SOMERSET NHS FOUNDATION TRUST/
YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST

PUBLIC BOARD MEETINGS HELD IN COMMON

A Public meeting of the Somerset NHS Foundation Trust and Yeovil District Hospital
NHS Foundation Trust Boards will be held in common on Tuesday 7 March 2023 at

9.00am by way of a Microsoft Team meeting — below the link.

Microsoft Teams meeting

Join on your computer, mobile app or room device
Click here to join the meeting

If you are unable to attend, would you please notify Mrs Ria Zandvliet, Secretary to

the Trust at Somerset NHS Foundation Trust by email on
ria.zandvliet@somersetft.nhs.uk

Yours sincerely

COLIN DRUMMOND MARTYN SCRIVENS
CHAIRMAN SFT CHAIRMAN YDH

AGENDA

9.00 1. WELCOME AND APOLOGIES FOR ABSENCE Joint

2. QUESTIONS FROM MEMBERS OF THE PUBLIC Joint
AND GOVERNORS

3. TO APPROVE THE MINUTES OF THE SFT
SOMERSET NHS FOUNDATION TRUST’S
PUBLIC BOARD MEETING HELD ON 7
FEBRUARY 2023

Enclosure A

4. TO APPROVE THE MINUTES OF THE YEOVIL YDH
DISTRICT HOSPITAL NHS FOUNDATION
TRUST’S PUBLIC BOARD MEETING HELD ON
7 FEBRUARY 2023

Enclosure B

5. TO REVIEW THE ACTION LOGS AND Joint
MATTERS ARISING

Enclosure C

6. TO NOTE THE REGISTERS OF DIRECTORS’ Joint
INTERESTS AND RECEIVE ANY
DECLARATIONS OF INTERESTS RELATING TO
ITEMS ON THE AGENDA

Enclosure D



https://teams.microsoft.com/l/meetup-join/19%3ameeting_NTYyZWYwNmEtMDRkNC00YWMxLWEzZTctNTJjMDQyYmE2YWU2%40thread.v2/0?context=%7b%22Tid%22%3a%2298ec91be-8de7-48a3-9e80-0f0180ed9219%22%2c%22Oid%22%3a%2212b5e185-1d59-46ef-93ac-8480e6add9ae%22%7d
mailto:ria.zandvliet@somersetft.nhs.uk

TO NOTE THE CHAIRMEN’S REMARKS

° Non-Executive Directors lead roles

Joint

Verbal

Enclosure E

9.15 8.

TO RECEIVE THE CHIEF EXECUTIVE AND
EXECUTIVE DIRECTORS’ REPORT

Joint

Enclosure F

OBJECTIVE 2:

to provide the best possible care and support to

people

9.35 9.

PATIENT STORY AND CLINICAL TOPIC ON
END OF LIFE SERVICES

Joint

Presentation

10.05 10.

TO RECEIVE THE ASSURANCE REPORT OF
THE QUALITY AND PERFORMANCE/
GOVERNANCE AND QUALITY ASSURANCE
COMMITTEE MEETINGS HELD ON 25
JANUARY 2023

Joint

Enclosure G

OBJECTIVE 8 — To develop a high performing organisation delivering the vision of the

Trust

10.15 11. TO RECEIVE THE PERFORMANCE REPORTS
° YDH YDH Enclosure H
° SFT SFT | Enclosure |

10.35 12. UPDATE ON THE MERGER BETWEEN Joint  Verbal
SOMERSET NHS FOUNDATION TRUST AND
YEOVIL DISTRICT NHS FOUNDATION TRUST

10.50 Coffee Break

11.05 13. TO APPROVE THE RISK MANAGEMENT Joint Enclosure J
STRATEGY

OBJECTIVE 6 — Support our colleagues to deliver the best care and support through a
compassionate, inclusive and learning culture

11.25 14.

TO RECEIVE THE SIX MONTHLY FREEDOM TO
SPEAK UP PROGRESS REPORT

Joint

Enclosure K

11.40 15.

TO RECEIVE THE SIX MONTHLY STAFFING
ESTABLISHMENT REPORT

Joint

Enclosure L

11.55 16.

TO RECEIVE THE STAFF SURVEY 2022
REPORT

Joint

Presentation

12.10 17.

ASSURANCE REPORT FROM THE
WORKFORCE/ PEOPLE COMMITTEE
MEETINGS HELD ON 30 JANUARY 2023

Joint

Enclosure M




OBJECTIVE 7:

To live within our means and use our resources wisely

12.50

18.

TO RECEIVE THE FINANCE REPORTS

° YDH
. SFT

Enclosure N
Enclosure O

12.35

19.

TO APPROVE THE CAPITAL PROGRAMME
FOR 2023/24

Enclosure P

12.55

20.

TO RECEIVE A VERBAL REPORT FROM THE Joint
FINANCIAL RESILIENCE COMMERCIAL
COMMITTEE/FINANCE COMMITTEE MEETING
HELD ON 24 FEBRUARY 2023

Verbal

ALL OBJECTIVES

13.00

21.

TO APPROVE CHANGES TO THE Joint
CONSTITUTION

. YDH
. SFT

Enclosure Q
Enclosure R

FOR INFORMATION

13.20

22.

FOLLOW UP QUESTIONS FROM THE PUBLIC Joint
AND GOVERNORS

23.

ANY OTHER BUSINESS Joint

24.

RISKS IDENTIFIED Joint

25.

EVALUATION OF THE EFFECTIVENESS OF THE
MEETING

26.

ITEMS TO BE DISCUSSED AT THE CONFIDENTIAL
BOARD MEETINGS

The items presented to the Confidential Board are items
which are in draft format; are in pre submission stage; are
related to specific patients or colleagues; are commercially
sensitive (e.g contracts); are for strategic discussion; are
otherwise required to be presented to the Confidential
Board, e.g. due to regulatory requirements (approval of
annual accounts and Quality Accounts); or the publicity on
which would be prejudicial to the public interest. Every
effort will be made to present items to the Public Board
meeting.

27.

WITHDRAWAL OF PRESS AND PUBLIC

To move that representatives of the press and other
members of the public be excluded from the remainder of




the meeting having regard to the confidential nature of the
business to be transacted, publicity on which would be
prejudicial to the public interest.

13.25 28. DATE FOR NEXT MEETING

9 May 2023




SOMERSET NHS FOUNDATION TRUST (SFT)
YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST (YDH)

PUBLIC BOARD OF DIRECTORS MEETINGS HELD IN COMMON

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST MEETING HELD ON
MEETINGS HELD ON 7 FEBRUARY 2023 BY MS TEAMS

PRESENT

Colin Drummond

Barbara Gregory
Stephen Harrison
Alexander Priest
Martyn Scrivens
Sube Banerjee
Kate Fallon

Peter Lewis
Matthew Bryant
Phil Brice
Pippa Moger
Andy Heron

Hayley Peters
Daniel Meron
David Shannon
Isobel Clements

IN ATTENDANCE

Graham Hughes
Paul Mapson
Meridith Kane
Fiona Reid

Ben Edgar-Attwell
Lynn Borthwick

Chairman

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

Chief Executive

Chief Operating Officer (Hospital Services)
Director of Corporate Services

Chief Finance Officer

Chief Operating Officer (Mental Health, Families

and Neighbourhoods)

Chief Nurse

Chief Medical Officer

Director of Strategy and Digital Development
Chief of People and Organisational
Development

Non-Executive Director, YDH
Non-Executive Director, YDH

Medical Director for Acute Hospitals
Director of Communications

Deputy Director of Corporate Services
midwife (for item 15 only)

Katarina Harrison-Tvarozkova

Kayleigh Sharp
Laura Walker

Janet Fallon
John McFarlane

James Esleyer
Neil Powell

Consultant Obstetrics and Gynaecology (for
item 15 only)

(for item 15 only)

Head of Patient Safety and Learning

(for item 22 only)

Guardian of Safe Working — SFT (for item 26

only)
Guardian of Safe Working - YDH (for item 26

only)
observing

Inspector, Care Quality Commission
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lan Hawkins Lead Governor, SFT/Governor, YDH
Kate Butler Deputy Lead Governor, SFT

Clir Adam Dance Governor, YDH

Virginia Membrey Governor, YDH

Clir Steve Ashton Governor, SFT

Tim Slattery Governor, SFT

Erica Adams Governor, SFT

Ria Zandvliet Secretary to the Trust (minute taker)

11

1.2

1.3

APOLOGIES

Apologies were received from Jan Hull (Non-Executive Director/Deputy
Chairman).

The Chairman advised that, following the establishment of a single executive
team across both trusts, the SFT and YDH Boards have agreed to conduct their
Board of Directors meetings as meetings held in common. The meetings will be
chaired by the Chair of either SFT or YDH Chair on a rotation basis and Colin
Drummond will be chairing this public Board meeting.

The Chairman welcomed all Board members, governors, colleagues and other
attendees to the meeting and confirmed that both the SFT and YDH meetings
were quorate.

2.1

QUESTIONS FROM MEMBERS OF THE PUBLIC/GOVERNORS

No questions from members of the public or governors had been received.

3.1

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST’S PUBLIC BOARD
MEETING HELD ON 8 NOVEMBER 2022

Kate Fallon proposed, Stephen Harrison seconded and the Board approved the
minutes of the Somerset NHS Foundation Trust Public Board meeting held on 8
November 2022 as a correct record.

4.1

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST
PUBLIC BOARD MEETING HELD ON 8 NOVEMBER 2022

The approval of the minutes is reflected in the YDH minutes.

5.1

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST’S PUBLIC BOARD
MEETING HELD ON 6 DECEMBER 2022

Stephen Harrison proposed, Barbara Gregory seconded and the Board approved
the minutes of the Somerset NHS Foundation Trust Public Board meeting held on
6 December 2022 as a correct record.

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST
PUBLIC BOARD MEETING HELD ON 6 DECEMBER 2022
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6.1

The approval of the minutes is reflected in the YDH minutes.

7.1

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST’S PUBLIC BOARD
MEETING HELD ON 20 JANUARY 2023

Kate Fallon proposed, Stephen Harrison seconded and the Board approved the
minutes of the Somerset NHS Foundation Trust Public Board meeting held on 20
January 2023 as a correct record.

8.1

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST
PUBLIC BOARD MEETING HELD ON 20 JANUARY 2023

The approval of the minutes is reflected in the YDH minutes.

9.1

9.2

9.3

9.4

9.5

TO REVIEW THE ACTION LOGS AND MATTERS ARISING
The Board received the action log and noted the completed actions.

Minehead League of Friends

The Director of Corporate Services advised that he had responded to the
guestions submitted to the Board and, at the request of the League of Friends,
Norma Coombes, Senior Matron, had attended their January 2023 meeting to
answer any questions. The Minehead Minor Injury Unit was currently
experiencing significant operational pressures and a long term same day urgent
care strategy will be welcomed. It was noted that we are arranging, with the
League of Friends, a meeting including Jonathan Higman, Chief Executive of the
Integrated Care Board, in relation to the progress made on the same day urgent
care review.

Ambulance stack

Martyn Scrivens queried what progress had been made in relation to taking
specific patients, e.g. patients who had fallen at home, out of the ambulance stack
and what impact this had made. The Chief Executive advised that it had been
difficult to set the service up at scale and a meeting had been arranged at lunch
time on 7 February 2023 to look at the resources required to support ambulance
services.

The Chief Operating Officer (Mental Health, Families and Neighbourhoods)
provided an update on progress made to date and it was noted that 19 urgent
community responses had been diverted from the ambulance stack to community
services during January 2023. This number was lower than expected but he was
optimistic that more progress will be made after the meeting today.

Community Hospital review

Discussions had previously taken place about a review of the future role of
community hospitals and it was queried what progress had been made. The
Chief Executive advised that the need for clarity about the future model of
community inpatient care had been raised with the ICB and, although they had
acknowledged this need for clarity, a timeframe for agreeing the future model had
not as yet been confirmed. It was agreed to further discuss the community
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9.6

hospital model at a future Board development day. Action: Ria Zandvliet to
include this on the Board development day programme.

Patient Safety Board

Barbara Gregory, as patient safety lead, highlighted the recent Patient Safety
Board meeting and advised that feedback on the issues raised at the meeting had
been presented to the January 2023 Quality and Governance Assurance
Committee meeting. The issues raised will be included in the Committee’s
assurance report to the March 2023 Board meeting.

10.

10.1

10.2

TO NOTE THE REGISTERS OF DIRECTORS’ INTERESTS AND RECEIVE ANY
DECLARATIONS OF INTERESTS RELATING TO ITEMS ON THE AGENDA

The Board received the Register of Directors’ interest. The Board noted the
following changes to the register:

e Peter Lewis — to remove “Director, Yeovil Property Operating Company
Limited”

Kate Fallon declared an interest in relation to the SFT Guardian of Safe working
for post graduate doctors agenda item as her daughter produced and presented
the report.

11.

111

11.2

11.3

CHAIRMEN’S REMARKS

The Chairman advised that the last few months had been particularly challenging
for all colleagues and, on behalf of the Board, thanked them for their continued
hard work. The Chairman also commended the executive team on their
management of the impact of the industrial actions.

He advised that the trusts had been forced into challenging situations and they
tried to do their best to take patients out of the ambulance stack; and ensure that
escalation and boarding beds were available. These additional pressures and
functioning in crisis mode will however not be sustainable in the longer term.

Board Committee Membership

The Chairman presented the overview of Non-Executive Director Board
Committee membership which was received by the Board. The Chairman
advised that Committee membership was in line with the Committees’ Terms of
References for the post merger organisation and thanked all Non-Executive
Directors for their ongoing hard work and for being flexible about Committee
membership.

12.

12.1

CHIEF EXECUTIVE AND EXECUTIVE DIRECTORS’ REPORT

The Chief Executive presented the report which was received by the Board. He
advised that the report set out a number of significant and positive developments
and specifically highlighted the consultation on the options for acute hospital-
based stroke services in Somerset; the levelling up funding for the establishment
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12.2

12.3

of a training academy for health and social care and the benefits of the training
academy; and the recent positive media coverage.

The Chief Operating Officer (Hospital Services) provided an update on the
ongoing significant operational pressures and actions being taken and
highlighted:

o The escalation position

- MPH - all acute escalation beds had been opened at the beginning of
January 2023 and additional pre-emptive boarding arrangements had
been set up to be able to manage the pressures. The escalation and
boarding arrangements were eased in the middle of the month but, in
view of the increased operational pressures, had subsequently been
reinstated. Musgrove Park Hospital (MPH) was currently managing
74 escalation beds, which included nine pre-emptive boarding beds.
These escalation beds will need to remain in place in view of the
delays in discharges and resulting long length of stays.

- YDH - 38 escalation beds had been opened at YDH with a further ten
pre-emptive boarding beds.

o Delayed discharges

- MPH - 128 patients with a length of stay of over 21 days which was
particularly high compared to pre Covid-19 standards. 120 of these
patients were medically fit for discharge but were awaiting
intermediate care, bedded care or other care packages.

- YDH — the number of delayed discharges (87) was proportionally
higher than at MPH as social care capacity in the South Somerset
area was particularly challenging.

o The ambulance handover position — the trusts took the view that as much
risk as possible should be held in urgent care services so that ambulance
handover times can be kept to a minimum, but this approach increased the
pressures in urgent care services.

o The infection control position
- MPH currently had 36 inpatients with Covid-19 or flu and 33 inpatients
with a respiratory infection and, in terms of infection control, these
groups of patients will need to be managed in a different way.
- YDH - the number of patients with Covid-19 (20) or flu (13) was
proportionally higher at YDH than at MPH.

o Staff sickness had increased and this was mainly due to Covid-19 or flu
infections amongst staff.

The Chief Operating Officer (Hospital Services) advised that there were currently
103 patients waiting for supported discharge pathways and it had been agreed
with social care partners and the Integrated Care Board (ICB) to reduce this
number to 75 or below by 10 February 2023.
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12.4

The Board discussed the report and commented/noted that:

Pre-emptive boarding beds were used for low risk patients only. The term
“boarding beds” was used for instances where a patient was admitted to a
ward whilst awaiting for a bed to become available. It was noted that all
boarding areas in acute and community hospitals had been assessed by
the health and safety team, fire officer and senior clinicians to ensure that
these areas were safe. A decision to use boarding beds was only taken in
exceptional circumstances but instances where boarding beds had to be
used had increased over the last few weeks.

A significant amount of leadership support was provided in relation to the
care of patients and support to colleagues. Colleagues had expressed their
concerns about the escalation and boarding approach and we recognise
that the use of escalation and boarding beds should be limited to the
absolute minimum and not become normalised. Colleagues will continue
to be encouraged to raise their concerns either through their line manager,
incident reporting process or through the Freedom to Speak Up Guardians.
It was recognised that the pressures had an impact on colleagues and all
Board members were encouraged to speak to colleagues and listen to their
concerns.

It was queried whether comparative performance data was available. The
Chief Nurse advised that regular contact was made with trusts in the South
West region and all trusts were under similar pressures. There was
variation in terms of the approach taken in relation to the management of
patients arriving by ambulance and the Trust's approach of taking the risk
into hospitals to avoid holding patients in the ambulance had resulted in
higher escalation and boarding requirements. The difference in approach
therefore made it more difficult to compare performance on a like for like
basis. It will be key to focus on bed occupancy, including boarding beds,
against the core bed capacity as this will provide more accurate data.

The Chief Operating Officer (Hospital Services) advised that the level of
acute pre-emptive boarding beds was not out of line with other trusts in the
South West area. The level of escalation beds, including the doubling up
of beds in the Jubilee building, was high and, although it was recognised
that this was due to the risk approach to be able to keep ambulance
handover times to a minimum and manage patients within the emergency
department, these pressures had continued for considerable time.

