BOARD OF DIRECTORS

Wednesday 3 February 2021 at 10:15-11:20
MS Teams/Boardroom, Yeovil District Hospital NHS Foundation Trust

AGENDA - PART 1
Action
1 Welcome and Apologies for Absence
2 Register of Declarations of Interest and to Confirm Receive and
Declarations Relating to Items on the Agenda
Note

Presenter

Time

Enclosure

Chairman

10:15

Verbal

All

Appendix 1
Appendix 2

3 Minutes of the Meetings held on 25 November
2020 and to Discuss Matters/Actions Arising

Approve

Chairman

4 Executive Director Report
 COVID-19 Position Update
 Vaccination Programme Update

Receive

Execs

10:20

Appendix 3

Merry Kane
10:35
Shelagh Meldrum
Merry Kane
Shelagh Meldrum
Executives

Appendix 4
Appendix 5
Appendix 6
Appendix 7
Appendix 8

Receive & Shelagh Meldrum 10:55
Note
Matthew Bryant
Stacy BarronFitzsimons
Sarah James

Appendix 9

ASSURANCE REPORTS
5 Board Assurance Reports:
 Learning from Deaths Report Q3 2020/21
 Freedom to Speak up Guardian Report Q3 2020/21
 Guardian of Safeworking Report Q3 2020/21
 Ockenden Maternity Assurance Report
 Board Assurance Framework Q3 2020/21

Review
Review
Review
Review
Review

FINANCE & PERFORMANCE
6 YDH Group Board Overview Quadrant

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

ITEMS TO NOTE/FOR INFORMATION/APPROVAL
7 Governance Arrangements
 NED Lead Roles
 Chief Operating Officer
8 Committee Updates and Minutes:
 Financial Resilience and Commercial Committee
 Governance and Quality Assurance Committee
 Audit Committee
 Workforce Committee

Approve

Ben Edgar-Attwell 11:05 Appendix 10

Receive &
Note

Martyn Scrivens 11:10
Verbal
Jane Henderson
Appendix 11
Paul Mapson
Appendix 12
Graham Hughes
Appendix 13

9 Any Other Business and Meeting Close
10 Date of Next Public Meeting
3 March 2021 via MS Teams in the Boardroom, Level 1, Yeovil Hospital

Chairman

11:20

Verbal

Board of Directors – Declarations of Interest January 2021
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

Maurice Dunster
Jane Henderson
Martyn Scrivens

Graham Hughes
Paul Mapson
Jonathan Higman

Shelagh Meldrum
Sarah James

Merry Kane

Chairman

-Trustee and Adviser Howlands Furniture Group, Office Furniture
Manufacturer
-Sister-in-law is the sister of Dr Ali Parsa who is the Founder and
Chief Executive Officer of Babylon Healthcare Services
-Chairman and Director of The Worshipful Company of Furniture
Makers’ Charitable Funds incorporating the Furnishing Trades
Benevolent Association
-Director and Shareholder of Herswell Coaching and Consulting
Limited
-Chairman of Psoriasis and Psoriatic Arthritis Alliance & PAPAA
Enterprises Ltd
-Director and Shareholder of Sweetfish Limited
-Chairman of Axminster Tool Centre Limited
Non-Executive Director
-Chairman of Symphony Healthcare Services Limited
Non-Executive Director
-Private Practice Therapeutic Counsellor
-Part-time, self-employed counsellor for Frome Birth Talk
Non-Executive Director
-Chairman of Simply Serve Limited
-Non Executive Director and Chairman for Retail Money Market
Limited (trading as RateSetter and a 100% subsidiary of Metro
Bank Plc)
-Director of Tanyard Consulting Limited
-Non Executive Director and Chair of Audit Committee of
Hampshire Trust Bank Limited
Non-Executive Director
-Volunteer Advisor at Citizens Advice
-Parish Councillor of Babcary Parish Council
-Chairman and Trustee Director of Avon Mutual
Non-Executive Director
-No declarations
Executive Directors (Voting)
Chief Executive

-Director, Symphony Healthcare Services Limited
-Director, Yeovil Property Operating Company Limited
-Director, YEP Project Co. Limited
-Management Board Member, Yeovil Strategic Estates Partner
Board
Deputy Chief Executive/Chief -Non-Executive Director, Simply Serve Limited
Nurse & Director of People
-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
-Member of Southwest Pathology Services Board (Joint Venture)
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 a consultant at Musgrove Park Hospital
Executive Directors (Non-Voting)

Matthew Bryant

Chief Operating Officer

Stacy BarronFitzsimons
Jeremy Martin
Paul Foster

Director of Operations

-Chief Operating Officer (Hospital Services) at Somerset NHS
Foundation Trust
-Trustee for Hospiscare, Exeter
-Visiting Specialist, Plymouth University Peninsula Medical School
-None

Director of Transformation
Deputy Chief Medical Officer

-Trustee, Spark Somerset
-Wife is a GP Partner for The Grove Medical Centre

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

Non-Executive Director
Observer

Stephen Harrison

Non-Executive Director
Observer

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

APPENDIX 2

BOARD OF DIRECTORS DRAFT
Minutes of the Part 1 Board of Directors Meeting held on
Wednesday 25 November 2020 at Yeovil District Hospital
Present:

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

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

In Attendance:

Ben Edgar-Attwell
Paul Foster
Stephen Harrison
Virginia Membrey
John Webster

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

Presenters:

Clive Radestock

Estates and Facilities Director – SSL [item ##]

Apologies:

Barbara Clift

Somerset NHS FT Non-Executive Director

Ref:
1-73/
2021

No:
1
1.1

1-74/
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.

1-75/
2021

3
3.1

MINUTES/ACTIONS OF THE PREVIOUS MEETING
The minutes of the meeting held on 4 November 2020 were approved as a true
and accurate record. With regard to actions and matters arising, the Board
noted the update on the system wide development of a risk management
framework. It was suggested that there might need to be further review of risk
appetite statements and tolerance levels. This may need to be considered
alongside SFT through the Programme Board.

3.2

WELCOME AND APOLOGIES FOR ABSENCE
Paul von der Heyde welcomed everyone to the meeting, which included Virginia
Membrey and John Webster as Governor Observers. Apologies for absence
were noted as above.

3.3

Clarification on the questions arising on the Guardian of Safeworking and
Learning from Deaths reports had been circulated to Board members.

3.4

Simon Sethi advised that the action to ensure the correct recording of the Hyper
Acute Stroke Unit location following recent hospital reconfiguration had been
completed. The unit had moved during the period but this had been reflected in
the reporting. The performance has increased in the last month although was
still impacted by bed pressures.

Action

JM

1-76/
2021

1-77/
2021

1-78/
2021

4
4.1

EXECUTIVE DIRECTOR REPORT
The Board noted the items included within the Executive Director report.

4.2

The joint statement regarding YDH and SFT exploring a potential merger was
included in the report. This had been released as part of the communications
plan the previous week, alongside planned media interviews. An article was
published in the HSJ. Open briefing sessions with staff at both organisations
also took place. Governor briefings had taken place prior to this.

4.3

Jonathan Higman said that there had been a small amount of feedback received
to date. Of that received, it largely related to the timing bearing in mind the
global pandemic. This is recognised, although there are different teams working
on this who are not typically operationally focussed. Other feedback is that this
was an exciting proposal due to the primary care aspect that would be included
as part of Symphony Healthcare Services.

5
5.1

COVID-19 POSITION UPDATE
Jonathan Higman said that he had attended an update from the Director of
Public Health for Somerset, which outlined that there had been a significant
increase in the number of cases within the county, with the rate being circa 130
per 100,000. Certain parts of the county have higher rates, with the town of
Yeovil being a particular hotspot. Mutual support is being sought for all regions.
SFT are providing support due to particular pressures in North Somerset.
Pressure on intensive care units across the South West region has increased,
although this is currently manageable.

5.2

Shelagh Meldrum reported that as of today, there were just over 30 COVID-19
positive patients being cared for at YDH; some patients had been discharged
and some had passed the 14-day period, hence the slight reduction in numbers
to those reported in recent days. The Trust continues to manage the position,
with patients being cohorted in line with infection control guidelines. The
previous outbreaks on two wards had been stood down. Staff testing continues,
especially on a surveillance basis on wards for a period afterwards.

5.3

There has been an increasing number of patients attending the hospital with
more acute (non-COVID-19 related) conditions; this is providing pressure on the
wards and ICU.

5.4

There has also been an increase in staff absence levels with a total absence
rate of 7% across the hospital. 60% of absence is understood to be COVID-19
related and will include those who may be shielding due to being in the
extremely clinically vulnerable group. There is some impact on staff absence
following the need for local school groups to isolate.

6
6.1

IPC BOARD ASSURANCE FRAMEWORK
Shelagh Meldrum explained that NHS England and Improvement (NHSE/I) had
developed the Infection Prevention and Control (IPC) Board Assurance
Framework to support healthcare providers assess their compliance. This is not
mandatory but seen as good practice to complete and can be used as a checks
and balances document. The document had been significantly changed from
the previous version; it has been robustly updated internally. It outlines the
various evidence and mitigating actions against the various key lines of enquiry,
alongside any potential gaps in assurance. These are predominately where
there had been recent guidance changes and previous around point of care
testing (which was due to be implemented imminently).
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6.2

Alongside the document, the Trust has drafted a key actions plan for IPC and
testing. This provides a status update on implementation of actions; some are
rated as amber as summarised in the report. One amber action relates to
testing of patients following a new action for a second test three days post
admission and a third test 5-7 days post admission rather than the existing fiveday arrangements. This change is being implemented now.

6.3

Jonathan Higman said that it was clear that the more rigorous testing was
identifying higher rates of asymptomatic patients and that this position was being
reflected nationally. There is a potential issue where patients who have had
COVID-19, might continue to show positive on a test for up to 90 days despite
not being infectious or unwell. Shelagh Meldrum said it is important to be
mindful of the invasiveness of the test on patients.

6.4

One action is rated as red on the action plan; this relates to bays, bed use and
risk assessments. Shelagh Meldrum advised that screens have been fitted to
provide a physical barrier between bed spaces although they do not make bays
completely risk free. There are risks of patients not always being compliant with
guidance and remaining in their own bays. There are also challenges in
ventilation of the wards although mitigating actions have been taken where
possible. A full review of windows and ventilation is underway.

6.5

Lateral flow testing for all patient facing staff is being rolled out, in line with the
national programme. This was trialled on a small group of staff at the weekend
and following the success of this is being rolled out further. An application has
been developed to allow staff to submit and record their results. If a staff
member has a positive test, then they are required to have a full PCR test to
confirm the result. The tests have provided further assurance for staff. Graham
Hughes asked if the application that had been developed could be used
elsewhere, such as within SFT. Shelagh Meldrum said that this was being
reviewed although it would be tested further before any wider rollout. Merry
Kane agreed that the lateral flow tests provided a useful indication for staff and
the sensitivity of the kit was good although there was the potential for a false
positive, hence the requirement for follow up PCR testing in the event of a
positive result.

6.6

Jane Henderson asked about the point on people remaining positive for up to 90
days on any test. She asked how this would be monitored nationally as part of
outbreaks and the potential of getting it twice. Merry Kane advised that the
majority of people would not remain positive for the full 90 days, but that this had
been seen in small numbers. Public Health England have advised that patients
on day 15 and who have no temperature be classified as negative.

6.7

Stephen Harrison noted the introduction of the screens between beds. He
asked about the fire assessment for these. Shelagh Meldrum reported that the
National Fire Officer had confirmed that, subject to suitable mitigation and action
plans, that these were suitable. Wards are occupied at all times and there is
firefighting equipment in all areas. Jonathan Higman added that formal risk
assessments has been completed and the implementation of the screens had
been delayed until this assurance had been sought.

6.8

Jonathan Higman advised that the internal auditors, BDO, had completed a
review of the Trust’s arrangements put in place as part of the incident
management response. Substantial Assurance had been provided for both
Design and Operational Effectiveness. Martyn Scrivens said that this was
extremely encouraging to see.
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6.9

Shelagh Meldrum said that it was important to recognise how challenging it had
been for staff in recent months, with many staff working additional hours to
provide support across the hospital. The increasing number of positive cases,
partly due to more testing taking place, may cause staff to be anxious. Jonathan
Higman agreed with this point, adding that it was great to see the work
completed to create clear patient pathways around the hospital. It is important to
recognise the work and commitment from all. Simon Sethi echoed this point.
He added that there are challenges with community services, especially where it
is not possible to discharge to care homes. A review of the potential to create a
location, such as a community hospital, to care for COVID-19 positive patients
who do not require acute level care, is underway. Patients with a positive result
can be discharged home if support and clear protocols are in place.

6.10 Jonathan Higman reported that given the increased range of activity, such as
undertaking the vaccinations, there has been a review of responsibilities. To
assist with this, Bernice Cooke, Deputy Director of Quality Governance and
Patient Safety, will take on the formal Deputy Director of Infection Prevention
and Control role. From this perspective, she will report to Jonathan Higman.
1-79/
2021

7
7.1

HEALTH AND SAFETY ASSURANCE REPORT
Clive Radestock joined the meeting to present an update on Health and Safety
actions following a recent internal audit report. The circulated report outlined the
one high and three medium recommendations and was to provide assurance to
the Board that these are being addressed and the plans in place for
implementation of improvements and systems.

7.2

Additional training has been completed to increase the number of staff able to
complete fire risk assessments. In the interim, an external company has been
appointed to complete the required fire risk assessments and they are due to
start this in the coming week. This in turn released capacity for health and
safety assessments required as part of the continued COVID-19 response.

7.3

A clear process for fire evacuation drills has been put into place to support the
Fire Safety Policy. This will form part of regular activity, with three different
levels of evaluation drills planned dependent on the area, with some having
theory practical fire drills, based on a scenario of a fire.

7.4

Paul Mapson thanked Clive Radestock for the report and said it was
encouraging to see the immediate action to address the findings of the internal
audit report. He said it was vital that documentation is kept up to date. It may
be the case that a follow up review takes place in 2021. Martyn Scrivens
reiterated this point. He asked about the fire risk rating for fire systems and
processes prior to the audit report. Shelagh Meldrum gave an overview of the
processes around the review of topics through the Risk Assurance Committee
and explained that the committee may not have experts covering all topics. It
was suggested that the committee could call upon expertise as and when
required. Paul Mapson said that the internal audit processes worked well as this
service is to review any high-risk areas to gain external assurance on the Trust’s
systems and processes. He added that an exercise to review risk mapping and
processes was taking place with support from Ben Edgar-Attwell and Sam Hann,
Head of Risk and Compliance.

7.5

Martyn Scrivens asked a question after Clive Radestock had left the meeting,
concerning the use of two systems for risk assessments. It was agreed that this
would be addressed and the response circulated to all Board members.
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BEA

1-80/
2021

8
8.1

8.2

YDH GROUP BOARD OVERVIEW QUADRANT
The Board reviewed the YDH group overview quadrant, where the following was
discussed in more detail:
Safety / Patient Experience
Shelagh Meldrum reported that the number of patient falls had decreased in
previous months, but had started to increase again in October 2020. It is
important to be mindful that there may be higher rates of falls due to the recent
use of curtains and barriers between beds and bays, restricting line of sight.
This may be mitigated through the introduction of the new screens between beds
and bays. The number of pressure ulcers has been validated, resulting in the
number reducing to eight rather than ten. There are no particular themes or
trends from falls or ulcers and the rates are lower than the national average.

8.3

There is a continuous drive to ensure that any incidents are reported, even if no
harm occurred. Near miss incidents provide valuable information for trends and
learning. The reported incidents have highlighted a trend of potential neglect
and deteriorating condition of patients in homes in light of the current
environment. These have been flagged with the Clinical Commissioning
Groups. It is good that the incidents are reported, although the level of harm to
patients remains low.

8.4

The number of patient complaints have fluctuated in recent months. The number
of PALS concerns remain low; a number relate to restricted visiting. Families
are being encouraged to nominate one spokesperson to aid with communication
and updates, especially considering the hospital is receiving more calls from
families and relatives. There has been a small number of vexatious
complainants in recent weeks.

8.5

Simon Sethi drew attention to the readmission for same clinical condition rate,
which had decreased. The number of operations cancelled for non-clinical
reasons had already decreased.

8.6

Merry Kane said that the Hospital Standardised Mortality Ratio and the
Summary Hospital-level Mortality Indicators continue to be favourable and well
within the lower range expected. A presentation from the Medical Examiners is
to be received at the Governance and Quality Assurance Committee.

8.7

Operational Performance
Simon Sethi provided an overview of the various performance indicators. The 4hour A&E waiting times target missing the 95% target at 93.68%, although the
Trust remained one of the highest performing in the country. Patient flow is vital
due to the size of the department in order to maintain social distancing.

8.8

Referral to treatment waiting times performance has improved through the
reintroduction of some elective activity. Further information on this was provided
within the full data pack. Over the last two weeks, circa 90% of activity has been
reinstated at YDH. Total diagnostic activity is around similar levels, although
Endoscopy services have reached around 100%.

8.9

There have been some challenges in Ophthalmology services, with a piece of
equipment prone to breakdown, leading to cancelled slots. A business case to
replace the equipment is in development.

8.10

The Trust achieved the cancer two week wait and 31 day treatment waiting
times, although performance for the 62 day cancer standard waiting time was
5|Page

below the 85% target. This is largely due to issues in biopsy access. The
position for October is improved.
8.11 Shelagh Meldrum advised that the CQC had produced a paper about improving
patient flow in emergency departments; Jon Tipping, Clinical Director at YDH,
had contributed to this report and the CQC had assessed YDH with no actions
required.
Workforce Performance
8.12 Staff turnover remains stable with a slightly reducing trend line. Nursing
vacancies remain low although this is likely to increase following the approval of
the recent ED business cases where additional staff would be recruited. Staff
absence is reported one month in arrears; this has increased in recent weeks.
Whilst mandatory training and appraisal remain a priority, there are difficulties in
completing these with social distancing guidelines. As such, a risk-based
approach is taken. The agency expenditure against the ceiling was noted; this
includes additional COVID-19 agency usage, and is therefore above target.
Financial Performance
8.13 Sarah James reported that the financial regime had changed, moving away from
the emergency regime introduced during the first wave of the pandemic.
Following higher than anticipated non-NHS income and overseas recruitment
income, the position is £369k positive against plan. The plan has been set for
the remainder of the year, although in exceptional circumstances, the financial
regime may be reviewed again. The cost improvement programme has
recommenced with a good level of delivered savings achieved, with a good level
of these being recurrent savings.
8.14 The working cash balance is positive although part of this is because of the
emergency funding regime at the beginning of the year. A portion of this may be
reclaimed going forward. Sarah James reported that the historical loans had
been formally converted to Public Dividend Capital.
1-81/
2021

9
9.1

1-82/
2021

COMMITTEE UPDATES AND MINUTES
Financial Resilience and Commercial Committee
The Board noted that the financial position was covered in the above update.

10 YDH ROLES AND RESPONSIBILITIES
10.1 Ben Edgar-Attwell advised that the circulated report was to provide an overview
of the various roles and responsibilities of members of the Board. Merry Kane
said that the Medical Devices role was to be reviewed. Paul von der Heyde
noted that there did not appear to be equality in the roles across post holders.
10.2 It was suggested that a further review could take place to ensure that all
individual recorded roles were absolutely required by guidance.

1-83/ 11
2021 11.1

1-84/
2021

BEA

CODE OF CONDUCT AND CONFLICTS OF INTEREST POLICY
Ben Edgar-Attwell explained that the Trust was due to complete a
comprehensive review of the policy but that it was important that a valid policy is
in place in the interim. As such, it is recommended that the existing policy be
extended for a six-month period. The Board approved this extension.

12 ANY OTHER BUSINESS
12.1 Paul von der Heyde wished to thanks all staff members for their exceptional
response during this period. It has been a challenging time and everyone had
risen to the challenge.
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1-85/
2021

13 DATE OF NEXT MEETING
13.1 3 February 2020, Boardroom, Level 1, YDH
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APPENDIX 2b
BOARD OF DIRECTORS

BOARD OF DIRECTORS – ACTION SHEET
3 February 2021
Minute

Action

ACTIONS FROM 29 APRIL 2020
1-7/2021 Development of system wide risk register /
(7.4)
sharing of risk registers between YDH and
SFT.
ACTIONS FROM 25 NOVEMBER 2020
1-75/2021 A further review of risk appetite statements
(3.2)
and tolerance levels. This may need to be
considered alongside SFT through the
Programme Board.
1-79/2021 Address concerns regarding the use of two
(7.5)
systems for risk assessments. Response
should be circulated to all Board members.
1-82/2021 Using guidance, review individual recorded
(10.2)
Board level roles to ensure required.

Progress

Due

By

Work ongoing on this topic
– includes SFT/CCG/ICS

Ongoing

Ben Edgar-Attwell

Board discussion on Risk
Appetite to be scheduled
for Board Development
Day
Complete

March 2021

Jeremy Martin

November
2020

Ben Edgar-Attwell

To be completed

March 2021

Ben Edgar-Attwell

Appendix:
REPORT TO:

Board of Directors

REPORT BY:

Executive Team

PRESENTED BY:

Executive Team

EXEC SPONSOR:

Jonathan Higman, Chief Executive

REPORT TITLE:

Executive Director Report

DATE:

3 February 2021

3

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

☐ For Approval / Decision

Reason for Presentation to
Committee/Board

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

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

Operational Update
Yeovil Hospital, like all hospitals across the country, has seen a significant increase in
COVID-19 admissions since the Christmas and New Year period. This has put considerable
pressure on our services including a particular escalation in the number of patients being
cared for in ICU.
We are, however, still fairing comparatively well, particularly when compared to hospitals in
London and the South East of England. Closer to home both Musgrove Park Hospital and
Dorset County Hospital have also seen a significant increase in cases during January and
there have recently been a number of infection control related Community Hospital closures
that have led to a reduction in overall bed capacity across our system.
All partners in the health and care system continue to work closely on these issues and have
been doing all they can to support one another and maintain the safety of our patients
through these challenging times. Staff across YDH and the wider health and care system

continue to rise to the challenge and pull out all the stops to ensure that those requiring our
services receive the care that they need.
In recent weeks, we have taken a further set of actions designed to ensure that we are able
to continue to respond to these unprecedented challenges. In line with National guidance
some of the actions that we have taken are:
•
•
•
•
•
•
•

We have instigated an enhanced respiratory support bay on ward 9A to provide
additional capacity to care for some of our sickest patients.
We are continuing our programme of cancer surgery and are working hard to ensure
that the capacity for this continues to be available.
We have been working with independent sector partners across the county, primarily
Shepton Mallet Treatment Centre, to develop plans for them to support us in the
event of a further surge in cases and in order to support cancer operating.
We have increased bed capacity in our intensive care unit, providing and receiving
‘mutual aid’ with neighbouring hospitals as appropriate.
We have received support from the Nightingale Hospital in Exeter with a small
number of patients transferring there from YDH.
We have asked colleagues to return to virtual outpatient appointments wherever
possible to reduce the number of patients needing to come to the hospital site.
We have developed a ‘virtual ward’ which enables COVID-positive patients to return
home with the appropriate support sooner in their care pathway.

In addition to this, in recent weeks, we have increased the capacity of our own vaccination
clinic. We are also supporting the vaccination effort across the wider community. You may
have seen that, new large COVID-19 vaccination centres have opened at Taunton
Racecourse and The Bath and West Showground – see more here. In addition, we have
been working closely with colleagues in Primary Care to support vaccination through the
Primary Care ‘hubs’.
As an Executive Team, we wish to thank all staff and volunteers for their incredible efforts.
This has been a uniquely challenging year, in which every member of the Yeovil Hospital
family has worked incredibly hard to care for patients and colleagues, and keep our hospital
safe.
Relevant Committee Oversight:

Board of Directors, Executive Committee, Daily
Coordination Huddle

Chief Operating Officer – new arrangements from January 2021
As a result of Simon Sethi’s recent departure and given the context of the increasingly close
working between YDH and Somerset FTs we have taken this opportunity to test a new
operational leadership arrangement that makes the best use of the existing expertise
available to us within Somerset.
An agreement has been reached between our two Trusts, which will see the existing Chief
Operating Officers at Somerset FT (SFT) extend their portfolios for six-months to support
YDH.
Matthew Bryant, Chief Operating Officer (Hospital Services) has started to support YDH from
the beginning of January and, in the future, we will also benefit from the experience of Andy
Heron, Chief Operating Officer (Mental Health, Families and Neighbourhoods). Andy is
currently leading the establishment of the Somerset COVID-19 vaccination programme and
given the absolute focus that this work requires a date for Andy to start to support YDH has
yet to be confirmed.
To ensure that we maintain visible and dedicated leadership on-site we have appointed
Stacy Barron-Fitzsimons as Director of Operations for YDH. Stacy will work closely with

Matthew (and in future Andy) to oversee operational delivery through our two clinical
business units. Matthew, Andy and Stacy will all join the Board of Directors.
Strong and credible relationships between clinical and non-clinical staff have been key to our
success at YDH and these arrangements aim to preserve and enhance this while also
enabling us to take a step forward in our aspiration for more integrated services across the
county.
Relevant Committee Oversight:

Board of Directors, Executive Committee

Our new Ambulatory Emergency Care Unit is open
We’re delighted to announce that our new Ambulatory Emergency Care (AEC) Unit has
opened and received its first patient on Christmas Eve.
The purpose-built unit, close to the original AEC on level 3, provides a much larger, modern
space, which will allow the team to provide a greater range of services to even more
patients.
With 11 large cubicles (compared to the original unit’s five), its own procedure room, and a
larger waiting area, the new AEC will enable us to meet ever-increasing patient demand,
support patient flow, and reduce pressure on other services including the Emergency
Department.
Click on the image below to take a virtual tour with Lead Practitioner Les Reed!

