PPE is
regularly audited

PPE Safety Champions
identified and training given.
Online audit tool developed and
results available to IPC Team.

•

hand dryers in toilets are associated No hand dryers in clinical areas
with greater risk of droplet spread
than paper towels. Hands should be
dried with soft, absorbent,
disposable paper towels from a
dispenser which is located close to a
sink but beyond the risk of splash
contamination, as per national
guidance

•

staff understand the requirements
for uniform laundering where this is
not provided for on site

•

all staff understand the symptoms of Compliant. Regular
communication of signs and
COVID-19 and take appropriate
symptoms; HR Helpdesk; timely
action in line with PHE and other

Compliant. Guidance issued;
changing facilities provided;
scrub bags available

Review of hand dryer
use in public toiled areas
and provision of hand
towels as an alternative

Classification: Official
national guidance if they or a
member of their household display
any of the symptoms.

overview of absence and results

7. Provide or secure adequate isolation facilities
Key lines of enquiry

Evidence

Systems and processes are in place to
ensure:
•

patients with suspected or confirmed
COVID-19 are isolated in appropriate
facilities or designated areas where
appropriate

Dedicated units achieving
effective distancing, barriers
and design in place to manage
effective admission pathways.
Remedial works undertaken to
Resus, CDU, Majors cubicles,
PAU and Fracture Clinic to
create additional and safe
capacity to manage surge.

•

areas used to cohort patients with
suspected or confirmed COVID-19
are compliant with the environmental
requirements set out in the current
PHE national guidance

Areas used have been
inspected, air changes
established, modifications made
to achieve required standards.
These include bed foot print in
assessment areas; movement
of clinical services; increased
isolation and safe cohort
facilities; direct pathways of
admission to Paeds, Critical
Care and COVID areas

•

patients with resistant/alert
organisms are managed according
to local IPC guidance, including

Daily isolation tool in use; alerts
on Trakcare to ensure early
identification of risk; 7-day IPC

Gaps in Assurance

Mitigating Actions

Classification: Official
ensuring appropriate patient
placement

service; daily review of patients
with alert organisms.

8. Secure adequate access to laboratory support as appropriate
Key lines of enquiry

Evidence

There are systems and processes in place
to ensure:
Full laboratory service with 24hr
testing capacity secured from
SPS. Escalation capacity
available via laboratory service
from Bristol and Plymouth.

•

testing is undertaken by competent
and trained individuals

•

patient and staff COVID-19 testing is Admission testing in place for all
undertaken promptly and in line with emergency and urgent elective
admissions; staff testing facility
PHE and other national guidance
available 7 days per week via
in-house rapid testing facility as
well as countywide service.
Drive through testing facilities
on site

•

screening for other potential
infections takes place

Screening continues for
pathogenic organisms in line
with current national and Trust
policies.

Gaps in Assurance

Mitigating Actions

Classification: Official
9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent
and control infections
Key lines of enquiry

Systems and processes are in place to
ensure that:
• staff are supported in adhering to all
IPC policies, including those for
other alert organisms

Evidence

Visible and available specialist
IPC service available to staff 7
days a week. Ongoing
surveillance and IPC activities in
line with existing service. Use
of ICNet patient record system
to maintain accurate audit and
records of specialist advice.
Daily huddle review and liaison
with Communications Team to
ensure clear decisions and
actions are logged and
communicated without
unnecessary delay.

•

any changes to the PHE national
guidance on PPE are quickly
identified and effectively
communicated to staff

•

all clinical waste related to confirmed Communicable disease clinical
waste policies followed across
or suspected COVID-19 cases is
all departments.
handled, stored and managed in
accordance with current national
guidance

•

PPE available in all clinical
PPE stock is appropriately stored
and accessible to staff who require it areas and additional storage
secured for ED and ICU.

Gaps in Assurance

Mitigating Actions

Classification: Official
10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection
Key lines of enquiry

Evidence

Gaps in Assurance

Need a targeted
approach for staff who
have tested positive to
COVID to ensure
support is offered
following recovery.

Appropriate systems and processes are in
place to ensure:
•

staff in ‘at-risk’ groups are identified
and managed appropriately including
ensuring their physical and
psychological wellbeing is supported

Vulnerable staff risk
assessment digital tool
developed and circulated to
managers. Range of physical
and psychological support
services available and
published widely.

•

staff required to wear FFP reusable
respirators undergo training that is
compliant with PHE national
guidance and a record of this
training is maintained

Full training programme, retesting and record keeping in
place.

•

staff absence and well-being are
monitored and staff who are selfisolating are supported and able to
access testing

Dashboard in place. HR
Helpdesk make regular contact
to staff who are self-isolating.
Daily food parcels being
delivered daily to those living
alone.

•

staff that test positive have adequate Stay at home guidance issued
as standard. Further advice
information and support to aid their
and guidance provided via HR
recovery and return to work.
Helpdesk.

Mitigating Actions

Appendix:
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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.

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

Apr 2020
Yeovil Hospital

Friends and Family Test Feedback
We would like you to think about your experience in the ward where you spent the most time during this stay.
How likely are you to recommend our ward to friends and family if they needed similar care or treatment?
The boxes below show the number of responses in each category for Yeovil Hospital, in Apr 2020.
Extremely likely

Likely

195

14

Online responses

208

Neither

Unlikely

Extremely unlikely

Don't know

TOTAL

209

Paper responses

The charts below show how likely respondents said the were to recommend Yeovil Hospital to their friends and
family in Apr 2020.
93%

7%

Very good

Good

Neither good nor poor

Poor

Very poor

Don't know

100%

Yeovil Hospital

extremely/
likely

The following chart shows the proportion of respondents who said that they would be Extremely likely/Likely to
recommend the hospital to their friends and family, over the past 24 months.