The approach taken by the trusts was the right approach and was to the
benefit of patients. There was a risk that the good ambulance handover
times performance gave the impression at a regulatory level that Somerset
was not experiencing the same challenges as in other areas. It was
gueried whether regulators were aware of the different risk approach. The
Chief Executive advised that there was a real risk that Somerset
performance data was seen as better than it actually was but every
opportunity was taken to communicate the approach taken by the trusts
and the impact on performance data to regulators. He felt that just looking
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12.5

12.6

12.7

at numbers did not provide a clear picture and comparative information will
need to better reflect the different approaches.

o Funding had been provided to the Local Authority to improve discharge
pathways and it was queried whether this funding was being used
effectively. The NHS was currently carrying the costs for patients without
criteria to reside and these costs were higher than the costs of intermediate
care, bedded care or social care packages. It was queried whether social
care funding had been raised as a limiting factor in addressing the social
care challenges. The Chief Executive advised that discussions had taken
place with the Local Authority about their plans for 2023/24, including the
financial aspects, and a meeting had been set up for the end of February
2023 to discuss the plans in more detail and this will include how to ensure
that the additional social care funding will be used most effectively. Going
forward, it will be important to move away from referring to health or social
care funding as the overarching focus should be on what is best for the
population of Somerset.

o A recent announcement was made about 5,000 new beds and funding but
it was stressed that expectations for Somerset should be carefully
managed as there was no space left on the acute estates to set up more
modular units and, in addition, it was not clear whether the funding was
"new funding”. The challenges and pressures were significant and modular
units on their own would not solve the patient flow and workforce capacity
challenges. The Chief Executive commented that it was not felt that more
acute beds were required and the focus should be on ensuring that
patients were in the right bed for their needs. Additional beds will not solve
the longer term challenges and workforce will not be available to staff any
additional beds. Additional beds were put in at YDH but this was as part of
the redevelopment of the YDH site.

Industrial Action

The Chief Nurse provided an update on the industrial actions and it was noted
that the RCN will be holding a second two day action at SFT. The two day action
made planning more difficult and it was important to bear in mind that the dispute
was between nurses and the government and not with the trusts. It was noted
that a legal framework for the safe withdrawal of labour was in place and the Chief
of People and Organisational Development was working closely with the Strike
Committee to plan the safe withdrawal of labour and the level of derogation.

The Chief Nurse advised that there was significant support for the strike action.
The strike would have an impact on patients due to the large number of
cancellations and a further impact on colleagues not involved in the strike.
Planning for the strike action was progressing well.

It was queried whether the ambulance strikes had impacted on the trusts and it
was noted that the impact had been minimal.
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13.

13.1

13.2

13.3

13.4

Q3 2022/23 BOARD ASSURANCE FRAMEWORKS

The Director of Corporate Services presented the updated Q3 2022/23 Board
Assurance Frameworks (BAF) for SFT and YDH which were received by the
Board. The BAFs had been discussed by the Audit Committee, Executive Team
and relevant sub Committees since the November 2022 Board meeting.

The Director of Corporate Services advised that the overall assessment In terms
of level of risk was consistent across both organisations and the highest risks
identified within the Assurance Frameworks continued to relate to:

e the impact of pressures and capacity shortfalls in social care and
intermediate care (objectives 2, 3 and 8)

e insufficient capacity to meet demand (objectives 7 and 8)

e infrastructure investment and ageing estate (objectives 2 and 8)
e the impact of pressures in primary care (objectives 2, 3 and 5)
e workforce recruitment and retention (objectives 3 and 6)

e the impact of the pandemic (objective 5)

e delivery of financial plans (objectives 7 and 8).

The Director of Corporate Services advised that four of the highest strategic risks
had increased and the BAFs clearly showed the pressures and challenges across
both trusts and in the wider health system. He highlighted the key areas of
progress and areas of concern for objectives one and eight which were reserved
to the Board.

The Board discussed the report and commented/noted that:

e mapping of the risks on the BAF and the Corporate Risk Registers had been
undertaken to ensure that the risks across both the BAF and corporate risk
registers were aligned.

e An update on the dementia strategy had been presented to a recent Quality
and Governance Assurance Committee meeting and it was suggested
including a patient story/clinical topic on dementia and delirium at a future
Board meeting.

e Some of the out of hospital schemes were under performing, including the
Hospital at Home scheme, and this was linked to the work in relation to the
ambulance stack. The Chief Operating Officer (Mental Health, Families and
Neighbourhoods) commented that the Hospital at Home scheme was a vital
part of the out of hospital strategy going forward. The limited amount of
progress made was linked to the ability to take patients from the ambulance
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stack. There was no strong history of what the out of hospital service should
look like but the aim was for 2/3 of the service capacity to focus on admission
avoidance and 1/3 on facilitating early discharge. Good progress was being
made recruiting to the team but the remote monitoring equipment will not
arrive until March 2023 and this equipment will be essential to the success of
the service. In spite of the challenges and the slow start, every effort will be
made to make this service a success and embed this new way of working. It
was noted that capacity will continue to be built up over the summer and it
was expected that the service will be fully functioning by the autumn.

There were a number of out of hospital pathways and alternatives to
admissions already in place or being developed and it was queried whether
the referral processes into the different services will be simplified as all
services shared the same patient base. The Chief Operating Officer (Mental
Health, Families and Neighbourhoods) agreed that there had been a number
of initiatives for community services, each with their own requirements and
specification and where possible the initiatives have been joined up. The
Hospital at Home initiative was an extension of the Rapid Response Service
but with a locality base and a single point of contact with the primary link call
centre. A single point of contact was however not in place for the discharge
pathways and, following a deep dive into these pathways, it was recognised
that the pathways will need to be simplified and a review of the pathways and
options to simplify processes was currently being caried out.

e The number of amber and red rated strategic objectives was felt to be a
concern especially at the end of the year and it was felt that the amber rating
indicated that the issues were not understood or being resolved. The
Director of Corporate Services advised that the amber rating indicated that
plans were in place to deliver the strategic objective but that the plans will not
be fully implemented in the current financial year. Barbara Gregory
reiterated that she would have expected there to be no amber or red rated
strategic objectives at this time of the year. The Chief Executive responded
that the key risks related to capacity, patient flow and demand and these will
need to be mitigated at system level as actions were not solely in the trusts’
control. It was, however, important to ensure that these levels of risk were
not normalised.

e Strategic objective 1 — improving the health and wellbeing of the population.
Although progress was being made, this progress was not fully visible,
especially the aspects involving the Integrated Care Board (ICB) and social
care services and it was therefore suggested dedicating time at a future
Board Development Day to explore this objective and system actions in more
detail. The Chief Executive advised that progress was being made
implementing processes which will make a difference to the wellbeing of the
population but it will take some time for the benefits to become visible through
improvements in outcomes. The Chief Executive acknowledged that some
delays had been experienced due to changes in organisational form both at
the ICB and Local Authority. The Chief Executive agreed to provide a
detailed update at a future Board Development Day. Action: Chief
Executive.
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135

13.6

e |t was highlighted that some of the objectives had been rated green whilst a
number of related risks on the corporate risk register had been rated red, e.g.
workforce related risks. The Chief Executive advised that considerable
strategic workforce planning was taking place and this was reflected in the
green rating for strategic objective six.

The Chairman thanked the Board members for the detailed discussion and
highlighted: the need for clear communications about the public health agenda;
the increased involvement of the third sector due to the reduction in NHS and
social care resources; the challenges faced by primary care services; and the
high number of patients with no criteria to reside. The majority of these issues
were outside of the control of the trusts but impacted on all services provided by
the trusts.

The Board noted the Board Assurance Frameworks, the level of risks and the
actions taken to mitigate the risks.

14.

141

14.2

14.3

Q3 2022/23 CORPORATE RISK REGISTER PROGRESS REPORTS

The Director of Corporate Services presented the Q3 2022/23 Corporate Risk
Register progress report which was received by the Board.

The Director of Corporate Services highlighted:
o The common areas of risks identified across both trusts.

o The total of 65 risks on the combined risk register — 44 SFT and 21 YDH
risks — 21 of which scored 20 and above, with the majority of these risks
relating to SFT. This evidenced a continued increase in the numbers of high
level risks on the corporate risk register in the last six months. Details of
these risks and the new risks were noted.

o 11 new risks had been added since the last report and the risk rating of five
risks had increased.

The Board discussed the report and commented/noted that:

o The number of high risks reflected the extreme pressures on services and
on colleagues.

o It will not be possible to mitigate all risks and a decision will need to be
made as to which risks to tolerate. It was suggested categorising the risks
into risks which can be tolerated and risks will need to be prioritised in
terms of mitigation. The Director of Corporate Services agreed that it will
not be possible to mitigate all risks in the current year and discussions as
to which risks to tolerate in the short term will take place at the next Quality
and Governance Assurance Committee meetings.

o Significant work was taking place but the level of risks felt uncomfortable.
Not all risks were in the direct control of the trusts as some of the risks
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14.4

were linked to national strategic issues. It was suggested that it will be
helpful to distinguish between risks which were in control of the trusts and
risks which could not be controlled.

o It was noted that the risk management strategy will be presented to the
March 2023 Board for approval and the strategy will set out general risk
appetite and tolerance principles.

o Discussions will be taking place with the ICB about the management of
system wide risks.

The Board thanked the Director of Corporate Services for his, and the team’s
ongoing focus on risk management.

15.

151

15.2

15.3

154

15.5

PATIENT STORY AND CLINICAL TOPIC ON THE TWIN CLINIC

The Chief Nurse introduced the Lynn Borthwick (midwife); Katarina Harrison-
Tvarozkova (Consultant Obstetrics and Gynaecology) and Kayleigh Sharp (mum
of twins).

Katarina Harrison-Tvarozkova advised that she had been appointed to her current
role at Musgrove Park Hospital in 2021 and had set up the twin clinic to be able to
make a difference to the outcome of twin pregnancies. She advised that
Kayleigh Sharp had been one of the first mums to use the new service and had
been invited to talk about her experience using the service.

Kayleigh Sharp provided feedback on the care she and her twins received whilst
under the care of the twin clinic and highlighted the excellent support received.
She further highlighted the difficulties she had faced during her pregnancy and the
positive impact the care provided at the twin clinic had on her wellbeing. She was
able to ask questions; all aspects of her care were well explained; and she was
well supported. Kayleigh was confident that without the twin clinic she would not
have had such a positive outcome. She further highlighted the contact she had
been able to make with other twin parents and her ongoing contact with the
service.

Katarina Harrison-Tvarozkova and the Chairman thanked Kayleigh for her
feedback. Kayleigh Sharp left the meeting.

Katarina Harrison-Tvarozkova and Lynn Borthwick provided details of the work of
the twin clinic and highlighted:

o the excellent support provided by midwifes.

o the reasons for multiple pregnancies; overview of multiple pregnancies
and baby deaths over the last few years.

o Guidance and standards — Savings Babies Lives Version 2 — Ockenden
Report; the MBRRACE-UK Saving Lives Improving Mothers’ Care
recommendations; the NICE guidelines on twin and triplet pregnancies.
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o The type and level of care provided prior to implementation of the twin
clinic.

o The establishment of the twin clinic and the changes to the service —
including the implementation of the NICE guidelines.

o The improvements made to twin pregnancy outcomes following the
establishment of the twin clinic.

o the next steps: the QI project and the benefits of signing up to and using
the QI project; the twins trust maternity project which was aimed at
reducing still births, neonatal admissions, deaths and increasing natural
births.

o The positive impact on Musgrove Park Hospital (MPH) including the
significant financial savings; the zero still births and neonatal deaths; and
the reduction in neonatal admissions.

15.6 | The Board discussed the presentation and commented/noted that:

o The twin clinic was currently only available at MPH and it was noted that
contact had been made with clinicians at Yeovil District Hospital (YDH)
about extending this service to YDH. Two options could be considered -
using the same team across both YDH and MPH or train the YDH team on
the twin clinical model.

o The Chief Medical Officer supported the roll out of the service to YDH and
advised that it will be helpful to discuss this further with the YDH clinicians
at an away day in the near future.

o The service was solely focussed on twin pregnancies and other high risk
pregnancies were managed by specific obstetric specialists, e.g. diabetes,
long term conditions. However it was felt that further improvements to
services provided to high risk pregnancies could be made.

15.7 The Board thanked Katarina Harrison-Tvarozkova and Lynn Borthwick for their
' excellent work and improvements to outcomes for mums and twins.
15.8 Katarina Harrison-Tvarozkova and Lynn Borthwick left the meeting.
16. ASSURANCE REPORT OF THE QUALITY AND PERFORMANCE/
GOVERNANCE AND QUALITY ASSURANCE COMMITTEE MEETING HELD
ON 23 NOVEMBER 2022
16.1 | Graham Hughes presented the report which was received by the Board. He

highlighted the areas of assurance received and the areas to be reported to the
Board. These areas related to:
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o The Health and Safety Executive Improvement Notice relating to the use of
safer medical sharps in theatres — the Committee had received assurance
about the progress made in implementing the action plan at its January
2023 meeting.

o The update on the Homicide reports including the Duty of Candour audit
and review.

o The deteriorating patients internal audit findings.

o The strategic objectives risk tolerance levels.

16.2 | petails of these areas were set out in the report and were noted.

16.3 | The Board discussed the report and commented/noted that:

o The Health and Safety Executive (HSE) Improvement Notice — a further
visit by the HSE was expected on 1 March 2023 and feedback from this

visit will be provided to the March 2023 Board meeting.

o Draft Independent Homicide Report — the publication of the final report was
now not expected until May 2023.

o Quality and Safety of Mental Health, Learning Disability and Autism
Inpatient Services — a review of the recommendations set out in the letter
from Claire Murdoch had been completed and an action plan had been
published on the trust’s website.

16.4 The Chairman thanked Graham Hughes for the update and thanked the
Committee for its assurances.
17. There was no item 17 on the agenda.

18. CARE QUALITY COMMISSION (CQC) INSPECTION REPORT

18.1 | The Director of Corporate Services presented the report which was received by
the Board. The Director of Corporate Services advised that the CQC had
inspected three core service areas: the mental health acute wards for adults of
working age and psychiatric intensive care unit; the specialist community mental
health services for children and young people; and the community end of life care
services. The CQC further inspected the well-led key lines of enquiry for the trust
overall. The findings were very positive with the community mental health
services for children and young people receiving an “outstanding” rating. The
remaining services received an overall “good “rating.

18.2 | The Board discussed the report and commented/noted that:

o The community mental health for children and young people’s team was
particularly complimented on the significant improvements made since the
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18.3

last CQC inspection.

o Due to the low number of core services inspected, the positive findings will
not result in an improvement in the overall “good” rating for the trust.

o The overall caring domain for the trust had been rated as “outstanding” and
this was an excellent result.

o the overall safe domain had been rated as “requires improvement”. The
CQC acknowledged that although improvements had been made in two of
the three services inspected, due to the limited number of services
inspected, the overall rating could not be changed.

o three “must do” actions had been identified relating to the mental health
acute wards for adults of working age and psychiatric intensive care unit.
The immediate actions in relation to the environment had already been
implemented but this was also part of the longer term plans to move St
Andrews in Wells to the new Rowan Ward in Yeovil. The remaining must
do actions related to risks assessments and training of staff. An action plan
will be prepared and monitored through the Integrated Quality Assurance
Board (IQAB) and Quality and Governance Assurance Committee meetings.

o Well led review — the work carried out in relation to inclusion and equality
was acknowledged but further work will be required in relation to providing
support for colleagues from minority groups to progress across the
organisation.

The Board welcomed the report and the Chairman thanked all colleagues for their
hard work.

19.

19.1

19.2

QUALITY AND PERFORMANCE REPORTS

Group Board Overview Quadrant — YDH

Quality and Performance Report — SFT

The Chief Finance Officer presented the reports which were received by the
Board. She provided an overview of the key performance challenges across both
trusts which covered: acute referral to treatment (RTT) times; diagnostics; cancer
services; urgent care — A&E 4 hour performance; ambulance handover times;
community physical health services waiting times and activity; mental health
waiting times and activity; children and young people’s eating disorders; out of
area placements; infection control; slips, trips and falls; mandatory training;
sickness absence; turnover rates; career conversations.

The Board discussed the report and commented/noted that:
o As at 31 December 2022, two YDH and three SFT patients had been

waiting over 104 weeks but overall good progress was being made
reducing waiting times.
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o The ongoing pressures on a large number of services. The pressure in
urgent care services particularly impacted on ambulance handover times.

o Referrals into mental health services continue to be higher than the pre
Covid-19 period and this continued to impact on performance.

o Children and Young People’s Eating Disorders — performance was
excellent with no breaches in urgent or routine standards in December
2022.

o Colorectal cancer referrals had increased by 50% and it was queried

whether this increase was linked to a lack of primary care capacity. It was
noted that the increase was felt to be due to an increase in awareness
about colorectal cancer as a result of recent high profile cases. Although
the level of demand had increased, the percentage of positive cancer
diagnosis had not increased. The colorectal cancer pathway had been
identified as a topic to be further explored at a future Quality and
Governance Assurance Committee meeting as it will be important to
ensure that plans are in place to respond to the increase in demand.

o Stroke services — it was queried what impact the outcome of the stroke
consultation will have on SSNAP performance and whether the SSNAP
scores will be combined into a single score after the merger. It was noted
that the SSNAP scores will continue to be reported on a site by site basis
but the consultation outcome will impact on the models provided.

o The ED performance in December 2022 indicated challenges in primary
care and 111 services and this will need to be kept under close review.
The Chief Executive advised that the increase in ED attendance was a
mixture of an increase in respiratory illness and children with streptococcus
A as well as challenges accessing primary care services. Attendance by
head of population in Yeovil was comparatively high and discussions were
taking place with the ICB to explore the reasons for the higher attendance
in more detail.

o It was queried whether evidence was available that a delay in achieving the
two week threshold for cancer diagnosis was not impacting on outcomes
compared to patients being diagnosed through other referral pathways.
The Chief Operating Officer (Hospital Services) advised that the two week
target was important in terms of patient experience and the performance
issues will be explored at the Quality and Governance Assurance
Committee. The 62 day cancer target covered all referral routes and
performance can be monitored by referral route. However, irrespective of
the referral route, the focus was on ensuring that patients were diagnosed
as soon as possible.

o Mental health performance was excellent and was meeting expected
standards. Although overall acute services performance compared well
with other trusts — the highest in the South West over the last few weeks -
a number of performance targets were not being met and every effort was
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being made to ensure that the population of Somerset received the best
possible service. The Board received assurance that performance metrics
were reviewed on a weekly basis.

The number of patients treated out of area had increased and the details of
the 14 placements had been scrutinised in detail at the Mental Health Act
Committee meeting. Alexander Priest, Chairman of the Mental Health Act
Committee, advised that the Committee was satisfied that all placements
had been appropriate and that plans were in place to return as many
patients as possible to Somerset. Performance will be further reviewed at
the March 2023 Committee meeting.