Yeovil Hospital NHS Staff Survey results
DATA REDACTED – Embargoed Until 09:30am on 11 March 2021.
Relevant Committee Oversight:

Workforce Committee

Special Care Baby Unit – Baby Friendly Update
We are pleased to report that the Yeovil Special Care Baby Unit has been awarded the
Unicef Baby Friendly Initiative Certificate of Commitment for working towards the Baby
Friendly Stage 1 accreditation.
The team are now busy working towards collating the information and documentation for the
stage 1 assessment to be carried out in the coming months.
More information on the initiative can be found on the following link:
https://www.unicef.org.uk/babyfriendly/accreditation/maternity-neonatal-health-visitingchildrens-centres/stage-1-a-firm-foundation/
Relevant Committee Oversight:

Governance and Quality Assurance Committee

CHKS Surveillance Visit
The Trust had its final CHKS surveillance visit of the current at the end of November/early
December 2020. Extremely good feedback has been received, including:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Strong leadership
Robust, integrated and well embedded clinical governance processes
COVID-19 risk well managed and controlled
Good infection control management for patient and staff
Safe environment for staff and patients provided
Exemplary risk management processes both clinical and non-clinical
Robust process seen in the lead up and ongoing management of the move to
hospice
Evidence of collecting and acting upon patient feedback
No formal complaints, however PALS and informal feedback actioned upon
Patient central to everything we do no matter how big or small
Well-structured induction programmes and ongoing staff education
Audit activity targeted, based on risk
Quality improvement embedded
Virtual tour of hospice. Comments on the environment being fit for purpose and
improvement on the previous unit.
Safe storage of medical notes

The inspector ended by commending everything we have achieved over the COVID-19
period and would recommend to the panel for a further 1-year accreditation.
Relevant Committee Oversight:

Governance and Quality Assurance Committee
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Committee/Board

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

Any Key Issues to Note

The Quarter 3 report reflects changes to the current process
for case reviews following the introduction of the Medical
Examiner. Targeted mortality reviews are in place which will
increase the identification and sharing of learning. The
Mortality review process has also been extended to include
patients with Learning Disability and those where COVID-19
has directly resulted in a patient death.
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Mortality Report
Learning from Deaths
Quarter 3 2020/2021
Introduction
In December 2016 the CQC report Learning, Candour and Accountability: A review of the way NHS
Trusts review and investigate the deaths of patients in England, identified that learning from deaths
was not given sufficient priority in some organisations and consequently valuable opportunities for
improvements were being missed. In March 2017 the National Quality Board published national
guidance on learning from deaths to initiate a standardised approach to learning which includes a
number of recommendations to be included into Trust’s governance frameworks.
These recommendations included having a Director responsible for the learning from deaths agenda,
a Non-Executive Director to take oversight of progress and implementing a systematic approach to
identifying the deaths requiring review, with a robust methodology for case record reviews. Ongoing
developments included specific guidance for NHS Trusts in working with families, published in July
2018 and the introduction of Medical Examiners who commenced their role in the Trust on 1st July
2020. The intention is to make sure that all deaths not investigated through the coronial process are
subject to a degree of independent scrutiny, with increased transparency for the bereaved and an
opportunity for them to raise concerns.
A review of the first year of NHS Trusts implementing the Learning from Deaths National Guidance
was published by the CQC in March 2019. This document highlights the progress that has been
made with implementation of the Learning from Deaths Programme as observed during the CQC wellled inspections. The report acknowledges the early progress and the need for cultural change in the
NHS, especially in respect of engagement with families. The Trust Learning from Deaths Policy has
been amended to reflect these developments and the outcomes reported within future quarterly
reports.
The report highlights several challenges for Trusts in the future. These include:
•

Monitoring and evolving the role of the Medical Examiner, providing continuous safety
improvement, and responding to complaints and concerns.

•

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

•

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

The Trust also faces the additional challenge of setting up additional processes to investigate and
learn from cases where COVID-19 was the cause of death or a contributory factor. The Mortality
process will link closely with the Post Infection Review (PIR) carried out for all patients with a hospital
acquired COVID-19 infection confirmed by a positive test.
The South West Regional Healthcare Setting Outbreak Framework from NHS England and NHS
Improvement – South West, highlights the need for formal reviews to capture learning from these
cases. The guidance states that where there is any evidence that the COVID-19 infection may have
been hospital-acquired and a death from COVID-19 has resulted, there is clearly scope for learning.
If the infection was acquired due to issues in healthcare provision, such as non-compliance with IPC
processes this is potentially a Serious Incident. The choice of format to capture learning will be
dependent on the circumstances and whether Structured Judgement Review (SJR), Route Cause
Analysis (RCA) or some other investigative method is used will remain a decision for the Trust.
The Quarterly Learning from Deaths report will confirm the Trust’s position in relation to these
challenges as well as documenting our progress with the evolving systems used to identify and learn
from a patient’s death.

The Trust Position
Mortality Rates. In hospital deaths per month
Summary Hospital-Level Mortality Indicator (SHMI)
The number of deaths in hospital is captured through the Summary Hospital-Level Mortality Indicator
(SHMI). This reports mortality at Trust level using a standard and transparent methodology, which is
published quarterly as a National Statistic by NHS Digital. The SHMI is the ratio between the actual
number of patients who die following hospitalisation at the Trust and the number that would be
expected to die on the basis of average England figures, given the characteristics of the patients
treated there. Our latest SHMI covering 12 months August 2019 to July 2020 is 86.85, which is
statistically significantly lower than expected. The Trust percentage of spells with COVID-19 coding is
0.5% compared to the national average of 1.5%. This is an indication of the number of patients in
hospital with a coded diagnosis of COVID-19 as a percentage of total activity. The relevance of this is
the exclusion of this group of patients from the SHMI.
Hospital Standardised Mortality Ratio (HSMR)
The Trust uses Dr Foster to support analytical review of outcomes data. This includes reporting of the
Hospital Standardised Mortality Ratio (HSMR), which reviews a set number of indicators to inform
understanding of quality and improvements in clinical care. The Trust HSMR for the latest reporting
period October 2019 to September 2020 is 87.9 remains statistically significantly lower than expected
and the second lowest in the regional acute peer group. A weekday split shows our weekday HSMR
remaining statistically significantly lower than expected, with weekend figures within the expected
range.

Dr Foster HealthCare Intelligence Mortality Data
Dr Foster provides external assurance, providing a monthly analytical review of outcomes data in
respect of Mortality within the Trust.
The latest Dr Foster report with a data set from October 2019 to September 2020 highlights the
Trust’s position with both HSMR and SMR remaining statistically significantly low. Monitoring of our
data reassures us that the reported figures are a true reflection of the current position.
The Dr Foster data also shows that we have maintained a high level of reporting of significant
comorbidities. This positively affects our HSMR as this is calculated by comparing the number of
expected deaths with the actual number of deaths. Patients with more comorbidities are by definition
in a higher risk group for anticipated death.
There was one CUSUM Mortality alert in Quarter 2 reported this month. CUSUM is short for
cumulative sum and an alert occurs when the number of deaths, readmissions or activity within the
Trust in a cohort of patients with the same coded condition, (taking account of their comorbidities) is
higher than anticipated.
All mortality alerts are reviewed firstly by identifying the patients in the cohort and checking the
accuracy of the code allocated to their case. If this does not show any issues an assessment of care
and management from the patient records is completed. This allows us to ascertain why the alert has
occurred and to identify any actions that should be taken to address any issues with the management
of this group of patients. This process may result in the coding for the patient spell being amended if
their main documented condition or cause of death has changed since their admission. Reviews are
carried out through the Mortality Review Group or by the clinical teams involved, with the outcome fed
back through the Clinical Outcomes Committee.
The CUSUM alert in Q2 for other congenital abnormalities was generated in September 2020 and
related to two deaths in conjoined twins who were coded with extreme immaturity and extremely low
birth weight. This was a known case with no actions required.

Learning from Deaths
The Process
In addition to the above reporting mechanisms it is important to provide a formal system to review the
care and management of any patient who dies within the Trust. The Trust has appointed a Learning
from Deaths Lead who holds responsibility for ensuring robust systems are used to identify and share
learning form any death within the hospital.
The Structured Judgement Review Tool (SJR) from the Royal College of Physicians has been
adapted to facilitate its use throughout the hospital. Formal mortality reviews are undertaken with
data analysis used to inform improvements in care and provide reports to the Board.
The Mortality Review Group and the Learning from Deaths Lead oversee reviews of the management
and care of all patients who have died within the hospital. A three-stage process has been developed
with those patients requiring a formal review identified through the formal Medical Examiner
interventions at the time of completing the death certification.
•

Mortality review 1 - An initial assessment completed by the Medical Examiner enables early
identification of any case where a potential problem exists. For example, where the cause of
death does not follow from the admission diagnosis or where a potential omission in care or poor
management is identified. Any such case is referred to the Specialty Team or the Mortality
Review group who are responsible for undertaking a detailed mortality review to identify any
concerns and to ensure learning for improvement. This system ensures that all patient deaths are
subject to an initial review of their management and care, with a small number going forward for a
full formal review.

•

Mortality Review 2 - Cases identified for this type of review will undergo a full review via speciality
Morbidity and Mortality meetings with presentation of any significant findings at local Clinical
Governance Sessions. Outcomes from these meetings, in particular any learning and actions
taken will be recorded through the Learning from Deaths Lead within the Structured Judgement
Review tool. The SJR tool summarises each review with an avoidability score. This is used to
determine whether the information identified during the review, shows any evidence that the
patient’s death could have been avoided if different actions had been taken or the circumstances
had been different. Any investigation undertaken outside of this process, for instance Serious
Untoward Incident Investigations where death has occurred will now include an avoidability score
as part of the investigation summary. This ensures all patient in hospital deaths can be
categorised depending on the level of avoidability in each individual case regardless of the
investigative process.
There are some groups of patient who will automatically be subject to a Mortality Review 2,
regardless of any findings by the Medical Examiner. These are where the number of deaths in the
specialty is small, where the patient had a Learning Disability and where there is evidence of a
hospital acquired COVID-19 infection which has be cited as the cause of death.

•

Mortality Review 3 - The third stage of the process involves the referral of any patient whose
Mortality review has identified a degree of avoidability greater than 50% to the Mortality Review
Group for verification and action. The Medical Examiner may also refer cases direct to this level
of review. These cases may also include those where an incident investigation has been
undertaken or where a case has been referred for a formal coroner’s inquest.

The current investigation processes continue where an incident has been reported, the Coroner is
involved, or where other potential issues have been identified through the complaints or bereavement
process. The Medical Examiners, Medical Examiner’s Officer and Learning from Deaths Lead liaise
closely to avoid duplication and ensure that all deaths in hospital are reviewed at an appropriate level
with outcomes, both positive and negative, recorded and shared.
The Trust’s Learning from Deaths Lead has responsibility for collating learning from all inpatient
deaths whichever review method is used. Outcomes are reported through the Incident Investigation
and Learning Group, Local Governance Meetings, the Mortality Review Group and the Clinical
Outcomes Committee and summarised within this quarterly report.
The Mortality Review Group has experienced difficulties in meeting to enable case reviews to take
place due to the Covid restrictions as a formal review of records cannot be done in a virtual setting.
The group will be reformed with new ways of working introduced to ensure that the quality and
quantity of formal reviews is not adversely affected.

Update from the Medical Examiner
The introduction of the Medical Examiner Role in 2020 has helped to formalise the above systems.
•

Plans are for all patients who die in the hospital to have a notes review by the Medical Examiner.
Due to the number of available Medical Examiner sessions and the number of reported inpatient
deaths this is currently not yet every patient.

•

All deaths that are scrutinised also include a discussion with the doctor who completes the
Medical Certificate of Cause of Death (MCCD). This may prompt individual learning for the
individual doctor and reduce the possibility of the documented cause of death being rejected by
the Registrar’s Office.

•

All deaths also result in a conversation between the Medical Examiner Officer or Medical
Examiner and the patient’s Next of Kin to explore any care concerns that they may have. This
allows them identify any potential issues and to address these at an early stage.

Quarter 3 Review Outcomes
Quarter 3 saw over 80% of inpatient deaths scrutinised by the Medical Examiner. These would be
classified as a Mortality Review at level 1 as described above. Of these cases 10 were referred for a
full review using the Structured Judgement Tool, 6 to be completed through the Mortality Review
Group and 4 by the clinical teams.
Of those cases referred to the Coroner for discussion and agreement about the cause of death, the
vast majority resulting in a form 100A being issued. This means the Coroner was informed of the
death but the doctor has been given permission by the coroner to issue the Medical Certificate and
the Registrar is advised that the Coroner has been made aware of the death but no further
investigation is necessary.
Coronial Activity
There are cases where the coroner has requested investigative statements from staff in relation to the
death of an inpatient or where the patient had a recent admission or procedure that could be relevant
to their death. 5 new instructions were received in quarter 3. One patient had undergone a surgical
procedure with the investigation showing no link with this and the cause of death. One sustained a
significant head injury before admission, one was admitted following a presumed drug overdose
causing toxicity and one patient with significant burns passed away following transfer to Bristol. One
patient died soon after transfer for routine dialysis following a cardiac event, which could not have
been predicted. In all cases, formal statements have been obtained with no omission or care
problems identified that would be considered to have contributed to the patient’s death. No inquests
were held in the quarter requiring Trust attendance.

Learning Disability Deaths
There was one patient with a Learning Disability who died in the quarter. The death has been
reported in line with national requirements and will be reviewed as part of the Trust’s formal process
and referred externally for a full LeDeR review. There was also one additional case notified to the
Trust that had died in quarter 1 but had not been reviewed. Following the changes to the current
process these 2 cases will be subject to a full Mortality Review (MR2) using the Structured Judgement
Tool. No immediate actions have been identified and the deaths are not believed to be as a
consequence of concerns about hospital care.
Neonatal and Maternal Deaths
CNST requires that cases and actions reviewed using the Perinatal Mortality Review Tool (PMRT)
are reported to Trust Board quarterly. The PMRT facilitates a comprehensive, robust and
standardised review of all perinatal deaths from 22+0 gestations (excluding terminations) to 28 days
after birth; as well as babies who die after 28 days following neonatal care. Review is undertaken by
a multidisciplinary panel of clinicians which has to include a panel member who is external to the unit.
The web-based tool presents a series of questions about care from pre-conception to bereavement
and follow-up care. The factual information is entered in advance of a multidisciplinary panel of
internal and external peers (allowing for a ‘Fresh eyes’ perspective) review of cases. The tool is used
to identify required learning with action plans generated, implemented and monitored
There has been a requirement to review one case in quarter 3; the intrauterine death (IUD) of a baby
at 26 weeks and 1 day gestation. PMRT findings concluded that this was a well-managed case.
There were no reported neonatal deaths in the quarter

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

2019/20

Total deaths in
the Trust
(including ED
deaths)
Number subject
to a Level 1
Mortality Review
Number subject
to a Level 2/3
Mortality Review
Number
investigated as a
Serious Incident
Learning
Disability deaths
Bereavement
concerns
Coroner’s
Inquest
investigations
Number thought
more likely than
not to be due to
problems with
care

Green line indicates the point where the Medical Examiners and
mortality review processes were introduced/changed.

2020/21
Q2

Oct

Nov

Dec

Q3
Total

Jan

Feb

Mar

Q4
Total

April

May

June

Q1
Total

Jul

Aug

Sep

64

51

46

162

88

67

71

226

61

51

55

167

37

53

50

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

33
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43

18

18

16

52

28

15
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5

7

3

15

4

0

1

0

0

0

0

1

1

0

2

0

0

0

0

0

0

0

0

0

0

0

0

2

0

2

4

1

0

1

1

3

4

2

1

2

5

4

1

0

5

0

0

0

4

0

4

2

1

1

4

2

2

3

7

2

0

0

1

1

0

1

1

2

0

0

0

0

0
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55
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N/A

N/A

N/A

13
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0

1

0

Total

160

Q2
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Q3
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50
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230

51

131

TBC

TBC

TBC
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2

3

9

0

7

3
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0

0

1

1

0

0

0

0

5

0

1

0

1

0

0

1

1

2

3

0

1

0

1

0

0

0

0

2

0

4

0

3

3

6

2

1

2

5

0

1

1

0

0

0

0

0

0

0

0

Total

It should be noted that scrutiny of all patient deaths by the Medical Examiner and the resultant change in process means that comparative data is not yet
available for all types of investigative review. Where available retrospective data has been added to the above chart.
Of the 16
•
•
•

deaths subject to a full case review so far in Q310 were subject to a level 2 Mortality Review using the SJR tool
1 case was referred for a LeDeR review following initial local review.
No cases were reviewed where bereavement concerns were raised and 5 will be reviewed as part of the coronial process.

For those reviews undertaken using the Structured Judgement Tool in Quarter 3 (and the updated
cases from the previous quarter), there were no cases with a score below 5. No significant care
concerns are thought to have contributed to the outcome for the patients reviewed.
This data is summarised in the following charts:

It should be noted that these figures relate to Level 2 case reviews performed using the Structured
Judgement Tool only with the previous quarter update in place.

Overall Findings from case reviews completed using the Structured Judgement Tool
Quarter 3 2020/21- Quality of Care

Care Concerns Identified rolling year to date

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

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

2019/20 Q1 No. of Reviews
2019/20 Q2 No. of Reviews
2019/20 Q3 No. of Reviews
2019/20 Q4 No. of Reviews
2020/21 Q1 No. of Reviews
2020/21 Q2 No. of Reviews
2020/21 Q3 No. of Reviews

All in hospital deaths can provide information about the individual patient’s care and management.
Alongside the formal mortality review process learning can take many forms and be identified
through many sources including those detailed above;
•

Serious Incident Reviews

•

Complaints and bereavement concerns

•

Medical Examiner reviews

•

Coronial activity

•

Learning Disability Reviews (LeDeR)

•

Perinatal Mortality Reviews.

•

Child Death Review processes.

•

Review of COVID-19 related deaths

The Trust is developing processes to identify any care and service delivery problems within the group
of patients where a COVID-19 infection has contributed to their death. This is important as the
number of deaths increases both nationally and within the Trust. Current data shows that in the first
wave (March to June) 29 patients had COVID-19 listed as a cause or contributory factor on their
death certificate. With an additional 76 patients in this position since November. The outcomes of
case reviews will be reported in the future Learning from Deaths report.
It is important to identify themes and trends from all of the available information to enable Trust wide
learning and address any issues that have been identified.
Themes from mortality reviews and investigations including Coroners referrals undertaken
within the quarter:
Of the deaths reviewed using the Structured Judgement Tool so far in the quarter:
•

There were no significant issues with the quality of documentation in the quarter.

•

No care issues were identified that contributed to a patient’s death.

•

The Medical Examiner role continues to highlight cases where a formal review should be
undertaken and allowed targeted clinical reviews to take place.

•

Review of the circumstances around the death of patients with a Learning Disability and those
with a positive COVID-19 diagnosis will be undertaken using a SJR in future.

Issues positive and negative:
•

There was one death from 2019 resulting in an ongoing coroners case and joint Trust
investigation which continues to inform our learning in respect of the discharge of vulnerable
adults following attendance in ED

•

Timely and appropriate DNAR discussions and decisions were made.

•

Patient transfers for ongoing care resulting in a readmission when deterioration occurs could
be avoided with additional planning and appropriate Treatment Escalation plans.

•

We have reviewed cases where a lack of consideration of alternative causes of deterioration
have not been considered. The initial diagnosis and pathway has overshadowed the chest
complications and differential diagnosis.

•

One case was reviewed where COVID-19 may have caused a delay in diagnosis. (patient
reluctance to attend and investigation delays).

Lessons Learned:
•

Documentation and full assessment of the physical needs of patients presenting with a
mental health issue should remain a priority

•

Lack of oversight and liaison between the Mental Health Team and the Acute Trust can lead
to inappropriate and discharge

•

The discharge of vulnerable adults should be planned with agreement of family members,
especially when the discharge involves a return to a previously unsafe situation.

•

The TEP/DNAR should be updated when transfer of a patient occurs to ensure the receiving
hospital has knowledge of the circumstances where a return/readmission to the acute unit
would be deemed appropriate.

•

Early detection of delays caused by changes in patient pathways which are necessary due to
COVID-19 is essential to ensure patients receive appropriate and timely care.

Actions Taken:
•

Review of process for liaison between Health Care Teams

•

Discharge information and check list for the discharge of vulnerable adults.

•

Continued discussions about the need to review and ensure TEP directives are updated as
circumstances change.

•

Findings from clinical reviews and Mortality reviews fed back to the specialty teams.

•

Reviews are being undertaken to identify and act on any delays caused by the pandemic.

Themes and Trends from PMRT reviews
Recent learning from previous case reviews has centred on:
• It has been identified that smoking in the family home is a common theme running through PMRT
outcomes with local and national drive to aid improvement.
• Unit learning action plans from PMRT are fundamentally around documentation. Especially
documentation of routine expectations such as recording discussions around risk assessment for
need of aspirin and enquiry about domestic abuse.
• Retrospective documentation reviews are being undertaken to identify learning and drive
improvements.

This information concludes the Quarterly Mortality and Learning from Deaths report for Quarter 3.
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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

The Freedom To Speak Up Report has been ongoing for the last few
years and is a mandatory requirement. All reports are sent to the
Guardians Office, linked to the CQC.

Any Key Issues to Note

☒ For Information

This, as previously noted in the reports for Governance and Quality
Assurance Committee as an action for all NHS Trusts post the
Francis report of 2015. The report summarises any concerned raised
within the quarter with the Freedom to Speak Up Guardians during 1st
Oct 2020 to 31st December 2020.

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

☒ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☐ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

Freedom to Speak Up (F2SU) Guardian
2020/2021 Quarter 3 Report
Background
Freedom to Speak Up (F2SU) Guardians are staff based in local NHS Trusts. Their role is to
work with Trust leaders to create effective local processes to enable staff to raise concerns
about patient safety and to advise and support staff who seek to do so.
In his review of care concerns at Mid Staffordshire Foundation Trust, Robert Francis, QC
found that staff are reluctant to raise concerns due to;
• The potential impact on their own career
• The fear of being labelled a trouble maker
• Loyalty to colleagues – who may be implicated
• A lack of confidence that raising a concern will make a difference
QC Francis noted that the impact on those who have raised concerns has been
considerable, specifically;
• Serious impact on mental health
• Reduced career chances
Activity in Quarter 3
Staff
Group

Details

Actions

30/11/2020 PPP

ODP

A staff member, who
has since left the
organisation, felt
unfairly treated in
relation to promises
made about being
offered ‘the next
course place’ if
agreeing to move to
another area. The staff
member felt this was
not fulfilled and ‘goal
posts changed’.

Under
Open
investigation
with HR and
ED and I
Advisor

23/12/2020 SL

Nursing

Staff member felt it
was an ongoing issue
of not enough staff
during the winter
pressures, adding to
frustration and lack of
support

Reviewed by
staffing
Matron

Date

Theme
(see key)

Status

Completed

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

Reports remained open from previous period
Date

Theme
(see key)

Staff
Group

Details

Actions

Status

None

Team Development in Quarter
Deb Matthewson regularly attending virtual FTSPU SW meeting/catch up.
DM attended regional FTSPU meeting.
Aim to reinvigorate FTSPU across trust by introducing new Guardians (delayed by Covid19
Pandemic)
Emma Symonds (ED and I Advisor) to join team
To review the recording process
Fiona Rooke, Deb Matthewson and Yvonne Thorne.
Freedom to Speak up Guardians
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Purpose of Paper (Please select any which are relevant to this paper)
☒ For Assurance

☐ For Approval / Decision

☒ For Information

Reason for Presentation to
Committee/Board

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

Any Key Issues to Note

The Board are asked to REVIEW and NOTE this report.

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

☒ Develop our People

☐ Innovate and Collaborate

☐ Develop a Sustainable System

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

☒ Legislation

☒ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☐ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

YDH Guardian of Safeworking Hours
Quarterly Report – October to December 2020 (Q3)
Exception Reports at YDH – Historical Perspective
•
•

Allocate was introduced to Yeovil District Hospital NHS Foundation Trust in 2016.
From 06th December 2016 to 31st December 2020 we have received a total of:
773 Exception Reports.
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Change to Data Reporting Format
•
•

Ho

Changes in the Allocate Software have led to a change in the Data Output Format
From the next report onwards the Graphical Representation output will assume a
different format (this is to do with the way that the software produces the numerical
analysis of submitted exception reports)

EducationServi

Exception Reports for October 2020 – December 2020 (Q3)

Exception reports for October - December 2020
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Immediate Safety Concerns
In the past three months there have been two Exception Reports that were raised by the
originator as being of “Immediate Safety Concern” (ISC).
On Formal Investigation by the trust Guardian neither report was rated as being an ISC (In
once case the originator had clicked the ISC Button in Error).
Live Reports
•

As of 1 January 2021 – 0 Reports were live

Exception Reports by Rota

Exception Reports – By Rota (Q3) 2020-21

Exception Reports for the Quarter By Rota
N =28
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Exception Reports – By Type

Report Processing Times – 2020-21 (Q2)
In the three months July - September 2020
• 3 were open for > 7 days
• 25 were open for < 7 days (89 %)
There has been a continued and sustained improvement in ES/CS response times over the
past year, now the most common reason for a delay in closing an Exception Report is the
time taken for the trainee to sign off any resolution that is proposed.
Of the 3 reports that were open for more than 7 Days all were as a result of waiting for the
Trainee to agree to the proposed actions

Trend/Themes
•
•
•

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

Trainee Doctors – at YDH
•
•

Number of doctors in training (total) at YDH is 78
Number of doctors in training at YDH on the 2016 T&CS is 78 (100%)

Rota Gaps
•
•
•
•
•
•
•
•
•
•

October:
X1 F2 Doctor – Obstetrics and Gynaecology – Delayed due to GMC and then
COVID. Deferred until March 2021.
X1 ST3 in Respiratory Medicine - Deferred until Dec due to COVID.
X1 GPVTS – Obstetrics and Gynaecology – Deferred until February 2021.
November:
X1 F2 Doctor – Obstetrics and Gynaecology – Delayed due to GMC and then
COVID. Deferred until March 2021.
X1 ST3 in Respiratory Medicine - Deferred until Dec due to COVID.
X1 ST in Geriatric Medicine – Not filled by the Deanery, handed back to the Trust to
recruit.
X1 GPVTS – Obstetrics and Gynaecology – Deferred until February 2021.
December:
X1 F2 Doctor – Obstetrics and Gynaecology – Delayed due to GMC and then
COVID. Deferred until March 2021.
X1 ST in Geriatric Medicine – Not filled by the Deanery, handed back to the Trust to
recruit.
X1 GPVTS – Obstetrics and Gynaecology – Deferred until February 2021.