FFT Likely To Recommend
100%
95%

Events

Mean

Lower

Upper

Outlier

Apr-20 (209)

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)

Jul-18 (1263)

Jun-18 (1097)

May-18 (1340)

85%

Aug - 18…

90%

Run

Base: All respondents

Apr 2020

Page 2

Patients were asked to rate various elements of their experience using a scale of 5=Totally to 1=Not at all.
Were you treated with dignity and respect? (200)

5.0

Was the location clean? (199)

5.0

Were you treated with kindness and compassion by the
staff looking after you? (199)

5.0

Did you feel involved enough in decisions made about you?
(199)

4.9

Did you receive timely information about your care and
treatment? (197)

4.9

Base: All respondents

Demographic breakdown
Patient type

Ethnic group

The patient

White

89%

95%

Mixed / Multiple Ethnic Groups 1%
Asian / Asian British 3%

A carer

Black / African / Caribbean / Black British
A family member

Other Ethnic Group 1%

Base: All respondents, Apr 2020 (197)

Age
015
1624
2534
3544
4554
5564
6574
7584
85+

Base: All respondents, Apr 2020 (197)

Disability
A longstanding illness
A mental health condition

29%

A longstanding physical condition
Deafness or severe hearing impairment
Blind or partially sighted
A learning disability
I do not have a longstanding condition
Base: All respondents, Apr 2020 (199)

Gender

Male
Female

Base: All respondents, Apr 2020 (199)

68%
Base: All respondents, Apr 2020 (166)
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2

Mortality Rates
April 20
Latest HSMR
Feb-19 to Jan-20

Weekend
Mortality
Relative Risk

Number of
Trustwide
Deaths

Crude Mortality
Rate (Deaths /
Discharges)

0.839

0.915

67

3.44%

Weekend
Mortality
Relative Risk

Number of
Trustwide
Deaths

Crude Mortality
Rate (Deaths /
Discharges)

55

1.34%

April 19
HSMR
Feb-18 to Jan-19

0.894

0.940

Safe

Number of Inpatient Deaths

120
110
100
90
80
70
60
50
40
30
20
10
0

-3σ
1.30

Centre Line

+3σ

Number of Deaths

HSMR Trend (Rolling 12 Month Periods)

RAG status: Achieved
The trust's HSMR was 83.9 in for the 12 month period up to
January 2020. The Trust continues to perform significantly better
than the National Average.
Further information is available in the quarterly mortality report.

Relative Risk

1.20
1.10
1.00
0.90
0.80
0.70

3

Patient Falls and Pressure Ulcers

April 19
Patient Falls

92

Patient Falls rate
Patient Falls
Causing Harm per 1000 bed days

4

11.14

Patient Falls
Patient Falls rate
Causing Harm per 1000 bed days

5

Additional notes
• Patient Falls YTD:

• Patient Falls YTD LY:

• Pressure Ulcers YTD LY:

• Pressure Ulcers 6M Avg:

• Pressure Ulcers 6M Avg LY:

Count
57
92
5
1

6.0
4.3

5

Pressure
Ulcers

% Diff

-35

-38.04%

4

+400.00%
+38.46%

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

12

80

10

60

8

6

40

4

20

2

0

0

1

Diff

1.7

14

Although the number of falls have remained consistent since March
2020, the falls rate per 1000 bed days has increased over the same
period due to a reduction in bed occupancy, caused by measures taken
in response to the Covid-19 pandemic. The 4 falls resulting in harm in
April 2020 relates to two low and two moderate harm incidents.

Patient Falls

Patient Falls per 1000 Bed Days

Pressure Ulcers +2
14

3

12

2.5

10

2

8

1.5

6

1

4
2

0.5

0

0

Pressure Ulcers

Rate per 1000 Bed Days

• Pressure Ulcers YTD:

9.86

Pressure
Ulcers

Number of Falls

57

100

Number of Pressure Ulcers

Patient Falls

Patient Falls
Rate per 1000 Bed days

April 20

Safe

Pressure Ulcers per 1000 Bed Days

4

Infection Control

Gram Negative Bloodstream Infections

Safe

12

April 20

10

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

8

YTD C.Diff

6

0

0

0

0

4

E.Coli

P.Aeruginosa

Klebsiella spp.

2

1

0

0

Positive Covid-19
Cases

0

47

E.Coli Infections

Additional notes
• The Trust's Threshold for C/Diff cases this year is TBC

RAG status: Achieved
Targets Met.

There have been no reported C.Diff cases this financial year.
The trust's C.Diff threshold for 20/21 is yet to be confirmed.
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

April 2020 Trust infection rate per 100,000 bed days;
E.Coli - 10.72, P.Aeruginosa - 0.00, Klebsiella - 10.72
April 2020 National infection rate per 100,000 bed days;
E.Coli - 11.11, P.Aeruginosa - 2.66, Klebsiella - 9.04

Klebsiella Infections

40
30
20
10
0

YDH E.Coli

YDH Klebsiella

Ecoli National Benchmark

Klebsiella National Benchmark
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Stroke Services

Effective
90% Stroke Unit Stay Achievement
100%

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

B

78

82.76%

80%

12hr CT Scan

100.00%

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.

100
90
80
70
60
50
40
30
20
10
0

SSNAP Levels/Scores - Peer Trust Comparison

MPH
DCH
YDH

Apr-18 to
Jun-18

Oct-18 to
Dec-18

Jan-19 to
Mar-19

Apr-19 to
Jun-19

SSNAP Data Release Period

Jul-19 to
Sep-19
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Admissions and LOS
April 20
Elective
Admissions

601

April 19
Elective
Admissions

1,974

Responsive
Average Length of Stay (Days)
6
5

Average
Average Non Non-Elective
Admissions Elective LOS Elective LOS

1,349

1.43

4
3

3.84

2
1

Average
Average Non Non-Elective
Admissions Elective LOS Elective LOS

2,125

4.11

2.06

Additional notes
• Elective Admissions YTD:

Count
601

• Non-Elective Admissions YTD:

1,349

• Elective Admissions YTD LY:

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

• Average Non-Elective LOS vs LY diff:

0

1,974

2,125

LOS Elective

% Diff

-1,373

-69.55%

2500

-776

-36.52%

2000

-0.6

-30.49%

1500

-6.66%

RAG status: Achieved
Targets Met.