It was queried why there had been a higher contracted full time equivalent
(fte) rate at YDH compared to SFT. The Chief Executive advised that an
analysis had been undertaken and this showed that the level of increase
across both trusts was similar. Further analysis will need to be undertaken
to understand the reasons for this increase as the increase did not seem to
have impacted on the vacancy rate.

the figure for the average 21+ days length of stay included patients without
criteria to reside who were waiting for intermediate care, bedded care, or
social care packages to become available.

19.3 | The Board acknowledged the areas of good performance and recognised the
challenges and the actions being taken to address them.

20. UPDATE ON THE MERGER BETWEEN SOMERSET NHS FOUNDATION
TRUST AND YEOVIL DISTRICT NHS FOUNDATION TRUST

20.1 | The Director of Strategy and Digital Development advised that an update had also

been included in the Chief Executive report. He provided the following additional
update:

the external review conducted by NHS England was being concluded with
final interviews scheduled for 8 February 2023 and a Board to Board
meeting scheduled for 23 February 2023.

NHS England will be approving the merger risk rating at its Board meeting
to be held on 15 March 2023. Subject to the risk rating, the trust boards
will be asked to approve the merger and the Councils of Governors will be
asked to approve a recommendation that the Boards have carried out a
robust due diligence process. The Boards and Council of Governors
meetings have been scheduled for 20 March 2023.

An overview of day one specific actions will be presented to the
Confidential Board meeting and these actions mainly focussed on legal,
regulatory and technical aspects which will have to be in place by the date
of the merger.

Post merger reporting to the Board will focus on progress in relation to the
implementation of the clinical integration plans.
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20.2 | The Board discussed the update and commented/noted that:

o The merger and progress made had been widely communicated but
feedback from members of the public on the merger itself had been limited.
Further communications will be issued prior to the merger. The limited
feedback received was mainly focussed on what the merger meant for
services in the different geographies rather than on the merger itself.

o The Council of Governors will want to be assured about appropriate public
engagement and it will be important to set out what actions have been
taken. The Director of Strategy and Digital Development advised that the
engagement process had been shared with the governor’ led Membership
and Communications Group but the details will be shared with all
governors.

o the single leadership team had enabled the waiting times challenges as
well as the challenges resulting from the pandemic to be addressed more
effectively on a system wide basis and the success of bringing both trusts
together should be celebrated.

o Although significant media work had taken place, it was recognised that
there were some gaps in relation to system wide communications and
relationships with stakeholders and options to close these gaps will be
further explored with the ICB.

o It was important to recognise that the merger will be a merger of SFT as an
acute, community and mental health trust and YDH as an acute trust and
that the merger will create unique opportunities. It will be helpful to not
only focus communications on the integration of acute services but to
describe the wider clinical vision the trusts were aiming to achieve.

20.3 | The Board noted the merger update.
21. LEARNING FROM DEATHS FRAMEWORK: MORTALITY REVIEW

PROGRESS REPORT

21.1 | Laura Walker joined the meeting for this agenda item. She advised that the
reports for both trusts were being aligned and that work was taking place to align
processes to ensure robust and consistent systems across both trusts.

YDH

212 The discussion of this item is reflected in the YDH minutes.
SFT
213 Laura Walker presented the report which demonstrated the processes for learning

from deaths and how this learning was shared and improvements made.
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21.4

21.5

21.6

21.7

The Board received the report and the issues identified as part of the
investigations; the lessons learned, areas of improvement and actions taken were

noted.

The Board discussed the report and commented/noted that:

Joint

Both the HSMR and SHMI figures were above the expected range and the
coding backlog had impacted on the figures. In addition, the impact of end
of life coding on the HSMR figures had been explored in detail at previous
Board meetings and were well understood. A further analysis of the figures
was being undertaken to ensure that the increase in figures was solely due
to the coding issues.

No thematic issues had been identified as part of the reviews conducted
both by Medical Examiners and the wider team.

The Chief Medical Officer provided an overview of the SHMI and SHMR
processes and highlighted:

The different data sources on which the SHMI and HMSR figures were
based, with YDH using Dr Foster and SFT using HED, a benchmarking
solution developed by University Hospitals Birmingham NHS Foundation
Trust. The national system is managed by NHS Digital and their latest
data was September 2022. The national SHMI figures for both trusts
based on the September 2022 data was within the expected range.

The HSMR data acted as an alarm bell with any negative deviations
investigated.

A high HSMR had been reported for SFT for some time and there was a
clear understanding that this was due to the coding of end of life services.

The SFT hospital based SHMI was within expected range with exception
of Frome community hospital and the reasons had previously been
discussed. Whilst a number of community hospitals had triggered deep
dives, no thematic themes had been identified.

The YDH HSMR figure was low due to the end of life coding and the Chief
Medical Director provided an overview of the palliative coding figures at
both YDH and SFT over the last year. Merry Kane advised that the
reduction was also due to a post Covid-19 normalisation of the figures.

The HSMR and SHMI figures will continue to be reported separately for
each acute site post merger.

The Board thanked Laura Walker for the excellent reports.
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22.

22.1

22.2

22.3

GUARDIAN OF SAFE WORKING FOR JUNIOR DOCTORS REPORT

John McFarlane, Guardian of Safe Working YDH, and Janet Fallon, Guardian of
Safe Working SFT, joined the meeting for this agenda item.

YDH
The discussion of this item is reflected in the YDH minutes.

SFT
Janet Fallon presented the report, which was received by the Board.

The Board discussed the report and commented/noted that:

o The report provided evidence that the working hours for trainee doctors at
SFT remained safe and that the process was working well.

o The report showed an upward trend in exception reporting with a total of
174 exceptions reported. The upward trend reflected the pressures faced
by trainee doctors working in acute areas of the Trust, with the majority of
the exceptions originating from medical specialties. Most exceptions
related to the workload on the Acute Medical Unit and general medical on-
call shifts.

o Eight immediate safety concerns had been raised, five of which related to
work in medical specialties. The concerns included incidents relating to
medical on-call weekend cover shifts; concerns about safe levels of
minimum staffing on the wards; and the impact of managing acutely unwell
patients. A working group had been set up to review and address the
medical on-call issues and a change had been made to the hospital out of
hours weekend arrangements. No further safety concerns had been
received following the implementation of the change in cover
arrangements.

. There had been an increase in the number of missed educational
opportunities and this had been raised with the Academy.

o Rota management remained challenging and complex and innovation and
improvement in rota design and implementation will be required to meet
acceptable standards as outlined in the contract and the BMA Good
Rostering Guide. It was noted that rota management had been raised
previously and it was queried why the rota issues had not as yet been
resolved. The Chief of People and Organisational Development advised
that work was taking place to bring both rota management teams together
and, as part of this work, areas of good practice will be identified and
implemented. Stacy Barron-Fitzsimmons will be part of the service group
senior team and will be able to support this process.
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22.4

22.5

22.6

22.7

External rota management systems were available but will come at high
costs and all options will need to be considered to ensure that the rota
management system will be as robust as possible and meet the needs of
the trusts.

o Both trusts had used bank and agency medical staff. The table in the
report showed that certain services routinely used bank staff whilst other
services routinely used agency staff. It was queried what the reasons for
this different approach was. Janet Fallon advised that the emergency
department and acute medicine were the highest users of agency
staff. The emergency department had set up a bank of locally employed
doctors willing to work shifts on an ad-hoc basis. However, in spite of this
bank, additional agency cover was required. Other services did not have
access to a pool of locally employed doctors and could therefore only use
agency staff. Locum cover was often not available at short notice and work
will need to take place, especially in medicines, to increase the number of
locally employed doctors willing to support shifts.

It was noted that YDH had more access to locally employed doctors. John
McFarlane however replied that there was an issue in relation to their rate
of pay and this had been raised at the recent Hospital Leadership Group
meeting. He highlighted details of the negotiations with a local middle
grade doctor to cover shifts and felt that a pay review will need to be
undertaken to ensure that more shifts can be covered by locally employed
doctors as this will reduce the need for more expensive agency cover.

The Chief Medical Officer thanked John McFarlane and Janet Fallon for their
excellent work and engagement with junior doctors. Their senior leadership and
reporting to the Board were very important. He advised that the reports are
presented to the Senior Operational Management Group/Hospital Leadership
Group at each respective trust prior to being presented to the Board but he
stressed the importance of ensuring that the reports were also shared with the
triumvirate teams as they will be able to provide support in terms of addressing
the issues identified. In addition, this extra layer will strengthen the assurance
process to the Board.

The Board accepted the recommendations set out in the report.

The Chairman thanked Janet Fallon and John McFarlane for their excellent
report.

The Chief Medical Officer advised that Janet Fallon will be stepping down from
her role as Guardian of Safe Working and he thanked her for her excellent quality
of work and for driving forward fundamental changes at Musgrove Park

Hospital. The Board also thanked Janet Fallon for her excellent work.  Janet
Fallon thanked the Board for its support to her over the last 3.5 years. She
advised that her interaction with the Board and senior management team had
been positive aspects of her role.
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22.8

Janet Fallon and John McFarlane left the meeting.

23.

23.1

23.2

23.3

23.4

ASSURANCE REPORT OF THE PEOPLE AND WORKFORCE COMMITTEE
MEETINGS HELD ON 14 NOVEMBER 2022

Stephen Harrison presented the report which was received by the Board.

Stephen Harrison highlighted the areas for follow which related to: sickness
absence and turnover; review of the Board Assurance Framework; workforce
risks; update on the Violence and Aggression Programme and Freedom to Speak;
and health and wellbeing internal audit follow up. The Committee did not identify
any significant risks or issues to be reported to the Board.

Stephen Harrison advised that the last meeting of the Committees took place on
30 January 2023 and the meeting received a helpful presentation on nursing
recruitment and retention. It was felt that it will be helpful to share the details with
the Board and it was agreed to include this item on the agenda of a future Board
Development Day. Action: Secretary to the Trust.

The Board discussed the report and commented/noted that:

o It was noted that the ICB’s People Committee inaugural meeting will take
place on 10 February 2023. Both the Chief Executive and Chief of People
and Organisational Development have been invited to the Committee
meetings and the Chief of People and Organisational Development will be
attending the inaugural meeting. The Chairman highlighted the need to
avoid duplication of the work already taking place by the trusts’ well
established People/Workforce Committees.

o It was agreed that workforce risks will need to be assessed on a system
wide basis and the trusts’ Committees will need to work closely with the
ICB Committee in relation to workforce planning.

o Considerable workforce planning was taking place across the trusts but
there did not seem to be a clear scrutiny of the primary care workforce. The
guarterly reports from Symphony had highlighted the challenges recruiting
GPs and the impact of the lack of a standardised pay structure for
independent GPs on the ability to recruit GPs, and the primary care
workforce will need to become one of the key areas of focus for the ICB
People Committee. The Chief of People and Organisational Development
advised that there will be other workforce related areas to be taken forward
by the ICB and these will be discussed at the meeting.

o Sube Banerjee, as Executive Dean and Professor of Dementia at the
Faculty of Health at University of Plymouth, commented that to date it had
been difficult to convince medical students to train as a GP due to negative
attitudes about a career in primary care services. Students will need to
continue to be encouraged to become a GP and the positive aspects of a
career in primary care will continue to be raised.
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23.5

o It was noted that Kate Fallon will be taking over as Chairman of the People
Committee from 1 April 2023.

The Chairman complimented Graham Hughes and Stephen Harrison for their
ongoing leadership of the Committees and focus on workforce and wellbeing.

24,

24.1

24.2

FINANCE REPORTS

Finance Report — YDH
The discussion of this item is reflected in the YDH minutes.

Finance Report - SFT
The Chief Finance Officer presented the financial report which was received by
the Board. She highlighted the financial position:

e An in-month surplus of £409,000 which was in line with the plan for the
month. A year to date deficit of £2.955 million which was £863,000 adverse
to plan.

e Agency spend for the year to date was £22.8 million which was £6.4 million
above the same period in 2021/22.

e A cumulative £8.4 million cost improvement plan delivery against an end of
year forecast of £12.8 million.

e Anunderspend against the capital programme due to slippage of some of the
schemes. Spend continued to fall behind plan although the reprofiling of
central funding for the Surgical Centre had recently been confirmed by
NHSE. This removed the risk of a significant underspend on this scheme in
year and pressure in subsequent years. Further schemes had been identified
to ensure the capital resources were fully utilised by year end.

e Risks going forward included the funding of the escalation capacity; the gap
in efficiency schemes; and staffing challenges.

25.

25.1

25.2

25.3

VERBAL REPORT FROM THE FINANCIAL RESILIENCE COMMERCIAL
COMMITTEE/FINANCE COMMITTEE MEETING HELD IN COMMON ON 30
JANUARY 2023

Kate Fallon, Chairman of the joint Committee, provided feedback from the
meeting held in common on 30 January 2023 and advised that key discussions
had focussed on the capital programme; the 2023/24 planning update; and the
Somerset TogethEHR Outline Business Case.

She congratulated the finance teams on their excellent efforts, especially over the
last few months, as the late publication of the planning guidance for 2023/24 will
have impacted on their ability to prepare financial plans for 2023/24.

Kate Fallon advised that the performance and finance directorate meetings were
working well. She further advised that the Committees will be scrutinising agency
expenditure more intensively and a sub group had been set up to look at resource
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25.4

25.5

25.6

based workforce planning for the future. It was recognised that this will be a
challenging and complex exercise.

Barbara Gregory highlighted recent regulatory comments on the level of scrutiny
of financial data at Board meetings. She felt that detailed scrutiny at the Financial
Resilience and Commercial/Finance Committee meetings was appropriate as the
membership of the Financial Resilience and Commercial/Finance Committee
included a number of Non-Executive Directors with a financial background. The
committees were able to provide the Board with assurance that appropriate
scrutiny had taken place.

The Chairman commented that all Board members had an open invitation to
attend the Committee meetings and, when required, all Non-Executive Directors
will attend for specific agenda items. The Committee meetings will enable
detailed discussions to take place, whilst the time for detailed discussions at
Board meetings was more limited. Kate Fallon agreed that the Committee
meetings were the best forum for detailed discussions.

The Chairman and Martyn Scrivens agreed that there was significant financial
experience and knowledge amongst Non-Executive Directors on the Committees
and that the Board received significant assurance from the Committees.

26.

26.1

26.2

26.3

26.4

ASSURANCE REPORTS FROM THE AUDIT COMMITTEE MEETINGS
HELD ON 17 JANUARY 2023

YDH and SFT Audit Committee meetings held in common

Barbara Gregory, Chair of the SFT Audit Committee, presented the report which
was received by the Board.

Paul Mapson highlighted the risks to be reported to the Board which related to:
e The number of amber and red rated strategic risks.

e The high number of workforce related risks.

e The gaps in agency invoice checking controls.

e The late submission of colleague termination forms to payroll.

Paul Mapson advised that the strategic and workforce risks had already been
discussed as part of the Board Assurance Framework and Corporate Risk
Register discussions. The details of the risks above were set out in the report.
Barbara Gregory particularly highlighted that internal audit recommendations were

followed up as quickly as possible and auditors were complimentary about the
actions and quality of actions being taken.

27.

ASSURANCE REPORT OF THE MENTAL HEALTH ACT COMMITTEE
MEETING HELD ON 13 DECEMBER 2022
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27.1

27.2

27.3

Alexander Priest, Chair of the Mental Health Act Committee, presented the report
which was received by the Board.

Alexander Priest highlighted the following risks to be reported to the Board:
o Mental health bed pressures and delayed discharges.

o Timing for assessment under the MHA taking into consideration bed
availability.

J The need for a review into the mitigations for the admission of patients with
sexual safety issues onto a mixed PICU.

The Chairman thanked the Committee for its excellent work.

28.

28.1

FOLLOW UP QUESTIONS FROM THE PUBLIC AND GOVERNORS

There were no follow up questions from the Public or Governors.

29.

20.1

29.2

ANY OTHER BUSINESS

The Chairman advised that this was Matthew Bryant’s last formal public Board
meeting prior to him moving into a Chief Executive role in Dorset. The Chairman
advised that Matthew had been a fantastic colleague and has made tremendous
contributions during his time at Taunton and Somerset NHS Foundation Trust
(TST) and, following the merger in 2020, at Somerset NHS Foundation Trust
(SFT). On behalf of the Board, Colin Drummond wished Matthew every success
in his new role.

Matthew Bryant said that it had been a privilege working with colleagues in TST,
SFT and at Yeovil District Hospital NHS Foundation Trust and to be a member of
the Board of both SFT and YDH. He had enjoyed working with all colleagues
and felt that the Board as a whole had been able to make a difference to
colleagues and the population of Somerset. He advised that the post merger
vision was the right vision.

30.

30.1

RISKS IDENTIFIED

The Board did not identify any new significant risks which had not as yet been
included on the risk register but reiterated the increase in risks overall and the
workforce risks in particular.

31.

31.1

EVALUATION OF THE EFFECTIVENESS OF THE MEETING

The Board agreed that the meeting had been very productive; well chaired and
well balanced with focussed discussions.

32.

32.1

ITEMS FOR DISCUSSION AT CONFIDENTIAL BOARD MEETING
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The Chairman highlighted the items for discussion at the confidential Board
meeting and set out the reasons for including these items on the Confidential
Board agenda.

33. WITHDRAWAL OF PRESS AND PUBLIC

33.1 | The Board moved that representatives of the press and other members of the
public be excluded from the remainder of the meeting having regard to the
confidential nature of the business to be transacted, publicity on which would be
prejudicial to the public interest.