Guardian of Safe Working Fines
The secondary limits that attract a fine are
• a doctor working more than an average of 48 hours per week in any 3 month period
• a doctor working more than an absolute maximum of 72 hours in any given week
• a doctor getting less than getting 8 hours rest between shifts
• a doctor missing more than 25% of rest breaks in any 4 week period.
• There have been no fines imposed at YDH in the Period October 2020 – December
2020
• (Historically there have been no fines imposed at YDH since the start of Exception
Reporting)
Summary
There is consistent evidence that working hours for trainee doctors at YDH are safe, as they
relate to the 2016 T&Cs and the hour’s limits set out by those T&Cs.
The vast majority of Exception Reports raised at YDH relate to Overtime Hours
The ‘Medical’ Teams account for the vast majority of the overtime hours claimed for – this is
very much a persisting theme and remains a cause for concern.
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REPORT TO:

Board of Directors

REPORT BY:

Sallyann Batstone, Head of Midwifery
Shelagh Meldrum, Deputy Chief Executive, Chief Nurse and Director
of People

PRESENTED BY:

Shelagh Meldrum, Deputy Chief Executive, Chief Nurse and Director
of People

EXEC SPONSOR:

Shelagh Meldrum, Deputy Chief Executive, Chief Nurse and Director
of People

REPORT TITLE:

Initial Response to Ockenden Report

DATE:

3 February 2021

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

Following the publication of Donna Ockenden’s first report: Emerging
Findings and Recommendations from the Independent Review of
Maternity Services at the Shrewsbury and Telford Hospitals NHS
Trust on 11 December 2020, NHS England and Improvement
(NHSE/I) wrote to trusts setting out the immediate response required
of all trusts providing maternity services, and next steps to be taken
nationally.
The Trust’s initial response to the report is provided below.
Bearing in mind the sustained pressure on organisations in recent
weeks, NHSE/I have extended the deadline for the submission of the
Assurance Assessment Tool to the 15 February 2021.
The Board are asked to NOTE the initial submission and NOTE the
work ongoing for completion of the Assurance Assessment Tool.

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
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Ben Edgar-Attwell, Company Secretary

PRESENTED BY:

Ben Edgar-Attwell, Company Secretary

EXEC SPONSOR:

Jonathan Higman, Chief Executive

REPORT TITLE:

Board Assurance Framework – Quarter 3 2020/21

DATE:

3 February 2021
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Purpose of Paper (Please select any which are relevant to this paper)
☒ For Assurance

☐ For Approval / Decision

☐ For Information

Reason for Presentation to
Committee/Board

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

Any Key Issues to Note

The BAF was reviewed and updated by the Executive Leads for each
Principal Risk to the organisation. Scrutiny of the risks takes place
within the following Board Assurance Committees: Financial
Resilience and Commercial Committee, Audit Committee,
Governance and Quality Assurance Committee and Workforce
Committee. The BAF is also reviewed by the Executive Committee.

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

☒ Develop our People

☒ Innovate and Collaborate

☒ Develop a Sustainable System

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

☒ Legislation

☒ Workforce

☒ Estates

☒ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

Introduction
The Department of Health provided guidance on Assurance Frameworks in 2003. The
document states that, ‘the Assurance Framework provides organisations with a simple but
comprehensive method for the effective and focused management of the principal risks to
meeting their objectives’. The Board Assurance Framework (BAF) forms part of the Trust’s
risk management strategy and is the framework for identification and management of
strategic risks.
In line with the Trust’s Risk Management Strategy and the revised monitoring arrangements
therein, the Board will receive the BAF on a quarterly basis (April, July, October and
January). The BAF provides evidence to support the Annual Governance Statement.
Board Assurance Framework
The Board Assurance Committees carry out detailed monitoring and review of the principal
risks that relate to the organisation’s strategic objectives and priorities. These risks shall be
proactively managed and reported on as a minimum requirement quarterly to the Board
Assurance Committees and to the Board of Directors through the BAF. The Board
Assurance Committees provides assurance to the Board with regard to the continued
effectiveness of the Trust’s system of integrated governance, risk management and internal
control. Committees continue to review the extent to which they are assured by the
evidence presented for each risk.
The BAF includes all principal risks that represent higher levels of opportunity/threat, which
may have a major, or long-term impact on benefits realisation or organisation objectives and
which may also impact upon the strategic objectives and outcomes positively or negatively.
The identified high-level objectives for Yeovil District Hospital are:
 Care for our Population
 Develop our People
 Innovate and Collaborate
 Develop a Sustainable System.
Underneath each high-level objectives are various key priorities to be achieved.
The Board is required to review the risks that Board Assurance Committees have highlighted
for Board review where further assurances may be required. This provides a filter
mechanism that enables the Board to maintain a strategic focus.
Risk Quantification Matrix
As per the Trust’s Risk Management Strategy, risks are scored using the 5x5 matrix:
Consequence
Negligible - 1
Minor - 2
Moderate - 3
Major- 4
Catastrophic - 5

Rare - 1
1
2
3
4
5

Unlikely - 2
2
4
6
8
10

Likelihood
Possible - 3
3
6
9
12
15

Likely - 4
4
8
12
16
20

Certain - 5
5
10
15
20
25

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

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

Significant
Risk
(12-15)

Moderate
Risk
(8-10)

Low
Risk
(1-6)

0

2

1

0

0

2

0

1

0

1

4

0

0

3

0

1

High Risk
(16-25)

Current Risk Score

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

Target Risk
Rating

Likelihood x
Impact

Likelihood x
Impact

SR1: There is a risk that increasing levels of demand and the
COVID-19 pandemic would exceed capacity leading to
challenges in maintaining the safety of our services, leading to
deteriorating operational performance

3x5

2x4

SR2: There is a risk to the Trust of static or decreasing
population health if the wider system is adversely affected by
the COVID-19 pandemic and is unable to prioritise prevention
and healthy living activities

3x3

2x3

SR3: There is a risk that our scale (or other factors, including
COVID-19) results in us not being able to continue to achieve
nationally mandated quality standards leading to vulnerability in
the services we provide

3x4

1x3

Current Risk
Rating

Target Risk
Rating

Likelihood x
Impact

Likelihood x
Impact

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

3x4

2x3

SR5: There is a risk that the Trust does not develop a future
workforce strategy resulting in a workforce that is not aligned
with the Phase 1-4 COVID-19 recovery and ICS development

3x4

2x3

SR6: There is a risk that the Trust does not have an engaged
workforce performing at the required level in order achieve its
ambition of becoming an employer of choice

2x3

2x2

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

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

Current Risk
Rating

Target Risk
Rating

Likelihood x
Impact

Likelihood x
Impact

SR7: There is a risk that we do not deliver our digital strategy
and sufficiently transform our services leading to poor patient
experience and increased benchmarked costs

3x3

2x3

SR8: There is a risk that in a digital age heavy reliance on
electronic systems may expose the Trust to risks around
business continuity, data protection and internal systems
reliance

3x3

1x5

SR9: There is a risk of failure to agree and adopt new models of
care and a clear clinical strategy across Somerset leading to
increased demand and unsustainable services at YDH

3x4

2x3

SR10: There is a risk of ineffective partnership working (and
other factors) slowing the development of an Integrated Care
System within Somerset

2x4

2x4

SR11: There is a risk that the volume of change activity leads to
an inability to focus and deliver on priorities

3x3

1x5

Current Risk
Rating

Target Risk
Rating

Likelihood x
Impact

Likelihood x
Impact

SR12: There is a risk that we fail to deliver our control total and
associated financial plans by not securing sufficient income for
the Trust and not delivering our cost improvement and
transformation plans

3x4

1x5

SR13: There is a risk that we take decisions that compromise
quality and safety in order to achieve financial balance

2x3

2x3

SR14: There is a risk of not delivering our strategic capital
programme and therefore not continuing to develop our
equipment and facilities

3x4

2x3

SR15: There is a risk that the group’s subsidiary companies fail
to deliver their plans which could undermine the Trust's strategic
and financial plans

3x4

2x3

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

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

Corporate Risk Register Overview
The Corporate Risk Register is a supplementary report which aims to provide details of the
key risks details on the Trust’s risk register with a scoring of significant or higher (12+) on the
risk matrix. Further information on the top operational risks to the organisation are captured
and presented within these reports.
The top 3 risks to the organisation during Quarter 3 2020/21 were:
•

Risk 63 - Increased use of medical locums / agency locum costs due to levels of
vacancies of substantive medical workforce / those appointed delayed in arriving / 14
day quarantine on arrival. This will result in a significant financial impact for the Trust
which detrimentally impacts Trust's deficit and cash position

•

Risk 542 - Inability to safely manage the increasing numbers of mental health
patients in a safe and appropriate area of the ED department. This is due to the
environment not being purpose designed for patients who may be suicidal, agitated,
violent or distressed. There is the potential significant risk to all patients’ not just
mental health patients but also to staff including the security team

•

Risk 100 – Risk of breaching National RTT Standards at aggregate and specialty
level due to performance deterioration following in a lack of ability to manage long
wait patients as a result of operational limitations and patient choice resulting in
patients waiting longer than expected resulting in poorer health outcomes

Since 1 October 2020, the changes within the Corporate Risk Register are noted below:
Quarter 3 2020/21 Corporate Risk Register Update
Total number of new significant or high risks added
Total number of risks previously scoring less than 12 which
have increased within the Quarter & now form part of the
Corporate Risk Register
Total number of risks previously scoring 12 which have
increased within the Quarter
Total number of risks that have remained the same within
the Quarter in terms of risk score
Total number of risks which have reduced and no longer
form part of the Corporate Risk Register
Total number of risks which have been archived and no
longer are on the live risk register

Total
Number
of Risks

Risk Numbers

9

579, 584, 586, 589, 590,
600, 607, 608, 613

6

44, 198, 372, 439, 534,
539

0

n/a

14

21, 56, 63, 64, 77, 97,
100, 211, 235, 357, 542,
549, 550, 569

5

24, 91, 236, 497, 551

1

503

The most notable change within the quarter is the increase in the number of risks recorded
under the category of ‘continuity of service’. The number of risks under this category on the
corporate risk register have more than doubled during Quarter 3 mainly due to the impact
the pandemic is having on services within the organisation.
General Quarterly Risk Register Update
As of 31 December 2020, there were 433 open risks on the Trust’s risk register, which
includes risks for the YDH Group subsidiary organisations, compared to 425 open risks at
the end of Quarter 2 2020/21.
39 new risks have been added to the risk register within Quarter 3 2020/21, 22 of these were
risks not associated with COVID19 and 17 were associated within COVID19. This is
compared to 31 new risks added within Quarter 2 2020/21, 20 of those not associated with
COVID19 and 11 associated with COVID19.
32 risks have been archived within Quarter 3 2020/21, 25 of these were risks not associated
with COVID19 and 7 were associated with COVID19. This is compared to 21 risks archived
within Quarter 2 2020/21, 16 of those risks not associated with COVID19 and 5 were
associated with COVID19.
COVID19 Quarterly Risk Register Update
As of the 31 December 2020 there were 125 live risks on the Trust’s COVID19 risk register
compared to 109 live risks on 30 September 2020, 102 live risks on 1 July 2020 and 81 live
risks on 16 April 2020. Of the 125 live risks, 17 of these are significant risks and 2 high
risks. This is compared to the report covering the period 1 July – 30 September which
highlighted 6 significant risks and 1 high risk; the report covering the period 1 April – 30 June
2020 which highlighted 9 significant risks and 1 high risk and the report covering the period 6
March – 16 April 2020 which highlighted 28 significant risks and 12 high risks on the
COVID19 corporate risk register.
COVID19 associated risks represent 28.87% of the Trust’s full risk register reported risks at
the end of Quarter 3 2020/21. This is a slight increase when compared to COVID19

associated risks representing 25.65% of the Trust’s full risk register reported risks at the end
of Quarter 2 2020/21.
Since 30 September 2020:
•
•
•
•
•
•

There have been 17 newly identified risks added to the Trust’s risk register associated
with COVID19, 6 of which are on the COVID19 corporate risk register
There have been 6 risks which were already on the risk register which have been
directly impacted by the pandemic within the quarter and now form part of the COVID
risk register. 4 of these risks form part of the COVID corporate risk register.
1 previously moderate risk increased within the quarter and now is a significant risk
4 previously low risks increased within the quarter, 3 are now moderate risks and 1 is
now a significant risk
7 risks were reduced within the quarter (1 low risk, 4 moderate risks and 2 significant
risks). 2 of the risks which were reduced no longer form part of the COVID19
corporate risk register
7 risks from the COVID19 risk register were archived within Quarter 3 2020/21, none
of these from the COVID19 corporate risk register

A breakdown by risk score is shown below:

Risk Rating
Scores

High (16+)
Significant
(12-15)
Moderate (810)
Low (1-6)
Total
Number of
Risks:

0
6

Risks already on
the risk register
which have been
directly impacted
by the pandemic
during Quarter 3
2020/21
1
3

10

2

5

68

1
17

0
6

2
7

38
125

New Risks
ADDED during
Quarter 3
2020/21

Risks which
have been
ARCHIVED
during Quarter 3
2020/21

Total Number of
LIVE COVID19
Risks on
31 December 2020

0
0

2
17

Board Assurance Framework 2020/21

Quarter 3

Summary of Principal Risks

Care for our Population
Executive owner(s)

Principal Risk
Monitoring Group(s)
SR1: There is a risk that increasing levels of demand
and the COVID-19 pandemic would exceed capacity
Governance & Quality
leading to challenges in maintaining the safety of
Assurance Committee
our services, leading to deteriorating operational
performance

Current risk rating

Movement

Risk target

Strength of controls

Movement

Strength of assurance

Movement

15: Significant Risk



8: Moderate Risk

Blue



Green



SR2 Director of Transformation

SR2: There is a risk to the Trust of static or
decreasing population health if the wider system is
Governance & Quality
adversely affected by the COVID-19 pandemic and is
Assurance Committee
unable to prioritise prevention and healthy living
activities

9: Moderate Risk



6: Low Risk

Amber



Amber



Chief Nurse
SR3 Chief Medical Officer
Chief Operating Officer

SR3: There is a risk that our scale (or other factors,
including COVID-19) results in us not being able to
Governance & Quality
continue to achieve nationally mandated quality
Assurance Committee
standards leading to vulnerability in the services we
provide

12: Significant Risk



3: Low risk

Blue



Blue



Overall risk rating

Movement

Risk target

Strength of controls

Movement

Strength of assurance

Movement

12: Significant Risk



6: Low Risk

Amber



Amber



6: Low Risk

Amber

4: Low Risk

Blue

Risk target

Strength of controls

6: Low Risk

Blue

5: Low Risk

Amber

6: Low Risk

Amber

8: Moderate Risk

Amber

6: Low Risk

Blue

Risk target

Strength of controls

5: Low Risk

Blue

6: Low Risk

Green

6: Low Risk

Blue

6: Low Risk

Blue

SR1

Chief Nurse
Chief Operating Officer

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

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

Chief Nurse
SR5
Director of Human Resources

New Risk: There is a risk that the Trust does not
develop a future workforce strategy resulting in a
workforce that is not aligned with the Phase 1-4
COVID-19 recovery and ICS development

SR6 Director of Human Resources

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

Workforce Committee

12: Significant Risk

6: Low Risk







Amber

Blue




Innovate and Collaborate
Executive owner(s)
SR7 Director of Transformation

Principal Risk

Monitoring Group(s)

9: Moderate Risk

9: Moderate Risk

SR8

Managing Director of SSL
Chief Information Officer

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

SR9

Chief Executive
Chief Medical Officer

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

SR10 Chief Executive

SR11 Director of Transformation

Overall risk rating

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

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

Governance & Quality
Assurance Committee

12: Significant Risk

Board of Directors

8: Moderate Risk

Finance Resilience &
Commercial Committee

9: Moderate Risk

Movement







Movement







Strength of assurance
Blue

Amber

Amber

Amber

Blue

Movement







Develop a Sustainable System
Executive owner(s)

Principal Risk

Monitoring Group(s)

Overall risk rating

SR12

Chief Executive
Chief Finance Officer

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

SR13

Chief Nurse
Chief Medical Officer

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

SR14

Chief Executive
Chief Finance Officer

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

12: Significant Risk

SR15

Chief Executive
Chief Finance Officer

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

12: Significant Risk

Financial Resilience &
Commercial Committee

Governance & Quality
Assurance Committee

Financial Resilience &
Commercial Committee

12: Significant Risk

6: Low Risk

Movement






Movement






Key:
Likelihood of Occurrence

Impact

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

Controls and Assurances

1

2

3

4

5

Rare
1
2
3
4
5

Unlikely
2
4
6
8
10

Possible
3
6
9
12
15

Likely
4
8
12
16
20

Certain
5
10
15
20
25

Red

Assurance indicates poor effectiveness of controls/assurances

Amber

Some assurances in place or controls are still maturing.

Blue

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

Green

No gaps in controls or assurances

Strength of assurance

Blue

Green

Blue

Blue

Movement






Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Governance & Quality Assurance Committee

Date last reviewed:

25/01/2021

Director of Operations/Chief Operating Officer

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

SR1: There is a risk that increasing levels of demand and the COVID-19 pandemic would exceed capacity leading to challenges in maintaining the safety of our services, leading to deteriorating operational performance

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

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

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) KPIs monitoring the effectiveness of the Intermediate Care 3) Inability to control patients choosing to come to YDH because of
& Rapid Response service
lower waiting times
2) Recognition of cost of activity above contracted levels
4) Robust referral pattern report to give early view of demand transfer
5) Inpatient bed closure at Hospice with uncertain consequence on
admissions to and discharges from YDH

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

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
5: Catastrophic

Overall risk rating

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

Strong

Strength of assurance

Blue
Green

Risk Appetite

Low - Risks Rated 1-6

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

Oct 2020
15

Dec 2020
15

20

1

15

2

10

0

Strength of controls

8: Moderate Risk

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

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
12
15
15

5

Overall target risk rating

15: Significant Risk

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

15

15

12

15

15

15

15

15

3

Action
Monitor levels of demand and causes, implement programme of
work to reduce non-elective demand to reduce capacity
pressures.
Business case around expansion of AEC and ED staffing to
provide resilience being reviewed by execs and FRCC
Implement winter schemes including expansion of Intermediate
care, rapid response and escalation beds

By who?

By when?

Director of
Transformation

Ongoing

Chief Operating
Officer

October

Chief Operating
Officer

December
2020

Progress
South Somerset Care Board established to oversee
programme. Further roll-out of nursing home programme
commenced
Business Case has been approved and moved into
implementation phase.
Capacity increasing and further system controls on
intermediate care.

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Governance & Quality Assurance Committee
Director of Transformation

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

SR2: There is a risk to the Trust of static or decreasing population health if the wider system is adversely affected by the COVID-19 pandemic and is unable to prioritise prevention and healthy living activities

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

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

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

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

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
3: Moderate

Overall risk rating

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

Strong

6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

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

Risk Appetite

Low - Risks Rated 1-6

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

Oct 2020
9

Dec 2020
9

10

1

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

2

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

Info

Apr 21

Information team will review available metrics when
capacity allows.

3

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

MD of SHS

Ongoing

In progress

8
6
4

0

Overall target risk rating

9: Moderate Risk

4) Chief Executive updates providing an overview of Somerset
developments
5) South Somerset Strategic Board monthly meetings

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
9
9
9

2

10/10/2020

9

9

9

9

9

9

9

9

By who?

By when?

Progress

CEO

Ongoing

ICS status granted.

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Governance & Quality Assurance Committee

20/01/2021

Chief Nurse

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

SR3: There is a risk that our scale (or other factors, including COVID-19) results in us not being able to continue to achieve nationally mandated quality standards leading to vulnerability in the services we provide

What controls are in place to manage the risk to delivering the objective?
1) Regular review of patient safety data including incidents,
5) Active monitoring of data and patient pathways
HSMR etc including a weekly Exec review
6) New models of care roll out for prevention and vaccination
2) Identified quality priorities monitored
7) Establishment of the Home First and Rapid Response service
3) GIRFT and Model Hospital monitored and acted upon
8) Good patient flow procedures and monitoring in place
4) County-wide service review and mutual aid for at-risk
9) MAPRAD programme developing sustainable clinical workforce
services
10) MOU for movement of staff in place

What assurance do we have that our controls are working?
1) Monthly and Quarterly review meetings with CCG, daily
outbreak meetings, weekly calls with CQC – limited actions
outstanding
2) Information on vacancies by area and type
3) Quality and Performance Reports
4) SBU meetings

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Full forward view of clinical workforce make-up over next 5 2) Insufficient pipeline of medical trainees to meet need for staff –
years – being worked on through ICP Clinical Strategy
looking at extended nursing roles and other pathways

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Workforce long term plan - in progress alongside system
2) Assurance around national ongoing investment in workforce
workforce plan
pipeline – seeking national assurance

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
4: Major

Overall risk rating

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

Strong

Overall target risk rating

12: Significant Risk
3: Low risk

Strength of controls

Blue

Strength of assurance

Blue

5) National benchmarking

Rationale for overall risk rating:
Some specialties struggle to recruit medical staff and so more countywide review required.
Increased sickness absence due to COVID-19, the rapid implementation of a 7/7 vaccination
service and the increase in hospital admissions due to COVID-19 has significantly introduced this
risk as recognised nationally.

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
6
6
6

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

Oct 2020
12

Jan 2020
12

15

Action

By who?

By when?

1

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

SM
MK

Ongoing

2

Complete clinical workforce review & act upon findings, regularly
updating

MA

Ongoing

3

Escalation process in place regarding the implementation of
reduced staffing numbers, quality indicators and control
measures to be implemented in line with national guidance

SM

10
5
0

6

6

6

6

6

6

12

12

4

Jan 2020

Progress
Retention work continues with continued reduced
turnover, MAPRAD reporting under review, working with
LWAB to increase system working and opportunities. MOU
in place to enable staff to work across settings
Initial phase for review complete, findings presented and
actions identified and ongoing. Will form part of the work
of the system People Board to feed into the Somerset
Clinical Strategy
Escalation process in place and reviewed daily, safer
staffing policy reviewed and linked to escalation with
control action implemented.

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Workforce Committee
Chief Nurse & Director of Human Resources

P11: Review our clinical leadership model
P13: Continue to improve staff retention
P14: Improve our GMC survey results

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

What controls are in place to manage the risk to delivering the objective?
1) Overseas recruitment campaigns2) Various workstreams in 5) Robust recruitment processes
place to improve staff retention
6) Early adoption of new roles
3) Health and Wellbeing Strategy
7) Talent identification and support
8) Cross county working to establish a Somerset Nurse Associate
4) Leadership Development Prog. & Management Training
Programme

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

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

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) E&D Strategy in place with increasing networks
2) Workforce long term plan - in progress
3) People and Organisational Development Plan with a focus on
‘just culture’ - complete

Likelihood
3: Possible

Consequence
4: Major

Overall risk rating
Overall target risk rating

Key:

Controls and Assurances

Low

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

Medium
High

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

Strong

12: Significant Risk
6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

5) Key workforce KPIs
6) Fully established nursing workforce (zero ward vacancies)
7) Medical and nursing staff excluded from Tier 2 restrictions

Rationale for overall risk rating:
Continued challenges in the recruitment of medical consultant and GP staff contributing to high
temporary staffing spend. Impact of COVID-19 on recruitment, particularly recruitment from
overseas has been mitigated in recent months as air corridors have re-opened – we have also
implemented a quarantine flat. Concerns regarding ongoing resilience of the workforce and the
likelihood that in the coming moths this may lead to decisions around earlier than planned
retirement. Vaccination has also caused staffing issue due to resource requirement and
attractiveness of role going forward.
Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
16
16
16

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

Oct 2020
12

Dec 2020
12
1

20

2

15

3

10
5
0

15/01/2021

16

16

16

16

16

16

12

12

Action
Recruitment plan has been developed to refresh hard to fill campaigns and
make positions more attractive.
Complete clinical workforce review & act upon findings, regularly updating.
Reduce violence and aggression towards staff through robust training, use
of prosecution where required and environmental change

By who?

By when?

MK

Ongoing

SM

Ongoing

MA

Ongoing

SM

Ongoing

4

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

5

Continue to improve retention & look for long term solutions inc. new roles

SM MK

Ongoing

6

Continue to review staff health and wellbeing in light of winter and COVID19 resilience concerns

MA SM

Q3

Progress
Nursing plan achieved, HSCW plan implemented and
funded. Medical plan implemented and ongoing
In progress though delayed due to COVID-19
Achieved and ongoing – improvement shown in monthly
statistics and 2020 staff survey.
In progress though currently on hold due to COVID 19
Restarted and MA & MR active members (some LWAB
activity has been stood-down due to wave 3 pandemic
activity)
In progress
Review complete & focus groups established. BAME
network beginning to have real traction and internal
engagement showing positive results

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Workforce Committee
Chief Nurse & Director of Human Resources

P11: Review our clinical leadership model
P13: Continue to improve staff retention
P14: Improve our GMC survey results

SR5: There is a risk that the Trust does not develop a future workforce strategy resulting in a workforce that is not aligned with the Phase 1-4 COVID-19 recovery and ICS development

What controls are in place to manage the risk to delivering the objective?
1) YDH is an active member of the Local Workforce Action
3) Regular joint board meetings with SFT & YDH
Board (LWAB)
4) KLOE for ICS completed
2) Weekly HRD network meetings across ICS

What assurance do we have that our controls are working?
1) ICS people plan developed
2) YDH is ICS lead for H&WB
3) Constructive working relationships among system HRDs

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Political issues outside of YDH’s control
3) Impact of COVID 19 both on substantive and future workforce
2) External issues outside of YDH's control (e.g. Brexit)

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) The unknown consequence of COVID 19 on staff resilience

Likelihood
3: Possible
Key:
Low
Medium
High
Strong

Consequence
4: Major

Overall risk rating

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

Overall target risk rating

12: Significant Risk
6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

4) Joint bid for £700k to support H&WB within ICS
5) Staff survey results and retention improvement

Rationale for overall risk rating:
1) Significant progress in working relationships within the ICS
2) Agreed people plan in place
3) Feedback from Simon Fuller (regional HEE who was on the panel assessing with NHSE/I) was
very positive

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
n/a
n/a
n/a

Actions to mitigate risk and to fill the gaps in controls and assurance
Jul 2020
n/a

Oct 2020
12

Dec 2020
12

15
10
5
0

15/01/2021

12

12

Action

By who?