Admissions

Diff

-0.3

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

2250
1750

1250
1000
750

500

Total Elective Admissions

Non-Elective Admissions
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Readmissions

Responsive
Number of Readmissions

April 20

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

204

10.05%

7.44%

3.03%

400
10%

300
200

5%

100

April 19

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

400

15%

500

9.20%

Additional notes
• Readmissions YTD:

• Readmissions YTD LY:

• Related Readmissions

• Related Readmission LY:
• Readmissions Rate (All)

• Readmissions Rate (All) LY:

4.93%

Count
204
400

145
202

10.05%
9.20%

0

4.83%

Diff

% Diff

-196

-49.00%

-57

-28.22%

0.85%

--

0%

Readmissions

Readmission Rate (exc 0 day)

Number of Related/Unrelated Readmissions
500
400
300
200
100

RAG status: Achieved
Targets Met.

0

Related Readmissions

Unrelated Readmissions

8

Delayed Discharges

Effective
Monthly Delayed Transfers of Care Rate
3.0%

April 20
Lost Bed Days

TBC

2.5%

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

9

24

April 19
Lost Bed Days

86

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.

Please note that from April 2020 DTOC reporting has been
temporarily suspended, due to the Covid 19 pandemic.

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 Apr-20

April 20
On the Day
Non-Clinical
Reasons

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

0

34

0.00%

Urgent
Cancellations

3

Grand Total

April 19
On the Day
Non-Clinical
Reasons

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

12

69

100.00%

Urgent
Cancellations

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.

0

2

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.

1

Number of Cancelled Operations

2

35
30
25
20
15
10
5
0

On the Day - Cancelled Operations
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Diagnostic Waits

Responsive
Diagnostic 6 Week Waits %
100%

April 20
Overall Diagnostic 6 Week Waits

39.37%

80%
60%
40%

(Target 99.0%)

20%
0%

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

Diagnostic 6 Week Waits %
DM01 % - Trajectory

36.58%

Target
DM01 Recovery Trajectory

Diagnostic Waits by Type of Test
100%

RAG status: Failed
Targets Failed. Reason:

The April 2020 achievement contains a full month
impact of Covid-19 on the trust's routine activity.
The national Diagnostics 6 week wait position was
89.81% in March 2020.

80%
60%
40%
20%
0%

Imaging %

Physiological Measurement %

Endoscopy %
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RTT Performance

RTT Incomplete Pathways - 18 Weeks

Responsive

95%

April 20

90%

18 Week Incomplete Pathways

> 52 Week Waits

75.35%

2

TBC

85%
80%
75%

April 19
18 Week Incomplete Pathways

> 52 Week Waits

89.82%

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
- 55.05%
Trauma & Orthopaedics - 60.54%

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 April 2020 achievement contains a full month
impact of Covid-19 on the trust's routine activity.
The national RTT 18 week wait position was 79.7% in
March 2020.

4,000
2,000
0

Number of Stops

Number of Incomplete Pathways

12

RTT Pathways
April 20

Responsive

13,000

Incomplete
Pathways

Pathways waiting
> 18 Weeks

Pathways waiting
> 40 Weeks

7871

1940

82

April 19

Pathways waiting
> 40 Weeks

9997

1018

9

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

-2126

-21.27%

5,000

Number of Incomplete Pathways

Incomplete Pathways 19/20 Trajectory

RTT Incomplete Pathways - Aging
1200
1000
800
600
400
200
0

>18
>19
>20
>21
>22
>23
>24
>25
>26
>30
40+
weeks weeks weeks weeks weeks weeks weeks Weeks weeks weeks weeks
Admitted

Non Admitted
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Cancer Performance
March 20
2 Week Suspected Cancer

2 Week Exhibited Breast
Cancer Symptoms

96.11%

94.29%

(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

95.74%

80.49%

(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 March was challenged due to
several complex pathways, medical delays and patient
choice.

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
March 20
Target: 85%

62 Day Site Breakdown - 3 Month Review
Cancer Site
Brain

Breast

January 20
100.0%

10

Haematology

100.0%

2.5

Lower GI

100.0%

Sarcoma

100.0%

Gynaecology

Head and Neck

Lung

Skin

Upper GI

Urology
Other
All

100.0%
0.0%

0

2

1

5

0

100.0%

0

63.6%

1

2.5

95.0%

20

85.7%

66.7%

100.0%

86.55%

Please note that a shared breach with another organisation
will show as 0.5 on the table above.
RAG status: Failed
The figures above are reflective of the March 20 CWT
submission and are subject to change until the final
quarter end CWT submission.

3.5
9

1

59.5

February 20

85.7%

3.5
2

Achievement, Referrals and Breaches

0

0

28.6%

Additional notes

Targets Failed. Reason:

0

0

7

0

1

0
0

9

0.5

100.0%

3.5

100.0%

0.5

0

100.0%

1

4

5.5

0

2

5.5

1

100.0%

23

0

3

64.0%

12.5

4.5

8.0

76.42%

61.5

14.5

0

100.0%

0

1.5

5.5

0.5

March 20

66.7%

0.0%

0

Responsive

50.0%

0

2

0

0

1

0

100.0%

0

2019/20 YTD
93.7%

89.1%

3

0

80.8%

63.6%

5.5

2

78.6%

94.1%
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0

0

100.0%

61.3%

15.5

4

2

71.6%

80.49%

61.5

50.0%

50.0%

100.0%

2

1

0

1

1

6
0

12.0

66.7%

0

0

32

3.5

6

2

95

26
63

6

5

13.5

56.0%

37.5

16.5

97.2%

248.5

7

74.3%

148

85.53%

705.0

100.0%

3

37
9

0

10.5
38
0

102.0

Number of 62 Day Patients Seen - YTD
280

240

200
160
120
80

40
0
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Outpatients Transformation
2020/21 YTD
Outpatient Procedures
Proportion

ASI Rate

Average Wait to First
OP (Weeks)

-All Appointment
Cancellations

43.99%

Number of Outpatient Attendances
24000

Total Outpatients
Activity

9783

Responsive

5.48%

Virtual Clinic Activity
Proportion

50.0%

20000
16000
12000

DNA Rate

8000

4.42

4.01%

4000

Patient Cancellations

Trust Cancellations

6.85%

37.14%

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%).