34. DATE FOR NEXT MEETING

34.1 | 7 March 2023
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SOMERSET NHS FOUNDATION TRUST (SFT)
YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST (YDH)

PUBLIC BOARD OF DIRECTORS MEETINGS HELD IN COMMON

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST

PRESENT

Martyn Scrivens
Graham Hughes
Alexander Priest
Paul Mapson

Peter Lewis
Phil Brice
Pippa Moger
Andy Heron

Matthew Bryant
Hayley Peters
Daniel Meron
David Shannon
Isobel Clements

IN ATTENDANCE

Colin Drummond
Barbara Gregory
Kate Fallon
Stephen Harrison
Sube Banerjee
Meridith Kane
Fiona Reid

Ben Edgar-Attwell
Lynn Borthwick

BOARD MEETING HELD ON 7 FEBRUARY 2023 BY MS TEAMS

Non-Executive Director (Chairman)
Non-Executive Director
Non-Executive Director
Non-Executive Director

Chief Executive

Director of Corporate Services

Chief Finance Officer

Chief Operating Officer (Mental Health, Families
and Neighbourhoods)

Chief Operating Officer (Hospital Services)
Chief Nurse

Chief Medical Officer

Director of Strategy and Digital Development
Chief of People and Organisational
Development

Chairman - SFT

Non-Executive Director — SFT
Non-Executive Director - SFT
Non-Executive Director — SFT
Non-Executive Director - SFT

Medical Director for Acute Hospitals
Director of Communications

Deputy Director of Corporate Services
midwife (for item 15 only)

Katarina Harrison-Tvarozkova

Kayleigh Sharp
Laura Walker

Janet Fallon
John McFarlane

James Esleyer
Neil Powell

Consultant Obstetrics and Gynaecology (for
item 15 only)

Mumu of twins (for item 15 only)

Head of Patient Safety and Learning, SFT
(for item 22 only)

Guardian of Safe Working — SFT (for item 26

only)
Guardian of Safe Working - YDH (for item 26

only)
observing
Inspector, Care Quality Commission
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lan Hawkins Lead Governor, SFT/Governor, YDH
Kate Butler Deputy Lead Governor, SFT

Clir Adam Dance Governor, YDH

Virginia Membrey Governor, YDH

Clir Steve Ashton Governor, SFT

Tim Slattery Governor, SFT

Erica Adams Governor, SFT

Ria Zandvliet Secretary to the Trust (minute taker)

11

1.2

1.3

APOLOGIES

Apologies were received from Jan Hull (Non-Executive Director/Deputy
Chairman).

The Chairman advised that, following the establishment of a single executive
team across both trusts, the SFT and YDH Boards have agreed to conduct their
Board of Directors meetings as meetings held in common. The meetings will be
chaired by the Chair of either SFT or YDH Chair on a rotation basis and Colin
Drummond will be chairing this public Board meeting.

Coli Drummond welcomed all Board members, governors, colleagues and other
attendees to the meeting and confirmed that both the SFT and YDH meetings
were quorate.

2.1

QUESTIONS FROM MEMBERS OF THE PUBLIC/GOVERNORS

No questions from members of the public or governors had been received.

3.1

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST’S PUBLIC BOARD
MEETING HELD ON 8 NOVEMBER 2022

The approval of the minutes is reflected in the SFT minutes.

4.1

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST
PUBLIC BOARD MEETING HELD ON 8 NOVEMBER 2022

Graham Hughes proposed, Alexander Priest seconded and the Board approved
the minutes of the Yeovil District Hospital NHS Foundation Trust Public Board
meeting held on 8 November 2022 as a correct record.

5.1

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST’S PUBLIC BOARD
MEETING HELD ON 6 DECEMBER 2022

The approval of the minutes is reflected in the SFT minutes.
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6.1

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST
PUBLIC BOARD MEETING HELD ON 6 DECEMBER 2022

Martyn Scrivens proposed, Graham Hughes seconded and the Board approved
the minutes of the Yeovil District Hospital NHS Foundation Trust Public Board
meeting held on 6 December 2022 as a correct record.

7.1

MINUTES OF THE SOMERSET NHS FOUNDATION TRUST’S PUBLIC BOARD
MEETING HELD ON 20 JANUARY 2023

The approval of the minutes is reflected in the SFT minutes.

8.1

MINUTES OF THE YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST
PUBLIC BOARD MEETING HELD ON 20 JANUARY 2023

Martyn Scrivens proposed, Alexander Priest seconded and the Board approved
the minutes of the Yeovil District Hospital NHS Foundation Trust Public Board
meeting held on 20 January 2023 as a correct record.

9.1

9.2

9.3

9.4

TO REVIEW THE ACTION LOGS AND MATTERS ARISING
The Board received the action log and noted the completed actions.

Minehead League of Friends

The Director of Corporate Services advised that he had responded to the
guestions submitted to the Board and, at the request of the League of Friends,
Norma Coombes, Senior Matron, had attended their January 2023 meeting to
answer any questions. The Minehead Minor Injury Unit was currently
experiencing significant operational pressures and a long term same day urgent
care strategy will be welcomed. It was noted that we are arranging, with the
League of Friends, a meeting including Jonathan Higman, Chief Executive of the
Integrated Care Board, in relation to the progress made on the same day urgent
care review.

Ambulance stack

Martyn Scrivens queried what progress had been made in relation to taking
specific patients, e.g. patients who had fallen at home, out of the ambulance stack
and what impact this had made. The Chief Executive advised that it had been
difficult to set the service up at scale and a meeting had been arranged at lunch
time on 7 February 2023 to look at the resources required to support ambulance
services.

The Chief Operating Officer (Mental Health, Families and Neighbourhoods)
provided an update on progress made to date and it was noted that 19 urgent
community responses had been diverted from the ambulance stack to community
services during January 2023. This number was lower than expected but he was
optimistic that more progress will be made after the meeting today.
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9.5

9.6

Community Hospital review

Discussions had previously taken place about a review of the future role of
community hospitals and it was queried what progress had been made. The
Chief Executive advised that the need for clarity about the future model of
community inpatient care had been raised with the ICB and, although they had
acknowledged this need for clarity, a timeframe for agreeing the future model had
not as yet been confirmed. It was agreed to further discuss the community
hospital model at a future Board development day. Action: Ria Zandvliet to
include this on the Board development day programme.

Patient Safety Board

Barbara Gregory, as patient safety lead, highlighted the recent Patient Safety
Board meeting and advised that feedback on the issues raised at the meeting had
been presented to the January 2023 Quality and Governance Assurance
Committee meeting. The issues raised will be included in the Committee’s
assurance report to the March 2023 Board meeting.

10.

10.1

TO NOTE THE REGISTERS OF DIRECTORS’ INTERESTS AND RECEIVE ANY
DECLARATIONS OF INTERESTS RELATING TO ITEMS ON THE AGENDA

The Board received the Register of Directors’ interest. The Board noted the
following changes to the register:

e Peter Lewis — to remove “Director, Yeovil Property Operating Company
Limited”

e Graham Hughes — to remove “Volunteer Advisor at Citizens Advice”

11.

111

11.2

11.3

CHAIRMEN’S REMARKS

Colin Drummond advised that the last few months had been particularly
challenging for all colleagues and, on behalf of the Board, thanked them for their
continued hard work. Colin Drummond also commended the executive team on
their management of the impact of the industrial actions.

He advised that the trusts had been forced into challenging situations and they
tried to do their best to take patients out of the ambulance stack; and ensure that
escalation and boarding beds were available. These additional pressures and
functioning in crisis mode will however not be sustainable in the longer term.

Board Committee Membership

Colin Drummond presented the overview of Non-Executive Director Board
Committee membership which was received by the Board. Colin Drummond
advised that Committee membership was in line with the Committees’ Terms of
References for the post merger organisation and thanked all Non-Executive
Directors for their ongoing hard work and for being flexible about Committee
membership.
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12.

12.1

12.2

CHIEF EXECUTIVE AND EXECUTIVE DIRECTORS’ REPORT

The Chief Executive presented the report which was received by the Board. He
advised that the report set out a number of significant and positive developments
and specifically highlighted the consultation on the options for acute hospital-
based stroke services in Somerset; the levelling up funding for the establishment
of a training academy for health and social care and the benefits of the training
academy; and the recent positive media coverage.

The Chief Operating Officer (Hospital Services) provided an update on the
ongoing significant operational pressures and actions being taken and
highlighted:

o The escalation position

- MPH - all acute escalation beds had been opened at the beginning of
January 2023 and additional pre-emptive boarding arrangements had
been set up to be able to manage the pressures. The escalation and
boarding arrangements were eased in the middle of the month but, in
view of the increased operational pressures, had subsequently been
reinstated. Musgrove Park Hospital (MPH) was currently managing
74 escalation beds, which included nine pre-emptive boarding beds.
These escalation beds will need to remain in place in view of the
delays in discharges and resulting long length of stays.

- YDH - 38 escalation beds had been opened at YDH with a further ten
pre-emptive boarding beds.

o Delayed discharges

- MPH - 128 patients with a length of stay of over 21 days which was
particularly high compared to pre Covid-19 standards. 120 of these
patients were medically fit for discharge but were awaiting
intermediate care, bedded care or other care packages.

- YDH — the number of delayed discharges (87) was proportionally
higher than at MPH as social care capacity in the South Somerset
area was particularly challenging.

o The ambulance handover position — the trusts took the view that as much
risk as possible should be held in urgent care services so that ambulance
handover times can be kept to a minimum, but this approach increased the
pressures in urgent care services.

o The infection control position
- MPH currently had 36 inpatients with Covid-19 or flu and 33 inpatients
with a respiratory infection and, in terms of infection control, these
groups of patients will need to be managed in a different way.
- YDH - the number of patients with Covid-19 (20) or flu (13) was
proportionally higher at YDH than at MPH.

o Staff sickness had increased and this was mainly due to Covid-19 or flu
infections amongst staff.
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12.3

12.4

The Chief Operating Officer (Hospital Services) advised that there were currently
103 patients waiting for supported discharge pathways and it had been agreed
with social care partners and the Integrated Care Board (ICB) to reduce this
number to 75 or below by 10 February 2023.

The Board discussed the report and commented/noted that:

Pre-emptive boarding beds were used for low risk patients only. The term
“boarding beds” was used for instances where a patient was admitted to a
ward whilst awaiting for a bed to become available. It was noted that all
boarding areas in acute and community hospitals had been assessed by
the health and safety team, fire officer and senior clinicians to ensure that
these areas were safe. A decision to use boarding beds was only taken in
exceptional circumstances but instances where boarding beds had to be
used had increased over the last few weeks.

A significant amount of leadership support was provided in relation to the
care of patients and support to colleagues. Colleagues had expressed their
concerns about the escalation and boarding approach and we recognise
that the use of escalation and boarding beds should be limited to the
absolute minimum and not become normalised. Colleagues will continue
to be encouraged to raise their concerns either through their line manager,
incident reporting process or through the Freedom to Speak Up Guardians.
It was recognised that the pressures had an impact on colleagues and all
Board members were encouraged to speak to colleagues and listen to their
concerns.

It was queried whether comparative performance data was available. The
Chief Nurse advised that regular contact was made with trusts in the South
West region and all trusts were under similar pressures. There was
variation in terms of the approach taken in relation to the management of
patients arriving by ambulance and the Trust's approach of taking the risk
into hospitals to avoid holding patients in the ambulance had resulted in
higher escalation and boarding requirements. The difference in approach
therefore made it more difficult to compare performance on a like for like
basis. It will be key to focus on bed occupancy, including boarding beds,
against the core bed capacity as this will provide more accurate data.

The Chief Operating Officer (Hospital Services) advised that the level of
acute pre-emptive boarding beds was not out of line with other trusts in the
South West area. The level of escalation beds, including the doubling up
of beds in the Jubilee building, was high and, although it was recognised
that this was due to the risk approach to be able to keep ambulance
handover times to a minimum and manage patients within the emergency
department, these pressures had continued for considerable time.

The approach taken by the trusts was the right approach and was to the
benefit of patients. There was a risk that the good ambulance handover
times performance gave the impression at a regulatory level that Somerset
was not experiencing the same challenges as in other areas. It was
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12.5

12.6

gueried whether regulators were aware of the different risk approach. The
Chief Executive advised that there was a real risk that Somerset
performance data was seen as better than it actually was but every
opportunity was taken to communicate the approach taken by the trusts
and the impact on performance data to regulators. He felt that just looking
at numbers did not provide a clear picture and comparative information will
need to better reflect the different approaches.

o Funding had been provided to the Local Authority to improve discharge
pathways and it was queried whether this funding was being used
effectively. The NHS was currently carrying the costs for patients without
criteria to reside and these costs were higher than the costs of intermediate
care, bedded care or social care packages. It was queried whether social
care funding had been raised as a limiting factor in addressing the social
care challenges. The Chief Executive advised that discussions had taken
place with the Local Authority about their plans for 2023/24, including the
financial aspects, and a meeting had been set up for the end of February
2023 to discuss the plans in more detail and this will include how to ensure
that the additional social care funding will be used most effectively. Going
forward, it will be important to move away from referring to health or social
care funding as the overarching focus should be on what is best for the
population of Somerset.

o A recent announcement was made about 5,000 new beds and funding but
it was stressed that expectations for Somerset should be carefully
managed as there was no space left on the acute estates to set up more
modular units and, in addition, it was not clear whether the funding was
"new funding”. The challenges and pressures were significant and modular
units on their own would not solve the patient flow and workforce capacity
challenges. The Chief Executive commented that it was not felt that more
acute beds were required and the focus should be on ensuring that
patients were in the right bed for their needs. Additional beds will not solve
the longer term challenges and workforce will not be available to staff any
additional beds. Additional beds were put in at YDH but this was as part of
the redevelopment of the YDH site.

Industrial Action

The Chief Nurse provided an update on the industrial actions and it was noted
that the RCN will be holding a second two day action at SFT. The two day action
made planning more difficult and it was important to bear in mind that the dispute
was between nurses and the government and not with the trusts. It was noted
that a legal framework for the safe withdrawal of labour was in place and the Chief
of People and Organisational Development was working closely with the Strike
Committee to plan the safe withdrawal of labour and the level of derogation.

The Chief Nurse advised that there was significant support for the strike action.
The strike would have an impact on patients due to the large number of
cancellations and a further impact on colleagues not involved in the strike.
Planning for the strike action was progressing well.
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12.7

It was queried whether the ambulance strikes had impacted on the trusts and it
was noted that the impact had been minimal.

13.

13.1

13.2

13.3

13.4

Q3 2022/23 BOARD ASSURANCE FRAMEWORKS

The Director of Corporate Services presented the updated Q3 2022/23 Board
Assurance Frameworks (BAF) for SFT and YDH which were received by the
Board. The BAFs had been discussed by the Audit Committee, Executive Team
and relevant sub Committees since the November 2022 Board meeting.

The Director of Corporate Services advised that the overall assessment In terms
of level of risk was consistent across both organisations and the highest risks
identified within the Assurance Frameworks continued to relate to:

the impact of pressures and capacity shortfalls in social care and
intermediate care (objectives 2, 3 and 8)

insufficient capacity to meet demand (objectives 7 and 8)
infrastructure investment and ageing estate (objectives 2 and 8)
the impact of pressures in primary care (objectives 2, 3 and 5)
workforce recruitment and retention (objectives 3 and 6)

the impact of the pandemic (objective 5)

delivery of financial plans (objectives 7 and 8).

The Director of Corporate Services advised that four of the highest strategic risks
had increased and the BAFs clearly showed the pressures and challenges across
both trusts and in the wider health system. He highlighted the key areas of
progress and areas of concern for objectives one and eight which were reserved
to the Board.

The Board discussed the report and commented/noted that:

mapping of the risks on the BAF and the Corporate Risk Registers had been
undertaken to ensure that the risks across both the BAF and corporate risk
registers were aligned.

An update on the dementia strategy had been presented to a recent Quality
and Governance Assurance Committee meeting and it was suggested
including a patient story/clinical topic on dementia and delirium at a future
Board meeting.

Some of the out of hospital schemes were under performing, including the
Hospital at Home scheme, and this was linked to the work in relation to the
ambulance stack. The Chief Operating Officer (Mental Health, Families and
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Neighbourhoods) commented that the Hospital at Home scheme was a vital
part of the out of hospital strategy going forward. The limited amount of
progress made was linked to the ability to take patients from the ambulance
stack. There was no strong history of what the out of hospital service should
look like but the aim was for 2/3 of the service capacity to focus on admission
avoidance and 1/3 on facilitating early discharge. Good progress was being
made recruiting to the team but the remote monitoring equipment will not
arrive until March 2023 and this equipment will be essential to the success of
the service. In spite of the challenges and the slow start, every effort will be
made to make this service a success and embed this new way of working. It
was noted that capacity will continue to be built up over the summer and it
was expected that the service will be fully functioning by the autumn.

There were a number of out of hospital pathways and alternatives to
admissions already in place or being developed and it was queried whether
the referral processes into the different services will be simplified as all
services shared the same patient base. The Chief Operating Officer (Mental
Health, Families and Neighbourhoods) agreed that there had been a number
of initiatives for community services, each with their own requirements and
specification and where possible the initiatives have been joined up. The
Hospital at Home initiative was an extension of the Rapid Response Service
but with a locality base and a single point of contact with the primary link call
centre. A single point of contact was however not in place for the discharge
pathways and, following a deep dive into these pathways, it was recognised
that the pathways will need to be simplified and a review of the pathways and
options to simplify processes was currently being caried out.

e The number of amber and red rated strategic objectives was felt to be a
concern especially at the end of the year and it was felt that the amber rating
indicated that the issues were not understood or being resolved. The
Director of Corporate Services advised that the amber rating indicated that
plans were in place to deliver the strategic objective but that the plans will not
be fully implemented in the current financial year. Barbara Gregory
reiterated that she would have expected there to be no amber or red rated
strategic objectives at this time of the year. The Chief Executive responded
that the key risks related to capacity, patient flow and demand and these will
need to be mitigated at system level as actions were not solely in the trusts’
control. It was, however, important to ensure that these levels of risk were
not normalised.

e Strategic objective 1 — improving the health and wellbeing of the population.
Although progress was being made, this progress was not fully visible,
especially the aspects involving the Integrated Care Board (ICB) and social
care services and it was therefore suggested dedicating time at a future
Board Development Day to explore this objective and system actions in more
detail. The Chief Executive advised that progress was being made
implementing processes which will make a difference to the wellbeing of the
population but it will take some time for the benefits to become visible through
improvements in outcomes. The Chief Executive acknowledged that some
delays had been experienced due to changes in organisational form both at
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135

13.6

the ICB and Local Authority. The Chief Executive agreed to provide a
detailed update at a future Board Development Day. Action: Chief
Executive.

¢ It was highlighted that some of the objectives had been rated green whilst a
number of related risks on the corporate risk register had been rated red, e.g.
workforce related risks. The Chief Executive advised that considerable
strategic workforce planning was taking place and this was reflected in the
green rating for strategic objective six.