By when?

Progress

Mark Appleby

March 22

On target

Chris Squire

March 22

On target

1

ICS E,D&I plan in place

2

ICS Workforce plan in place

3

ICS Talent attraction plan in place

Isobel
Clements

March 22

On target

4

ICS Talent acquisition plan in place

Marianne King

March 22

On target

5

ICS Talent management and wellbeing plan in place

Mark Appleby

March 22

On target

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Workforce Committee
Director of Human Resources

P11: Review our clinical leadership model
P13: Continue to improve staff retention
P14: Improve our GMC survey results

SR6: There is a risk that the Trust does not have an engaged workforce performing at the required level in order achieve its ambition of becoming an employer of choice

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

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

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

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

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
3: Moderate

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

Strong

6: Low Risk

Overall target risk rating

4: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
Encouraging results from national Staff Survey 2020 however, some external issues outside of
YDH's control (e.g. Brexit and COVID-19).

Risk Appetite

Low - Risks Rated 1-6

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

Oct 2020
6

Dec 2020
6

10

1

Action
Identification of key areas for improvement from 2020 Staff
Survey.

2

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

8
6
4

0

Overall risk rating

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

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
6
6
6

2

15/01/2021

9

9

6

6

6

6

6

6

3
4

Provide support to workforce during the COVID-19 pandemic

By who?

By when?

Progress

MA

March 21

Achieved and ongoing

MA

Ongoing

Achieved and ongoing

MA

Ongoing

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

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Financial Resilience & Commercial Committee

Date last reviewed:

Director of Transformation

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

SR7: There is a risk that we do not deliver our digital strategy and sufficiently transform our services leading to poor patient experience and increased benchmarked costs

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

What assurance do we have that our controls are working?
1) Oversight through monthly Exec sessions and TrakCare
Board.
2) Updates to Board through Executive Director report
3) Roll out of the Trust's EPR system
4) TrakCare governance structures

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Some additional resource needed in the Transformation
2) Identification of key influencers and relevant members of staff to
attend continuous improvement and QI training to support
Team
transformation as BAU.

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

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
3: Moderate

Overall risk rating

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

Strong

Overall target risk rating

9: Moderate Risk
6: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Risk Appetite

Low - Risks Rated 1-6

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

Oct 2020
9

Dec 2020
9

Action
Complete Digital Strategy (including subsidiary Digital delivery),
and align with Trust Values and Priorities

10

1

8

2

Recruit additional team members to increase capacity

3

Transformation Board to be established combing the
Improvement and Digital Boards

6
4

0

Rationale for overall risk rating:
Digital projects represent a large portion of the enabling work that can support the overall Trust
efficiency, quality and cost improvement projects. Head of Digital is now in post and
coordinating delivery of the Digital Strategy. There is a very large volume of simultaneous
change activity.

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
6
6
9

2

20/10/2020

9

9

6

6

9

9

9

9

4

By who?

By when?
Complete

Progress
Digital Strategy approved by Trust Board January 2020.
Complete.

Director of
Transformation

January 2021

Business case approved. Recruitment in progress.

Director of
Transformation

Ongoing

Now moving to monthly Transformation sessions with the
Execs to improve visibility and engagement.

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Audit Committee
MD of Simply Serve Limited

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

SR8: There is a risk that in a digital age heavy reliance on electronic systems may expose the Trust to risks around business continuity, data protection and internal systems reliance

What controls are in place to manage the risk to delivering the objective?
1) Monthly status update of outstanding business continuity
4) Annual Review of key risk areas, as part of our yearly IG and GDPR
work and projects with Simply Serve.
submission progress (formerly the IG toolkit) identifying areas of risk
2) Ongoing Quarterly review and assessment of Infrastructure around security of patient or staff information and data.
5) Interim IT Business Continuity Plan
Resilience measures in place, aligned with external
6) Final IT Business Continuity Plan
penetration testing and security review.
3) Reporting to audit committee on technical measures and
7) Information Asset Register application
processes that are in place to sustain a secure and resilient IT 8) CIS Control Point Audit & Evidence tool
infrastructure.

What assurance do we have that our controls are working?
1) Monthly meeting of the IG Steering Group
2) Updates to Board through Executive Director report
3) Monthly review of progress against the Plan (IT Update
Meeting)
4) Internal Audit Reports on GDPR and IT Security
5) CIS Control Point Audit & Evidence tool near completion to
give assurance of review and evidence of all relevant security
controls for IT

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Alignment with operational business continuity plans is to
3) Pending review of all operational areas, and their dependency on
be completed
digital solutions to feed into the Trust wide business continuity
2) Assurance of regular review of relevant IT services and
planning and development
controls to ensure business continuity & data security in the
event of an incident

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

Likelihood
3: Possible

Consequence
3: Moderate

Overall risk rating
Overall target risk rating

Key:

Controls and Assurances

Low

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

Medium
High

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

Strong

5: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

Rationale for overall risk rating:
On technical review, our resilience against IT outages is high, and the Trust has an IT Business
Continuity plan in place. Additional cyber security controls now in place, with ongoing work on
the CIS Audit tool to provide assurance of regular check and review of key IT areas and services.
Whilst we have assurance that we understand the extent of our dependency on Digital across
the Trust, we are exposed to coordination delays, or missed elements of our planning that could
impact the level of care received by a patient during an outage.
Risk Appetite

Low - Risks Rated 1-6

Actions to mitigate risk and to fill the gaps in controls and assurance
Jul 2020
10

Oct 2020
10

Dec 2020
9

20

Action
1

15

2

10

0

9: Moderate Risk

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
15
15
10

5

14/01/2021

15

15

15

15

10

10

10

9

3

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

By who?

By when?

IT Manager

Jul 2020

IT Manager/
Director of
Transformation
IT Operations
Manager / EPRR
Manager

Aug 2020
Mar 21

Progress
Priority is set, and support provided to ensure delivery of an
INTERIM plan. Review of recent outage identified key supporting
actions. Interim Plan in Place
Agreement to seek external support. –Cyber Security Manager
now in post within SSL. IT Business Continuity Plan now under final
review
A map of our clinical Software solutions and their interfaces
through Integration engine is in place – and maintained through
the Solution Development Team.

4

Security Control Points Audit and Evidence System

IT Manager / IT
Services Dept

5

An Digital Asset Register to formally capture all data processing
relationships the Trust has, who the Information Asset Owner is,
the nature of the processing, and confirming it is compliant with
Data Protection Legislation

IT Operations
Manager / Data
Protection
Officer

Feb 2021

Full list of IT Systems in use throughout the Trust now obtained
from all Business Units. Consolidation and formatting work under
way
CIS controls v7 audit and evidence system being implemented via
web application to give named accountability for all relevant items
in the CIS v7 Framework – This will give assurance of regular
review and audit evidence accessibility
The Digital Asset Register Tool is live, and has been populated with
all the known Data Processing Activities, organized by data
type. The process of appointing Information Asset owners against
each is underway – and ensuring they are trained to understand
how to minimize Data Processing and IT Security risks
Final work on Information Asset Register underway

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Governance and Quality Assurance Committee

Date last reviewed:

23/01/2021

Chief Executive & Chief Medical Officer

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

SR9: There is a risk of failure to agree and adopt new models of care and a clear clinical strategy across Somerset leading to increased demand and unsustainable services at YDH

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

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

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

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Maturity of regular transformation reports to Board of
3) A need for clarity across the system regarding overarching
Directors
strategy and mechanism to progress
2) A need for more regular progress updates on delivery of Fir
4) Delay in establishment of new system governance as a result of
for my Future workstreams to Board of Directors
focus on COVID-19 response

Likelihood
3: Possible
Key:
Low
Medium
High
Strong

Consequence
4: Major

Overall risk rating

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

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
12
12
12

Jul 2020
12

Oct 2020
12

Dec 2020
12
1

15

2

10

3

5
15

15

12

6: Low Risk

Strength of controls

Amber

Strength of assurance

Amber

Rationale for overall risk rating:
If new models of care are not rolled out across the organisation and local system, demand and
workforce sustainability issues will continue to increase and services provided by YDH will
remain financially unsustainable. Currently the system vision has not been clearly set out and
the governance for the associated workstreams are not as robust as they need to be, however
2020 has seen change at pace across the system during the pandemic.
Risk Appetite

Low - Risks Rated 1-6

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

20

0

Overall target risk rating

12: Significant Risk

4) BI reports quantifying impact of new care models in South
Somerset
5) Roll out of system wide Rapid Response and Intermediate Care
service

12

12

12

12

12

4

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

By who?
Director of
Transformation

By when?

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

CEO

Ongoing

Progress
Needs review given the establishment of the Collaboration
Hub and Forum
Fit for my Future Programme on pause due to the
pandemic; High level provider led clinical strategy under
development; presented at Board to Board with SFT in
December 2020.

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Date last reviewed:

Board of Directors
Chief Executive

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

SR10: There is a risk of ineffective partnership working (and other factors) slowing the development of an Integrated Care System within Somerset

What controls are in place to manage the risk to delivering the objective?
1) System Leadership Board and ICS Executive Group
3) System MoU in development
2) YDH engagement and leadership of 'Fit for my Future'
4) Regular reporting to YDH Board of Directors
Programme workstreams
5) Establishment of Provider Development Committee (PDC)
6) OD Executive Programme

What assurance do we have that our controls are working?
1) Updates to Board of Directors
2) Somerset system invitation by NHSe/I to take part in next
wave of ICS development programme

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Standardised reporting across the Somerset system
3) Maturity of personal relationships between key leaders
2) Maturity of new shadow ICS Governance structure
4) The development of the ICS is likely to impacted as a result of the
COVID-19 pandemic

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Standardised reporting across the Somerset system
2) ICS Governance structure is in its infancy

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
4: Major

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

Strong

Overall risk rating

8: Moderate Risk

Overall target risk rating

8: Moderate Risk

Strength of controls

Amber

Strength of assurance

Amber

Rationale for overall risk rating:
The ICS designation process has enabled progress to be made in defining the high level ICS
structure but there remains continued uncertainty about the impact of future legislative change;
progress with joint working between YDH and SFT has been slow to date despite agreement of
the MoU. Pace has also been impacted by the focus on the COVID pandemic

Risk Appetite

Moderate - Risks Rated 8-10

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

Oct 2020
12

Dec 2020
8

Action

By who?

By when?

14
12
10

1

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

CEO

March 2021

2

Complete the Strategic Case for merger between YDH and SFT

CEO

31 March
2021

8
6
4
0

3) Reciprocal NED representation on all provider Boards
4)Regular Board to Board and Exec to Exec meetings

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
12
12
12

2

23/01/2021

12

12

12

12

12

12

12

8

Progress
Somerset received formal designation as an Integrated Care
System (ICS) in November 2020; ICS Executive established,
meeting weekly and quarterly ICS Board in place; further work to
do to define future relationship between the Integrated Care
Provider Partnership and Strategic Commissioner; Somerset
Providers actively engaging at a national level to shape thinking
following publication of the ‘Integrating Care’ national
consultation document.
Joint Executive Programme Board established to oversee the
development of the Strategic Case; Executive level workstream
leads in place with work being co-ordinated by a dedicated
Director of Integration; Due diligence work underway and high
level clinical strategy developed; initial communication took place
with both organisations and external stakeholders and the public
in November 2020; Provider Development Committee and Board
to Board meetings in place; Regular schedule of briefings to both
Councils of Governors. Work required to deliver Strategic Case has

3

Develop clear work programme between YDH and Somerset NHS
FT Exec Team that demonstrates tangible actions in support of
ICP working

CEO

Complete

been reviewed in light of the current pandemic and remains on
track for delivery to original timescale.
Joint Executive meeting monthly with work programme focussed
around delivery of the strategic case; New Joint Chief Operating
Officer model in place across the two Trusts

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Finance Resilience & Commercial Committee

Date last reviewed:

Director of Transformation

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

SR11: There is a risk that the volume of change activity leads to an inability to focus and deliver on priorities

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

What assurance do we have that our controls are working?
1) Weekly meeting of the Transformation Leadership Team
2) Updates to Board through Executive Director report
3) Clinical oversight for key decisions impacting
operational/clinical areas (CDA).

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Would be beneficial to have greater capacity in overall
programme management and benefits realisation

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

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
3: Moderate

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

Overall target risk rating

9: Moderate Risk
5: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

4) Coordination of Trust wide implementations by Trust through
Emergency Planning and Business Continuity team
5) Transformation Board

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

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
6
6
9

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

Oct 2020
9

Dec 2020
9

Action
1

10
8

2

6

3

4
0

Overall risk rating

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

Strong

2

20/10/2020

9

9

6

6

9

9

9

9

4

Increase capacity within Transformation Team
Implement PowerHub – cloud based programme management
solution
Establish Transformation Board to combine existing
Improvement Board and Digital Board
Recruitment of Digital Lead to oversee delivery against the plan,
along with additional development resource and project
managers, funded by HSLI fund.

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

By when?

Progress

January 2021

Business case agreed. Recruitment under way.

November
2020
September
2020

Solution purchased. Implementation in progress.
Now moving to monthly Transformation sessions with the
Execs to improve visibility and engagement.
Digital Lead in post April 2020 – COMPLETE.

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop a Sustainable System
We will efficiently manage our resource to ensure the sustainability of our services and the local care system, whilst
never compromising on safety and quality.
P22: Meet our control total and CIP target for 2020/21
P23: Demonstrate improved financial ‘grip’, including the roll out of PLICS
P24: Refresh our focus on improving efficiency and productivity using best practice tools
P25: Embed Quality Improvement Methodology across the Trust

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

Financial Resilience & Commercial Committee

Date last reviewed:

Chief Finance Officer

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

SR12: There is a risk that we fail to deliver our control total and associated financial plans by not securing sufficient income for the Trust and not delivering our cost improvement and transformation plans

What controls are in place to manage the risk to delivering the objective?
1) Standing Financial Instructions and Scheme of Delegation
10) Effective cash management supported by ongoing monitoring of daily
2) Robust process for development & approval of Annual Plan cash flow forecasts
3) Agreed commissioner income value reflected in the Annual 11) Planning, implementation and monitoring of plans to support savings
delivery
Plan
12) Appropriate controls across finance processes, e.g.. PTP, payroll
4) Contract management processes in place with
13) System financial planning and collaboration
Commissioners5) Effective and accurate monthly
14) Formal sign off of annual reference cost submission and active use of
management accounts reporting
model hospital tool via the transformation team
6) Monthly Executive Team Review and FRCC deep dive
15) PLICS strategic and operational delivery groups
monitoring
16) 20/21 financial plan
7) Full engagement with System Directors of Finance Group
17) Financial Governance Review action plans
8) Appropriate supplier contract management
9) Approvals in respect of pay and non-pay expenditure
18) COVID-19 emergency financial arrangements for control and reporting
including business cases

What assurance do we have that our controls are working?
1) Monthly reporting on financial position, performance
and forecast to FRCC and Board
2) Assurance provided by Statutory Auditors and Internal
Auditors
3) Monitored delivery of Financial Governance Review
action plans
4) Monthly monitoring of delivery of savings plans to
FRCC and through Transformation Board
5) Assurance Framework review meetings
6) COVID-19 spend monitoring and NHSE/I review and
approval

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Continued roll out of PLICS tool and effective use of
3) Complete review and update of governance, grip and control
information
arrangements in line with Financial Governance Review actions
2) Further improvement to planning and capture of savings
4) 21/22 financial planning

Are there any gaps in our assurance (and what are we doing about them)? Relate them to the actions below
1) Progress on financial governance review action plans
has slowed due to COVID19

Likelihood

Consequence

3: Possible
Key:
Low
Medium
High
Strong

4: Major

Some assurances in place or controls are still maturing so effectiveness cannot be fully
assessed at this moment but should improve.
Reasonable assurance provided over the effectiveness of controls. However, there are some
issues identified that if not addressed, could increase the likelihood of the risk materialising.
No gaps in controls or assurances

Jul 2020
16

Oct 2020
12

Dec 2020
12

20
15
10
20

20

16

Overall target risk rating

12: Significant Risk
5: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Rationale for overall risk rating:
Scored as possible due to scale of uncertainty and complexity and level of spend in relation to
COVID19 phase 3. Reduced from likely following confirmation of M7-12 framework.

Risk Appetite

Low - Risks Rated 1-6

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

25

0

Overall risk rating

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

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
16
12
4

5

22/10/2020

12

4

16

12

12

Action

By who?

By when?

CFO

31 Oct 20

CFO/Director of
Transformation

31 Jul 20

1

Full implementation and usage of PLICS data

2

Full identification of 2020/21 savings schemes to meet gap

3

Agreement of final financial plan and monitoring for 2020/21

CFO

31 Aug 20

4

Delivery of financial governance review action plans

CFO

31 Aug 20

Progress
Oversight and delivery groups refreshed, roll out progressing
enhanced by speciality deep dives. Use cases and delivery plan
to maximise benefit in development. Slowed due to COVID19
Plans developed and being delivered. Next stage is 21/22 plan
Complete. Next stage is 21/22 planning – now postponed
nationally
Slowed due to COVID-19, actions now in progress

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Governance and Quality Assurance Committee

Date last reviewed:

Chief Nurse & Chief Medical Officer

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

SR13: There is a risk that we take decisions that compromise quality and safety in order to achieve financial balance

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

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

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

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

Likelihood
2: Unlikely
Key:
Low
Medium
High

Consequence
3: Moderate

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

Strong

Overall risk rating

6: Low Risk

Overall target risk rating

6: Low Risk

Strength of controls

Green

Strength of assurance

Green

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

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

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
6
6
6

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

Oct 2020
6

Dec 2020
6

Action
Seek attendance by clinical representatives at systemwide
meetings

8

1

6

2

Chief Medical Officer & Chief Nurse to attend FRCC

3

Add de-brief to end of Board of Directors meeting to ensure that
voices have been heard and all are comfortable and in
agreement with decisions made.

4

Review and implement new Business Planning Programme

4
2
0

20/01/2021

6

6

6

6

6

6

6

6

By who?

By when?

Progress
Complete – Chief Nurse now sits on PDC and SFT/YDH
Programme Board

CEO

Dec 2020

Company
Secretary

Ongoing

Complete

Company
Secretary

Ongoing

Complete

CFO/DoT

Ongoing

In development

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

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

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

Financial Resilience and Commercial Committee

Date last reviewed:

Chief Financial Officer

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

SR14: There is a risk of not delivering our strategic capital programme and therefore not continuing to develop our equipment and facilities

What controls are in place to manage the risk to delivering the objective?
1) Working closely with system to align objectives and agree
5) Strategic Estates Transformation Group develop and monitor
priorities and delivery models; System estates priorities
estates strategy
6) Managed equipment service contract in place covering diagnostic
agreed.
2) Yeovil Estates Partnership Board oversee internal major
equipment replacement and development
7) Capital Management Group (was Capex Group) now with focus on
infrastructure developments
3) Estates Masterplan in place - updated/reviewed by Board
monitoring scheme delivery and financials
4) Executive ownership of key initiatives
8) Transformation Group develop and monitor digital strategy

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

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Refreshed capital governance structure to be taken
2) Improved planning of charitable spend on donated assets to align
forward
with strategic objectives

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

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
4: Major

Overall risk rating

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

Strong

6: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

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

Risk Appetite

Low - Risks Rated 1-6

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

Oct-20
12

Dec 2020
12

14

1

12
10

2

8
6
4
0

Overall target risk rating

12: Significant Risk

4) Masterplan review by Board of Directors
5) Capital Management Group quarterly reporting on delivery and
financials to FRCC
6) Transformation Group oversight of digital strategy and delivery

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
12
12
12

2

14/10/2020

3
12

9

12

12

12

12

12

4

Action
Develop clear narrative to support understanding and prioritisation
of YDH schemes via the STP, making explicit links to the Fit for my
Future strategy

By who?
Chief
Operating
Officer

Work up outline business cases for major capital schemes
(Integrated Urgent Care, Daycase Unit and Ward Redevelopment) to
be ready should National capital become available
Build external support from stakeholders for the YDH capital
schemes
Implement refreshed capital governance arrangements

By when?

Progress

Ongoing

Working with system partners as part of clinical strategy
and aligning the YDH and SFT capital priorities

Director of
Transformation

Jan 2021

YDH 2030 case under development; external support being
pursued via SFT and the HIP2 Process; overseen by SETG
Project Director appointed and timeline for work stream
drafted.

CEO

March 2021

Ongoing

CFO/COO

Aug 2020

Proposal developed, approval - implementation in progress

Board Assurance Framework 2020-21
Strategic Objective:

Strategic Priorities:

What is the risk to delivery?

Develop a Sustainable System
We will efficiently manage our resource to ensure the sustainability of our services and the local care system, whilst
never compromising on safety and quality.
P22: Meet our control total and CIP target for 2020/21
P23: Demonstrate improved financial ‘grip’, including the roll out of PLICS
P24: Refresh our focus on improving efficiency and productivity using best practice tools
P25: Embed Quality Improvement Methodology across the Trust

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

Financial Resilience and Commercial Committee

Date last reviewed:

14/10/2020

Chief Finance Officer

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

SR15: There is a risk that the group’s subsidiary companies fail to deliver their plans which could undermine the Trust's strategic and financial plans

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

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

Are there any gaps in our controls (and what are we doing about them)? Relate to the actions below
1) Key objectives for each subsidiary organisation not
2) Key static performance indicators for each subsidiary need for
formally measured against
monitoring

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

Likelihood
3: Possible
Key:
Low
Medium
High

Consequence
4: Major

Overall risk rating

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

Strong

Overall target risk rating

12: Significant Risk

Rationale for overall risk rating:
Scored as possible due to scale of uncertainty of costs and funding/income streams in the
COVD19 phase 3 period

6: Low Risk

Strength of controls

Blue

Strength of assurance

Blue

Risk Appetite

Low - Risks Rated 1-6

No gaps in controls or assurances

Change in Risk - Overall risk rating
Oct 2019
Jan 2020
Apr 2020
16
12
4

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

Oct 2020
12

Dec 2020
12

20

1

15
10

Action
SHS Strategic Plan to be developed which will set out how, over
the next three years, SHS becomes independently financially
sustainable

2

Recommendations identified from the BDO Internal Audit on
Subsidiary Management to be considered and implemented.

3

Deep dive into SSL performance to be undertaken via FRCC

By who?

By when?

Progress

MD of SHS

Oct 2019

Plan developed but demonstrates continuing degree of risk

Execs/Company
Secretary

Mar 2020

CFO

Sept 2020

5
0

16

16

16

12

4

16

12

12

4

YDH Accountability Framework approved by Board in June
2020. Additional reporting of subsidiary company
performance and accounts to Board Assurance
Committees. Annual Quality Report to be produced for SHS
Complete - SSL deep dive completed and assessment
undertaken against the original Business Case. On-going
monitoring via SSL Board and regular review by FRCC
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Executive Directors
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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

This Board Overview Quadrant provides an overview of the Trust’s
performance on finance, quality, performance and workforce
indicators, including:
 Income
 A&E waiting times
 Top up funding from NHS
 Ambulance handover times
England
 RTT waiting times
 Pay
 Diagnostic waiting times
 Non-pay
 Cancer waiting times
 Depreciation, Interest, PDC,
 Infection control
Impairments
 Mortality
 Financial Improvement
 Incidents / Never Events
Trajectory basis
 Complaints and concerns
 Donated Assets and
 Friends and Family
Impairment
response rate
 SOCI Position
 Stroke performance
 CIP Achievement
 Readmissions
 Capital
 Staff turnover
 Cash Balance
 Staff vacancies
 Appraisal rates
Members are asked to NOTE the report for assurance and
information.

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

YEOVIL DISTRICT HOSPITAL FOUNDATION TRUST PERFORMANCE QUADRANT
Dec-20

FINANCE

£0.448m in
month deficit

£0.001m fav to in
month plan

In Month (£'000s)
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)

£0.611m year to date fav
to financial trajectory

£0.399m year to
date surplus

Actual
17,699
252
(11,571)
(6,235)
(593)
(448)
0
(448)

Variance to
Trust Plan
(70)
252
116
(298)
1
1
13
14

Actual
288

Variance
(7)

(836)
(418)
21,459

(100)

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

YTD (£'000s)
Actual
153,033
505
(98,712)
(49,346)
(5,080)
399
(8)
391
Actual
1,551
72%
(6,980)
(3,481)
21,459
97%

Variance to Trust
Plan
1,180
505
437
(1,728)
216
611
41
651
Variance
124
(360)

Dec-20

SAFETY AND PATIENT EXPERIENCE
Dec-20
0.87
82
4
0

Dec-19
0.85
60
5
0

6 Month Avg
-75.0
5.0
0

E.Coli Gram Negative Blood Stream Infections

2

1

0.83

h

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

0
825
0
0
0
93.70%
3
142

0
675
0
2
0
95.71%
2
95

0
870
0.00
0.00
0.00
-5
127

g

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

--

24.69%

--

--

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

--

98.28%

--

--

4.82%

5.06%

--

h

5

9

--

i

0

--

g

Dec-19
17.23%
2.03%
6.59%
3.65%
3.54%
3.22%
88.36%
87.92%
£493
£4,783

Target
12%-17%
5.00%
5.00%
2.00%
2.00%
3.00%
85.00%
90.00%
£470
£4,230

Movement

Rate of readmissions for the same clinical condition (% of total number of admissions)
Number of cancelled operations for non-clinical reasons

Safe Staffing nurse fill rate (Number of wards at < 80% establishment)
0
* The collection of the Friends and Family test has been temporarily suspended due to the coronavirus outbreak

Dec-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 (Nov-20)
Cancer - 2WeekWait - Breast Symptoms (Nov-20)
Cancer - 28 Day Diagnosis - 2WeekWait (Oct-20)
Cancer - 28 Day Diagnosis - Breast (Oct-20)
Cancer - 31 day Treatment Waiting Times (Nov-20)
Cancer - 62 day Standard Waiting Times (Nov-20)

Actual
93.24%
-72.98%
90.33%
93.03%
86.79%
75.72%
96.23%
99.13%
91.10%

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

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

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

Movement

RAG (Local)

h
h
i
h
i
i
i
i
h
h

-

Movement
-g
i
g

i
g
g
g
i
i
h

Dec-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)
12 month 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)

Dec-20
13.67%
1.52%
1.49%
3.67%
2.65%
3.90%
86.30%
87.19%
£836
£6,753

i
h
i
i
i
h
h
i

RAG
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PRESENTED BY:

Ben Edgar-Attwell, Company Secretary

EXEC SPONSOR:

Jonathan Higman, Chief Executive

REPORT TITLE:

Non-Executive Director Responsibilities and Chief Operating
Officer/Director of Operations Arrangements

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

This paper outlines the arrangements for fulfilling the Non-Executive
Director responsibilities previously fulfilled by Maurice Dunster. It
also outlines the planned amendments to the Board Assurance
Committees’ terms of reference in light of the changes in Chief
Operating Officer and Director of Operations Role.
The Board are asked to NOTE the reassignment of the NonExecutive Director responsibilities and to APPROVE the proposed
amendments to the terms of reference for the committee attendance.