0

New OP Attendances

Follow-Up OP Attendances

Proportion of Virtual Clinic Activity
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Virtual Clinic Activity %
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ED Transformation
Total A&E Attendances

95.16%

2623

Year on Year
A&E Growth

Attendances resulting in
an Inpatient stay

-45.06%

Median Time to Triage
(hh:mm)

00:06

Average A&E
Attendances per day

87.43

12 Hour Trolley Waits

34.96%

0

Median Time to
Treatment (hh:mm)

Median Time in Emergency
Department (hh:mm)

00:14

Ambulance Handovers Number of Ambulance
Performance
Handovers

100.00%

A&E 4 Hour Performance - All Attendances
100%

April 20
A&E 4 Hour
Performance

Responsive

1060

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

4Hr Performance

02:14

Average Ambulance
Arrivals

35.10

Comments
The trust is currently the performing within the top 10% of trusts nationally,
and remains a igh performer within the South West region.
For comparison, the national average 4 hour wait performance in March for
type 1 attendances was 87.2%.
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

17

Patient Complaints and PALS

Caring
Number of Complaints

April 20

10

Complaints

PALs

0

59

PALS
Concerns

27

PALS
Enquiries

8
6

31

4

April 19
Complaints

PALs

5

98

PALS
Concerns

68

2

PALS
Enquiries

0

30

Complaints

Additional notes
• Complaints YTD:

• Complaints YTD LY:
• PALs YTD:

• PALs YTD LY:

0
5

59
98

-5

-100.00%

-39

-39.80%

PALS Breakdown
160

140

120
100

RAG status: Achieved

80

Targets Met.

40

60
20

0

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20
PALS Concerns

PALS Enquiries
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YDH Group │ Workforce Report
Well Led - Staffing
│ April 20

19

Workforce Assurance
April 20

Well Led

Workforce Assurance - YDH Only

Workforce Monthly Position Contracted FTE
Additional

Apr-19 Apr-20 Clinical Services
1735.3 1906.2

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

68.8

57.0

399.8

111.0

Ancillary

31.9

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

263.1

660.6

33.2

280.7

Workforce Monthly Position Labour Turnover
Target

Additional

Apr-19 Apr-20 Clinical Services

12% - 17% 16.10% 16.44%

17.65%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

11.57%

19.24%

19.48%

Ancillary

16.00%

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

23.98%

12.72%

27.03%

14.03%

Workforce Monthly Position Sickness Absence - In Month
Target
3%

Additional

Mar-19 Mar-20 Clinical Services
2.66%

2.94%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

2.35%

2.62%

3.72%

2.67%

Ancillary

2.68%

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

0.91%

3.17%

0.00%

3.85%

Workforce Monthly Position Mandatory Training
Target
85%

Additional

Apr-19 Apr-20 Clinical Services
86.99% 88.11%

87.01%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

94.39%

88.54%

83.47%

Ancillary

92.42%

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

84.20%

89.86%

91.08%

87.12%

Workforce Monthly Position Appraisals
Target
90%

Additional

Apr-19 Apr-20 Clinical Services
88.84% 85.44%

82.50%

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

91.80%

81.39%

69.84%

Ancillary

91.67%

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

96.51%

85.80%

72.41%

87.82%

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.

20

Contracted FTE

Contracted FTE

2500

April 20

Well Led

2300

YDH Group

YDH

DCUK

SHS

SSL

2100

2404.5

1906.2

0.0

238.3

260.1

1900
1700

April 19
YDH Group

YDH

DCUK

SHS

SSL

2284.9

1735.3

53.3

231.2

265.0

• Group FTE:

Count
2404.5

Diff

% Diff

+120

+5.24%

• Group FTE (Excl SHS):

2166.3

+378

+21.11%

Additional notes
• Group FTE LY:

• Group FTE (Excl SHS) LY:

2284.9
1788.7

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

Apr-18

200

Apr-19

300

Apr-20

400

500

600
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Turnover

Labour Turnover - YDH Only

25.0%

April 20

20.0%

YDH Group

YDH

DCUK

16.06%

16.44%

0.00%

SHS

SSL

14.12% 15.56%

YDH Group

YDH

DCUK

SHS

SSL

16.10% 21.24% 19.47% 13.40%

Additional notes
• Group Turnover:

• Group Turnover LY:
• YDH Turnover:

15.0%
10.0%
5.0%

April 19
16.30%

Well Led

• YDH Turnover LY:

Achievement
16.06%
--

16.44%
16.10%

Diff
-0.34%

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%

Apr-18

20%

Apr-19

30%

Apr-20

40%

50%

60%
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Leaving Reasons - YDH

Well Led
YDH Rolling Year Leavers by Reason
Death in service

April 20

Number of Leavers
- Rolling Year

Number of Resignations
- Rolling Year

325

252

Dismissal
End of Fixed Term
Pregnancy
Redundancy

April 19

Number of Leavers
- Rolling Year

Number of Resignations
- Rolling Year

300

213

Additional notes
• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
325
300

Resignation
Retirement
0

50

100
Apr-18

Diff

% Diff

+25

+8.33%

Comments
The senior HR team have been reviewing work life balance
leaves (focusing on therapy staff) to understand what this
really means.
Figures exclude junior doctors rotations and internal
transfers and are based on a rolling 12 month period.