Colin Drummond thanked the Board members for the detailed discussion and
highlighted: the need for clear communications about the public health agenda;
the increased involvement of the third sector due to the reduction in NHS and
social care resources; the challenges faced by primary care services; and the
high number of patients with no criteria to reside. The majority of these issues
were outside of the control of the trusts but impacted on all services provided by
the trusts.

The Board noted the Board Assurance Frameworks, the level of risks and the
actions taken to mitigate the risks.

14.

141

14.2

14.3

Q3 2022/23 CORPORATE RISK REGISTER PROGRESS REPORTS

The Director of Corporate Services presented the Q3 2022/23 Corporate Risk
Register progress report which was received by the Board.

The Director of Corporate Services highlighted:
o The common areas of risks identified across both trusts.

o The total of 65 risks on the combined risk register — 44 SFT and 21 YDH
risks — 21 of which scored 20 and above, with the majority of these risks
relating to SFT. This evidenced a continued increase in the numbers of high
level risks on the corporate risk register in the last six months. Details of
these risks and the new risks were noted.

o 11 new risks had been added since the last report and the risk rating of five
risks had increased.

The Board discussed the report and commented/noted that:

o The number of high risks reflected the extreme pressures on services and
on colleagues.

o It will not be possible to mitigate all risks and a decision will need to be
made as to which risks to tolerate. It was suggested categorising the risks
into risks which can be tolerated and risks will need to be prioritised in
terms of mitigation. The Director of Corporate Services agreed that it will
not be possible to mitigate all risks in the current year and discussions as
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14.4

to which risks to tolerate in the short term will take place at the next Quality
and Governance Assurance Committee meetings.

o Significant work was taking place but the level of risks felt uncomfortable.
Not all risks were in the direct control of the trusts as some of the risks
were linked to national strategic issues. It was suggested that it will be
helpful to distinguish between risks which were in control of the trusts and
risks which could not be controlled.

o It was noted that the risk management strategy will be presented to the
March 2023 Board for approval and the strategy will set out general risk
appetite and tolerance principles.

o Discussions will be taking place with the ICB about the management of
system wide risks.

The Board thanked the Director of Corporate Services for his, and the team’s
ongoing focus on risk management.

15.

15.1

15.2

15.3

154

15.5

PATIENT STORY AND CLINICAL TOPIC ON THE TWIN CLINIC

The Chief Nurse introduced the Lynn Borthwick (midwife); Katarina Harrison-
Tvarozkova (Consultant Obstetrics and Gynaecology) and Kayleigh Sharp (mum
of twins).

Katarina Harrison-Tvarozkova advised that she had been appointed to her current
role at Musgrove Park Hospital in 2021 and had set up the twin clinic to be able to
make a difference to the outcome of twin pregnancies. She advised that
Kayleigh Sharp had been one of the first mums to use the new service and had
been invited to talk about her experience using the service.

Kayleigh Sharp provided feedback on the care she and her twins received whilst
under the care of the twin clinic and highlighted the excellent support received.
She further highlighted the difficulties she had faced during her pregnancy and the
positive impact the care provided at the twin clinic had on her wellbeing. She was
able to ask questions; all aspects of her care were well explained; and she was
well supported. Kayleigh was confident that without the twin clinic she would not
have had such a positive outcome. She further highlighted the contact she had
been able to make with other twin parents and her ongoing contact with the
service.

Katarina Harrison-Tvarozkova and Colin Drummond thanked Kayleigh for her
feedback. Kayleigh Sharp left the meeting.

Katarina Harrison-Tvarozkova and Lynn Borthwick provided details of the work of
the twin clinic and highlighted:

o the excellent support provided by midwifes.
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15.6

15.7

15.8

o the reasons for multiple pregnancies; overview of multiple pregnancies
and baby deaths over the last few years.

o Guidance and standards — Savings Babies Lives Version 2 — Ockenden
Report; the MBRRACE-UK Saving Lives Improving Mothers’ Care
recommendations; the NICE guidelines on twin and triplet pregnancies.

o The type and level of care provided prior to implementation of the twin
clinic.
o The establishment of the twin clinic and the changes to the service —

including the implementation of the NICE guidelines.

o The improvements made to twin pregnancy outcomes following the
establishment of the twin clinic.

o the next steps: the QI project and the benefits of signing up to and using
the QI project; the twins trust maternity project which was aimed at
reducing still births, neonatal admissions, deaths and increasing natural
births.

o The positive impact on Musgrove Park Hospital (MPH) including the
significant financial savings; the zero still births and neonatal deaths; and
the reduction in neonatal admissions.

The Board discussed the presentation and commented/noted that:

o The twin clinic was currently only available at MPH and it was noted that
contact had been made with clinicians at Yeovil District Hospital (YDH)
about extending this service to YDH. Two options could be considered -
using the same team across both YDH and MPH or train the YDH team on
the twin clinical model.

o The Chief Medical Officer supported the roll out of the service to YDH and
advised that it will be helpful to discuss this further with the YDH clinicians
at an away day in the near future.

o The service was solely focussed on twin pregnancies and other high risk
pregnancies were managed by specific obstetric specialists, e.g. diabetes,
long term conditions. However it was felt that further improvements to
services provided to high risk pregnancies could be made.

The Board thanked Katarina Harrison-Tvarozkova and Lynn Borthwick for their
excellent work and improvements to outcomes for mums and twins.

Katarina Harrison-Tvarozkova and Lynn Borthwick left the meeting.
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16. ASSURANCE REPORT OF THE QUALITY AND PERFORMANCE/

GOVERNANCE AND QUALITY ASSURANCE COMMITTEE MEETING HELD

ON 23 NOVEMBER 2022

16.1 | Graham Hughes presented the report which was received by the Board. He
highlighted the areas of assurance received and the areas to be reported to the

Board. These areas related to:

o The Health and Safety Executive Improvement Notice relating to the use of
safer medical sharps in theatres — the Committee had received assurance
about the progress made in implementing the action plan at its January
2023 meeting.

o The update on the Homicide reports including the Duty of Candour audit
and review.

o The deteriorating patients internal audit findings.

o The strategic objectives risk tolerance levels.

16.2 | Details of these areas were set out in the report and were noted.
16.3 | The Board discussed the report and commented/noted that:

o The Health and Safety Executive (HSE) Improvement Notice — a further
visit by the HSE was expected on 1 March 2023 and feedback from this
visit will be provided to the March 2023 Board meeting.

o Draft Independent Homicide Report — the publication of the final report was
now not expected until May 2023.

o Quality and Safety of Mental Health, Learning Disability and Autism
Inpatient Services — a review of the recommendations set out in the letter
from Claire Murdoch had been completed and an action plan had been
published on the trust’s website.

16.4 Colin Drummond thanked Graham Hughes for the update and thanked the

Committee for its assurances.

17. There was no item 17 on the agenda.
18. CARE QUALITY COMMISSION (CQC) INSPECTION REPORT
18.1 | The discussion of this item is included in the SFT minutes.
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19. QUALITY AND PERFORMANCE REPORTS

Group Board Overview Quadrant — YDH

Quality and Performance Report — SFT

19.1 | The Chief Finance Officer presented the reports which were received by the
Board. She provided an overview of the key performance challenges across both
trusts which covered: acute referral to treatment (RTT) times; diagnostics; cancer
services; urgent care — A&E 4 hour performance; ambulance handover times;
community physical health services waiting times and activity; mental health
waiting times and activity; children and young people’s eating disorders; out of
area placements; infection control; slips, trips and falls; mandatory training;
sickness absence; turnover rates; career conversations.

19.2 | The Board discussed the report and commented/noted that:
o As at 31 December 2022, two YDH and three SFT patients had been
waiting over 104 weeks but overall good progress was being made

reducing waiting times.

o The ongoing pressures on a large number of services. The pressure in
urgent care services particularly impacted on ambulance handover times.

o Referrals into mental health services continue to be higher than the pre
Covid-19 period and this continued to impact on performance.

o Children and Young People’s Eating Disorders — performance was
excellent with no breaches in urgent or routine standards in December
2022.

o Colorectal cancer referrals had increased by 50% and it was queried

whether this increase was linked to a lack of primary care capacity. It was
noted that the increase was felt to be due to an increase in awareness
about colorectal cancer as a result of recent high profile cases. Although
the level of demand had increased, the percentage of positive cancer
diagnosis had not increased. The colorectal cancer pathway had been
identified as a topic to be further explored at a future Quality and
Governance Assurance Committee meeting as it will be important to
ensure that plans are in place to respond to the increase in demand.

o Stroke services — it was queried what impact the outcome of the stroke
consultation will have on SSNAP performance and whether the SSNAP
scores will be combined into a single score after the merger. It was noted
that the SSNAP scores will continue to be reported on a site by site basis
but the consultation outcome will impact on the models provided.

o The ED performance in December 2022 indicated challenges in primary
care and 111 services and this will need to be kept under close review.
The Chief Executive advised that the increase in ED attendance was a
mixture of an increase in respiratory illness and children with streptococcus
A as well as challenges accessing primary care services. Attendance by
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19.3

head of population in Yeovil was comparatively high and discussions were
taking place with the ICB to explore the reasons for the higher attendance
in more detail.

o It was queried whether evidence was available that a delay in achieving the
two week threshold for cancer diagnosis was not impacting on outcomes
compared to patients being diagnosed through other referral pathways.
The Chief Operating Officer (Hospital Services) advised that the two week
target was important in terms of patient experience and the performance
issues will be explored at the Quality and Governance Assurance
Committee. The 62 day cancer target covered all referral routes and
performance can be monitored by referral route. However, irrespective of
the referral route, the focus was on ensuring that patients were diagnosed
as soon as possible.

o Mental health performance was excellent and was meeting expected
standards. Although overall acute services performance compared well
with other trusts — the highest in the South West over the last few weeks -
a number of performance targets were not being met and every effort was
being made to ensure that the population of Somerset received the best
possible service. The Board received assurance that performance metrics
were reviewed on a weekly basis.

o The number of patients treated out of area had increased and the details of
the 14 placements had been scrutinised in detail at the Mental Health Act
Committee meeting. Alexander Priest, Chairman of the Mental Health Act
Committee, advised that the Committee was satisfied that all placements
had been appropriate and that plans were in place to return as many
patients as possible to Somerset. Performance will be further reviewed at
the March 2023 Committee meeting.

o It was queried why there had been a higher contracted full time equivalent
(fte) rate at YDH compared to SFT. The Chief Executive advised that an
analysis had been undertaken and this showed that the level of increase
across both trusts was similar. Further analysis will need to be undertaken
to understand the reasons for this increase as the increase did not seem to
have impacted on the vacancy rate.

o the figure for the average 21+ days length of stay included patients without
criteria to reside who were waiting for intermediate care, bedded care, or
social care packages to become available.

The Board acknowledged the areas of good performance and recognised the
challenges and the actions being taken to address them.
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20. UPDATE ON THE MERGER BETWEEN SOMERSET NHS FOUNDATION
TRUST AND YEOVIL DISTRICT NHS FOUNDATION TRUST

20.1 | The Director of Strategy and Digital Development advised that an update had also
been included in the Chief Executive report. He provided the following additional
update:

o the external review conducted by NHS England was being concluded with
final interviews scheduled for 8 February 2023 and a Board to Board
meeting scheduled for 23 February 2023.

o NHS England will be approving the merger risk rating at its Board meeting
to be held on 15 March 2023. Subject to the risk rating, the trust boards
will be asked to approve the merger and the Councils of Governors will be
asked to approve a recommendation that the Boards have carried out a
robust due diligence process. The Boards and Council of Governors
meetings have been scheduled for 20 March 2023.

o An overview of day one specific actions will be presented to the
Confidential Board meeting and these actions mainly focussed on legal,
regulatory and technical aspects which will have to be in place by the date
of the merger.

o Post merger reporting to the Board will focus on progress in relation to the
implementation of the clinical integration plans.

20.2 | The Board discussed the update and commented/noted that:

o The merger and progress made had been widely communicated but
feedback from members of the public on the merger itself had been limited.
Further communications will be issued prior to the merger. The limited
feedback received was mainly focussed on what the merger meant for
services in the different geographies rather than on the merger itself.

o The Council of Governors will want to be assured about appropriate public
engagement and it will be important to set out what actions have been
taken. The Director of Strategy and Digital Development advised that the
engagement process had been shared with the governor’ led Membership
and Communications Group but the details will be shared with all
governors.

o the single leadership team had enabled the waiting times challenges as
well as the challenges resulting from the pandemic to be addressed more
effectively on a system wide basis and the success of bringing both trusts
together should be celebrated.

o Although significant media work had taken place, it was recognised that
there were some gaps in relation to system wide communications and
relationships with stakeholders and options to close these gaps will be
further explored with the ICB.
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20.3

o It was important to recognise that the merger will be a merger of SFT as an
acute, community and mental health trust and YDH as an acute trust and
that the merger will create unique opportunities. It will be helpful to not
only focus communications on the integration of acute services but to
describe the wider clinical vision the trusts were aiming to achieve.

The Board noted the merger update.

21.

21.1

21.2

21.3

21.4

21.5

21.6

LEARNING FROM DEATHS FRAMEWORK: MORTALITY REVIEW
PROGRESS REPORT

Laura Walker joined the meeting for this agenda item. She advised that the
reports for both trusts were being aligned and that work was taking place to align
processes to ensure robust and consistent systems across both trusts.

YDH

Laura Walker presented the report and advised that the report reflected the
ongoing progress with Medical Examiners identifying cases requiring further
investigation through Mortality Reviews or Clinical Investigation and the difficulties
experienced when demand exceeds capacity to complete Mortality Reviews.

The Board received the report and the issues identified as part of the
investigations; the lessons learned, areas of improvement and actions taken were
noted.

The Board discussed the report and commented/noted that:

o There had been an increase in the number of reviews undertaken by the
Medical Examiners and this provided the Board with an increased level of
assurance.

o Learning relating to the completion of treatment escalation plans had been
identified. A training programme was being implemented and good
progress was already being made.

o The HSMR figures remain within an expected range.

o No thematic issues had been identified as part of the reviews conducted
both by Medical Examiners and the wider team.

SFT
The discussion of this item is included in the SFT minutes.

Joint
The Chief Medical Officer provided an overview of the SHMI and SHMR
processes and highlighted:

Minutes of the YDH Public Board of Directors meeting held on 7 February 2023
March 2023 Public Board -17 -




o The different data sources on which the SHMI and HMSR figures were
based, with YDH using Dr Foster and SFT using HED, a benchmarking
solution developed by University Hospitals Birmingham NHS Foundation
Trust. The national system is managed by NHS Digital and their latest
data was September 2022. The national SHMI figures for both trusts
based on the September 2022 data was within the expected range.

o The HSMR data acted as an alarm bell with any negative deviations
investigated.

o A high HSMR had been reported for SFT for some time and there was a
clear understanding that this was due to the coding of end of life services.

o The SFT hospital based SHMI was within expected range with exception
of Frome community hospital and the reasons had previously been
discussed. Whilst a number of community hospitals had triggered deep
dives, no thematic themes had been identified.

o The YDH HSMR figure was low due to the end of life coding and the Chief
Medical Director provided an overview of the palliative coding figures at
both YDH and SFT over the last year. Merry Kane advised that the
reduction was also due to a post Covid-19 normalisation of the figures.

o The HSMR and SHMI figures will continue to be reported separately for
each acute site post merger.

217 The Board thanked Laura Walker for the excellent reports.

22. GUARDIAN OF SAFE WORKING FOR JUNIOR DOCTORS REPORT

22.1 | John McFarlane, Guardian of Safe Working YDH, and Janet Fallon, Guardian of
Safe Working SFT, joined the meeting for this agenda item.
YDH

22.2 | john McFarlane presented the report which was received by the Board.

22.3

The Board discussed the report and commented/noted that:

o 95 exception reports had been received with the majority relating to the
number of hours worked. In the majority of these instances, overtime
payments had been made.

o The report provided evidence that the working hours for trainee doctors at
YDH remained safe.

o Ten immediate safety concern had been raised relating to the workload of
junior doctors — four of which had been put in error. The rota team had
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22.4

22.5

22.6

22.7

22.8

22.9

22.10

been able to bring in additional locums but there remained rota
gaps. Contingency plans have now been put in place but have not as yet
been required.

o The number of exception reports had almost doubled compared to the
average number of exception reports and this was due to the volume of
admissions and pressures on discharging patients.

o The Foundation Programme Director has sent out a letter to all junior
doctors to advise them of impending redeployment for periods of 48 to 72
hours if required due to pressures in other services. The letter has given
junior doctor assurance that their concerns are being listened to and acted
upon.

Colin Drummond thanked John McFarlane for his excellent management of the
Guardian of Safe Working process.

SFT
The discussion of this item is included in the SFT minutes.

Joint

The Chief Medical Officer thanked John McFarlane and Janet Fallon for their
excellent work and engagement with junior doctors. Their senior leadership and
reporting to the Board were very important. He advised that the reports are
presented to the Senior Operational Management Group/Hospital Leadership
Group at each respective trust prior to being presented to the Board but he
stressed the importance of ensuring that the reports were also shared with the
triumvirate teams as they will be able to provide support in terms of addressing
the issues identified. In addition, this extra layer will strengthen the assurance
process to the Board.

The Board accepted the recommendations set out in the report.

Colin Drummond thanked Janet Fallon and John McFarlane for their excellent
report.

The Chief Medical Officer advised that Janet Fallon will be stepping down from
her role as Guardian of Safe Working and he thanked her for her excellent quality
of work and for driving forward fundamental changes at Musgrove Park

Hospital. The Board also thanked Janet Fallon for her excellent work.  Janet
Fallon thanked the Board for its support to her over the last 3.5 years. She
advised that her interaction with the Board and senior management team had
been positive aspects of her role.

Janet Fallon and John McFarlane left the meeting.
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23.

23.1

23.2

23.3

23.4

ASSURANCE REPORT OF THE PEOPLE AND WORKFORCE COMMITTEE
MEETINGS HELD ON 14 NOVEMBER 2022

Stephen Harrison presented the report which was received by the Board.

Stephen Harrison highlighted the areas for follow which related to: sickness
absence and turnover; review of the Board Assurance Framework; workforce
risks; update on the Violence and Aggression Programme and Freedom to Speak;
and health and wellbeing internal audit follow up. The Committee did not identify
any significant risks or issues to be reported to the Board.