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

Introduction
As a Foundation Trust, Yeovil District Hospital is required to nominate or appoint a number
of Board level roles. In light of Maurice Dunster stepping down from his position at NonExecutive Director of Yeovil District Hospital, it is vital that the responsibilities within his remit
are fulfilled.
In addition, the departure of Simon Sethi as Chief Operating Officer has resulted in the
extension of the portfolios of the Chief Operating Officers at Somerset NHS Foundation
Trust (SFT) to support YDH alongside the introduction of a Director of Operations role at
YDH. A review of the Governance Committee Terms of Reference is therefore required to
ensure suitable and adequate operational attendance of meetings.
Non-Executive Director Responsibilities
It is proposed that Graham Hughes will assume the following additional NED Lead
responsibilities.






NED Lead for Equality and Diversity
NED Lead for Guardian Of Safe Working Hours
NED Lead for Medical Revalidation (RO)
NED Lead for Complaints
Chair of the Workforce Committee

Chief Operating Officer and Director of Operations Arrangements
An agreement has been reached between YDH and SFT, which will see the existing Chief
Operating Officers at SFT extend their portfolios for six-months to support YDH.
Matthew Bryant, Chief Operating Officer (Hospital Services) has supported YDH from the
beginning of January and, in the future, YDH will benefit from the experience of Andy Heron,
Chief Operating Officer (Mental Health, Families and Neighbourhoods). Andy is currently
leading the establishment of the Somerset COVID-19 vaccination programme and given the
focus that this work requires a date for Andy to start to support YDH has yet to be confirmed.
To ensure that YDH maintain visible and dedicated on-site leadership, Stacy BarronFitzsimons has been appointed as Director of Operations for YDH. Matthew, Andy and
Stacy will all join the Board of Directors.
To ensure adequate attendance at the various Governance Committees at Yeovil District
Hospital, amendments to the attendee lists within the associated Terms of Reference will be
required.
The following arrangements are proposed:
Executive Committee

Attendance of a Chief Operating Officer and Director of
Operations.

Audit Committee

Attendance of a Chief Operating Officer and/or Director of
Operations as the agenda requires.

Workforce Committee

Attendance of the Director of Operations.

Financial Resilience and
Commercial Committee

Attendance of a Chief Operating Officer. Director of
Operations to deputise where required.

Governance and Quality
Assurance Committee

Attendance of a Chief Operating Officer.

With regard to formal responsibilities, the following assignments are proposed:
Accountable Emergency Officer / Emergency
Preparedness

Director of Operations

Executive Lead for Brexit

Director of Operations

Armed Forces Covenant Named Executive

Director of Operations

Hospital Pharmacy and Medicines Optimisation
Executive Lead

Director of Operations

Management Board Member of Yeovil Strategic
Estates Partnership Board

Director of Transformation

Recommendation
The Board are asked to note the arrangements outlined above and to approve the proposed
amendments to attendee lists for the Governance Committees’ Terms of Reference.
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REPORT TO:

Board of Directors

REPORT BY:

Chair of Governance and Quality Assurance Committee (GQAC)

PRESENTED BY:

Chair of Governance and Quality Assurance Committee

EXEC SPONSOR:

Chief Nurse/Chief Medical Officer

REPORT TITLE:

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

DATE:

3 February 2021

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

☐ For Approval / Decision

Reason for Presentation to
Committee/Board

The Chair of the Governance and Quality Assurance Committee will
provide a verbal update of the previous meeting held on 28 January
2021. It was agreed during this meeting that the following items
would be highlighted to the Board of Directors:
• COVID-19 – impact on staff, challenges in infection control
and decisions required to be taken
• Ockenden Report response
• Discussion around BAF and risk – need for Risk Appetite
Review

Any Key Issues to Note

☒ For Information

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

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

☒ Develop our People

☒ Innovate and Collaborate

☐ Develop a Sustainable System

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

☒ Legislation

☐ Workforce

☐ Estates

☐ ICT

☒ Patient Safety / Quality

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

☒ Effective

☒ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

GOVERNANCE & QUALITY ASSURANCE COMMITTEE
Minutes of the meeting held on
Thursday 22 October 2020 at Yeovil District Hospital via Webex
Present:

Jane Henderson [Chair]
Graham Hughes
Maurice Dunster
Paul von der Heyde
Merry Kane
Mark Robinson
Paul Foster

Non-Executive Director
Non-Executive Director
Non-Executive Director
Trust Chairman
Chief Medical Officer
Deputy Chief Nurse
Deputy Chief Medical Officer

In Attendance:

Bernice Cooke
Sam Hann
Ben Edgar-Attwell
Sallyann Batstone
Virginia Membrey
David Allen

Deputy Director Quality Governance & Patient Safety
[from item 5.2]
Head of Risk and Compliance
Company Secretary
Acting Head of Midwifery
Public Governor Observer
Non-Executive Director – SFT

Presenters:

Jo Allison
Jeremy Reid
Bob Perkins
Andrew Prowse
Janine Valentine
Fiona Rooke

Clinical Research Unit Manager [item 4]
Consultant Anaesthetist [item 5]
Health Sciences & IT Director – SSL [item 5]
Chief Pharmacist [item 6]
Nurse Consultant [from item 6.8 until 7.10]
Freedom to Speak up Guardian [item 12]

Apologies:

Shelagh Meldrum

Deputy Chief Executive/Chief Nurse & Director of People

482021

1
1.1

WELCOME AND APOLOGIES FOR ABSENCE
Jane Henderson welcomed everyone to the meeting, which included David Allen as
Chair of the equivalent committee within Somerset NHS Foundation Trust (SFT).
Apologies for absence were received as indicated above.

492021

2
2.1

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

502021

3
3.1

MINUTES OF PREVIOUS MEETINGS AND MATTERS ARISING
The minutes of the meeting held on 17 September 2020 were approved as true and
accurate records subject to below. Jane Henderson suggested that the wording for
item 5.9 should be amended to state that males are “also at significant risk”.

512021

4
4.1

BEA

RESEARCH AND DEVELOPMENT ANNUAL REPORT 2019/20
Jo Allison attended the meeting. She explained that there had been a significant
impact from COVID-19 on research activity in this financial year although alternative
arrangements had been put in place to facilitate some trials and research. YDH was
the third trust in the UK to step up the recovery trial. The majority of clinical trials had
restarted in recent weeks with the target to run 80% of trials and research by March
2021. The reduction of activity has led to a reduction in commercial trial funding; this
has been highlighted to the senior and finance teams although some loss of funding
can be claimed through the emergency funding regimes. With regard to the SIREN
trial, 327 members of staff have been recruited; this trial is currently located in the
Jasmine Ward although this is to be used for winter escalation so alternative locations
are under review.
1|Page
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4.2

There are plans to continue to recruit to urgent public health studies and vaccination
studies and ensure the continued reopening of all trials is safe for both staff and
patients. There is also an intention to increase our commercial pipeline of studies.

4.3

Jane Henderson said it was important to look back at the previous year’s activities to
which the report covered. There had been good work on stroke and cardiovascular
studies. She asked if there was shared working between YDH and SFT for research
and development. Jo Allison said that YDH works with SFT and there were
agreements in place for patients to be followed up at different sites. This could be
expanded to cover additional areas and this was to be reviewed.

4.4

Maurice Dunster noted the wide range of areas where consultants are involved in
clinical research. He asked if this work is reviewed or considered during the Clinical
Excellence Awards (CEA) process. Jo Allison said that the department records and
tracks consultant work in trials and letters of support might be requested for CEAs.
Further promotion of clinical research could take place, with the potential for further
support for consultants. Merry Kane said there are potential resource constraints in
expanding research further.

4.5

Graham Hughes said it was impressive to see the number of staff recruited to the
SIREN trial. He suggested that this success could be promoted further. Jo Allison
said there had been some internal communications circulated but agreed additional
external communications could be made.

4.6

Jane Henderson thanked Jo Allison and the wider research teams; the report is
always valued and the hard work of the team is recognised.

5
5.1

MEDICAL DEVICES ANNUAL REPORT 2019/20
Jeremy Reid and Bob Perkins joined the meeting. Jeremy Reid provided an overview
of what the team had been proud of, which included:
• the reconfiguration of equipment and areas as part of the COVID-19 preparations;
• the response and flexibility of the Medical Electronics, Equipment Library and
Procurement Teams who worked together to provide solutions;
• improvements in resilience within the Sterile Services Department (SSD) to
support endoscopy services; and
• an asset tagging system due to be active by the end of the year.

5.2

There had been a dip in performance KPIs due to COVID-19 activity; this has now
recovered to a pre-March position. Additional recruitment has taken place in the
meantime to improve this. The implementation of the new Medical Device
Regulations has been delayed until May 2021. Further work is planned to ensure that
the Trust is compliant with the regulations by the extended deadline. Further guidance
on the implementation post EU Exit is expected in due course although the
department is confident on the work completed so far. Discussions are also ongoing
about working with SFT and the potential for collaborative/shared services.

5.3

Bob Perkins advised that he was leaving SSL in the coming weeks; a departmental
restructure has taken place with an existing member of staff stepping up for the
management of medical electronics. There is to be further exploration of opportunities
for county collaboration. Alongside this, the department is managing and assisting
with an ambitious capital programme, such as the emergency department expansion.

5.4

Jane Henderson asked about potential impact on the department in the event of an
increased number of COVID-19 positive patients. Jeremy Reid said that there might
be resource and equipment challenges. Some equipment has been reconfigured to
support the treatment of COVID-19 patients.
2|Page
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5.5

Paul von der Heyde noted the point made about limited progression on collaborative
working with SFT. He added there had been good progress and arrangements in
place across a number of services and it was disappointing that this had not
progressed. Bob Perkins said it was important to ensure that quality is not affected
through any collaborative working. David Allen asked what specifically had put the
working with SFT on hold. Bob Perkins provided additional context, including an
overview of the previous SLA in place with Somerset Partnership NHS FT. Work to
create single services had stalled although it was understood that this piece of work
would be reviewed once again in the near future.

5.6

Jane Henderson thanked Bob Perkins, Jeremy Reid and the wider teams for the
series of improvements over the year. She wished to pass on best wishes to Bob in
his retirement.

6
6.1

PHARMACY & MEDICINES OPTIMISATION ANNUAL REPORT 2019/20
Andrew Prowse joined the meeting. He provided an overview of the activities
completed in the year, which included the replacement of the pharmacy robot and a
wider refurbishment of the department; this was the first major refurbishment in circa
30 years. The impact of this is widespread, resulting in efficiencies and benefits. The
pharmacy teams continue to work on wards and clinically review prescriptions etc.
92% of patients were seen and reviewed by a clinical pharmacist within 24 hours of
admission. The decentralised service has resulted in significant improvements in
patient experience and patient flow throughout the hospital.

6.2

The Medicines Committee continues to manage the Medicines Optimisation
Programme and Audit Plan (as circulated in the papers). The audit programme will
review any previous alerts etc. A recent audit demonstrated circa 30k pharmacy
interventions per year. This largely relates to the admission of patients and not having
direct access to patients’ primary care medical records, including primary care
prescriptions. Paul von der Heyde asked if further improvement in this could be done.
Andrew Prowse explained that shared learning sessions and feedback is provided on
key themes. The Trust benchmarks in line with other trusts both regionally and
nationally. The electronic prescribing (ePMA) module will assist, alongside the
Somerset Integrated Digital e-Record.

6.3

Pharmacy have delivered over £600k worth of savings in 2019/20, which is a
combination of financial savings on medicine costs and additional commercial income.

6.4

Maurice Dunster noted the good executive summary of the report and the reduction in
waiting times to get prescriptions; this assists and improves patient experience. He
asked about the implementation of ePMA. Andrew Prowse said the project was
underway; it was anticipated that phased deployment would commence in the Spring.

6.5

Graham Hughes drew attention to the audit results in the report, a small number of
which received an amber rag scoring. He asked if any raised concern. Andrew
Prowse said none raises specific concern; the Trust had completed its first three-year
audit cycle and the second review would demonstrate progress made.

6.6

Andrew Prowse gave an overview of the key risks and areas of concern within
medicines management. The key risk is the EU Exit and the potential impact on the
availability of medicines. The Department of Health and Social Care have stock piled
at least six weeks of medicines supply within the UK. Individual trusts have been
instructed not to stockpile any medicines. There had some issues in medicines supply
during the initial wave of the COVID-19 pandemic, although it is important to recognise
that there was no instances of medicines being unavailable, and therefore no impact
on patients. Discussions continue on the potential roll out of any COVID-19 vaccine.
3|Page
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6.7

Pharmacy workforce remains a challenge following a significant increase in funding for
pharmacists and pharmacy technicians within primary care. There is significantly
higher demand for pharmacy related roles across the system.

6.8

Jane Henderson asked about patient self-administration of medicines; are there
checks to ensure patients have capacity. Andrew Prowse confirmed that an
assessment of capacity is undertaken by staff. Janine Valentine said that this was the
right approach.

6.9

David Allen asked if there had been any supply issues for the annual flu vaccine.
Andrew Prowse said that the uptake for the vaccine was higher than previous years
and the vaccine was delivered in instalments and so there are period where supply is
low before the next instalment arrives but no major issues.

6.10

Andrew Prowse provided an overview of plans within medicines management,
including the implementation of ePMA across the Trust, with a pilot ward planned for
Spring 2021. Additional national funding has been secured to support this project.
There are also plans to implement a new electronic discharge summary in TrakCare.
Specialist pharmacist roles in HIV and anticoagulation are also planned. A pharmacy
automated dispensing unit is to be installed and will be fully compliant with the
Falsified Medicines Directive Legislation.

6.11

Merry Kane said it was good to see the annual report and that it was important not to
underestimate the work that the pharmacy teams have done and how agile they have
been. They have led a number of significant improvements across the Trust.

6.12

Jane Henderson wished to pass on the Committee’s thanks, noting the good work and
plans in place.

7
7.2

DEMENTIA CARE ANNUAL REPORT 2019/20
Janine Valentine presented the Dementia Care Annual Report for 2019/20. She
explained that the team has much to be proud of, including a progression of service
delivery and making use of referrals via the TrakCare system rather than relying upon
phone referrals. There has been greater partnership working, with a more integrated
approach with the Psychiatric Liaison Teams (including sharing ward rounds). This
development has been incredibly important. There are links with the Alzheimer’s
Society and keeping in step with national developments etc. There has been
significant work over the last year concerning occupational deprivation. Simulation
training in the therapies team has been introduced. The Dementia Care team is
relatively small, and because of this, there is flexibility in the way of working with
cohesion and mutual support available.

7.3

The Trust participates in the national dementia care audits; the latest data available
relates to 2018. The results were improved on previous years, and an overview
against the national picture was provided.

7.4

Janine Valentine explained that there are some concerns regarding the scope for
continued growth in the current climate; demand is undoubtedly increasing, alongside
challenges faced by the COVID-19 pandemic. The fact the organisation has a
specialist team can be a risk; there is a need to empower other members of staff and
develop their skills. This can be promoted through role modelling/leading by example.

7.5

The national guidance for training needs are significant, with a tier system of training.
As the team at YDH is small, there is a need to be creative in the delivery of training,
with some provided face-to-face etc. although this has been challenging due to the
social distancing requirements. There has been improvements in the accessibility of
remote working in recent weeks and months.
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7.6

The need for people to isolate has demonstrated the value of carers; restrictions in
visitors can have an impact on both the patients and relatives and it is important that
visitation be supported as much as possible.

7.7

Janine Valentine explained that the team was about to go through a period of change
as she was stepping down from the team. It is recognised that this may be destabilising in the first instance, but the development of collaborative working internally
will support the service going forward. The change is likely to foster positive
developments in the team as well. There are plans to widen the impact, through
linking in with the discharge teams who will look to optimise the situation before
handing over to community colleagues.

7.8

Graham Hughes asked about succession planning within the team. Janine Valentine
said that an existing clinical specialist was developing in the role; the structure may be
slightly different going forward, such as having a specialist matron, but there will be
good support in place.

7.9

Maurice Dunster asked if there had been challenges relating to the need for PPE
during the COVID-19 pandemic. Janine Valentine said that there had been some
challenges in communication with patients although the use of facemasks did not
appear to cause as much distress to patients as initially thought.

7.10

Jane Henderson wished to thank Janine Valentine for her work in raising the profile
and improving the dementia service at YDH in recent years.

8
8.1

PATIENT SAFETY, QUALITY AND EXPERIENCE REPORTS
Q2 Patient Safety, Quality and Experience Report
Bernice Cooke presented the Q2 report, drawing specific attention to the points below:

8.2

There had previously been a spike in the number of patient falls per 1,000 bed days.
This had been reviewed by the Patient Safety Steering Group (PSSG). This was
partly due to the reduction in elective admissions, and frailer patients being admitted
during the period. A multifactorial falls risk assessment was implemented in early
September 2020. A number of patient falls reviews have been completed and any
learning from this is to be shared. A thematic review may take place rather than
individual reviews. Sam Hann said it is important to recognise where Duty of Candour
processes are required by this change in approach. Bernice Cooke agreed and said
that a thematic review could fulfil this requirement, although it would be reviewed. It is
about using resource efficiently and effectively. Jane Henderson said that this
appeared to be a rational and sensible approach, but asked for reassurance that the
right reviews and processes are completed. Paul von der Heyde asked if patient falls
had increased due to the potential deconditioning of patients and less face-to-face
reviews. Mark Robinson said that this was a factor, with patients previously reluctant
to come into the hospital, leading to worsening conditions. A number of patients will
be prone to falling, no matter the environment. Paul von der Heyde asked if this trend
was reflected nationally. Mark Robinson said there had been an increase in the rate
of falls nationally for hospital and other care settings.

8.3

Jane Henderson noted that the number of incidents per 1000 bed days had increased,
mainly in Low harm. Bernice Cooke said that there was increased reporting in this
area, and the recording of Low harm incidents is useful in being able to identify trends
and learning to prevent moderate or severe harm incidents. The position had been
discussed at the PSSG and if this trend continues, it would be re-reviewed.

8.4

Bernice Cooke provided an overview of STEIS reportable incidents. There is concern
nationally regarding postal pregnancy advisory services. This has been raised with
the Clinical Commissioning Group (CCG) and the NHS. There was also an incident
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involving an unforeseeable mental health episode; a report regarding this has been
completed and learning identified. Affected patients and relatives have thanked the
hospital for the report and provided further feedback.
8.5

Virginia Membrey said it was clear that there had been a rapid increase in mental
health crises nationally. She asked if this had been considered and if there was a
need for additional support and security staff. Bernice Cooke said that this position
was recognised, with the risk recorded on the risk register. There had been additional
investment and development, with the new mental health assessment room for
children and young people now complete. The Psychiatric Team support within the
Emergency Department has also been extended.

8.6

Graham Hughes noted an incident regarding post-operating complications. Mark
Robinson explained that the incidents had been reviewed and they were isolated
incidents with no link between them. They are recognised as a potential risk or
complication of the surgery and are explained to the patients beforehand with consent
sought.

8.7

There had been increased activity in patient experience and complaints. This was
anticipated following the first wave of the COVID-19 pandemic. Compliance rate for
responding within the timeframes is good. Merry Kane said it was apparent that the
threshold for people raising complaints and issues was lower in recent weeks and
many of the concerns and complaints related to a number of months previous.

8.8

Coroner activity was increasing although absolute numbers remained low.

8.9

8.10

8.11

Q2 Safeguarding Report
Bernice Cooke said that Safeguarding activity was increasing across all areas. The
referrals received have been appropriate, with many patients being known to other
services, many already have packages of care in place. This would be monitored.
The Committee reviewed the report and the level of activity across all aspects,
including learning disabilities, domestic abuse etc.
Q2 Maternity Report
Sallyann Batstone spoke to the circulated Q2 Maternity report, providing an overview
of the recent activity. There were no serious incidents in the quarter, and the action
plans from the previous Healthcare Safety Investigation Branch (HSIB) reviews would
be received in due course. Any safety issues have been immediately addressed.

8.12

At the end of September 2020, there had been an increase in acuity levels in the
maternity unit and the unit had to close to further admissions for a four hour period.
This was to maintain safety of the women and babies already within the unit. The
Trust is looking to increase the establishment of midwives to reduce this reoccurring
although it is difficult to predict the level of demand at any one time. Graham Hughes
noted that there had been closures in neighbouring units in recent months. Sallyann
Batstone explained that improved communication between the sites was beneficial to
reduce the likelihood of temporary closures.

8.13

Graham Hughes asked about a point raised at the previous meeting regarding the
tracking process for the offer of retinal screening for women with diabetes. Sallyann
Batstone said that this was in place and the issues resolved.

8.14

Jane Henderson asked about the previous reference to insufficient ultrasound scan
slots. Sallyann Batstone said that the radiology department are prioritising pregnancy
women where appropriate at this point in time. A business case, to include this
alongside improving support for the Supernumerary Coordinator, is due to be
reviewed by the Financial Resilience and Commercial Committee in due course.
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9
9.1

9.2

9.3

RISK MANAGEMENT FRAMEWORK
Q2 Board Assurance Framework (BAF)
Ben Edgar-Attwell reported that the BAF had been reviewed by the full executive
team. Following feedback from the Board Assurance Committee at the last quarter,
the overarching risk relating to COVID-19 had been removed, with COVID-19 risk
aspects incorporated into the various high level principal risks to the organisation.
The Committee noted that risk SR3 relating to factors, such as COVID-19, affecting
the Trust’s ability to achieve nationally mandated quality standards, had increased
from 6 to 12 and was now a significant risk. This is a direct result of the impact of
COVID-19 on waiting times and performance targets. Risk SR2 relating to static or
decreasing public health remains a moderate risk. The risk relating to increasing
levels of demand and the pandemic exceeding capacity, resulting to challenges in
maintaining the safety of services remained a significant risk. A series of winter plans
and schemes are due to come online in a phased approach in the coming weeks.
Progress has been made on the development of the clinical strategy and the adoption
of new models of care through the newly formed Collaboration Forum. There has also
been a change in pace since the COVID-19 pandemic. Merry Kane agreed there had
been progress, with more buy in from all system partners in recent weeks. The final
risk within the remit of the Committee related to the Trust potentially taking decisions
that may compromise quality and safety in order to achieve financial balance. This
risk remains low, especially in light of the current NHS financial regime.
Q2 Corporate Risk Register (CRR)
Sam Hann reported that separate to the CRR, there had been work on the
development of a system wide risk framework. An initial meeting took place earlier
this month and a piece of work to review the frameworks of existing Integrated Care
Systems (ICS) was underway by the various Risk Managers.

9.4

The Committee reviewed the CRR as circulated. Jane Henderson drew attention to
the risk of delayed treatment by the Diabetic Foot MDT. Sam Hann advised that this
was due to a national shortage of Orthotists. The position was being monitored
closely as patients were now presenting to the service later than pre-COVID-19. A
business case for a Diabetes Specialist Orthotist is being developed. All incidents of
delays are being reported through the reporting system.

9.5

Graham Hughes commented that there had been a reduction in funding available from
Macmillan and asked how this shortfall was being addressed. Merry Kane said that
this funding shortfall was a risk with the reduction in funding available for posts. This
was to be monitored as it was not clear of the full impact at this point in time.

572021

10
10.1

RISK ASSURANCE COMMITTEE (RAC) Q2 REPORT
The Committee noted the Q2 report. Graham Hughes drew attention to the topic of
Legionella and Water Safety, which had decreased in rating. Sam Hann said that
there had been points raised regarding the maintenance and safety checks carried out
on the mixing valves, although this had been disputed by an attendee. This was to be
checked. A standard operating procedure was also not in place for system
management. Sam Hann said an update had been received at the RAC meeting this
month where a full action plan is in place.

582021

11
11.1

LEARNING FROM DEATHS Q2 REPORT
Merry Kane spoke to the circulated report, where she pointed out the positive low
rates for the Summary Hospital-level Mortality Indicator (SHMI) and Hospital
Standardised Mortality Ratio (HSMR). One CUSUM alert raised in Quarter 4 of the
previous year has been fully reviewed and closed.
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11.2

The Medical Examiners (MEs) are now in post and a three-stage mortality review
process has been redeveloped. 131 patient deaths had been reviewed by the MEs
during Q2, of which 11 were referred for a full review using the Structured Judgement
Review (SJR) tool. 30 cases were referred to the Coroner, which the vast majority
resulting in a form 100A being issued. This means the Coroner was informed of the
death but the doctor has been given permission by the coroner to issue the Medical
Certificate and no further investigation is necessary.

11.3

One patient with a learning disability died in the quarter. The death was reported in
line with the national requirements. There were no immediate actions required and
the death was not identified as being a consequence of concern about hospital care.

11.4

The themes from reviews and investigations were outlined in the paper, with learning
starting to be introduced across the Trust. This includes discussions across the
county regarding Treatment Escalation Plans and the importance of ensuring these
follow patients throughout the healthcare system.

11.5

It was recognised that the change of the approach to mortality reviews, with a smaller
number required to be subject to a SJR due to the introduction of the MEs, who will be
reviewing all deaths. This will need to be reflected within the report. It is important to
be a mindful of the resources required.