150

Apr-19

200

250

300

Apr-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
Apr-18

25

50

Apr-19

Apr-20

75

100

125
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Leaving Reasons - SSL

Well Led
SSL - Rolling Year Leavers by Reason
Death in service

April 20

Number of Leavers
- Rolling Year

Number of Resignations
- Rolling Year

43

28

April 19

Number of Resignations
- Rolling Year

39

26

• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
43
39

End of Fixed Term
Redundancy

Number of Leavers
- Rolling Year

Additional notes

Dismissal

Resignation
Retirement
0

5

10
Apr-18

Diff

% Diff

+4

+10.3%

15
Apr-19

20

25

30

Apr-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
Apr-18

2
Apr-19

4

6

8

10

Apr-20
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Leaving Reasons - SHS
April 20

Well Led
SHS - Rolling Year Leavers by Reason
Dismissal

Number of Leavers
- Rolling Year

Number of Resignations
- Rolling Year

83

9

Number of Leavers
- Rolling Year

Number of Resignations
- Rolling Year

62

--

April 19

Additional notes
• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
83
62

End of Fixed Term
Redundancy
Resignation
Retirement
No Category Recorded
0

10

20

Apr-18

Diff

% Diff

+21

+33.9%

30
Apr-19

40

50

60

70

Apr-20

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

Comments
New recording measures are being put in place to ensure
reasons for leaving are categorised.

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

2

4

Apr-19

Apr-20

6

8

10

25

Leavers in Month

Length of Service
Skills Group

Additional Clinical Services

April 20
DCUK

SSL

SHS

21

15

0

2

4

Over 3 Yrs

Total

0

0

1

1

Allied Health Professionals

Medical & Dental

24

Additional notes
• In Month Leavers LY:

DCUK

1
Count
21
33

SSL

SHS

2

6

Diff

% Diff

-12

-36.36%

Comments
52.4% of the leavers have less than 3 years service.
All nurse leavers have a ‘stay’ or ‘exit’ interview as
appropriate.
COVID19 appears to have reduced the number of staff
leaving.

Senior Managers

1

1

0

0

1

0

2

0

DCUK

0

0

0

0

0

0

1

1

6

0

0

0

3

2

0

0

3

0

0

0

0

SHS

--

--

--

Total

4

7

6

SSL

0

0

2

1

0

Estates

0

1

3

Ancillary

Nursing & Midwifery Reg

YDH

0

0

Non-Registered Nursing

April 19

• In Month Leavers:

1 to 3 Yrs

0

Admin & Clerical

YDH

33

Less than 1 Yr

Additional Prof Sci & Tech

YDH Group

YDH Group

Well Led

2

0

4

0

2
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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

Apr-18

4

Apr-19

6

Apr-20

8

10

12

14
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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

Medical

Medical Training

Senior Managers

Feb-20

Mar-20

Apr-20

0.0

2.0

1.0

2.8
4.8

17.6

0.0

0.0

7.6
0.0
5.0
9.5
0.0
0.0

SSL

14.6

Specialist Nursing / Band 6

0.0

DCUK

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

1.0

0.0
4.0
1.0
0.8
0.0
1.0
0.0
4.0

10.8
55.0

5.0
0.0
3.0
8.5

2.0
5.5

2.0
0.0
0.0
0.0
7.0

0.0

0.0

3.0

1.0

1.0
0.0
1.0
0.3
0.0
0.0
0.0
2.0

0.0
0.0
0.0
0.0
0.0
0.0
0.0
0.0

0.0

0.0

4.3

0.0

2.0

46.4

Well Led

0.0

18.5
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Absence
4.0%

YDH Group

YDH

DCUK

SHS

SSL

3.0%

3.01%

2.94%

0.00%

2.94%

3.61%

2.0%

March 19

1.0%

YDH Group

YDH

DCUK

SHS

SSL

2.87%

2.66%

7.40%

4.41%

1.99%

Additional notes
• Group Absence:

Count
3.01%

• YDH Absence:

2.94%

• Group Absence LY:
• YDH Absence LY:

Absence vs Target

5.0%

March 20

Well Led

2.87%
2.66%

Diff
0.14%
0.28%

Comments
Absence for Senior Managers and DCUK is due to a small number of
staff on long term absence. Following a review of these, no concern
has been identified.
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%

Mar-18

Mar-19

4%

Mar-20

6%

8%

10%
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Mandatory Training

Well Led
100%

April 20

90%

YDH Group

YDH

DCUK

86.00%

88.11%

0.00%

SHS

SSL

76.72% 80.45%

April 19
YDH Group

87.98%

Mandatory Training vs Target - YDH Only

80%
70%
60%

YDH

DCUK

SHS

SSL

50%

86.99% 92.68% 92.05% 88.78%

Additional notes
• Group Mandatory Training:

Count
86.00%

• YDH Mandatory Training:

88.11%

• Group Mandatory Training

• YDH Mandatory Training LY:

87.98%
86.99%

Diff
-1.98%
1.12%

Comments
Mandatory training compliance will decline due to measures
taken during the COVID 19 pandemic.
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%

Apr-18

10%

Apr-19

15%

Apr-20

20%

25%

30%
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Mandatory Training Elements

Mandatory Training Elements vs Target - YDH Only

April 20
Overall
Achievement

Conflict

Equality

89.01%

88.11%

Fire

Infection Control

89.35%

83.38%

Information
Governance

Manual Handling

Prevent

Resus

86.80%

89.12%

77.08%

Childrens
Safeguarding

Adults Safeguarding

86.00%

86.23%

Well Led

78.69%

89.38%

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%
Apr-19

70%

80%

90%

100%

Apr-20

30

Safeguarding Training
90%

Adults Safeguarding

86.23%

89.38%

Childrens
Safeguarding Level 1

Childrens
Safeguarding Level 2

84.59%

Childrens Safeguarding Achievement vs Target - YDH Only
100%

April 20
Childrens
Safeguarding

Well Led

89.93%

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

82.08%

70%
60%
50%

YDH Childrens Safeguarding Achievement

Achievement
88.55%

89.93%

Adults Safeguarding Achievement vs Target - YDH Only
100%

82.08%

90%

0.00%

80%

0.00%

92.96%
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%

April 20

90%

YDH Group

YDH

DCUK

85.71%

85.44%

0.00%

SHS

SSL

87.46% 85.76%

April 19

80%
70%
60%

YDH Group

90.74%

Well Led

YDH

DCUK

SHS

SSL

50%

88.84% 96.49% 94.03% 96.49%

Additional notes
• Group Appraisals:

Count
85.71%

• YDH Appraisals:

85.44%

• Group Appraisals LY:
• YDH Appraisals LY:

90.74%
88.84%

Diff
-5.03%
-3.40%

Comments
The YDH Group 12 month appraisals achievement in April was
69.7%.