Stephen Harrison advised that the last meeting of the Committees took place on
30 January 2023 and the meeting received a helpful presentation on nursing
recruitment and retention. It was felt that it will be helpful to share the details with
the Board and it was agreed to include this item on the agenda of a future Board
Development Day. Action: Secretary to the Trust.

The Board discussed the report and commented/noted that:

o It was noted that the ICB’s People Committee inaugural meeting will take
place on 10 February 2023. Both the Chief Executive and Chief of People
and Organisational Development have been invited to the Committee
meetings and the Chief of People and Organisational Development will be
attending the inaugural meeting. Colin Drummond highlighted the need to
avoid duplication of the work already taking place by the trusts’ well
established People/Workforce Committees.

o It was agreed that workforce risks will need to be assessed on a system
wide basis and the trusts’ Committees will need to work closely with the
ICB Committee in relation to workforce planning.

o Considerable workforce planning was taking place across the trusts but
there did not seem to be a clear scrutiny of the primary care workforce. The
guarterly reports from Symphony had highlighted the challenges recruiting
GPs and the impact of the lack of a standardised pay structure for
independent GPs on the ability to recruit GPs, and the primary care
workforce will need to become one of the key areas of focus for the ICB
People Committee. The Chief of People and Organisational Development
advised that there will be other workforce related areas to be taken forward
by the ICB and these will be discussed at the meeting.

o Sube Banerjee, as Executive Dean and Professor of Dementia at the
Faculty of Health at University of Plymouth, commented that to date it had
been difficult to convince medical students to train as a GP due to negative
attitudes about a career in primary care services. Students will need to
continue to be encouraged to become a GP and the positive aspects of a
career in primary care will continue to be raised.

o It was noted that Kate Fallon will be taking over as Chairman of the People
Committee from 1 April 2023.
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23.5

Colin Drummond complimented Graham Hughes and Stephen Harrison for their
ongoing leadership of the Committees and focus on workforce and wellbeing.

24,

24.1

24.2

FINANCE REPORTS

Finance Report — YDH
The Chief Finance Officer presented the financial report which was received by
the Board. She highlighted the financial position:

e Anin-month surplus of £234,000 in line with the plan. The year to date was a
negative variance of £133,000 in line with the plan.

e Agency spend remained higher than plan and this was driven both by SHS
locum and trust agency expenditure due to an increase in non elective activity
and sickness absence.

e A £3.924 million cost improvement plan delivery against £3.078 million
planned efficiencies, of which 21% had been achieved recurrently.

e Anunderspend against the capital programme. The programme will be
revised after agreement by NHS England to reprofile funding for the theatre
schemes.

e The year to date position included £2.289 million pay award funding above
plan and an additional £1.405 million reimbursement of Covid-19 costs
(testing) incurred outside of the system funding envelope.

Finance Report - SFT
The discussion of this item is included in the SFT minutes.

25.

25.1

25.2

25.3

VERBAL REPORT FROM THE FINANCIAL RESILIENCE COMMERCIAL
COMMITTEE/FINANCE COMMITTEE MEETING HELD IN COMMON ON 30
JANUARY 2023

Kate Fallon, Chairman of the joint Committee, provided feedback from the
meeting held in common on 30 January 2023 and advised that key discussions
had focussed on the capital programme; the 2023/24 planning update; and the
Somerset TogethEHR Outline Business Case.

She congratulated the finance teams on their excellent efforts, especially over the
last few months, as the late publication of the planning guidance for 2023/24 will
have impacted on their ability to prepare financial plans for 2023/24.

Kate Fallon advised that the performance and finance directorate meetings were
working well. She further advised that the Committees will be scrutinising agency
expenditure more intensively and a sub group had been set up to look at resource
based workforce planning for the future. It was recognised that this will be a
challenging and complex exercise.
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25.4

25.5

25.6

Barbara Gregory highlighted recent regulatory comments on the level of scrutiny
of financial data at Board meetings. She felt that detailed scrutiny at the Financial
Resilience and Commercial/Finance Committee meetings was appropriate as the
membership of the Financial Resilience and Commercial/Finance Committee
included a number of Non-Executive Directors with a financial background. The
committees were able to provide the Board with assurance that appropriate
scrutiny had taken place.

Colin Drummond commented that all Board members had an open invitation to
attend the Committee meetings and, when required, all Non-Executive Directors
will attend for specific agenda items. The Committee meetings will enable
detailed discussions to take place, whilst the time for detailed discussions at
Board meetings was more limited. Kate Fallon agreed that the Committee
meetings were the best forum for detailed discussions.

Colin Drummond and Martyn Scrivens agreed that there was significant financial
experience and knowledge amongst Non-Executive Directors on the Committees
and that the Board received significant assurance from the Committees.

26.

26.1

26.2

26.3

26.4

ASSURANCE REPORTS FROM THE AUDIT COMMITTEE MEETINGS
HELD ON 17 JANUARY 2023

YDH and SFT Audit Committee meetings held in common

Barbara Gregory, Chair of the SFT Audit Committee, presented the report which
was received by the Board.

Paul Mapson highlighted the risks to be reported to the Board which related to:
e The number of amber and red rated strategic risks.

e The high number of workforce related risks.

e The gaps in agency invoice checking controls.

e The late submission of colleague termination forms to payroll.

Paul Mapson advised that the strategic and workforce risks had already been
discussed as part of the Board Assurance Framework and Corporate Risk
Register discussions. The details of the risks above were set out in the report.
Barbara Gregory particularly highlighted that internal audit recommendations were

followed up as quickly as possible and auditors were complimentary about the
actions and quality of actions being taken.

27.

27.1

ASSURANCE REPORT OF THE MENTAL HEALTH ACT COMMITTEE
MEETING HELD ON 13 DECEMBER 2022

Alexander Priest, Chair of the Mental Health Act Committee, presented the report
which was received by the Board.
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27.2

27.3

Alexander Priest highlighted the following risks to be reported to the Board:
o Mental health bed pressures and delayed discharges.

o Timing for assessment under the MHA taking into consideration bed
availability.

o The need for a review into the mitigations for the admission of patients with
sexual safety issues onto a mixed PICU.

Colin Drummond thanked the Committee for its excellent work.

28.

28.1

FOLLOW UP QUESTIONS FROM THE PUBLIC AND GOVERNORS

There were no follow up questions from the Public or Governors.

29.

29.1

29.2

ANY OTHER BUSINESS

Colin Drummond advised that this was Matthew Bryant’s last formal public Board
meeting prior to him moving into a Chief Executive role in Dorset. Colin
Drummond advised that Matthew had been a fantastic colleague and has made
tremendous contributions during his time at Taunton and Somerset NHS
Foundation Trust (TST) and, following the merger in 2020, at Somerset NHS
Foundation Trust (SFT). On behalf of the Board, Colin Drummond wished
Matthew every success in his new role.

Matthew Bryant said that it had been a privilege working with colleagues in TST,
SFT and at Yeovil District Hospital NHS Foundation Trust and to be a member of
the Board of both SFT and YDH. He had enjoyed working with all colleagues
and felt that the Board as a whole had been able to make a difference to
colleagues and the population of Somerset. He advised that the post merger
vision was the right vision.

30.

30.1

RISKS IDENTIFIED

The Board did not identify any new significant risks which had not as yet been
included on the risk register but reiterated the increase in risks overall and the
workforce risks in particular.

31.

31.1

EVALUATION OF THE EFFECTIVENESS OF THE MEETING

The Board agreed that the meeting had been very productive; well chaired and
well balanced with focussed discussions.

32.

32.1

ITEMS FOR DISCUSSION AT CONFIDENTIAL BOARD MEETING

Colin Drummond highlighted the items for discussion at the confidential Board
meeting and set out the reasons for including these items on the Confidential
Board agenda.
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33. WITHDRAWAL OF PRESS AND PUBLIC

33.1 | The Board moved that representatives of the press and other members of the
public be excluded from the remainder of the meeting having regard to the
confidential nature of the business to be transacted, publicity on which would be
prejudicial to the public interest.

34. DATE FOR NEXT MEETING

34.1 | 7 March 2023
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SOMERSET NHS FOUNDATION TRUST/YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST

ACTION NOTES FROM THE PUBLIC BOARD OF DIRECTORS MEETINGS
HELD IN COMMON ON 7 FEBRUARY 2023

AGENDA ITEM

ACTION

BY WHOM

DUE DATE

PROGRESS

ACTIONS FROM THE MEETINGS HELD ON 6 NOVEMBER 2022

14. Corporate Risk
Register Progress
Reports

To consider including a quadrant
diagram to distinguish between the
different type of risks in the 2023/24
corporate risk register.

Phil Brice

April

This will be considered for
the 2023/24 Corporate Risk
Register.

ACTIONS FROM THE MEETINGS HELD ON 7 FEBRUARY 2023

improving the health and wellbeing of
the population — and the actions taken
by ICB and Local Authority to a future
Board Development Day.

9.  Future Community To include a discussion on the future Ria Zandvliet February This item has been included
Hospitals model of model of community hospital care on 2023 on the Board development
care the schedule for a future Board programme.

Development Day.

13. Board Assurance To give an update on the work in Peter Lewis To be The item has been included

Framework relation to strategic objective 1 — confirmed on the Board development

programme.
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Somerset NHS Foundation Trust / Yeovil District Hospital NHS Foundation Trust

REPORT TO: The Trust Board
REPORT TITLE: Registers of Directors’ Interests
SPONSORING EXEC: Director of Corporate Services
REPORT BY: Secretary to the Trust
PRESENTED BY: Chairman
DATE: 7 March 2023
Purpose of Paper/Action Required (Please select any which are relevant to this paper)
Sl;arsgziurance/ L1 For Approval / Decision For Information

SCANIE [y EIa2:« M The Registers of Interests are presented to the Board at
REEE IR MLl B every meeting and reflect the interests of Board members as

to Committee/Board at 28 February 2023.

Recommendation The Board is asked to:
o note the Register of Interests;
o declare any changes to the Register of Interests;
o declare any conflict of interests in relation to the

agenda items.

Links to Board Assurance Framework and Corporate/Directorate Risk Register

(Please select any which are impacted on / relevant to this paper)
[1Obj1 Improve health and wellbeing of population

[1 Obj 2 Provide the best care and support to children and adults
0 Obj 3 Strengthen care and support in local communities

[0 Obj 4 Reduce inequalities

0 Obj 5 Respond well to complex needs

0 Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture

L] Obj 7 Live within our means and use our resources wisely

L] Obj 8 Develop a high performing organisation delivering the vision of the Trust

SFT and YDH Registers of Directors’ Interests
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Implications/Requirements (Please select any which are relevant to this paper)
(1 Patient Safety /

1 Financial Legislation | [0 Workforce | [1 Estates | [1 ICT Quality

Details: Regulatory requirement to declare conflict of interests.
Equality
The Trust wants its services to be as accessible as possible, to as many people as
possible. Please indicate whether the report has an impact on the protected
characteristics
This report has been assessed against the Trust’s Equality Impact Assessment Tool
and there are no proposals or matters which affect any persons with protected
characteristics

(1 This report has been assessed against the Trust’s Equality Impact Assessment Tool
and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History

(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)

Not applicable

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

A report is presented to every Board meeting.

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

[1 Safe [] Effective [J Caring [J Responsive Well Led
Is this paper clear for release under the Freedom of Information Yes | [1No
Act 20007
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REGISTERS OF DIRECTORS’ INTERESTS

JOINT EXECUTIVE DIRECTORS

Peter Lewis

Chief Executive (CEO)

Chief Executive, Somerset NHS Foundation Trust
and Yeovil District Hospital NHS Foundation Trust
Member of the NHS Confederation Community
Network Board

Management Board Member, Yeovil Strategic
Estates (YEP) Partner Board

Director, YEP Project Co. Limited

Phil Brice

Director of Corporate
Services

Sister works for Somerset NHS Foundation Trust
Non-Executive Director of the Shepton Mallet
Health Partnership

Director of Corporate Services, Yeovil District
Hospital NHS Foundation Trust

Non-Executive Director of SSL

Isobel Clements

Chief of People and
Organisational
Development

Chief of People and Organisational Development,
Yeovil District Hospital NHS Foundation Trust

Andy Heron

Chief Operating Officer
(Neighbourhoods, Mental
health and Families)

Wife works for Avon and Wiltshire Mental Health
Partnership NHS Trust (and is involved in a sub
contract for liaison and diversion services)
Director of the Shepton Mallet Health Partnership
Chief Operating Officer (Neighbourhoods, Mental
health and Families), Yeovil District Hospital NHS
Foundation Trust

Executive Director for SHS

Pippa Moger

Chief Finance Officer

Stepdaughter works for Yeovil District Hospital
NHS Foundation Trust

Son works for Somerset NHS Foundation Trust
Director of the Shepton Mallet Health Partnership
Director of YEP Project Co Limited

Member of the Southwest Pathology Services
(SPS) Board

Chief Finance Officer, Yeovil District Hospital NHS
Foundation Trust

Non-Executive Director for SSL
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Hayley Peters

Chief Nurse

Chief Nurse, Yeovil District Hospital NHS
Foundation Trust

David Shannon

Director of Strategy and
Digital Development

Member of the Southwest Pathology Services
(SPS) Board

Daughter is employed as a healthcare assistant at
Musgrove Park Hospital

Member of the Symphony Health Care Services
(SHS) Board

Director of Symphony Health Services (SHS)
Wife works on a temporary contract within the
recruitment department.

Director of YEP Project Co Limited

Director of Strategy and Digital Development,
Yeovil District Hospital NHS Foundation Trust
Director Predictive Health Intelligence Ltd

Daniel Meron

Chief Medical Officer

Chief Medical Officer, Yeovil District Hospital
NHS Foundation Trust

Somerset NHS Foundation Trust Non-Executive Directors

Colin Drummond

Chairman

Honorary Vice President of Calvert Trust Exmoor
(outdoor holidays for people with disabilities) —
current

President of Wadham College Oxford 1610 Society
Deputy Lieutenant for Somerset

Worshipful Company of Water Conservators —
Master

Jan Hull
Non-Executive Director

(Deputy Chairman)

Trustee of the Dulverton Abbeyfield Society.

Formerly Managing Director of South, Central and

West Commissioning Support Unit

Non-Executive Director Yeovil District Hospital NHS
Foundation Trust

Dr Kate Fallon
Non-Executive Director

(Senior Independent
Director)

Daughter is a Consultant at Somerset NHS
Foundation Trust

Symphony Health Services Board member
Daughter has been appointed as the Guardian of
Safe Working Hours for Junior Doctors
Non-Executive Director Symphony Health Services

Stephen Harrison

Trustee, YMCA Brunel Group
Trustee, Lawrence Centre, Wells
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Non-Executive Director

Governor, Wookey Primary School

Barbara Gregory

Non-Executive Director

RESEC Research into Elderly and Specialist Care
Trustee.

Deloitte Associate — with effect from 6 February
2018.

Chair of the CNL (Chairs, Non Executive and Lay
members) Faculty of HFMA

Director of AGRF

Alexander Priest

Non-Executive Director

Chief Executive Mind in Somerset
Non-Executive Director Yeovil District Hospital
NHS Foundation Trust

Sube Banerjee

Non-Executive Director

Executive Dean, Faculty of Health, University of
Plymouth

Hon Consultant in Psychiatry, Plymouth University
Hospitals NHS Trust (unremunerated)

Visiting Professor, Brighton and Sussex Medical
School (unremunerated)

Trustee and Patron, Alzheimer’s Society
(unremunerated)

Editor-in-chief, The International Journal of
Geriatric Psychiatry

Director Cognitive Agility Ltd (personal consulting
to governments and industry)

Association Member BUPA (unremunerated)
Trustee and Executive Board Member Medical
Schools Council (unremunerated)

Board member University of Plymouth Enterprise
Limited (unremunerated)

Martyn Scrivens

Non-Executive Director

Chairman Yeovil District Hospital NHS Foundation
Trust

Non Executive Director and Chair of Audit
Committee of Hampshire Trust Bank Limited
Wife works as a Bank Vaccinator for the Trust
Non-Executive Director and Chairman of Wesleyan
Bank Limited, a 100% subsidiary of Hampshire
Trust Bank Limited” (with effect from 28 February
2022)

Member of the Boards of Directors of the Ardonagh
Group — consisting of the following companies:

- Ardonagh Holdco Limited (Jersey)

- Ardonagh New Midco 1 Limited (Jersey)

- Ardonagh Group Holdings Limited (UK)
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Somerset NHS Foundation Trust/Yeovil District Hospital NHS Foundation Trust

REPORT TO: Trust Board

REPORT TITLE: Non-Executive Director lead roles

SPONSORING EXEC: Colin Drummond, Chairman SFT

REPORT BY: Ria Zandvliet, Secretary to the Trust

PRESENTED BY: Colin Drummond, Chairman SFT

DATE: 7 March 2023

Purpose of Paper/Action Required (Please select any which are relevant to this paper)
gsiarsgziurance/ U For Approval / Decision For Information

SCEHEE I ERAL M Non-Executive Director lead roles have been reviewed in the
EEE iR @=Ll Vi1 Ml light of “The Enhancing Board Oversight: A new approach to
to Committee/Board non-executive director champion roles” report and in the light
of the merger.

An overview of Non-Executive Director lead roles is set out
in the attached report.

Recommendation The Board is asked to note the Non-Executive Directors lead
roles with effect from 1 April 2023.

Links to Joint Strategic Objectives

(Please select any which are impacted on / relevant to this paper)
Obj 1 Improve health and wellbeing of population
Obj 2 Provide the best care and support to children and adults
Obj 3 Strengthen care and support in local communities

Obj 4 Reduce inequalities
Obj 5 Respond well to complex needs

Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture

Obj 7 Live within our means and use our resources wisely
Obj 8 Develop a high performing organisation delivering the vision of the Trust

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

Patient Safety /
Quality

Financial | [J Legislation Workforce Estates ICT

Non-Executive Directors’ lead roles
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Equality
The Trust wants its services to be as accessible as possible, to as many people as

possible. Please indicate whether the report has an impact on the protected
characteristics

This report has not been assessed against the Trust’'s Equality Impact Assessment
Tool and there are no proposals or matters which affect any persons with protected
characteristics

OO0 This report has been assessed against the Trust’s Equality Impact Assessment Tool
and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History

(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)

N/A

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

N/A

Reference to CQC domains (Please select any which are relevant to this paper)
[1 Safe O Effective O Caring OO0 Responsive Well Led
Is this paper clear for release under the Freedom of Information Yes | O No
Act 20007
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NON-EXECUTIVE DIRECTOR LEAD ROLES

1. INTRODUCTION

1.1. “The Enhancing Board Oversight: A new approach to non-executive director
champion roles” guidance was published by NHS England/Improvement and
this guidance sets out a new recommended approach to ensuring board
oversight of important issues by discharging the activities and responsibilities
previously held by some non-executive director (NED) champion roles,
through committee structures.