12
12.1

FREEDOM TO SPEAK UP GUARDIAN (F2SUG) Q2 REPORT
Fiona Rooke joined the meeting to present the Q2 report. She reported there had
been a small increase in concerns raised via the F2SUG route. This was anticipated
bearing in mind the anxieties relating to COVID-19. Six concerns were raised, relating
to patient food, appropriateness of patients on a certain unit, potential risk of exposure
to COVID-19, temperature on the wards, patient experience, and HR procedure
issues. The majority of concerns have been closed with the remaining chased for a
response. Maurice Dunster noted the concern about patient experience related to a
partner organisation. Fiona Rooke said that the response was awaited from the
organisation although this was outside of YDH’s control.

12.2

The Committee recognised the importance of the Guardians and welcomed the
ongoing discussions on how to promote and raise the profile of all the Guardians.

602021

13
13.1

MINUTES OF COMMITTEE’S SUB-GROUPS
The Committee noted the minutes of the sub-groups.

612021

14
14.1

TO AGREE 3 KEY ITEMS TO HIGHLIGHT TO THE BOARD
It was agreed that the following items would be highlighted to the Board of Directors:
• Medical Examiners role
• Summary of each Departmental Annual Report
• Highlight the Medical Devices report and the delays experienced in collaborative
working across the system.

622021

15
15.1

ANY OTHER BUSINESS
No other items of business were raised.

632021

16
16.1

DATE OF NEXT MEETINGS
21 January 2021, 09:00, Boardroom, Level 1, YDH
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REPORT TO:

Board of Directors

REPORT BY:

Chair of Audit Committee

PRESENTED BY:

Chair of Audit Committee

EXEC SPONSOR:

Chief Finance and Commercial Officer

REPORT TITLE:

Update of Last Audit Committee and Minutes of Meetings Held on 22
July 2020

DATE:

3 February 2021

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

A report from the Chair of Audit Committee:
The Audit Committee held on the 28th January 2021 at 2pm was well
attended and quorate
The Committee received satisfactory reports on Counter Fraud plus 3
Internal Audits (on Key Financial Systems, COVID-19 Governance
and TrakCare). Follow-up recommendations were also considered
and described as not in arrears and therefore satisfactory. The Audit
Plan for the next three years was also considered.
KPMG, our external auditors, reported on the plan for the 2020/21
audit including benchmarking data and the new value for money work
required nationally. They were asked to check some of the data used
with YDH Executives.
Reports on YDH 2020/21 accounting policies, losses and
compensation payments and Simply Serve Limited accounting issues
(including potential Corporation tax liabilities) were considered with
no issues of concern.
Risk Management reports were received including the Board
assurance Framework and Corporate Risk Register reviews. Risks
and their mitigations were considered and discussed. No significant
concerns were identified whilst recognising the real clinical risks
carried by the organisation currently.
A new report on Single Tenders was received. It showed transactions
for the first three quarters of 2020/21. The Committee was concerned
about the level of controls going forward whilst recognising 2020 was
an exceptional period where many emergency actions were
necessary. Various issues will be followed up between Audit
Committees and the report would be scrutinised on a quarterly basis
in future.
The Board are asked to NOTE this update to and to NOTE the
minutes of the meeting held on 22 October 2020.

Any Key Issues to Note

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

☐ Develop our People

☒ Innovate and Collaborate

☒ Develop a Sustainable System

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

☒ Legislation

☐ Workforce

☒ Estates

☒ ICT

☒ Patient Safety / Quality

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

☐ Effective

☐ Caring

☒ Responsive

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

☒ Well Led
☒ Yes

☐ No

AUDIT COMMITTEE

Minutes of the Audit Committee held on
Thursday 22 October 2020 at Yeovil District Hospital
Present:

Paul Mapson [Chair]
Jane Henderson
Martyn Scrivens

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

In Attendance:

Jonathan Higman
Sarah James
Rees Batley
Claire Baker
Adam Spires
Paul von der Heyde
Ben Edgar-Attwell
Sam Hann
Alison Whitman
Barbara Gregory

Chief Executive
Chief Finance Officer
KPMG
BDO
BDO
Trust Chairman
Company Secretary
Head of Risk and Compliance
Public Governor
Non-Executive Director – Somerset NHS FT

Presenters:

Peter Barron-Fitzsimons

Cyber Security & IT Project Manager [item 10]

372021

No:
1
1.1

382021

2
2.1

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

392021

3
3.1

MINUTES OF THE LAST MEETING AND ACTIONS/MATTERS ARISING
The minutes of the meetings held on 22 July 2020 were approved as a true and
accurate record.

3.2

Paul Mapson asked Adam Spires if the Workforce Safeguards audit also
included a review of e-Rostering systems and processes. He asked if the
committee could take assurance on how rostering is completed and the systems
used. Adam Spires said that the audit did not cover the systems used.
Jonathan Higman said that there are assurances in place regarding the systems
and processes, with nursing rostering also utilising the patient acuity tools.

3.3

With regard to the action log, Sara James said that the action relating to the VAT
consideration for the estate valuation would be a large piece of work and this
would be considered in due course although it was not high priority at this point
in time. Rees Batley said that it the recommendation may be raised again
depending on how this was reviewed but understood the current position.

3.4

The aged debt paper had been considered by the Financial Resilience and
Commercial Committee (FRCC). The Internal Audit plan had been revised and
was included in the meeting papers. The action relating to the Trust choosing
whether to use the opportunity to respond to the open consultation on the new
Code of Audit Practice had not been completed although this was not a major
concern; KPMG had responded to the consultation. The Corporate Risk

WELCOME AND APOLOGIES FOR ABSENCE
Paul Mapson welcomed everyone to the meeting which included Barbara
Gregory from Somerset NHS Foundation Trust (SFT). No apologies for absence
were noted.

Action

Register was to be received by the FRCC in line with the other Board Assurance
Committees. An update on cyber security was scheduled for this meeting.
402021

4
4.1

412021

5
5.1

AUDIT COMMITTEE SCHEDULE
Paul Mapson explained that he had requested that the Committee schedule be
bought to the meeting. He said that it was a useful document although it would
need to be extended into the following year. Ben Edgar-Attwell confirmed that
this would be extended and it was more used as an internal tool for scheduling
and monitoring actions and papers.
BDO INTERNAL AUDIT/COUNTER FRAUD REPORTS
Internal Audit and Counter Fraud Progress Report
Adam Spires reported that two internal audits had been completed since the last
meeting. One report was coming in full to this meeting due to the Limited
Assurance rating. BDO continue to make progress through the audit programme
although there had been some delays due to remote working. A number of
reports are anticipated to be completed and received at the next meeting.

5.2

A sector update was included in the report. Adam Spires drew attention to the
Global Risk Landscape report which tracks how global business are vulnerable
to events that damage their reputation and that business leaders are increasingly
aware of the need to show integrity. He suggested that the Board should
consider scoring itself out of 10 on integrity both as a unitary Board and as
individual Board members.

5.3

The outputs of the Training Summary Benchmark report was included in the
report where Substantial assurance was provided for Design and Moderate
assurance was given for Effectiveness. Adam Spires said that this was a good
report with good processes in place with a comprehensive induction process
although there were some minor points regarding timelines and requirements for
training within the policies. Paul Mapson said it appeared that the internal
timings for training appeared misaligned in some areas; he suggested that this
be reviewed in line with national requirements. Adam Spires said that
management had already agreed to review and align training intervals.

5.4

Claire Baker said that new Central Government Functional Standards for
Counter Fraud had been issued. The NHS Counter Fraud Authority (NHSCFA)
has agreed to adopt these standards and are due to be implemented across all
organisations at the end of 2020/21. There is nothing significant although the full
details are awaited.

5.5

Claire Baker reported that there had been a small number of fraud allegations
received since the last meeting. Two cases that had been raised at the previous
meeting had been closed in the quarter. Further details of these were included
in the report. Martyn Scrivens queried the outputs of one allegation. Sarah
James said that this had been considered by Counter Fraud team and was
deemed not to merit a Counter Fraud investigation. Further review of other
aspects of the case are ongoing, including a potential breach of contract.

5.6

One of the new allegations relates to a locum agency overcharging the Trust by
claiming a higher hourly rate than they are paying the locum; thereby increasing
their commission above the contract price cap. There has been no direct loss to
the Trust. This case was raised with the NHSCFA and it has been escalated to
their central team as it could be a national issue.
2|Page

5.7

5.8

Paul Mapson noted the case relating to research sessions. Claire Baker advised
that the research shifts had been cancelled due to COVID-19 and the Trust was
required to provide work in this instance. It was a case of miscommunication.
Sarah James said she was not sighted on this case and would review this
outside of the meeting to ensure that double payments had not occurred.

SJ/
BDO

Internal Audit – Health and Safety Report
The Health and Safety report was included in full due to Limited assurance given
for Operational Effectiveness. Moderate assurance was provided for Design.
Clare Baker said that the audit had focussed on fire safety regulations. There
was good awareness of training and the requirements along with other areas of
good practice. There were however a number of key findings, such as the
incompletion of some risk assessments every two years as required. In other
instances, BDO were told actions had been completed but the relevant
paperwork had not been updated to reflect this and therefore BDO were unable
to verify that actions had in fact been completed. This work would typically be
overseen through the Health and Safety Committee.

5.9

A medium recommendation related to the policies needing to state how often fire
drills should be carried out. It was also noted that the annual Fire, Security,
Health and Safety report presented to the Audit Committee does not provide an
update on the fire drills that have been undertaken and actions that have arisen
as a result. A third recommendation related to the review of Fire Evacuation
procedures for the hospital.

5.10

Paul von der Heyde asked about the reaction from the management team in light
of the audit results. Jonathan Higman said he had met with the Fire, Health and
Safety Manager with Sarah James the previous day to understand the position
and seek assurance that action will be taken. He said that it was vital that this
position is rectified immediately and this may require a change in system and
processes for the management and oversight of this area as this did not
appeared to be robust enough. Presently, there are action plans in place
although these appear to be amalgamated and did not provide sufficient
oversight of the priority areas. Actions also needed to be proportional in their
response.

5.11

Sam Hann said she had already met with the Fire, Health and Safety Manager
regarding the potential use of the Ulysses system for the management of action
plans etc.

5.12

Jane Henderson said that the recommendation implementation dates needed to
be realistic and achievable. Paul von der Heyde agreed although he stressed
that this needed to be resolved; this may need to be through breaking down of
tasks into smaller elements. Jonathan Higman agreed and said systems needed
to be clearer on the key actions and reporting lines through to the Board. Martyn
Scrivens added that there is no need for over the top bureaucracy and a simple
system was required. He agreed there needs to be assurance and information
flowing through the relevant governance committees.

5.13

Paul Mapson agreed with Jonathan Higman that this needed to be resolved as
soon as possible bearing in mind the requirements outlined in legislation. It
would need to be overseen through the Health and Safety Committee. Jonathan
Higman said that the audit report and action plan was due to be considered by
the Executive Committee and suggested an update would be received at the
Board of Directors meeting at the end of November 2020.
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5.14

5.15
422021

432021

Internal Audit Follow up of Recommendations Report
Claire Baker presented the above report where it was noted that all overdue
actions were now completed as outlined. Actions relating to the Learning from
Deaths and Cyber Security audits are due to be completed at the end of October
2020 and December 2020 respectfully. Paul Mapson said that this was pleasing
to see. Paul von der Heyde asked if dates could be tied up to fall prior to Audit
Committee meetings rather than just after. This was agreed.
Internal Audit Annual Report Benchmarking Report
The committee noted the benchmarking report.

6
6.1

REVISED BDO INTERNAL AUDIT PLAN
Adam Spires explained that the Internal Audit Plan had been revised following
discussion at the last Audit Committee. The following changes have been made:
The frailty review has been postponed as it would not be appropriate to
undertake under COVID-19 restrictions. A high-level review of COVID-19
governance has been added to the plan to provide assurance of the
arrangements. The final change is that the Dementia review has been expanded
to cover wide mental health services across the Trust.

6.2

Paul Mapson suggested it might be prudent to complete a review of single tender
actions during the COVID-19 period. Claire Baker said that this was already on
their radar with a potential wider review to be undertaken.

6.3

Paul Mapson asked if there were any planned specialist computer audits. Adam
Spires said that these had been completed in recent years and this was likely to
be covered in the following year. The benefits realisation review on TrakCare is
planned for this year.

7
7.1

KPMG EXTERNAL AUDIT PROGRESS REPORT AND TECHNICAL UPDATE
Rees Batley said that KPMG had completed the year end debrief meetings with
the YDH team. The audit on the financial statements of Symphony Healthcare
Services had been completed, along with the audit of the Charitable Fund with
the financial statements to be signed at the next Board of Trustees meeting.
KPMG had also presented the 2019/20 external audit findings to the Council of
Governors meeting.

7.2

Sarah James said that with regard to the revision to the value for money
reporting arrangements, this is to be reviewed. This is likely to build upon
existing arrangements although there will need to be further information collected
and provided as evidence. There is a need to ensure that this task does not
become overly burdensome and KPMG are due to agree with management the
timescales and approach for completing the required risk assessment
procedures ahead of preparing the audit plan.

7.3

Martyn Scrivens questioned the national approach in implementing this new
guidance and requirements at this point in time. He asked if this would be linked
to the existing requirements as part of the CQC and NHS England and
Improvement Use of Resources reviews. Rees Batley said that as it was
understood, the value for money would not be linked with the Use of Resources
reviews although a large amount of the evidence would likely apply to both.

7.4

BDO

Benchmarking Report
The Committee noted the benchmarking report.
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8
8.1

9
9.1

9.2

9.3

9.4

LOSSES AND COMPENSATION REPORT
Sarah James spoke to the circulated paper, which provided the Committee with
an update to the status of losses and special payments for the first six months of
2020/21. This will become a standard report to this committee. Paul Mapson
asked where pharmacy losses are reported. Sarah James said she would
review this for greater understanding and feed back in due course.

SJ

RISK MANAGEMENT FRAMEWORK (INCLUDING BAF AND CRR)
RAC Report
Sam Hann spoke to the circulated report. One topic that was requested in the
quarter fell under the remit of the Audit Committee; this related to Legionella /
Water Safety. There were three areas that had previously been raised and these
were subsequently reviewed in the meeting in October 2020. An overview of the
action plans was provided to the RAC. The assurance rating for the topic
reduced and an update has been requested for the meeting in November 2020.
Sam Hann said that in light of the Health and Safety Internal Audit, fire safety is
due to be reviewed at the next RAC meeting; this would also align with the
planned update for the Board meeting at the end of November 2020.
Q2 Board Assurance Framework (BAF)
Ben Edgar-Attwell advised that the BAF had been reviewed by the full executive
team. Following feedback at the previous Board Assurance Committees, the
overarching risk relating to COVID-19 had been removed, with COVID-19 risk
aspects incorporated into the various high level principal risks to the
organisation. The BAF was scrutinised by the Governance and Quality
Assurance Committee and is due to be considered by the FRCC.
Ben Edgar-Attwell explained that the Audit Committee had direct oversight of the
principal risk relating to reliance on electronic systems potentially exposing the
Trust to risks around business continuity, data protection and internal systems
reliance. He advised that this remained a moderate risk for the organisation,
although the Trust does have high levels of resilience against IT outages and an
IT business continuity plan is in place. There is also a good level of
understanding of the dependency of digital systems across the Trust, however
there are some exposures to coordination delays. Martyn Scrivens asked for the
final copy of the business continuity plan. Ben Edgar-Attwell said he would liaise
with the team in providing this.
Corporate Risk Register
Sam Hann reported that the previously separate COVID-19 Risk Register had
been incorporated into the overall Corporate Risk Register. This report is again
reviewed by the various Board Assurance Committees.

9.5

In terms of the system wide risk framework development, there have been two
meetings with partners within the Somerset system and a piece of work has
commenced with the Risk Managers in the various organisations to review the
frameworks in place within existing ICS’s. A review meeting is scheduled for
December 2020.

9.6

Paul Mapson said that looking at the various reports, and considering the
Internal Audit on Health and Safety, he questioned the risk management
arrangements. He said that the role of the Audit Committee was to oversee the
effectiveness of controls and risk management. He said he did not believe that
the Audit Committee should have direct reporting of risks as this was outside of
the purpose of the Committee. He also said he did not think that operational
groups, such as the Information Governance Steering Group, should flow directly
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to the Committee. He questioned if this was correctly mapped across the wider
organisation and how the Corporate Risk Register is managed at a corporate
level and through the various committees. Sam Hann provided a brief overview
of the current risk management processes and how the risks are reviewed by the
various business units, prior to reporting up to the Board Assurance Committees
and ultimately the Board. Jonathan Higman and Ben Edgar-Attwell added that
with the formalisation of the Executive Committee, risks would have greater level
of oversight and challenge. Evidence of this review can be provided to the Audit
Committee. This review process would also be strengthened through the
revision to the reporting timelines.
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9.7

Paul Mapson asked Barbara Gregory about SFT’s approach to risk
management. She explained that they had recently reviewed and aligned their
process following their merger of Taunton and Somerset NHS FT and Somerset
Partnership NHS FT. Their Audit Committee has more of a purist role in being a
“watchdog” committee although the BAF and Risk Registers are also reviewed.

9.8

Paul von der Heyde explained that YDH had undertaken some considerable
review of process in the last 18 months and that it might be helpful for Paul
Mapson to meet with Ben Edgar-Attwell and Sam Hann about this. Paul Mapson
said that this would be useful and may lead to a subsequent meeting with the
Chairs of the other Committees.

10
10.1

CYBER SECURITY OVERVIEW POSITION
Peter Barron-Fitzsimons joined the meeting to provide members of the
Committee with an overview of cyber security actions and mitigations. He
advised that the risk rating for cyber security was unlikely to decrease bearing
mind the current COVID-19 pandemic has seen a sharp rise in phishing emails
and ransomware being targeted at the NHS and healthcare organisations. As
such, further work to mitigate the risk is being completed.

10.2

Peter Barron-Fitzsimons provided an overview of the various elements being
introduced and strengthened throughout the organisation, including the
introduction of Office 365, which will include Microsoft security for the various
systems and processes. This has resulted in a reduction in licencing costs for
the Trust and provides additional authentication security. All devices are also
being upgraded to Windows 10 by the end of the extended deadline. This
programme of work should be completed by the end of the year. Various
platforms will also assist the organisation in monitoring various vulnerabilities
and cyber security events.

10.3

The Committee received an overview of backup arrangements and the
processes to ensure that all backup of IT systems are safe, secure, and
assessable and cannot be compromised by ransomware. The IT Department is
actively working on achieving the secure email accreditation from NHS Digital;
this will ensure the Trust can continue to communication with other health and
social care providers.

10.4

Paul Mapson thanked Peter Barron-Fitzsimons for the comprehensive and
detailed report. Martyn Scrivens agreed that it was an excellent, concise and
relevant report. He noted the point that the Trust would unlikely be able to
reduce the risk rating due to the continued threats but commended the internal
work to mitigate this and the potential impacts as far as possible. He asked if the
target risk rating was achievable in this instance. Jonathan Higman noted this
point and said that there would need to be consideration of what is deemed as
an acceptable risk level bearing in mind the Trust would not be able to eliminate
the risk of a cyber-attack. It is more about the business continuity plans that are
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in place should this occur. This would be considered by the Executive
Committee.
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10.5

Martyn Scrivens asked after the funding for the various elements. Peter BarronFitzsimons said quite a few of the actions are being costs and that a business
case regarding Office 365 is to be considered in due course, although these
licences would reduce the current level of expenditure. The exact costings for
licences are awaited.

10.6

Paul Mapson asked when the last external penetration test had been completed.
Peter Barron-Fitzsimons said that as part of the accreditation process, both and
internal and external penetration tests would be completed. He said he did not
have the exact date of the previous test to hand.

10.7

The Committee thanked Peter Barron-Fitzsimons for his useful update.

11
11.1

POLICY FOR THE DEVELOPMENT & MANAGEMENT OF PROCEDURAL
DOCUMENTS
Paul Mapson explained that the policy had previously been referred back to the
Executive Committee for consideration and for a recommendation of approval
from the Committee. This recommendation had been provided and the Audit
Committee approved the policy. This would be uploaded and disseminated.

12
12.1

GIFTS AND HOSPITALITY REPORT
Ben Edgar-Attwell reported that in line with national guidance and the Trust’s
Code of Conduct and Conflicts of Interest Policy, members of staff are required
to declare any potential conflicts of interest, gifts, etc. He advised that in light of
the numerous donations to the NHS during the initial COVID-19 pandemic, a
pragmatic approach had been taken with regard to gifts and items donated to the
hospital to avoid each individual member of staff being required to declare
individual items received as part of these donations.

12.2

The circulated report outlined the items donated to the organisation along with
gifts recorded by staff through the MyDeclarations System. Paul Mapson asked
about the accuracy of the data. Ben Edgar-Attwell explained that in some
instances, an estimated value has been applied and on some occasions, no
estimated value can be calculated.

12.3

The Committee noted the circulated report.

13
13.1

SHS ANNUAL ACCOUNTS
Sarah James advised that the Symphony Healthcare Services (SHS) financial
accounts had been reviewed and approved by the SHS Board of Directors. For
greater oversight, the accounts from the subsidiary companies are to be noted
by the YDH Audit Committee. Sarah James confirmed that the group accounts
include the various subsidiary companies financial position and the figures
presented align with this.

13.2

Paul von der Heyde asked about the growth of SHS and the likelihood that this
will become more material in time. He asked if the accounts would therefore be
completed at an earlier date. Rees Batley confirmed that the material aspects
are already audited for the group accounts and the work for the group accounts
will remain the priority bearing in mind the timeframes for submission of NHS
Foundation Trust accounts. There is the intention for subsidiary accounts to be
completed earlier in the year.
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13.4

The Committee noted the SHS Annual Accounts as circulated. Paul Mapson
wished to thank the various teams involved in their creation.

14
14.1

IG Steering Group
Paul Mapson queried the direct reporting of the Information Governance Steering
Group to the Audit Committee. He suggested that this is reconsidered. Sarah
James said that she had recently taken on the role of Senior Information Risk
Owner and was therefore the new Chair of the IG Steering Group and said she
was happy to reconsider the reporting lines.

14.2

The Committee noted the minutes of the last IG Steering Group meeting.
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15
15.1

KEY ITEMS TO HIGHLIGHT TO THE BOARD
Paul Mapson said he would submit a report for the Board of Directors, this would
include highlighting that a risk mapping review would take place, the limited
assurance on the health and safety report, and the cyber security update.
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16
16.1

ANY OTHER BUSINESS AND EFFECTIVENESS OF COMMITTEE
Martyn Scrivens said that he thought that the objectives of the committee had
been achieved, but agreed that further streamlining on risk reporting may be
required. He said he did think that the Audit Committee would need to effectively
“mop up” areas that did not report into other Board Assurance Committees.
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17
17.1

DATE OF NEXT MEETING
Thursday 28 January 2020, 14:00, Webex/Boardroom
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WORKFORCE COMMITTEE
Minutes of the Workforce Committee
held on 20th November 2020 at Yeovil District Hospital
Present:

Maurice Dunster
Mark Appleby
Paul von der Heyde
Jane Henderson
Graham Hughes
Martyn Scrivens
Shelagh Meldrum
Debbie Matthewson
Simon Sethi

Non-Executive Director (Chair)
Director of Human Resources and Organisational
Development
Trust Chairman
Non-Executive Director
Non-Executive Director
Non-Executive Director
Deputy Chief Executive and Chief Nurse
Head of Education and Development
Chief Operating Officer

In Attendance:

Peter Shorland
Julie Reeve
Tina Hickinbottom-Tacey
Emma Symonds

Public Governor
Staff Governor
Corporate Services Assistant
Equality, Diversity and Inclusion Adviser

Apologies:

Tracy Jones

Deputy Director of Human Resources and Organisational
Development
Chief Medical Officer

Merry Kane
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1
1.1

WELCOME & APOLOGIES
Maurice Dunster welcomed everyone to the meeting. Apologies were received and
noted above.
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2
2.1

DECLARATIONS OF INTEREST
There were no declarations of interest relating to items on the agenda. Any conflicts of
interest declared by the executive and non-executive directors would be contained within
the register to be presented at the Board of Directors.
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3
3.1

MINUTES OF THE PREVIOUS MEETING AND MATTERS ARISING
The Committee reviewed the minutes of the previous meeting held on 24th July 2020,
which were approved as a true and accurate record.

3.2

With regard to actions and matters arising, Maurice Dunster asked if Mark Appleby could
give a quick update on overseas recruitment.

4
4.1

WORKFORCE PERFORMANCE REPORT
Mark Appleby gave an overview of the Workforce Performance Report noting the
changes to the report the Committee were expecting had not completely come into
fruition. He advised the clearer slides should be available for January, he went on to
note the following from the report:

4.2

Labour turnover decreased in line with expectations due to COVID-19. A once high of
21% has shown a significant decrease.

4.3

Sickness is steady at 2.96%, which is average across trusts, this does not include those
absences due to shielders, pregnant staff over 28 weeks and staff overseas having to
quarantine. Additional absences could be contributed by those members of staff who
have contracted COVID or are absent whilst awaiting results of a COVID test.
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Action

4.4

Maurice Dunster noted non-registered nursing turnover seems high at 22%, and odd
compared to the overall of 15.83%. Shelagh Meldrum advised this is not unusual and the
national picture is similar. The roles are quite transient, staff move around into other
areas quite frequently, some new ideas are being developed to assist in retention.

4.5

Mandatory training compliance during the pandemic is low for YDH, although is still on
target. Appraisals have dropped, as it is hard to maintain levels due to COVID-19, but as
soon as able this will be a focus.

4.6

Key HR developments have been separated into the top three achievements and top
three risks for the hospital. Achievements include a robust and useful set of health and
wellbeing guides in place, YDH cannot benchmark but unions have advised it is one of
the best they have seen. Two guides are available for practical and emotional support;
both are around 50 pages and cover all areas of support including signposting and
guidance. There was a highly successful trip to Dubai in October 2020 with 184
radiography and 250 nursing job offers made. A successful COVID-19 HR Help and
advice line has been running a 7-day service and has been incredibly busy including
staff asking for advice and reporting sickness and test results etc. Feedback has been
consistently good. The risks include absence (as approaching a second wave), staff
showing symptoms, and having to take time off whilst awaiting results, causes a lot of
disruption and workforce planning issues. Staff health and wellbeing is a concern due to
staff feeling the effects of stress and fatigue, plus PPE especially in hot areas and
having to wear masks. Finally, the budget has been affected due to having to use costly
agency staff to cover gaps.