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%

Apr-18

Apr-19

40%

Apr-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

18) Patient Complaints and PALS

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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YDH │ Consolidated
Operating andFinancial
Finance
Performance
│ Month 1 - April 2020

1 Contents

1 Executive summary
2 Group I&E
3 COVID-19
4 Group total pay expenditure
5 Group agency expenditure
6 Medical pay analysis
7 Nursing analysis
8 Group non pay expenditure
9 Income & Contracting

Executive summary
The trust had a draft plan of £2.9m deficit for April 2020 (excluding donated assets). However, due to a revised NHS Improvement strategy during the COVID-19 outbreak, the
trust received a central top up payment on a run rate basis of £2.967m to enable the trust to reach a breakeven position for month 1.
As the calculation at NHS Improvement did not take account of the primary care income within the subsidiary, SHS, the trust received an overpayment in this top up amount of
£1.1m. This was however partially offset by increased incremental costs and lost income due to COVID of £0.768m and resulted in an anticipated return of overpayment of £0.4m
to NHSI.
Whilst elective and non-elective activity has reduced at this time, the dynamic requirements of the trust have been met by achieving reductions in spends within variable costs
where possible and re-deploying resources to key areas when needed and to cover staff sickness/isolation whilst maintaining safe and high quality care at a time of significant
challenge.

Month 1 performance on a
financial trajectory basis

1.

Cash

2.

Capital

3.

In Month

Gross capital expenditure in month was £0.148m. Plan/Budget still being agreed with NHSI.

CIP performance

4.

In Month

CIP delivery in month was £0.053m, £0.148m adverse to draft new year budget; 89.5% of which has been achieved recurrently.
No formal plan agreed and much of CIP delivery ceased in line with national expectations, but still capturing actuals delivered
despite or as a result of COVID-19.

In Month

The Trust was £2.9m favourable to the draft budgeted financial position with a breakeven position in April. This is exactly in line
with the NHSI COVID plan for the trust (based on run rate) after anticipating a return of funds to NHSE of £0.4m.

Working cash balance at the end of April were £4.7m. Total cash balance were £27.8m. This however includes comissioner/central income
in advance (£16m), FRF and PSF Q4 to be repaid (£5m) and capital commitments not yet paid (£2.1m)

Group I&E - Summary
April 2020
Draft new year
budget

£'000'

Draft new
year budget

Movement to
NHSI/E inflated
run rate plan

NHSI/E
inflated run
rate plan

168,311

13,402

3,003

16,404

(124,831)

(10,351)

194

(10,158)

(65,438)

(5,341)

(339)

(5,680)

(21,958)

(2,291)

2,858

567

(7,342)

(560)

(6)

(567)

(29,300)

(2,851)

2,851

0

1,473

123

(123)

0

0

(27,827)

(2,729)

April 2020
NHSI/E
inflated run
rate plan

Actual

Variance
fav/(adv)

16,404

16,250

(154)

(10,158)

(10,645)

(487)

Non Pay

(5,680)

(5,079)

601

EBITDA

567

527

(40)

(567)

(527)

40

Adj to Financial Improvement Trajectory Basis

0

(0)

(0)

0

Donated Assets

0

(20)

(20)

0

0

PSF/FRF/MRET

0

0

0

2,729

0

I&E surplus/(deficit)

0

(20)

(20)

Income
Pay

Below EBITDA

Key headlines:
NHSI/E inflated run rate plan - this has been calculated by taking the average income and spend from Nov19-Jan20 and inflating it to expected 2020/21 rates. Clinical income
has however been replaced in this plan by known block payments as specified for the initial period of COVID-19 response.
Movement to NHSI/E inflated run rate plan - The main difference between the draft new year budget and the run rate plan is the central top up number of £3.0m per month
that has been issued centrally. Whilst there is also a benefit of £1.1m from the top up not considering primary care income in SHS, this is offset by £1.0m adverse difference in
income in the draft budget from commissioners compared to the block payments in the run rate (mainly in Somerset CCG income). Pay is due to a budgeted escalation costs
being lower than that incurred in Nov 19-Jan 20. Non pay is mainly due to one off costs seen in the same period that are not budgeted for in 2020/21.

Group I&E - Detail
April 2020
Annual Plan
by Trust

£'000'

Plan by
Trust

Movement

NHSI/E
Plan

143,523

11,388

(219)

11,169

2,908

235

17

252

21,880

1,779

236

2,015

0

0

2,967

2,967

168,311

13,402

3,002

16,403

(37,690)

(3,152)

103

(46,469)

(3,814)

(40,673)

April 2020
NHSI/E
Plan

Actual

Variance
fav/(adv)

11,169

12,253

1,084

252

34

(218)

Other Income

2,015

1,397

(618)

Top Up income

2,967

2,567

(400)

Total Income

16,403

16,250

(153)

(3,049)

Medical Pay

(3,049)

(3,458)

41

(3,773)

Nursing Pay

(3,773)

(3,385)

50

(3,335)

Other Pay

(124,831)

(10,351)

194

(10,158)

Total Pay

(21,291)

(1,745)

(23)

(1,768)

(7,224)

(595)

(84)

(679)

(36,922)

(3,001)

(231)

(3,233)

(65,438)

(5,341)

(339)

(5,680)

(21,958)

(2,291)

2,857

566

(7,342)

(560)

(5)

(566)

(29,300)

(2,851)

2,851

0

1,473

123

(123)

0

0

(27,827)

(2,729)

NHS Clinical Income
Non NHS Clinical Income

One off
impacts on
run rate*

COVID

Remaining
variance
fav/(adv)
1,084

(225)

(150)

(68)

(268)

(126)
(400)

(417)

489

(408)

(399)

(9)

(3,832)

(59)

(174)

115

(3,335)

(3,355)

(20)

(157)

137

(10,158)

(10,645)

(487)

(730)

243

(1,768)

(1,682)

86

(16)

102

(679)

(526)

153

(67)

220

Other Non Pay

(3,233)

(2,871)

362

240

(227)

349

Total Non Pay

(5,680)

(5,079)

601

240

(310)

671

566

527

(39)

15

(1,457)

1,403

(566)

(527)

39

Adj to Financial Improvement Trajectory Basis

0

(0)

(0)

0

Donated Assets

0

(20)

(20)

(20)

0

0

PSF/FRF/MRET

0

0

0

0

2,729

0

I&E surplus/(deficit)

0

(20)

(20)

Drugs
Consumables Non Pay

EBITDA
Below EBITDA

(225)

0

39
15

15

(1,457)

(1,457)

*This includes removing the impact on run rate of one off capital goods scheme income received in 2019/20 as well as an anticipated one off DSU payment in non-pay exps in Jan 2020.