1.2. The lead roles have been reviewed in the light of the guidance and the merger
and below an overview of required lead roles and the Non-Executive Director
lead for each of the roles.

2. NON-EXECUTIVE DIRECTOR LEAD ROLES

2.1. Below an overview of the lead roles to be retained at Non-Executive Director
level and the lead Non-Executive Director identified for each of the roles:
Security Management Barbara Gregory
Freedom to Speak Up Kate Fallon
Wellbeing Guardian Graham Hughes
Maternity Alexander Priest

2.2. The overview of Board Committee membership and Committee Chairs was
presented to the February 2023 Board meeting. In addition to that overview,
Barbara Gregory will be taking over as Chair of the Organ Donation
Committee with effect from 1 April 2023.

3. RECOMMENDATION

3.1. The Board is asked to note the Non-Executive Directors lead roles with effect
from 1 April 2023.

CHAIRMAN

Non-Executive Directors’ lead roles
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Somerset NHS Foundation Trust / Yeovil District Hospital NHS Foundation Trust

REPORT TO: The Trust Board
REPORT TITLE: Chief Executive/Executive Director Report
SPONSORING EXEC: Chief Executive
REPORT BY: Executive Directors
PRESENTED BY: Chief Executive
DATE: 7 March 2023
Purpose of Paper/Action Required (Please select any which are relevant to this paper)
[ For Assurance U For Approval / Decision For Information

SCANIET Iy EIa2:[« M The purpose of the report is to update the Boards on Chief
EEE IR o] Mo (=Ll Vi)W Executive and Executive Director activities and/or points of
to Committee/Board note which are not covered in the standing business and
performance reports and this update is for information.

The report covers the period February 2023.

Recommendation The Boards are asked to note the report.

Links to Board Assurance Framework and Corporate/Directorate Risk Register

(Please select any which are impacted on / relevant to this paper)
Obj 1 Improve health and wellbeing of population

Obj 2 Provide the best care and support to children and adults
Obj 3 Strengthen care and support in local communities

Obj 4 Reduce inequalities

Obj 5 Respond well to complex needs

Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture

Obj 7 Live within our means and use our resources wisely

Obj 8 Develop a high performing organisation delivering the vision of the Trust

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

Patient Safety /

Financial Legislation Workforce Estates ICT Quality

Details: N/A
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Equality
The Trust wants its services to be as accessible as possible, to as many people as

possible. Please indicate whether the report has an impact on the protected
characteristics
This report has not been assessed against the Trust’'s Equality Impact Assessment
Tool and there are no proposals or matters which affect any persons with protected
characteristics
(1 This report has been assessed against the Trust’s Equality Impact Assessment Tool

and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History

(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)

The report includes proposals for a public consultation on the future of acute-based stroke
services in Somerset together with a number of projects and developments built on patient
and carer feedback, including the patient hubs, the Anya maternity app and the
personalised care educational programme.

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

The report is presented to every Board meeting.

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

Safe Effective Caring Responsive Well Led
Is this paper clear for release under the Freedom of Information Yes | [1No
Act 20007
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1.1

1.2.

1.3.

1.4

SOMERSET NHS FOUNDATION TRUST

CHIEF EXECUTIVE / EXECUTIVE DIRECTOR REPORT

UPDATE ON INDUSTRIAL ACTIONS

Royal College of Nursing (RCN)

The RCN have paused the planned industrial action for 1 to 3 March 2023
following an announcement that the Department of Health and Social Care
and the Royal College of Nursing have agreed to enter a process of intensive
talks.

British Medical Association (BMA) ballot outcome

The BMA have communicated the successful ballot of junior doctors and are
preparing for a full 72-hour walkout, starting on Monday 13 March 2023 until
the morning of Thursday 16 March 2023.

We are continuing to work closely with trade unions and colleagues to
understand the potential impact of the planned strike action and the plans that
we may need to put in place.

Other planned strike actions

Below is an overview of the planned strike action that is currently confirmed
which we anticipate will have a direct impact on our trusts. Other industrial
action is planned during this period but the impact on delivery of our core
services is not currently assessed as significant.

2 March National education union | All schools in London,

South East and South
West

6 March GMB ambulance strikes

15 March National education union | All schools in England

16 March National education union | All schools in England

13 March to 16 March BMA (Doctors in Training) | SFTand YDH

2.1

MUSGROVE PARK HOSPITAL AND YEOVIL DISTRICT HOSPITAL TO
GET SURGICAL ROBOTS

Our team of surgeons are set to begin using robotic surgery for the first time in
Somerset — thanks to a £1.5 million commitment from the Musgrove Park
Hospital League of Friends.

Chief Executive and Executive Directors’ Report
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2.2.

2.3.

2.4.

3.1.

3.2.

3.3.

4.1.

4.2.

Over the last five years, the hospital’'s League of Friends has provided more
than £4 million for various funding initiatives. This includes recent funding for
equipment — not just large items, but smaller item too — that can make a real
difference to patients and colleagues, such as chairs, resuscitators, dementia
kits, water coolers, and training aids. None of this would have been possible
without a number of legacies over the last couple of years, as well as
donations by individuals and organisations.

As a result of the investment from the League of Friends we have been able
to secure an additional £1.5m of capital funding from NHS England to provide
the same surgical robot at Yeovil District Hospital.

The money will buy two da Vinci Xi surgical system, which will enable our
surgeons to perform more intricate, less invasive surgery. It means that
robotic surgery could now be used in a number of different disciplines within
our acute hospitals.

PATIENTS IN SOMERSET TO BENEFIT FROM £15M FUNDING BOOST
FOR ADDITIONAL THEATRE AND NEW WARD AT YEOVIL HOSPITAL

The £15m Government investment for developing Yeovil Hospital’s site will
play a key part in reducing waiting times for patients across Somerset.

With plans already underway, the building work is split into two parts. The first
will see Yeovil Hospital's main theatre receive a significant refurbishment,
including increasing space in the recovery area, as well as an extension that
will add a fifth theatre to the existing four, increasing the number of operations
that can be performed each year in the county.

The second part of the project will be the addition of a new 20-bed ward. This
will be made up of single, en-suite rooms and is set to be a dedicated
orthopaedic ward with physio space for early rehabilitation to take place,
supporting patients to get home as soon as possible after their operation.

MATERNITY NOTES MOVE TO SINGLE DIGITAL PLATFORM IN
SOMERSET

Maternity colleagues across Yeovil Hospital and Somerset NHS FT will be
getting to grips with new digital platform ‘BadgerNet’ which launched on
Wednesday 22 February 2023.

The new single maternity record will replace all paper patient notes and
current electronic systems for maternity clinicians to use as the main
pregnancy record across Somerset. The system will not only ensure clinicians
and midwives can record information in the same way across the county,
wherever they are delivering care, be that in a hospital, birthing centre or in
the community, but it will also fully replace the hand-held notes that are
traditionally carried around throughout pregnancy. Alongside the clinician’s
access to the Badgernet platform is the launch of the new ‘BadgerNotes’

Chief Executive and Executive Directors’ Report
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4.3.

4.4.

5.1.

5.2.

5.3.

5.4.

5.5.

6.1.

6.2.

app which fully replaces the paper notes for those in our care throughout their
pregnancy journey.

BadgerNotes also carries useful information and enables midwives to provide
appointment reminders and share updates directly to those in their care. An
additional bonus is that BadgerNet and BadgerNotes are already well-
established in a number of other trusts including our neighbouring county of
Dorset.

This move is just one example of teams working together to integrate services
at Yeovil Hospital and Somerset NHS Foundation Trust as we move towards
a single merged trust, enabling our teams to smoothly deliver consistent and
equal care for patients across the county.

NEW VICTORIA PARK HEALTH AND WELLBEING HUB OPENS IN
BRIDGWATER

People from Bridgwater and the surrounding area are benefiting from a new
health and wellbeing hub that has opened in the town this winter.

The exciting new development, which is located in the former Victoria Park
medical centre building, provides a range of services for people of all ages,
from pre-natal to end of life care.

The hub is run by our trust, in partnership with the Bridgwater Bay Primary
Care Network — which is where GP practices work together with community,
mental health, social care, pharmacy, hospital and voluntary services in the
local are to meet the needs of individual patients.

The idea of the hub is to provide equal access to health advice and support
for all patients to empower them to manage their own long term conditions.
The hub operates an open door arrangement where members of the public
can drop in if they need any help with their general wellbeing, as well as
offering a range of pre-booked appointments

The new Victoria Park Health and Wellbeing Hub is not a GP health centre
and won’t provide urgent or acute care. Our advice to patients who need that
level of help is that they should speak to their GP, visit their nearest minor
injuries unit, or call NHS 111 if they're unsure what to do.

NEW SERVICE IDENTIFIES AND MANAGES PATIENTS LIVING WITH
FRAILTY WHO ATTEND A&E

Older people living with frailty are getting extra support if they need care at our
emergency department (A&E) at Musgrove Park Hospital thanks to an existing
service at the hospital being repurposed to focus on patients with frailty.

For many years, an older person’s assessment and liaison (OPAL) team has
been helping older people who present to our emergency department to get
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6.3.

6.4.

6.5.

7.1

8.1.

the right care and treatment. With the introduction of a new Acute Frailty Unit
at the hospital in early 2022, the four-strong team of acute frailty practitioners
have refocused their efforts on identifying those older patients presenting to
hospital with frailty.

It is part of a series of intensive support services that we are putting in place,
alongside our partners across the wider healthcare system in Somerset, to
help keep people in their own home setting or avoid a long stay in hospital.

As part of the re-launch of the service, the acute frailty practitioners are
assigned as named clinicians for patients at the hospital’s emergency
department for the first time ever. This is a new part of the role where the
acute frailty practitioners hold responsibility for the patient’s care and
assessment, which could involve a transfer to the hospital’s acute frailty unit
or discharging them home or to an alternative care setting if safe and
appropriate to do so. The service is also being extended back to seven days a
week, 8am to 6pm, so patients can be assessed by our frailty team if they
arrive at the emergency department over the weekend.

Our acute frailty practitioner colleagues are no longer wearing a uniform so
that the service is aligned with our geriatrician team, but you’ll be able to spot
Amy, Carol, Karen and Katie by their bright yellow lanyards — which are very
much loved by patients!

CHIEF OPERATING OFFICER

Following the departure of Matthew Bryant (Chief Operating Officer for Acute
Services), Andy Heron (currently our Chief Operating Officer for
Neighbourhoods, Mental Health and Families) will become our single Chief
Operating Officer with effect from 27 February 2023. Andy will be supported
by the leadership teams within the following service groups:

Children, Young People and Families Services Group
Clinical Support and Cancer Services Group

Medical Services Group

Mental Health and Learning Difficulties Service Group
Neighbourhood Services Group

Surgical Services Group

and the Director of Elective Care. We are also looking at further
strengthening the operational leadership arrangements. In the meantime,
Alison Ficarotta will be providing some additional support on an interim basis.

INCLUSIVE CULTURE

February 2023 was Kindness, Civility and Inclusion Month, and a series of
blogs on the ‘What, Why and How’ of kindness, civility and inclusion have
been published. We hope that these blogs will provide an opportunity to
check in with ourselves, and each other.
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8.2.

8.3.

8.4.

9.1.

9.2.

10.

10.1.

10.2.

10.3.

The first blog reflects on what kindness and civility means and challenging our
own bias and perspective. A recording of the blog titled “What role does
kindness play in helping us become more inclusive?” is available on the
following link inclusion blog 1.

The second blog looks at the “Why” behind kindness, civility and inclusion. A
recording of the blog is available on the following link Inclusion 2 - Version 2 -
YouTube.

The third and final blog looks at the “How” behind kindness, civility and
inclusion. A recording of the blog is available on the following link Inclusion 3 -
Version 2 - YouTube

LGBTQ+ HISTORY MONTH: OUR ACHIEVEMENTS

For LGBTQ+ History Month this February, our joint colleague network has
been celebrating all they have achieved so far and shared inspirational
LGTBQ+ figures in healthcare.

Our colleague networks are key to promoting and supporting diversity,
inclusivity, and empowering colleagues to be themselves at work — and key to
the networks, are their members. In honour of LGBTQ+ History month, our
LGBTQ+ network members have contributed their own personal reflection on
what the month meant to them, and how far society has progressed in recent
history.

MEDIA COVERAGE

The Times ‘behind the scenes’ feature

We recently welcomed the health correspondent and photographer from the
Times newspaper to capture some of the stories of our teams and partners
working together across 48 hours in healthcare in Somerset. The feature
focused on how we are responding to the challenges of caring for an aging
population. The feature was published in print and online on Saturday 4
February 2023. How NHS Somerset is revolutionising the way we care for our elderly |
News | The Times

They spent two days visiting primary and secondary care, and adult social
domiciliary care to gain an insight into some of the pressures we are facing,
and to hear about a number of the initiatives we have put in place to help
improve patience experience and relieve pressures across our services.

The feature has been well received and has also generated further interest
online and with local media.
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11. AWARDS

Going for Gold
11.1. Congratulations and very well done to our first group of colleagues to
complete their Gold Quality Improvement (QI) training programme.

11.2. Colleagues’ commitment, enthusiasm and dedication to the year-long course
has been fantastic. Their QI skills and projects are already making a
difference: improving care experience and health outcomes, increasing
colleague satisfaction and lowering costs. Hayley Peters, Chief Nurse, and
David Shannon, director of Strategy and Digital Development, proudly
presented gold QI colleagues with their course completion certificates and
watched their project presentations.

11.3. Colleagues provided the following feedback:

o The Gold QI course offers a great opportunity to learn and apply the 7
steps of QI methodology to a project in your area.

o I had a number of barriers with my project but having access to an
improvement mentor provided invaluable support.

o My project is far from complete but the Gold QI training and
improvement methodology has provided a way of thinking that | will
take forward and would encourage others to do so the same.

Congratulations to the Paediatric Cardiology service

11.4. Congratulations to our paediatric cardiology service that has received
recognition for their work to prepare young people with complex heart
conditions to manage their condition throughout their lives by winning best
abstract at a national conference.

11.5. The team has achieved this by setting up dedicated ‘transition clinics’, held
twice a year for young people who are approaching the age of 14 to 18 years
and will soon have their care transferred and managed by adult cardiology
team.

Congratulations to our Community and Mental Health cleaning team

11.6. Congratulations to our community and mental health cleaning team who won
the “Healthcare Cleaning Team of the Year” award at the national MyCleaning
Awards, in collaboration with NHS England. This national award is in
recognition of the incredible amount of work they have done over the past
couple of years to keep on top of changes and updates to processes.

11.7. Our cleaning teams have responded magnificently to the demands that the
pandemic, new national standards of cleanliness and the challenge that
extreme pressure on our services have brought.
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12. NATIONAL DEVELOPMENTS

NHS England and Department of Health and Social Care’s Delivery Plan
for Recovering Urgent and Emergency Care Services (UEC)

12.1. NHS England and the Department for Health and Social Care have published
their Delivery Plan for Recovering Urgent and Emergency Care Services.

12.2. The document sets out how trusts and systems should work to deliver
headline improvements in UEC performance, reducing average category two
ambulance call times and waiting times at A&E over the next two years.

12.3. The levers to achieve this are primarily focused on improving patient flow,
reducing bed occupancy and limiting delayed discharges.
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Somerset NHS Foundation Trust/Yeovil District Hospital NHS Foundation Trust

REPORT TO: The Trust Board
Assurance Report from the Quality and Governance
REPORT TITLE: Assurance Committee meeting held in common on 25

January 2023

SPONSORING EXEC:

Director of Corporate Services

REPORT BY:

Secretary to the Trust

PRESENTED BY:

Jan Hull, Chairman of the Quality and Governance
Assurance Committee

DATE:

7 March 2023

For Assurance/
Discussion

Purpose of Paper/Action Required (Please select any which are relevant to this paper)

U For Approval / Decision [] For Information

Executive Summary and
Reason for presentation
to Committee/Boardtr

The attached report sets out the items discussed at the
Quality and Governance Assurance Committee meeting held
on 25 January 2023.

The Committee received assurance in relation to:

o Implementation of the deteriorating patients audit
action plan.

o The progress in relation to the implementation of the
recommendations set out in the Health and Safety
Executive (HSE) Improvement Notice.

o The appointment of a new Head of Medical Physics
and the interim secondment arrangements put in place.

o The alignment of the Corporate Risk Registers and the
discussions in relation to the system risk management
processes.

o Compliance with year 4 of the SFT and YDH Maternity
Incentive Schemes.

o The re-instatement of the normal infection prevention
and control isolation and cohorting practices.

Assurance Report from the Quality and Governance Assurance Committee meeting held G
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o The planning for the industrial actions.

o The findings from the SFT Care Quality Commission
inspection report.

o The findings from the Quality and Financial
Governance Review.

The Committee identified the following areas of concern or
for follow up:

o The number of high rated risks on the corporate risk
register and the impact on patients and colleague
wellbeing.

o The current operational pressures.

The Committee identified the following area to be reported to
the Board:

o The recommendation to for the Chief Executive to sign
off Year 4 MIS declarations for SFT and YDH.

o The discussion in relation to the operational pressures,
harm/moral injury and risks.

Recommendation The Board is asked to note the assurance and areas of
concern or follow up identified by the Quality and
Governance Assurance Committee. The Board is further
asked to note the areas to be reported to the Board.