4.7

The Committee noted the figures for contracted FTE looks substantially higher, due to
the growth in the hospital for clinical, nursing, medical and administration staff. Martyn
Scrivens asked if it would be possible to see contract FTE compared to budgeted
substantive FTE. Shelagh Meldrum advised this is one of the expected updates
available in January. Maurice Dunster added potential discussion for the next joint FRCC
meeting.

4.8

There had been some recent recruitment successes within medical, leaving only four
posts left to fill. Abigail Cronin is joining the medical workforce team replacing Noella
Rowton and Ferne Clements. There are currently 19.2 vacancies where job offers have
been made. Graham Hughes enquired after the offers being held up in salary
negotiations, he assumed these positions would all fall within certain bands. Mark
Appleby advised prospective employees often try to negotiate salary and are in a good
bargaining position. Abigail Cronin added they are aware a number of trusts across the
region offering high incentives and have engaged in a few salary negotiations. Simon
Sethi added there has been a few successful cases including a stroke consultant and
some good candidates for an ED consultant. YDH are offering flexibility, using
approachable and proactive communication to gain these successions, although having
to be dynamic with funds and roles. Maurice Dunster enquired after the Somerset NHS
Foundation Trust and recruitment strategy. Paul von der Heyde asked if NHS Providers
have influence here and if there are national policies to follow in salary negotiation.
Shelagh Meldrum noted this is an interesting area, and although national policy is to not
work in competition, huge supply and demand undoubtedly leads to trusts entering
negotiation bearing in mind the challenges in recruitment; competition can feed into
these behaviours. It is important to note this is similar across all workforces not just
medical. Jane Henderson asked about the lead medical examiner vacancies and issues
with returning staff after retirement etc. and the need for recruitment processes to take
place. Mark Appleby said it depends on how long they have been out of work for, as a
Trust the bare minimum accepted is two weeks off, but if is longer, there is a more
robust process in place.
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4.9

The Committee reviewed the overseas recruitment slides within the report. YDH had
received monies to account for lost income through the COVID-19 funding regime.
Discussion took place regarding how this lost income and the monies provided through
the COVID-19 funding regime is recorded and presented. The plans and projected
contribution from the overseas recruitment has been reviewed in light of the COVID-19
pandemic.

4.10

Maurice Dunster added there is a lot of work taking place behind the scenes for
overseas recruitment, and asked Mark Appleby for a short summary of performance.
Mark Appleby informed the Committee that recruitment is currently going well. PreSeptember, due to travel restrictions, it was not possible to bring any nurses over, but
the overseas team worked hard to keep in touch and also began looking into new
countries. A trip took place in October to Dubai where 184 radiography and 250 nursing
job offers have been made. YDH has gained support from NHS England and
Improvement (NHSE&I) with offers of investment, therefore more recruitment can take
place and further visits to different countries. A full business case is being developed
which will go to the FRCC.
COVID-19 UPDATE
The hospital is consistently busy but staff have risen to the challenge admirably. The
focus has been on ensuring all staff perform a risk assessment and emphasising health
and wellbeing. Lots of support in place for the staff who had been shielding for the past
twelve weeks including keep in touch schemes, food drops and additional support for
those living on their own. Currently, YDH has 23 extremely vulnerable staff.

5
5.1

5.2

Previously YDH have never used centralised absence reporting. Since March 2020, all
absence goes through the helpline, this gives a much clearer view of daily absence
figures, and from this, pressure points and hot and cold areas can be viewed easily. The
rostering team are able to fill gaps and look for support from bank where needed. At the
beginning, a lot of time was spent on advice and a comprehensive FAQ has been built to
assist with this.

5.3

Sickness has increased over the last few weeks. Dashboard is quite complicated to
view, would expect to see higher absences across nursing, however the highest area of
sickness is housekeepers. Absence is higher than it has been but hoping this will
plateau through the end of the year. YDH do have some returners, currently working with
the Clinical Commissioning Group (CCG) performing a staff skills audit.

5.4

YDH made the decision to perform risk assessments across all staff groups, currently at
96% complete. New staff cannot join until they have completed a risk assessment.
Extremely vulnerable staff performed a more in-depth assessment alongside their
manager, and a shorter assessment was completed by all other members of staff, which
is sent onto managers for review. A home working risk assessment was established as
more staff began working from home. Martyn Scrivens asked if the risk assessment had
been updated as guidance changed during the pandemic. Shelagh Meldrum advised the
Committee some ground rules changed and these were communicated, and extremely
vulnerable staff received letters. Pregnancy terms did change between the two waves.
However, YDH maintained the stance on maternity beginning early at 28 weeks. The risk
assessment is dynamic and can be altered, the safety of staff is priority, and
assessments are retaken when needed.

5.5

Lateral flow testing is being introduced to all patient facing staff, a self-test twice a week.
The logistics were considerable but within a week, YDH managed to implement all that
was needed. Dieticians are doing a live trial before rolling out to other patient facing
staff. Testing kits and instructions are being distributed and there is an app to enable
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reporting. The aim is to distribute all tests by Tuesday. As there is a chance of false
positives, staff must stay at home and arrange a full PCR COVID-19 test should they
receive a positive result from the lateral flow test.
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5.6

Mark Appleby added the YDH team continue to provide support where needed and
steering groups have commented staff feel they have good support and morale seems
high.

6
6.1

EQUALITY, DIVERSITY AND INCLUSION
Emma Symonds attended the meeting to present an update on equality, inclusion and
diversity and presented these highlights:

6.2

The hospital has moved from good to exceptional and the team is working hard to
ensure the Workforce Race Equality Standard (WRES) is prevalent in all the processes
performed here at YDH. YDH are proud of the diverse workforce, the recruitment
process both home and overseas focusing on equality and fairness, and the dedication
of all staff. The staff minority group has been reinvigorated and is involved in shortlisting
and interviews for positions within the hospital. A three-year action plan built around a
Just Culture has been developed in line with the national objectives but incorporating
YDH’s needs and ideas. Discrimination, sickness and bullying policies are currently the
focus. YDH have high expectations, currently supporting staff on a base level hits CQC
targets, but the ambition is to make further improvements.

6.3

The highest risk at YDH is the lack of Black and Minority Ethnicity representation across
the hospital, specifically in senior roles. The Academy, HR and the staff minority group
are working closely to support staff through interviews and shortlisting, developing
interview skills and adding more types of development into the Academy. In response to
the COVID-19 pandemic, training has been stood down, however online programmes
are available through the Academy, and face to face opportunities are being investigated
whilst awaiting guidance. Martyn Scrivens asked if there was any data to suggest these
online courses were being used during the pandemic. Leadership champions have been
having discussions around development with staff, currently focusing on finding a way to
progress with this in the current climate. There has been an increase in interest toward
CPD, especially from staff from black and minority ethnicity backgrounds. Some are
taking coaching and mentoring from various routes, it would be interesting to see the
actual intake of staff taking virtual CPD, figures won’t be available until staff have
attended.

6.4

The Committee asked to have an update showing progress on the points provided,
showing the actual impact for the staff. The Committee were assured the focus would be
on the impact on the staff, as career development is important, communicating with staff
to make sure their expectations and needs match YDH goals and ambition. Some
agreed KPI’s to monitor would be added for future meetings. Shelagh Meldrum added
that YDH benchmarks well against the WRES tool, the CQC are very satisfied but she
agrees with Emma Symonds, the focus will be to challenge ourselves to gain even better
results.

6.5

Staff Survey is a wonderful tool to use alongside the 2019 WRES. The percentage of
staff feeling harassed or bullied has improved but would like to see more improvement.
Cultural awareness and unconscious bias training will be implemented and there will be
opportunities for extra training alongside mandatory training.

6.6

The ambition is to make YDH a truly inclusive hospital, establish and build networks that
work alongside the current ones to show the hospital is actively listening to all groups of
employees.
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6.7

Graham Hughes asked if there was collaborative work being performed across the
system. Shelagh Meldrum confirmed a People Board has been developed across both
trusts, which has opened up the idea of more networks outside of the already
established staff minority network, currently on a journey to establish these. There will
certainly will be sharing across both trusts. Maurice Dunster contributed SFT were given
a national mention about their BAME network during COVID-19 pandemic, and Shelagh
Meldrum added the union wrote to the CQC to praise YDH Staff Minority network and
how COVID-19 was managed.

322021

10

ITEMS FROM THE MEETING FOR DISCUSSION AT THE BOARD OF DIRECTORS
The Workforce Committee agreed the following items would be highlighted at the next
meeting of the Board:
- Positive news regarding the Medical Recruitment vacancies.
- COVID and winter planning
- WRES and the Equality, Diversity and Inclusion plan
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11
11.1

ANY OTHER BUSINESS
Graham Hughes would like to offer his thanks and best wishes to Noella Rowton and
Ferne Clements as over the time they have given some excellent presentations.

11.2

Peter Shorland said this was his first attendance to the committee and he was listening
with great interest, however he asked if he could get some clarification on a few of the
abbreviations. Maurice Dunster advised he has seen a helpful abbreviations cheat sheet
and asked to have this circulated. Julie Rooke also advised it was her first attendance as
a staff governor and found it all very interesting.
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11.3

Maurice Dunster thanked everyone for their contributions and that he would see
everyone in January for the next meeting.

12
12.1

DATE OF THE NEXT MEETING
The next meeting would be held on Wednesday 27th January 2021, 09:30 – 12:30
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Mortality Rates
December 20
Latest HSMR
Nov-19 to Oct-20

Weekend
Mortality
Relative Risk

Number of
Trustwide
Deaths

Crude Mortality
Rate (Deaths /
Discharges)

0.867

0.901
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2.75%
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Mortality
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1.90%

December 19
HSMR
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0.849

0.916
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HSMR Trend (Rolling 12 Month Periods)

RAG status: Achieved
The trust's HSMR was 86.7 in for the 12 month period up to
October 2020. The Trust continues to perform significantly better
than the National Average. The total number of deaths for 2020
of 743 is not significantly higher than the previous year 2 year
average of 735 deaths.
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Further information is available in the quarterly mortality report.
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Patient Falls and Pressure Ulcers
Patient Falls rate
Patient Falls
Causing Harm per 1000 bed days

4

8.85

December 19
Patient Falls
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Patient Falls
Patient Falls rate
Causing Harm per 1000 bed days

2

Additional notes
• Patient Falls YTD:

• Patient Falls YTD LY:

• Pressure Ulcers YTD LY:

• Pressure Ulcers 6M Avg:

• Pressure Ulcers 6M Avg LY:
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35
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Diff

% Diff

28

+4.68%

14

+40.00%

1.8

+57.89%

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

14

The rate of falls remains consistent since May 20 even though there is
a slight increase in numbers in December.The number of Pressure
Ulcers has increased in month but is still within the expected range of 01 per 100,000 beddays.

Patient Falls
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Pressure Ulcers
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• Pressure Ulcers YTD:
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Number of Falls
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December 20

Safe

Pressure Ulcers per 1000 Bed Days
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Infection Control

Gram Negative Bloodstream Infections

Safe

12

December 20
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YTD C.Diff
MRSA
C.Diff
Bacteremia (Lapses in Care) (Lapses in Care)

8

YTD C.Diff

6

0

0

0

4

4

E.Coli

P.Aeruginosa

Klebsiella spp.

2

2

0

1

Positive Covid-19
Cases

0

187

E.Coli Infections

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

RAG status: Achieved
Targets Met.

There has been 3 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

October 2020 Trust infection rate per 100,000 bed days;
E.Coli - 16.63, P.Aeruginosa - 0.00, Klebsiella - 0.00
October 2020 National infection rate per 100,000 bed days;
E.Coli - 25.06, P.Aeruginosa - 5.37, Klebsiella - 14.15
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YDH E.Coli

YDH Klebsiella

Ecoli National Benchmark

Klebsiella National Benchmark
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Stroke Services

Effective
90% Stroke Unit Stay Achievement
100%

December 20
YDH SSNAP Level YDH SSNAP Score 90% Stay on
(Jan-20 to Mar-20) (Jan-20 to Mar-20) Stroke Unit

B

70

70.97%

80%

12hr CT Scan

96.15%

Targets
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40%
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70

83.3%
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0%

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

Responsive
Average Length of Stay (Days)
6

December 20
Elective
Admissions

1,631

5

Average
Average Non Non-Elective
Admissions Elective LOS Elective LOS

1,936

1.49

4
3

4.40

2

December 19
Elective
Admissions

1,788

1

Average
Average Non Non-Elective
Admissions Elective LOS Elective LOS

2,362

4.01

2.14

Additional notes
• Elective Admissions YTD:

Count
12,494

• Non-Elective Admissions YTD:

16,647

• Elective Admissions YTD LY:

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

• Average Non-Elective LOS vs LY diff:

0

18,213
19,866

Diff

% Diff

-5,719

-31.40%

-3,219

-16.20%

-0.7

-30.70%

+0.4

+9.78%

RAG status: Achieved
Targets Met.

Maintained high levels of Elective recovery in Early December although this
is likely to be affected by Cancelled operations in January due to rising
levels of high acuity patients and increased numbers of COVID positive
patients within the Trust.

LOS Elective

LOS Non-Elective

Admissions
2500
2250
2000

1750

1500
1250
1000
750

500

Total Elective Admissions

Non-Elective Admissions
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Covid-19 Elective Recovery
100.00%

Somerset FT & Yeovil FT - RTT New Clocks % Re-Start

Responsive

80.00%

1600

60.00%

1200

40.00%

800

20.00%

400

0.00%

0

SFT RTT New Clocks % Re-Start

140.00%

YDH RTT New Clocks % Re-Start

Somerset FT & Yeovil FT Elective % Re-Start

120.00%

Somerset FT and YDH FT >52 Week RTT Waits

2000

SFT RTT Incomplete Pathways >52 Weeks

YDH RTT Incomplete Pathways >52 Weeks

Somerset FT and Yeovil FT- Diagnostic Activity
100.00%
80.00%

100.00%
80.00%

60.00%

60.00%

40.00%

40.00%

20.00%

20.00%
0.00%

0.00%

SFT Elective % Re-Start

YDH Elective % Re-Start

Re-Start % Target

SFT Diagnostics % Re-Start

YDH Diagnostics % Re-Start
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Readmissions

Responsive
Number of Readmissions
500

December 20

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

354

9.11%

4.82%

5.10%

400
10%

300
200

5%

100

December 19

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

434

15%

9.86%

Additional notes
• Readmissions YTD:

• Readmissions YTD LY:

• Related Readmissions

• Related Readmission LY:
• Readmissions Rate (All)

• Readmissions Rate (All) LY:

5.06%

Count
2,911
3,699
172
210

9.35%
8.89%

0

5.40%

Diff

% Diff

-788

-21.30%

-38

-18.10%

0.46%

--

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
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Delayed Discharges

Effective
Monthly Delayed Transfers of Care Rate
2.5%

December 20
Lost Bed Days

0

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

58

24

December 19
Lost Bed Days

144

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 Dec-20

December 20
On the Day
Non-Clinical
Reasons

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

5

34

80.00%

Consultant / Clinican unavailable

Urgent
Cancellations

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

8

No beds available

December 19
On the Day
Non-Clinical
Reasons

Results not available

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

9

69

100.00%

Urgent
Cancellations

0

2

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

TCI / Appointment rescheduled - requires
alternative session / clinic

The Trust continues to try to ensure that patients are notified well in
advance of any non-clinical cancellations.

Number of Cancelled Operations

2

30
25
20
15
10
5
0

On the Day - Cancelled Operations
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Diagnostic Waits

Responsive
Diagnostic 6 Week Waits %
100%

December 20
Overall Diagnostic 6 Week Waits

90.33%

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

95.01%

Target
DM01 Recovery Trajectory

Diagnostic Waits by Type of Test
100%

RAG status: Failed
Targets Failed. Reason:

Diagnostics waiting times were significantly affected by
the COVID 19 Lockdown in March. A recovery plan is in
place and the Trust is working hard to maintain the
recovery trajectory for all its diagnostics activity.

80%
60%
40%
20%
0%

Imaging %

Physiological Measurement %

Endoscopy %
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RTT Performance

RTT Incomplete Pathways - 18 Weeks
100%

December 20

90%

18 Week Incomplete Pathways

> 52 Week Waits

80%

72.98%

261

70%

TBC

Responsive

60%

December 19

50%

18 Week Incomplete Pathways

> 52 Week Waits

89.23%

0

40%

RTT Incomplete Pathways - 18 Weeks
6 Month Moving Average

Additional Notes:
Specialties with the Lowest RTT Performance this month:
Neurology - 43.46%
ENT
- 53.41%

12,000

Constitutional Standard

RTT Incomplete Pathways with All Stops

10,000
8,000
6,000

RAG status: Failed
Targets Failed.

RTT waiting times were significantly affected by the
COVID 19 Lockdown in March. All patients waiting over
18 weeks have been assessed and prioritised for
treatment based on clinical priority.

4,000
2,000
0

Number of Stops

Number of Incomplete Pathways
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RTT Pathways
December 20

Responsive

11,000

Incomplete
Pathways

Pathways waiting
> 18 Weeks

Pathways waiting
> 40 Weeks

10,000

9330

2521

1118

8,000

RTT Incomplete Pathways (total waiting list size)

9,000
7,000

December 19

6,000

Incomplete
Pathways

Pathways waiting
> 18 Weeks

Pathways waiting
> 40 Weeks

10060

1083

14

Additional notes
• Number of
Incomplete Pathways

Diff

% Diff

-730

-7.26%

RAG status: Achieved
Targets Met.

The waiting list size continues to increase and is expected to
rise back to 90% of pre-Covid levels by March 21.

5,000

Number of Incomplete Pathways

RTT Incomplete Pathways - Aging
1600

1400

1200
1000

800
600

400

200
0

>18
>19 >20
>21
>22 >23 >24 >25 >26 >30 >40 52+
weeks weeks weeks weeks weeks weeks weeks Weeks weeks weeks weeks Weeks
Admitted

Non Admitted
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Cancer Performance
November 20

2 Week Cancer Targets

Responsive

100%

95%

2 Week Suspected Cancer

2 Week Exhibited Breast
Cancer Symptoms

93.03%

86.79%

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

90%

85%
80%
75%
70%

65%
60%

31 Day Treatment First

62 Day Treatment Standard

99.13%

91.10%

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

2WW Breast

100%

2WW Suspected Cancer

62 Day Treatment Standard

95%
90%

RAG status: Failed, close to achievement
Targets Failed.

The 2 week exhibited breast target for November was the
only target missed. See following slides for more details.

85%
80%
75%
70%

65%
60%

62 Day Treatment Standard
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Cancer 62 Day Urgent GP Referral Pathway
November 20
Target: 85%

62 Day Site Breakdown - 3 Month Review
Cancer Site
Brain

September 20

Breast

100.0%

Haematology

100.0%

Gynaecology

Head and Neck
Lower GI

42.9%

62.5%

Lung

33.3%

Skin

100.0%

Sarcoma

Upper GI

Urology
Other
All

77.8%

53.3%

100.0%

76.56%

Additional notes
Please note that a shared breach with another organisation
will show as 0.5 on the table above.
RAG status: Achieved
Targets Met.

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

0

0

Achievement, Referrals and Breaches
October 20

11

0

100.0%

2

0

100.0%

3.5

2

0

0

8

0

4.5

64.0

15.0

1

0

3.5
0

34

3.5

0

0

0

0.0%

0.5

2

1

95.0%

20

86.5%

18.5

2.5

91.10%

73.0

6.5

0.5

4.5

84.85%

66.0

10.0

0

100.0%

6
0

80.0%

22.5

4.5

60.0%

2.5

1

71.4%

1

0

0

0

0.5

3.5

0

0

96.6%

57.1%

2

2020/21 YTD

0

50.0%

9.5
2

17

2

52.6%

100.0%

4.5

100.0%

97.1%

85.7%

100.0%

0

0

1

0

1

4

7

0

100.0%

50.0%

15

November 20

0

3

2

42.9%

0

5

0.5

0

16

100.0%

0

100.0%

3

3

Responsive

1.5

63.0%

59

14

40.5

2

4

15

1

59.5%

18.5

7.5

1

96.4%

168

6

64.5%

77.5

27.5

83.16%

442.5

74.5

0

0
0

77.4%

100.0%

0

31
9

0

7

0

Number of 62 Day Patients Seen - YTD
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)

103.17%
All Appointment
Cancellations

27.17%

Number of Outpatient Attendances
24000

Total Outpatients
Activity

160683

Responsive

10.74%

Virtual Clinic Activity
Proportion

21.4%

20000
16000
12000

DNA Rate

8000

13.59

4.71%

4000

Patient Cancellations

Trust Cancellations

6.43%

20.74%

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 %

17

ED Transformation
Total A&E Attendances

93.24%

3759

Year on Year
A&E Growth

Attendances resulting in
an Inpatient stay

-21.08%

Median Time to Triage
(hh:mm)

00:08

Average A&E
Attendances per day

121.26

12 Hour Trolley Waits

36.02%

0

Median Time to
Treatment (hh:mm)

Median Time in Emergency
Department (hh:mm)

00:30

Ambulance Handovers Number of Ambulance
Performance
Handovers

--

A&E 4 Hour Performance - All Attendances
100%

December 20
A&E 4 Hour
Performance

Responsive

--

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

4Hr Performance

02:45

Average Ambulance
Arrivals per day

46.26

Comments
The Trust is currently one of the best performing trusts in the South West, and
one of the top 10 trusts in England in December.

6 Month Moving Average

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

Avg A&E Attendances per day

Avg Emergency Admissions Per Day

Avg Ambulance Arrivals per day
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Patient Complaints and PALS
Number of Complaints

December 20
Complaints

PALs

5

143

10

PALS
Concerns

52

PALS
Enquiries

8
6

91

4

December 19
Complaints

PALs

2

102

PALS
Concerns

66

2

PALS
Enquiries

0

36

Complaints

Additional notes
• Complaints YTD:

• Complaints YTD LY:
• PALs YTD:

• PALs YTD LY:

Caring

38
42

1020
957

-4

-9.52%

+63

+6.58%

PALS Breakdown
160

140

120
100

RAG status: Achieved

80

Targets Met.

40

60
20

0

PALS Concerns

PALS Enquiries

19

YDH Group │ Workforce Report
Well Led - Staffing
│ December 20

20

Workforce Assurance
December 20

Well Led

Workforce Assurance - YDH Only

Workforce Monthly Position Contracted FTE
Additional

Dec-19 Dec-20 Clinical Services
1782.0 1992.9

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

75.1

61.1

407.0

133.1

Ancillary

34.2

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

268.7

675.3

33.6

304.9

Workforce Monthly Position Labour Turnover
Target

Additional

Dec-19 Dec-20 Clinical Services

12% - 17% 17.37% 15.33%

16.28%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

12.21%

15.73%

15.65%

Ancillary

12.05%

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

18.73%

10.63%

21.62%

23.10%

Workforce Monthly Position Sickness Absence - In Month
Target
3%

Additional

Nov-19 Nov-20 Clinical Services
2.81%

3.80%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

4.34%

2.37%

3.33%

2.69%

Ancillary

8.33%

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

0.60%

4.71%

0.00%

5.82%

Workforce Monthly Position Mandatory Training
Target
85%

Additional

Dec-19 Dec-20 Clinical Services
90.23% 86.76%

87.65%

Rolling 12 Month Trend

Additional Prof Admin & Allied Health
Sci & Tech
Clerical Professionals

88.76%

88.22%

85.59%

Ancillary

88.20%

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

78.19%

88.69%

79.62%

88.09%

Workforce Monthly Position Appraisals
Target
90%

Additional

Dec-19 Dec-20 Clinical Services
88.80% 85.07%

86.21%

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

84.62%

80.47%

83.87%

Ancillary

83.33%

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

74.53%

89.38%

71.43%

92.54%

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

Contracted FTE

2700

December 20

Well Led

2500

YDH Group

YDH

DCUK

SHS

SSL

2515.0

1992.9

--

245.6

276.5

December 19

2300
2100
1900
1700

YDH Group

YDH

DCUK

SHS

SSL

2314.7

1782.0

56.7

220.2

255.9

• Group FTE:

Count
2515.0

Diff

% Diff

+200

+8.65%

• Group FTE (Excl SHS):

2269.5

+175

+8.35%

Additional notes
• Group FTE LY:

• Group FTE (Excl SHS) LY:

2314.7
2094.5

Comments
YDH has seen a growth in the following areas:
• Medical posts as vacant posts have been filled
• Nursing and HCA posts for safer staffing reasons
• Admin posts to support expansion of services
• SHS as new practices have joined
• SSL as new contracts are won
• All of this growth is planned & expected

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

Dec-18

200

Dec-19

300

Dec-20

400

500

600
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Turnover

Labour Turnover - YDH Only

20.0%

December 20

15.0%

YDH Group

YDH

DCUK

SHS

SSL

13.67%

15.33%

--

6.93%

9.85%

17.23%

YDH

Additional notes
• Group Turnover LY:
• YDH Turnover:

DCUK

SHS

SSL

17.37% 29.75% 15.50% 15.69%

• Group Turnover:

• YDH Turnover LY:

10.0%
5.0%

December 19
YDH Group

Well Led

Achievement
13.67%
17.23%

15.33%
17.37%

Diff
-3.56%
-2.04%

Comments
Turnover remains low.
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

Target 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

0%

5%

Dec-18

10%

Dec-19

15%

Dec-20

20%

25%

30%
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Leaving Reasons - YDH
December 20

Number of Resignations
- Rolling Year

305

209

332

244

• Rolling Year Leavers LY:

End of Fixed Term

Redundancy

Number of Resignations
- Rolling Year

• Rolling Year Leavers:

Dismissal

Pregnancy

Number of Leavers
- Rolling Year

Additional notes

YDH Rolling Year Leavers by Reason
Death in service

Number of Leavers
- Rolling Year

December 19

Well Led

Count
305
332

Resignation
Retirement
0

50

100
Dec-18

Diff

% Diff

-27

-8.13%

Comments
Big reduction in work life balance as a reason for leaving
which hopefully is beginning to show the benefits of the
work we are doing around flexible working. Promotion
continues to increase as a reason which needs a deep dive
along with lack of opportunity for SSL.
Figures exclude junior doctors rotations and internal
transfers and are based on a rolling 12 month period.