1,442

1,422

Group I&E - Bridge
£'000'

500
94
250

(400)

281

0
0
41
(250)

0

217

140

(500)

(1,457)

(750)

1,084

(1,000)
(1,250)

(1,500)
NHSI/E Plan
Apr-20

COVID

NHSI/E SHS
income error

Reduction in Reduction in bank High cost drugs
escalation pay
& agency
and consumables
costs
premium
Favourable

Other reflects net run rate benefit, CIP and timing/fluctuations with the NHSI/E plan.

Adverse

Pathology &
other non pay

Other

Adjustment to
Top Up payment

Actual Apr-20

COVID-19 financial summary
£'000'

Covered by
Top Up
Retrospectively

Total
Reimbursed
incremental
by Top Up
funded by
Payment
Top Up

Actual in
month
YDH

Actual in
month
SHS

Offsetting
items

Medical Staff

399

37

(42)

357

Nursing

174

(127)

47

Other Pay

157

9

(35)

122

Total Pay

730

46

(204)

Drugs

16

Consumables

67

5

Other Non Pay

227

Total Non Pay

310

5

Lost Income

417

(38)

1,457

13

Total Revenue Impact
Total incremental costs funded by Top Up

0

526

(83)

(67)

(138)

(71)

(277)

(50)

(498)

0

(188)

417
(702)

13

417

338

417

338

768

Key headlines:

Capital
expenditure

Private Patient income, car parking and overseas recruitment project income is covered retrospectively through the Top Up payment.

IT Equipment

12

SHS costs are currently covered by the Top Up payment.

Clinical Equipment

82

Offsetting Items:

Total Capital

94

Pay - reduction in escalation costs and temporary staff premium compared to average run rate.
Non Pay - favourable variances in expenditure categories that have seen underspends as a consequence of COVID19.

In month
£'000'

Group pay expenditure
April 2020

£'000'
11,000

Actuals excl COVID vs NHSI/E Plan
In month

£0.243m favourable

YTD

£0.243m favourable

10,500

10,000
9,500
9,000

8,500
8,000
7,500

7,000
6,500
6,000

5,500
May-19

Jun-19

Substantive Actuals

Apr-20
Actual excl
COVID

Jul-19

Bank & Locum Actuals

Sep-19

Oct-19

Agency Actuals

Nov-19
COVID

Dec-19

Jan-20

Substantive Plan

Feb-20

Mar-20

Bank & Locum Plan

Apr-20
Agency Plan

YTD

£'000'

NHSI/E Variance
Plan fav/(adv)

Aug-19

Actual excl
COVID

NHSI/E Variance
Plan fav/(adv)

Comments

COVID

3,058

3,049

(9)

Medical

3,058

3,049

(9)

See medical analysis on following slides

399

3,659

3,773

114

Nursing

3,659

3,773

114

See nursing analysis on following slides

174

928

952

25

Sci, Theraputic & Technical

928

952

25

Reduction in costs for business as usual in theatres, radiology,
outpatients and pharmacy.

43

417

466

49

Ancillary

417

466

49

SSL reduction in pressure in commercial areas, and other sickness
cover managed within deployment (eg. Theatre portering reduced)

67

1,854

1,917

63

Estates, Admin & Clerical

1,854

1,917

63

Redeployment of staff to Nightingale and other COVID areas
managed in teams. Reduction in apprentice levy contribution from
run rate (timing of recognition in 19/20).

47

9,915

10,158

243

Total Pay

9,915

10,158

243

730

Group agency expenditure
£'000'
800

April 2020
NHSI/E Plan YTD

£0.544m

700

Actuals vs NHSI/E Plan YTD

£0.224m adv

600

Actuals vs prior year YTD

£0.265m over

Actuals Mar-20

£0.740m

500

400
300

200
100

0
May-19

Jun-19

Jul-19

Aug-19

£'m

Oct-19

Nov-19

Dec-19

Jan-20

Actuals YDH

COVID

Actuals SHS (net)

Actuals PY

Annual Plan

NHSI Ceiling

Apr-20

Variance to NHSI/E Plan
fav/(adv)
YTD
In month

Sep-19

£'000'

Actual excl
COVID

NHSI/E
Plan

Variance
fav/(adv)

231

186

(45)

4

46

29
264

Feb-20

Mar-20

Apr-20

Actual SHS (reimbursed)

YTD
Actual excl
COVID

NHSI/E
Plan

Variance
fav/(adv)

Medical

231

186

(45)

176

43

Nursing

4

46

43

13

49

20

Other Pay

29

49

20

282

18

264

282

18

YDH total

COVID

189

Nursing

0.065

0.065

Medical

(0.091)

(0.091)

35

46

11

35

46

11

39

46

11

SSL total

35

46

11

39

Other Pay

Other Pay

0.031

0.031

35

Total

0.005

0.005

209

163

(46)

Medical

209

163

(46)

30

52

22

Nursing

30

52

22

1

1

0

1

1

0

240

216

(24)

240

216

(24)

0

539

544

5

539

544

5

229

Latest data from HR - 7 vacancies still in
recruitment process, 74 at the offer stage
and 34 upcoming.