Dec-19

150

200

250

300

Dec-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
Dec-18

25
Dec-19

50

75

Dec-20
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Leaving Reasons - SSL
December 20

Number of Resignations
- Rolling Year

31

21

Number of Resignations
- Rolling Year

42

28

• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
31
42

Dismissal
End of Fixed Term
Redundancy

Number of Leavers
- Rolling Year

Additional notes

SSL - Rolling Year Leavers by Reason
Death in service

Number of Leavers
- Rolling Year

December 19

Well Led

Resignation
Retirement
0

5

10
Dec-18

Diff

% Diff

-11

-26.2%

15
Dec-19

20

25

30

Dec-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
Dec-18

2
Dec-19

4

6

8

10

Dec-20

25

Leaving Reasons - SHS
December 20

Number of Resignations
- Rolling Year

48

4

Number of Resignations
- Rolling Year

93

51

• Rolling Year Leavers:

• Rolling Year Leavers LY:

Count
48
93

End of Fixed Term
Redundancy
Resignation

Number of Leavers
- Rolling Year

Additional notes

SHS - Rolling Year Leavers by Reason
Dismissal

Number of Leavers
- Rolling Year

December 19

Well Led

Retirement
No Category Recorded
0

10

20

Dec-18

Diff

% Diff

-45

-48.4%

40

30

Dec-19

50

60

Dec-20

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

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

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

2

4
Dec-19

6

8

10

12

14

16

18

20

Dec-20
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Leavers in Month

Length of Service
Skills Group

Additional Clinical Services

December 20

1 to 3 Yrs

Over 3 Yrs

Total

0

0

0

0

0

Admin & Clerical

YDH

DCUK

SSL

SHS

37

26

0

3

8

1

Allied Health Professionals

37

DCUK

1

SSL

4

SHS

10

Medical & Dental

• In Month Leavers:

• In Month Leavers LY:

Count
37
52

Diff

% Diff

-15

-28.85%

Comments
35.1% of the leavers have less than 3 years service.
All nurse leavers have a ‘stay’ or ‘exit’ interview as
appropriate.
Covid-19 appears to have reduced the number of staff
leaving.

0

0

0

1

0

1

Senior Managers

4

0

0

DCUK

--

--

SSL

1

2

SHS

--

Total

Additional notes

1

0

Nursing & Midwifery Reg

YDH

0

0

Estates

0
2

0

Ancillary

Non-Registered Nursing

December 19
52

Less than 1 Yr

Additional Prof Sci & Tech

YDH Group

YDH Group

Well Led

--

4

9

1
2

1
5

3

3

0

1

0

0

2

2

3

4

5

10

--

0

0

0

--

8

0

3

16

37

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

Dec-18

5

Dec-19

10

Dec-20

15

20
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Vacancies Being Recruited to - YDH Group
Vacancies being recruited to (FTE)
Additional Clinical Services

Additional Prof Scientific & Technical

Oct-20

Nov-20

Dec-20

2.0

5.0

1.0

4.9

0.0

1.0

Admin & Clerical

16.6

22.9

13.8

Ancillary

0.0

0.0

0.0

Allied Health Professionals
Estates

1.9
0.0

HCA's

22.0

Medical Training

0.0

Medical

Senior Managers
SSL

DCUK

Specialist Nursing / Band 6

Nursing and Midwifery Qualified - Childrens

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

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

4.0
0.0
5.1
0.0
3.0
0.0
0.0
0.0
0.0
0.0
2.0
0.0

2.0

61.5

1.5
0.0
1.7
6.0
0.0
0.0
3.8
0.0
2.7
0.0
0.0
0.0
0.0
2.0
0.0
0.8

2.8

46.4

Well Led

2.9
0.0
7.0
4.0
0.0
1.0
4.0
0.0
7.7
0.0
0.0
2.6
0.0
5.7
0.0
2.0

10.3

52.7
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Sickness Absence
4.0%

YDH Group

YDH

DCUK

SHS

SSL

3.0%

3.90%

3.80%

--

3.53%

4.94%

2.0%

November 19

1.0%

YDH Group

YDH

DCUK

SHS

SSL

3.22%

2.81%

9.22%

3.48%

4.47%

Additional notes
• Group Absence:

Count
3.90%

• YDH Absence:

3.80%

• Group Absence LY:
• YDH Absence LY:

Absence vs Target

5.0%

November 20

Well Led

3.22%
2.81%

Diff
0.68%
0.99%

Comments
Showing some increase which requires a deep dive as may be
beginning to show impact on staff resilience and health &
wellbeing (other normal sickness conditions are seeing a
national decline eg D&V and colds/flu).
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%

Nov-18

Nov-19

4%

Nov-20

6%

8%

10%
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Statutory Training

Well Led
100%

December 20

90%

YDH Group

YDH

DCUK

86.30%

86.76%

--

SHS

SSL

84.75% 84.69%

December 19
YDH Group

88.36%

Mandatory Training vs Target - YDH Only

80%
70%
60%

YDH

DCUK

SHS

SSL

50%

90.23% 93.67% 75.32% 89.16%

Additional notes
• Group Mandatory Training:

Count
86.30%

• YDH Mandatory Training:

86.76%

• Group Mandatory Training

• YDH Mandatory Training LY:

88.36%
90.23%

Diff
-2.06%
-3.47%

Comments
Remains over target however IPC, Safeguarding and Resus remain a
focus – IPC has moved to very targeted, on the job training which
may not be being recorded on the training system, safeguarding is
moving to on-line so we will see an increase in compliance with
agreed system target, deep dive into resus required as this is
obviously hands on training.

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%

Dec-18

10%

Dec-19

15%

Dec-20

20%

25%

30%
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Statutory Training Elements

Statutory Training Elements vs Target - YDH Only

December 20
Overall
Achievement

Conflict

Equality

89.07%

88.82%

Fire

Infection Control

90.57%

80.85%

Information
Governance

Manual Handling

Prevent

Resus

87.36%

91.21%

78.39%

Childrens
Safeguarding

Adults Safeguarding

86.30%

87.72%

Well Led

76.58%

89.85%

Comments
Please note that the trust's target for statutory training is 85%,
with the safeguarding elements benchmarked against a 90%
target.

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

60%
Dec-19

70%

80%

90%

100%

Dec-20

31

Safeguarding Training
90%

Adults Safeguarding

87.72%

89.85%

Childrens
Safeguarding Level 1

Childrens
Safeguarding Level 2

85.60%

Childrens Safeguarding Achievement vs Target - YDH Only
100%

December 20
Childrens
Safeguarding

Well Led

89.18%

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

92.35%

70%
60%
50%

YDH Childrens Safeguarding Achievement

Achievement
87.85%

89.18%

Adults Safeguarding Achievement vs Target - YDH Only
100%

92.35%

90%

--

80%

--

91.95%
--

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%

December 20

90%

YDH Group

YDH

DCUK

87.19%

85.07%

--

SHS

SSL

93.91% 94.65%

December 19
YDH Group

87.92%

Well Led

80%
70%
60%

YDH

DCUK

SHS

SSL

50%

88.80% 88.46% 86.23% 88.46%

Additional notes
• Group Appraisals:

Count
87.19%

• YDH Appraisals:

85.07%

• Group Appraisals LY:
• YDH Appraisals LY:

87.92%
88.80%

Diff
-0.73%
-3.73%

Comments
The YDH Group 12 month appraisals achievement in December was
68.0%. Appraisal remains below target for YDH – will undertake a
further review of departments where environment and workload
shouldn’tplay a part and look at other ways of recording that we are
checking in with all staff. A new appraisal form has been developed
to improve the appraisal discussion.

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%

Dec-18

Dec-19

40%

Dec-20

60%

80%

100%
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Appendix A - Slide Index

Appendix

Slide Index - Performance
1) Performance Section Title Slide

16) Cancer 62 Day Urgent GP Referral Pathway

2) Contents

17) Outpatients Transformation

3) Mortality Rates

18) ED Transformation

4) Patient Falls and Pressure Ulcers

19) Patient Complaints and PALS

5) Infection Control
6) Stroke Services
7) Admissions and Length of Stay
8) Covid-19 Elective Recovery
9) Readmissions
10) Delayed Discharges
11) Cancelled Operations
12) Diagnostic Waits
13) RTT Performance
14) RTT Pathways
15) Cancer Performance
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Appendix A - Slide Index

Appendix

Slide Index - Workforce
20) Workforce Section Title Slide
21) Workforce Assurance
22) Contracted FTE
23) Staff Turnover
24) Leaving Reasons - YDH
25) Leaving Reasons - SSL
26) Leaving Reasons - SHS
27) Leavers in Month
28) Vacancies Being Recruited to - YDH Group
29) Sickness Absence
30) Mandatory Training
31) Mandatory Training Elements
32) Safeguarding Training
33) Appraisals
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Executive summary
Whilst 2020/21 annual planning was paused due to COVID-19 outbreak, the trust received an interim plan from NHSE/I for Apr-Sept'20 period, which included a central monthly
top up payment on a run rate basis of £2.967m. Reporting from October (month 7) is now based on the Trust's revised plan submitted to NHSE/I following a short refreshed
planning process for the second half (H2) of the year (Oct '20-Mar '21).
The Trust reported a £0.448m deficit in month which was in line with the planned higher spend for month 9. Actual agency expenditure remained higher than plan, and COVID
related costs have seen a stepped change in month, however the adverse position was mitigated by underspends accross other business as usual areas. Higher drug costs and
virus testing expenditure was offset by additional income in month.
Activity remains lower in comparison to the prior year at this time with elective activity reducing as some elective recovery work was unable to happen. System recovery plans have
been agreed for the second part of the year with system partners in addition to winter escalation plans which have been included in the report.

In Month

Performance on a financial
trajectory basis

1.

Cash

2.

YTD

3.
YTD

In Month
CIP performance

The Trust surplus year to date is £0.399m compared with a planned deficit of £0.211m following the breakeven position in the
first six month of the financial year. This equates to a £0.611m favourable position to plan.

Working cash balance at the end of December was £21.4m. Total cash balance was £38m; this however includes commissioner/central
income in advance (£14.7m) and SHS ESCRO funds (£1.9m).

In Month
Capital

The Trust was £0.001m favourable to planned financial trajectory with a deficit of £0.448m.

4.
YTD

Gross capital expenditure in month was £0.418m. The capital plan has been further updated to reflect additional PDC monies
received from NHSE/I in response to the current pandemic which will support various developments across the organisation.
Gross capital expenditure YTD was £3.481m (£3.807m including the Managed Equipment Service (MES) additions).
CIP delivery in month was £0.288m, £0.007m adverse to plan. The plan has been revised as part of the planning for the second
half of the year. The analysis now reports against the new plan which is set at £1.862m for months 7 to 12, with a total £2.224m
20/21 delivery expected.
£1.551m has been delivered, £0.124m above the plan; 72.3% of which has been achieved recurrently.

Group I&E - Summary
December 2020

£'000'

Actual

Trust plan

Variance
fav/(adv)

17,951

17,768

182

(11,571)

(11,687)

116

(6,235)

(5,937)

145

YTD
Trust
Variance Annual Plan
fav/(adv)

Actual

Trust plan

Income

153,538

151,853

1,685

204,818

Pay

(98,712)

(99,150)

437

(134,264)

(298)

Non Pay

(49,346)

(47,618)

(1,728)

(64,007)

144

1

EBITDA

5,480

5,085

394

6,547

(593)

(594)

1

Below EBITDA

(5,080)

(5,296)

216

(7,047)

(448)

(450)

1

Adj to Financial Improvement Trajectory Basis

399

(211)

611

(500)

0

(12)

13

Donated Assets

(8)

(49)

41

(87)

0

0

0

PSF/FRF/MRET

0

0

0

0

(448)

(462)

14

391

(260)

651

(587)

I&E surplus/(deficit)

Key headlines:
Income - year to date key favourable variances include overperformance of private patients income, overseas recruitment, and HEE backdated tariff
uplift. In month position includes additional £0.252m reimbursement of COVID-19 costs incurred outside of the system funding envelope.
Pay - overall spend was favourable in month across nursing, medical and scientific staff categories. Higher agency and COVID related expenditure
have reduced this favourable impact to plan. Gross incremental COVID-19 costs of £0.659m in month (£5.753m YTD) have been incurred and are now
reflected in the planned expenditure for the second half of the year.
Non Pay - higher spend in month on drugs and consumables, patient transport and appliances, cleaning and maintenance. Underspends were seen
in recharges, equipment, professional fees and training. Includes COVID-19 costs of £0.231m in month (£1.698m YTD), as detailed primarily as testing
costs.

Group I&E - Detail
December 2020

YTD

£'000'
Variance
fav/(adv)

Trust
Annual
Plan

Actual

Trust plan

Variance
fav/(adv)

121,467

121,870

(403)

170,114

1,130

850

279

1,254

389 Other Income

14,338

13,034

1,304

33,450

252 Top Up income

16,603

16,098

505

0

153,538

151,853

1,685

204,818

149 Medical Pay

(30,911)

(31,162)

251

(42,039)

64 Nursing Pay

(36,826)

(37,034)

208

(50,651)

(30,975)

(30,954)

(22)

(41,574)

(98,712)

(99,150)

437

(134,264)

(15,100)

(14,356)

(744)

(19,002)

(4,877)

(4,676)

(200)

(6,475)

(29,369)

(28,586)

(783)

(38,530)

(49,346)

(47,618)

(1,728)

(64,007)

5,480

5,085

394

6,547

(5,080)

(5,296)

216

(7,047)

399

(211)

611

(500)

(8)

(49)

41

(87)

0

0

0

0

391

(260)

651

(587)

Actual

Trust plan

15,741

16,233

160

126

1,798

1,409

252

0

17,951

17,768

(3,478)

(3,627)

(4,448)

(4,512)

(3,645)

(3,549)

(11,571)

(11,687)

(1,981)

(1,549)

(601)

(577)

(3,653)

(3,811)

(6,235)

(5,937)

(298)

145

144

1

(593)

(594)

(448)

(450)

0

(12)

0

0

(448)

(462)

(492) NHS Clinical Income
33 Non NHS Clinical Income

182

Total Income

(96) Other Pay
116

Total Pay

(432) Drugs
(24) Consumables Non Pay
158 Other Non Pay
Total Non Pay
EBITDA

1 Below EBITDA
1

Adj to Financial Improvement Trajectory Basis

13 Donated Assets
0 PSF/FRF/MRET
14

I&E surplus/(deficit)

2020/21 Forecast
YTD

£'000'

FOT
Trust
Variance
Annual Plan
fav/(adv)

Forecast

FOT variance
to plan

170,114

170,114

(0)

279

1,254

1,454

200

13,034

1,304

17,352

17,671

319

16,603

16,098

505

16,098

16,860

762

153,538

151,853

1,685

204,818

206,099

1,281

Medical Pay

(30,911)

(31,162)

251

(42,039)

(42,506)

(467)

Other Pay

(67,801)

(67,988)

186

(92,226)

(93,327)

(1,101)

Total Pay

(98,712)

(99,150)

437

(134,264) (135,833)

(1,569)

(15,100)

(14,356)

(744)

(19,002)

(19,039)

(37)

(4,877)

(4,676)

(200)

(6,475)

(7,255)

(780)

Other Non Pay

(29,369)

(28,586)

(783)

(38,530)

(38,834)

(304)

Total Non Pay

(49,346)

(47,618)

(1,728)

(64,007)

(65,128)

(1,121)

EBITDA

5,480

5,085

394

6,547

5,138

(1,409)

Below EBITDA

(5,080)

(5,296)

216

(7,047)

(7,070)

(23)

399

(211)

611

(500)

(1,932)

(1,432)

(8)

(49)

41

0

87

87

0

0

0

0

0

0

391

(260)

651

(500)

(1,845)

(1,345)

Actual

Trust plan

121,467

121,870

(403)

1,130

850

Other Income

14,338

Top Up income

NHS Clinical Income
Non NHS Clinical Income

Total Income

Drugs
Consumables Non Pay

Adj to Financial Improvement Trajectory Basis
Donated Assets
PSF/FRF/MRET
I&E surplus/(deficit)

COVID-19 financial summary
£'000'

Actual Expenditure

COVID Attributable Costs

Qtr 1

Qtr 2

Oct-20

Nov-20

Dec-20

Total Qtr 3

Medical Staff

1,169

715

183

180

156

519

Nursing

769

731

160

263

399

822

Other Pay

396

368

62

97

104

263

Total Pay

2,335

1,814

405

540

659

1,604

33

33

7

10

6

23

Consumables

137

34

4

(5)

4

3

Virus Testing (Referred Tests)

324

116

117

136

180

433

Other Non Pay

297

165

30

29

41

100

Total Non Pay

791

348

159

169

231

559

3,126

2,163

564

709

890

2,163

In month
£'000'

YTD
£'000'

IT Equipment

0

12

Infrastructure

0

13

Clinical Equipment

0

182

Total Capital

0

207

Drugs

Total Expenditure

Please note: From October this excludes the forecast and actual
expenditure incurred with regards to Pathology virus testing.
Virus testing costs are included outside of the M7-12 financial
envelope and the Trust will be reimbursed accordingly.

Capital expenditure

Group pay expenditure
£'000'

December 2020
vs Plan in month £0.116m favourable
vs Plan YTD

£0.437m favourable

12,000
11,500

11,000
10,500
10,000
9,500

9,000
8,500
8,000
7,500

7,000
6,500
6,000
Jan-20

Feb-20

Mar-20

Substantive Actuals
Substantive Plan*

Dec-20

Apr-20

May-20

Jun-20

Bank & Locum Actuals
Bank & Locum Plan*

Jul-20

Aug-20

Sep-20

Oct-20

Agency Actuals
Agency Plan*

Nov-20

YTD
£'000'

Comments

Trust
Annual
Plan

Actual

Trust Plan

Variance
fav/(adv)

3,478

3,627

149

Medical

30,911

31,162

251

See medical analysis on following slides.

42,039

4,448

4,512

64

Nursing

36,826

37,034

208

See nursing analysis on following slides.

50,651

1,082

1,110

28

Sci, Theraputic &
Technical

9,081

9,242

161

In month favourable variance across AHPs, reduced by
adverse variance in radiology (£0.018m) and ODPs
(£0.024m).

12,539

514

474

(40)

Ancillary

4,434

4,342

(91)

SSL ancillary staff costs pressure mainly within
housekeeping, catering and SSD areas

2,049

1,964

(85)

Estates, Admin &
Clerical

17,461

17,369

(92)

SSL £0.038m adverse variance, YDH £0.053m adverse
(includes annual leave provision).

11,571

11,687

98,712

99,150

437

116 Total Pay

Actual Trust Plan

Variance
fav/(adv)

Dec-20

COVID

5,766
23,269
134,264

Group agency expenditure
£'000'

December 2020

1,000

Trust plan YTD

£6.62m

Actuals vs Plan YTD

£0.36m adv

NHSE/I ceiling YTD

£4.23m

Actuals vs ceiling YTD
Actuals vs prior year YTD
Actuals Nov-20

£2.75m over

900

800
700

600
500

400

£2.196m over

300

£0.799m

200
100

0
Jan-20

Feb-20

Mar-20

Apr-20

May-20

Actuals YDH
*Apr'20-Sep'20
repres
NHSE/I deri ved pl a n
Actual
SHS ents
(reimbursed)
NHSE/I Ceiling

Dec-20

£'m

Variance to Plan
fav/(adv)
YTD
In month

Jun-20

Jul-20

Aug-20

Actual

Trust Plan

367

460

94

135

55

(80)

30

50

20

565

34

Oct-20

COVID
Annual Plan/ NHSE/I Plan*

Nov-20

Dec-20

Actuals SHS (net)
Actuals PY

£'000'
Variance
fav/(adv)

Sep-20

YTD

Trust
Variance Annual Plan
fav/(adv)

Actual

Trust Plan

Medical

3,786

3,953

167

5,375

Nursing

467

267

(200)

455

Other Pay

309

338

29

454

4,562

4,557

(4)

6,285

687

592

(95)

773

Nursing

(0.117)

(0.246)

531

Medical

0.043

(0.048)

107

60

(46)

Other Pay

(0.027)

(0.066)

107

60

(46)

SSL total

687

592

(95)

773

Total

(0.100)

(0.360)

140

90

(50)

Medical

1,406

1,191

(214)

1,361

57

20

(37)

Nursing

321

274

(46)

324

Latest data from HR - 6 vacancies still in
recruitment process, 16 at the offer stage,
and 7 upcoming.

1

0

(0)

198

110

(88)

836

736

(100)

YDH total
Other Pay

Other Pay

5

5

(1)

5

SHS total

1,732

1,470

(261)

1,691

Group Total

6,980

6,620

(360)

8,749

Group medical spend
£'000'

£'000'

Plan bridge to Actuals Dec-20

Medical spend trend over 12 months period

4,000

4,000

3,500

3,800

3,000
3,600

(90)

62

(33)

(88)

2,500

3,400
2,000

3,627
3,478

3,200

1,500
3,000
Plan Dec-20 COVID/ Winter

SHS

Adverse

Elective
Recovery

Underspend to Actual Dec-20
plan

Favourable

1,000
Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20
Substantive Actuals

Bank & Locum Actuals

Agency Actuals

COVID

Substantive Plan*

Bank & Locum Plan*

*Apr'20-Sep'20 represents NHSE/I derived plan

Plan bridge to Actuals YTD

£'000'

Plan

31,162

COVID/ Winter

(103)

SHS

282

Elective Recovery

(39)

Underspend to plan
Actuals
Variance to Plan, fav/(adv)

(391)
30,911
251

Key headlines:
COVID expenditure was £0.125m in month, YTD spend of £2.368m.
When excluding COVID19 shifts, YDH Agency spend YTD is £2.338m. £0.382m higher than the same period in
2019/20.
When excluding COVID19 shifts, YDH Locum and Extra Duties spend YTD is £2.205m. This is £0.944m lower than the
same period in 2019/20.
Underspend to plan includes unrealised business cases to date and staffing provision

Group nursing spend
£'000'

£'000'

Plan bridge to Actuals Dec-20

Nursing spend trend over 12 months period

4,800
4,500
4,600

36

4,000
(25)

(75)

4,400

3,500

4,200

3,000

4,512

4,448
2,500

4,000

2,000

3,800
Plan Dec-20

COVID/ Winter

Elective Recovery

Adverse

Underspend to
plan

Actual Dec-20

Favourable

Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sept-20 Oct-20 Nov-20 Dec-20
Substantive Actuals
Substantive Plan*

Bank & Locum Actuals
Bank & Locum Plan*

Agency Actuals
Agency Plan*

COVID

*Apr'20-Sep'20 represents NHSE/I derived plan

Plan bridge to Actuals YTD

£'000'

Key headlines:

Plan

37,034

COVID/winter related costs have increased in month, giving an estimated adverse variance against the forecast including:
- ED staffing changes for hot and cold areas
- Changes in the use of wards including hot and cold EAU.
- Winter escalation areas - Jasmine, FAU (above normal hours and budgeted staffing) and CDUP.
- Medical suspension including pregnancy related greater than 28wks and high sickness/isolation cover.
- Swabbing clinics
- Bank incentive payments above run rate (in month includes retrospective analysis of Oct-20 & Nov-20 too).

COVID/ Winter

170

Elective Recovery

(43)

Underspend to plan
Actuals
Variance to Plan, fav/(adv)

(336)
36,826
208

Some elective recovery work was unable to happen meaning some reduced theatre spend. There has however been a
further increase in bank bonus payments and agency spend. This was to enable the staffing of the winter escalation areas
as well as ICU which, with increasing patient numbers in green surge escalation, required significant extra nursing.

Group non pay expenditure
December 2020

£'000'

vs Plan in month

£0.298m adverse

vs Plan YTD

£1.728m adverse

8,000
7,000
6,000
5,000

Variance to Plan
fav/(adv)
£'m

In month

YTD

Consumables

(0.024)

(0.200)

Drugs

(0.432)

(0.744)

0.158

(0.783)

(0.298)

(1.728)

Other Non Pay
Total

4,000
3,000
2,000
1,000
0
Jan-20

Feb-20

Mar-20

Other Non Pay Actuals

Apr-20 May-20

Drugs Actuals

Other Non Pay Plan*
Drugs Plan*
*Apr'20-Sep'20 repres ents NHSE/I deri ved pl a n

Jun-20

Jul-20

Aug-20

Sep-20

Consumables Actuals

Oct-20

Nov-20 Dec-20

COVID

Consumables Plan*

Key headlines:
Consumables - prosthesis spend has dropped in month while other consumables adverse to plan. Overall consumable spend is similar to the run rate seen at the
start of recovery phase.
Drugs - net position £0.06m favourable in month. Specialised Commissioning funded drugs spend has increased in month while in tariff drugs spend level has
remained similar to last month. Overspend on high cost drugs and drugs service provision to other organisations are matched by movements in income.
Other non pay - includes one-off benefits and underspends in month on recharges, equipment, residencies, training and professional fees. £0.180m virus testing
expenditure funded by additional income outside the funding envelope. Key adverse variances in month were seen in property maintenance, cleaning, patient
transport and appliances.

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'

December 2020
YTD
Variance

% variance
against plan

2020/21
Annual Plan

YTD Plan

YTD Actual

YTD
Variance

% variance
against plan

Split by Commissioner
736,940
No final activity plans
agreed with NHSI/E or
commissioners

Somerset

76,601

61,284

(15,317)

(20.0%)

32,844

Dorset

14,095

10,472

(3,623)

(25.7%)

12,894

NHS England

8,211

6,800

(1,411)

(17.2%)

Other

492

2,606

2,114

429.8%

Insource

833

62

(772)

(92.6%)

100,232

81,223

(19,009)

(19.0%)

4,896
153
787,727

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:
NHSE/I Interim Plan
Block contracts have been mandated with main commissioners for the period Apr'20 to Mar'21 based on YTD income reported in the M9 agreement of balances 2019/20.
NHSI/E interim plan values for Somerset CCG, Dorset CCG and NHS England (with the exclusion of CDF and HEPC Drugs) are based on block contract values.
Other category includes the monthly block contract value with Bath and North East Somerset, Swindon and Wiltshire CCG £0.0513m and the NHSI/E run rate plan for Overseas
patients £0.003m per month. 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

Non Elective (exc excess bed days and maternity
deliveries) - all CCGs
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Outpatients (exc insource ) - all CCGs

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