Other Pay
SHS total
Group Total

Group medical spend
£'000'

NHSI/E Plan bridge to Actuals Apr-20

£'000'

Medical spend trend over 12 months period

3,500

3,750

3,000
3,500

78

(42)
3,250

2,500

(25)

398

2,000

21

3,000

2,750

3,458

1,000

3,049

3,029

1,500

500
2,500

Average 3 Inflation
months
uplift

NHSI/E
Plan Apr20

COVID

Reduction
in
escalation

Increase

Decrease

SHS

Other

Actual
Apr-20

0
May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20
Substantive Actuals

Bank & Locum Actuals

Agency Actuals

Substantive Plan

Bank & Locum Plan

Agency Plan

Key headlines:
YDH has incurred £399k of COVID19 related expenditure (£176k on agency, £175k on bank staff/extra duties, £49k on substantive staff changes).
When excluding COVID19 shifts, YDH Agency spend in month was £145k. This is £88k lower than April 2019 expenditure.
When excluding COVID19 shifts, YDH Locum and Extra Duties spend in month was £344k. This is £40k higher than April 2019 expenditure.

COVID

Group nursing spend
£'000'

£'000'

NHSI/E Plan bridge to Actuals Apr-20

Nursing spend trend over 12 months period

4,000

4,000
175

3,800

(86)

3,500

26
(41)

111

(15)

3,000
2,500

3,600

3,400
3,662

3,832

3,773

2,000
1,500

3,200

1,000
500

3,000
Average 3 Inflation NHSI/E COVID Reduction Reduction
months
uplift Plan Aprin
in Bank &
20
escalation Agency
premiums
Increase
Decrease

SHS

Other

Actual
Apr-20

0
May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20

Substantive Actuals

Bank & Locum Actuals

Agency Actuals

Substantive Plan

Bank & Locum Plan

Agency Plan

COVID

Key headlines:
The additional cost of COVID (both due to additional staffing requirements and the backfill of staff in isolaton) has been greatly mitigated by the
redeployment of substantive staff from areas of reduced activity and lower occupancy.
In addition to changes in protocols due to COVID, ward staffing requirements were also impacted by the loss of student nurses, visitors and
support alongside patients with learning disabilities. Whilst none of these are part of the roster numbers they do help with managing patients at
high risk of falls etc.
Agency and bank spend reduced in month, again due to redeployment of substantive staffing and the reduction in escalation.
The midwifery team have needed to increase numbers in areas such as the home birth team and manage backfill for staff absences whilst dealing
with high activity. This has been achieved within the same run rate of spend.

Group non pay expenditure
April 2020

£'000'

Actuals excl COVID vs NHSI/E Plan

8,000

In month

£0.910m favourable

7,000

YTD

£0.910m favourable

6,000

5,000

Variance to NHSI/E Plan
fav/(adv)

4,000

In month

YTD

3,000

Consumables

0.220

0.220

2,000

Drugs

0.102

0.102

1,000

Other Non Pay

0.589

0.589

Total

0.910

0.910

£'m

0
May-19

Jun-19

Other Non Pay Actuals

Jul-19

Aug-19

Drugs Actuals

Sep-19

Oct-19

Consumables Actuals

Nov-19
COVID

Dec-19

Jan-20

Other Non Pay Plan

Feb-20

Mar-20

Drugs Plan

Apr-20

Consumables Plan

Key headlines:
Consumables - underspends from significant reduction in elective and urgent activity.

Drugs - A reduction in high cost spend of £84k (but continued income within the block) has been seen in M1. £30k increase in SHS drugs spend against run rate.
Other non pay - includes £240k run rate favourable variance. Underspends have been seen in referred tests (Pathology), overseas recruitment expenditure, staff travel,
patient appliances, catering and training.

All Commissioners Activity & Income
Table based on full PBR for actual activity and income for all commissioners, compared against NHSI/E interim plan.
Will not reconcile to the financial position of the Trust which reflects the block income arrangements in place.
ACTIVITY
2020/21
Annual Plan

2020/21
YTD Plan

YTD Actual

INCOME £'000'

April 2020
YTD
Variance

% variance
against plan

2020/21
Annual Plan

YTD
NHSI/E
Plan

YTD Actual

YTD
Variance

% variance
against plan

Split by Commissioner
62,985
No final activity plans
agreed with NHSI/E or
commissioners

Somerset

8,511

4,825

(3,687)

(43.3%)

2,070

Dorset

1,566

612

(954)

(60.9%)

1,366

NHS England

931

920

(11)

(1.2%)

Other

54

117

63

116.1%

Insource

93

0

(92)

(99.5%)

11,155

6,475

(4,681)

(42.0%)

300
9
66,730

Total All Activity

* 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:
NHSI/E Interim Plan
Block contracts have been mandated with main commissioners for the period Apr'20 to Oct'20 based on YTD income reported in the M9 agreement of balances
exercise 2019/20. NHSI/E interim plan values for Somerset CCG, Dorset CCG and NHS England are based on the block contract amounts.
Other category includes the block contract value with Bath and North East Somerset, Swindon and Whiltshire CCG £51.3k and the NHSI/E run rate plan for
Overseas patients £3k. The run rate for other Non Contract Activity is factored in to the top up payment which reports in to Other Operating Income.
NHSI/E interim plan includes a run rate for insourced income. The reduction in actual insourced income will be part offset by a reduction in corresponding
expenditure.

Group activity summary
Accident & Emergency - all CCGs
5,500

Non Elective (exc excess bed days and maternity
deliveries) - all CCGs
2,200

5,000

2,000

4,500

1,800

4,000
3,500

1,600

3,000

1,400

2,500

1,200

2,000

1,000

Actuals PY

Annual Plan

Actuals CY

Actuals PY

Annual Plan

Actuals CY

Outpatients (exc insource ) - all CCGs

Elective (exc excess bed days and insource)- all CCGs
19,000

2,000
1,800

17,000

1,600

15,000

1,400

13,000

1,200
1,000

11,000

800

9,000

600

7,000

400

5,000

200

Actuals PY

Annual Plan

Actuals CY

Actuals PY

Annual Plan

Actuals CY