Links to Joint Strategic Objectives

(Please select any which are impacted on / relevant to this paper)
Obj 1 Improve health and wellbeing of population
X Obj 2 Provide the best care and support to children and adults
X Obj 3 Strengthen care and support in local communities

X Obj4 Reduce inequalities
Obj 5 Respond well to complex needs

Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture

L1 Obj 7 Live within our means and use our resources wisely
Obj 8 Develop a high performing organisation delivering the vision of the Trust

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

Patient Safety /

Financial Legislation Workforce | L] Estates | L1 ICT Quality

Assurance Report from the Quality and Governance Assurance Committee meeting held
in common on 25 January 2023
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Details:

Equality
The Trust wants its services to be as accessible as possible, to as many people as

possible. Please indicate whether the report has an impact on the protected
characteristics

This report has not been assessed against the Trust’s Equality Impact Assessment
Tool and there are no proposals or matters which affect any persons with protected
characteristics
(1 This report has been assessed against the Trust’s Equality Impact Assessment Tool
and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History

(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)

Not applicable.

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

The assurance report is presented to the Board after each meeting.

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

Safe Effective Caring Responsive ] Well Led
Is this paper clear for release under the Freedom of Information Yes | [ No
Act 20007?
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SOMERSET NHS FOUNDATION TRUST
YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST

ASSURANCE REPORT FROM THE QUALITY AND GOVERNANCE ASSURANCE
COMMITTEE MEETINGS HELD IN COMMON ON 25 JANUARY 2023

1. PURPOSE

1.1. The report sets out the items discussed at the formal meetings held on 25
January 2023, along with the assurance received by the Committees and any
areas of concern identified. The meeting was conducted by MS Teams.

2. ASSURANCE RECEIVED

Deteriorating patients audit action plan

2.1 The Committees noted that an executive-led group had been set up to review
the internal audit action plan. The Committees received an update on the
actions being taken and noted that a three month pilot had been set up which
will enable deteriorating patient details to be seen on a whiteboard behind the
nurses’ station. If successful, this pilot will be rolled out across the trusts.

2.2  The Committees noted that the implementation of the internal audit
recommendations will be overseen by the Deteriorating Patient Group.

2.3 The Committees agreed that it will be important to get the process right and
that due to the transformational change required, this may require more time
than anticipated.

Health and Safety Executive (HSE) Improvement Notice - YDH

2.4 The Committees noted that the deadline for the implementation of the
recommendations set out in the Improvement Notice had been extended by
one month. The Committees received assurance that good progress was
being made to achieve compliance.

Radiation Protection Advisor

2.5 The Committees noted that a new Head of Medical Physics was being
recruited and that interim secondment arrangements had been agreed to
ensure that support to the team was available.

Corporate Risk Register

2.6 The Committees noted that work was underway to align the risk registers from
1 April 2023. The single register will give a better overview of the risks as
there were currently a large number of duplicate risks across both trusts.

2.7 The Committees noted that discussions were taking place with the ICB about
how the trusts can support the system risk management processes.

Assurance Report from the Quality and Governance Assurance Committee meeting held
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Maternity Services — SFT and YDH Maternity Incentive Scheme (MIS)

2.8 The Committees received an update on compliance with the MIS Year 4
actions and noted that full compliance with all ten safety actions for both SFT
and YDH will be declared.

2.9 The Committees recognised the significant challenges and noted how these
challenges had been addressed.

2.10 The Committees further received an update on the Q3 positions and the
preparations for Year 5 of the MIS.

2.11 The Committees formally signed off the Year 4 compliance statements for
both SFT and YDH and:

o Accepted the content of the briefing as adequate assurance of an
evidential basis for meeting the requirements of the scheme in full.

o Made a recommendation on behalf of Trust Board that the
requirements of the scheme have been met and to give permission to
the Chief Executive to sign the Board declaration form.

2.12 The Committees will continue to receive relevant reports where required by
the scheme and will retain oversight of the maternity incentive scheme
actions.

2.13 The Committees thanked Sallyann King and the wider team for this excellent
achievement and recognised the significant efforts and time dedicated to the
implementation of the maternity incentive scheme. The Committees further
recognised the high levels of engagement and support of a range of
colleagues in both trusts.

Infection Prevention and Control

2.14 The Committees received an update on the changes in infection prevention
and control restrictions during the period of high flu and Covid-19 positive
patients and noted that normal infection prevention and control isolation and
cohorting practices had been reinstated.

Industrial Action

2.15 The Committees received an update on the planning for the industrial actions
taken by the RCN and ambulance staff and noted the mitigating actions put in
place to ensure the safety of patients and colleagues.

2.16 The Committees agreed that the mitigation actions and planning for the strike
actions provided significant assurance.

2.17 The Committees noted that further nursing, as well as junior doctor, strikes
were being scheduled and mitigating actions will be planned as soon as the
dates for the strikes have been confirmed.

Assurance Report from the Quality and Governance Assurance Committee meeting held
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SFT Care Quality Commission (CQC) Inspection Report

2.18 The Committees noted that the CQC inspection report had been published on
20 January 2023 and that SFT had been rated “good” overall. Due to the low
number of sites inspected, the improvements in individual ratings will not
change the overall ratings for the Trust which were:

o Requires Improvement for Safe.
o Good for Responsive, Effective and Well Led
o Outstanding for Caring

2.19 The Committees noted the findings of the inspection, including the must do
actions, and particularly complimented the children and young people mental
health services for the significant improvements made to achieve an
‘outstanding’ overall rating.

2.20 The CQC report was presented to the February 2023 Board meeting and the
findings have been shared and discussed with the Board.

Quality and Financial Governance Review
2.21 The Committees received the feedback letter from NHS England and noted
that no material concerns had been identified.

2.22 The Committees noted that six recommendations had been made and that
work was already taking place to implement actions to address the
recommendations.

2.23 The Committees further noted the positive feedback in relation to the
Committees’ approach to formal and planning meetings and that this
approach was felt to be an effective model.

3. AREAS OF CONCERN OR FOLLOW UP

Corporate Risk Register

3.1. The Committees received the up-to-date combined Corporate Risk Register
report and noted that there were currently 65 risks on the risk registers — 44
on the SFT risk register and 21 on the YDH risk register — with 21 risks
scoring 20 or 25. The Committees noted the details of the risks and
recognised that although progress in mitigating risks had been made, the
management of the risks remained challenging due to the operational
pressures.

3.2.  The Committees expressed their concerns about the large number of high
rated risks, particularly in the urgent and acute care services, and agreed that
this was an uncomfortable position which inevitably will impact on colleague
morale and wellbeing and levels of patient care.

Current operational pressures

3.3.  The Committees received an update on the escalation positions across both
trusts and noted that the increase in operational pressures as a
result of additional activity, flu, Covid-19, and bank holidays, had

Assurance Report from the Quality and Governance Assurance Committee meeting held
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resulted in a “business continuity” level of escalation being declared in
January 2023. This level of escalation had now been reduced but the
Committees agreed that this demonstrated the significant level of operational
pressures.

3.4. The Committees further received an update on the review of the internal bed
capacity and noted the number of escalation and pre-emptive boarding beds
both in acute services and in community hospitals.

3.5.  The Committees noted the risks and mitigations put in place to create safe
escalation beds and areas. The Committees recognised the impact of the
pressures on colleagues and patients. The Committees were informed that a
colleague at YDH had raised discomfort with the escalation arrangements and
standards of care with the Care Quality Commission and a response setting
out the arrangements put in place to mitigate risks will be submitted to the
Care Quality Commission.

3.6. The Committees received an update on the emergency department
attendance levels and noted that the levels had consistently been higher than
pre Covid-19.

3.7. Interms of colleague metrics, the Committees noted that sickness absence
levels continued to be high and agreed that this was a reflection of the
ongoing operational pressures. The Committees further noted the issue
regarding retention levels at YDH.

3.8. The Committees discussed the potential for the operational pressures to
impact on the longer term strategic aims and noted the development of a new
Quality Strategy Framework and the work with the ICB to establish system
wide quality standards. The Committees were advised that the strategic
aspects and risks will continue to be discussed as part of the Board
Assurance Framework discussions.

4. RISKS AND ISSUES TO BE REPORTED TO THE BOARD OR OTHER
COMMITTEES
4.1 The Committee identified the following issues to be reported to the Board:

o The recommendation to for the Chief Executive to sign off Year 4 MIS
declarations for SFT and YDH.

o The discussion in relation to the operational pressures, harm/moral
injury and risks.

5. BOARD ASSURANCE FRAMEWORK (BAF)

5.1 The Committees agreed that it had received assurance in respect of the
following areas of the Board Assurance Framework:

Assurance Report from the Quality and Governance Assurance Committee meeting held
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o Objective 2 — positive assurance related to the MIS but negative
assurance in terms of the operational pressures and current position
and the level of risk the Trusts are holding generally in terms of the
levels of care we can safety provide.

o The CQC report and NHSE feedback apply across all the objectives to
an extent and will also apply to Objective 8 which is reserved to the
Board.

. The Must Dos in the CQC report related to MH services provide
negative assurance around Objectives 2 and 4.

5.2  The Board is asked to direct the Committees as to any future areas of deep
dives relating to the above objectives.

Jan Hull
CHAIRMAN OF THE QUALITY AND GOVERNANCE ASSURANCE COMMITTEE
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Purpose of Paper/Action Required (Please select any which are relevant to this paper)
Sl;arsgziurance/ [ For Approval / Decision For Information

S ERZLM Our Quality and Performance Report sets out performance
REEE IR o] MLV B across a range of quality and performance measures and
to Committee/Board the reasons for any significant changes or trends.

Covid-19 continues to have a significant impact on a range
of access standards, whilst restoration work is being
undertaken to reduce the number of patients waiting and to
shorten waiting times. As referrals recover to pre-Covid-19
levels this will also have an impact on services and numbers
waiting. Urgent and emergency patients continue to be
prioritised, to receive the treatments they need.

Recommendation The Board is asked to discuss and note the report.

Links to Joint Strategic Objectives

(Please select any which are impacted on / relevant to this paper)
Obj 1 Improve health and wellbeing of population
Obj 2 Provide the best care and support to children and adults
Obj 3 Strengthen care and support in local communities

Obj 4 Reduce inequalities
Obj 5 Respond well to complex needs

Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture

O Obj 7 Live within our means and use our resources wisely
Obj 8 Develop a high performing organisation delivering the vision of the Trust

Implications/Requirements (Please select any which are relevant to this paper)
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1 Financial Legislation Workforce | [ Estates | [1 ICT git;i?; Safety /

Details:

Equality
The Trust wants its services to be as accessible as possible, to as many people as

possible. Please indicate whether the report has an impact on the protected
characteristics

This report has not been assessed against the Trust’s Equality Impact Assessment
Tool and there are no proposals or matters which affect any persons with protected
characteristics
(1 This report has been assessed against the Trust’s Equality Impact Assessment Tool
and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History

(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)

No recommendations are being made, other than to ask the Board to discuss and note the
report.

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

The report is presented to every Board meeting.

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

Safe Effective Caring Responsive Well Led
Is this paper clear for release under the Freedom of Information Yes | [1No
Act 20007
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Patient Falls and Pressure Ulcers

| January 23

Patient Falls Patient Falls rate Pressure

Patient Falls Causing Harm per 1000 bed days  Ulcers
79 2 6.69 14
| January 20
Patient Falls Patient Falls Patient Falls rate  Pressure
Causing Harm per 1000 bed days  Ulcers
69 0 6.31 7

| Additional notes Count Diff % Diff

« Patient Falls YTD: 788
. 121 +18.14%

« Patient Falls YTD 19/20: 667

* Pressure Ulcers YTD: 97
55 +130.95%

* Pressure Ulcers YTD 19/20: 42

* Pressure Ulcers 6M Avg: 9.7
5.5 +132.00%

* Pressure Ulcers 6M Avg 4.2

RAG status: Failed, close to achievement

Four key areas have been identified in the reviews: Documentation,
Assessment, Training, Revalidation of Pressure Ulcer Category.
Work is being undertaken with the Tissue Viability team and
through the monthly Pressure Ulcer Steering Group.
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Infection Control

| January 23

MRSA. C.I?lff YTD (;.Dn‘f VTD C.Diff
Bacteremia (Lapses in Care) (Lapses in Care)
0 0 0 7
E Coll PA ) Klebsiell Positive Covid-19
.Coli .Aeruginosa ebsiella spp. Cases
2 0 0 89

Additional notes

* The Trust's Threshold for C/Diff cases this year is 15

July 2022 Trust infection rate per 100,000 bed days;
E.Coli - 46.58, P.Aeruginosa - 9.32, Klebsiella - 9.32

May 2022 National infection rate per 100,000 bed days;

E.Coli - 30.59, P.Aeruginosa - 5.74, Klebsiella - 12.54
(All rates shown above are for hospital onset infections only)

RAG status: Achieved

Targets Met.

There has been 7 reported C.Diff cases this financial year. The
trust's C.Diff threshold for 22/23 is 15. Further information is
available in the quarterly quality report.
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Stroke Services Effective @)
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RAG status: Failed H YDH

Targets Failed. Reason:

The 90% Stay Stroke performance has been affected by a large number of
patients not being directly admitted to the stroke unit, primarily due to
hospital capacity pressures. High numbers of patients have been unable to Jul-21 to Oct-21to Jan-22 to Apr-22 to Jul-22 to
secure a discharge due to pressures of Community Services such as Stroke
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Admissions and LOS

| January 23

Elective ~ Non-Elective Average Average Non -
Admissions  Admissions Elective LOS Elective LOS
1,747 2,044 2.92 5.83
| January 20
Elective Non-Elective Average Average Non -
Admissions  Admissions Elective LOS Elective LOS
2,012 2,365 1.83 4.29
| Additional notes Count Diff % Diff
« Elective Admissions YTD: 18,668
. L -1,557 -7.70%
» Elective Admissions YTD 19/20: 20,225
« Non-Elective Admissions YTD: 21,215
. . -1,016 -4.57%
» Non-Elective Admissions YTD 19/20: 22,231
» Average Elective LOS vs 19/20 diff: +1.1  +59.54%
« Average Non-Elective LOS vs 19/20 +1.5 +35.98%

RAG status: Failed, close to achievement

Targets Failed. Reason:

Elective and non-elective admissions are in line with pre covid levels. The
increase in non-elective length of stay is reflective of an increase in patient
acuity as well as an increase in patients delayed with no reason to reside.
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Readmissions

| January 23

Responsive O

Number of Readmissions

450 ~

400 A

Number of Readmission Rate Related Unrelated
readmissions (Exc 0 day LOS) Readmission Rate Readmission Rate
271 6.65% 3.11% 4.04%
| January 20
Number of Readmission Rate Related Unrelated

readmissions (Exc 0 day LOS)

Readmission Rate Readmission Rate

818 17.25% 9.39% 9.30%
| Additional notes Cau Diff % Diff
» Readmissions YTD: 3,403
o -4,811 -58.57%
« Readmissions YTD 19/20: 8,214
» Related Readmissions 118
o -293 -71.29%
» Related Readmission 19/20: 411
» Readmissions Rate (All) 8.00%
- -9.72% =
» Readmissions Rate (All) 19/20: 17.72%

RAG status: Achieved

Targets Met.

Readmissions have remained within the expected range.
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Criteria to Reside

| January 23

Total Beddays with Beddays with no criteria
no criteria to reside to reside (Aged 65+)

2,785 2,620

Average Stranded
Patients (21+ Days LOS)

79.8

| January 20

Total Beddays with Beddays with no criteria
no criteria to reside to reside (Aged 65+)

1,425 1,312

Average Stranded
Patients (21+ Days LOS)

32.5

RAG status: Failed

Targets Failed. Reason:

The levels of patients with no criteria to reside is remains high
although levels of patients with a length of stay of >21 days has
stabilised in later months.
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Cancelled Operations

| January 23

Onthe Day YTD On the Day Rebooked U ¢
Non-Clinical Non-Clinical ~ within 28 Day rgen.
Cancellations
Reasons Reasons Target
3 114 3
| January 20
Onthe Day YTD Onthe Day Rebooked u ;
Non-Clinical Non-Clinical ~ within 28 Day rgen-
Cancellations
Reasons Reasons Target
10 69 100.00% 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: Failed, close to achievement

Targets Failed. Reason:
The main reason for cancellations was due to emergency
admission and equipment failure.
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Hospital non Clinical On the Day Cancellation of
Elective Operations Jan-23
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Diagnostic Waits

| January 23

Overall Diagnostic 6 Week Waits

61.59%
(Target 99.0%)

Additional notes

The area with the lowest diagnostics performance was:

Physiological Measurement 38.48%

| RAG status: Failed

Targets Failed. Reason:

There continues to be capacity issues with
Echocardiology and Audiology Services but weekly
reviews of the waiting lists continue to ensure patients
are seen as soon as possible and in priority order. The
Ultrasound waiting list size has increased due to an
increase in bookings, extra lists have been put in place
in response.
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Performance

January 23
18 Week Incomplete > 52 Week > 104 Week
Pathways Waits Waits
67.92% 497 0
Target - 92% Dec 2022
Trajectory - 8
January 20
18 Week Incomplete > 52 Week > 104 Week
Pathways Waits Waits
88.69% 0 0

Additional Notes:

Specialties with the Lowest RTT Performanc
T&O - 43.60%
ENT - 52.09%

RAG status: Failed

e this month:

ENT non-admitted pathways and T&O, and
admitted pathways continue to be areas of
Performance continues to improve and the
achieving target levels of 104 week waiters.

gynaecology
focus. RTT
Trust is
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Pathways Responsive Q

RTT Incomplete Pathways (total waiting list size)

15,000
January 23
13,000
Incomplete Pathways Pathways Pathways
Pathways > 18 Weeks > 40 Weeks > 78 Weeks 11,000
14194 4554 1105 51 9,000
7,000
January 20 5,000
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Additional notes Diff % Diff 3000 1
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Targets Failed. Reason: 500 A
Total RTT Waiting List size continues to exceed pre covid 0
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Cancer Performance

| December 22

28 Day Diagnosis: 2 Week 28 Day Diagnosis: Exhibited

Suspected Cancer Breast Cancer Symptoms

69.68%

(National Target - 75.00%) (National Target - 75.00%)

2 Week Exhibited Breast
Cancer Symptoms

84.62%
(National Target - 93.00%)

2 Week Suspected Cancer

49.66%

(National Target - 93.00%)

31 Day Treatment First 62 Day Treatment Standard

87.76%
(National Target - 96.00%)

51.35%
(National Target - 85.00%)

RAG status: Failed

2WW - Failed: Poor performance in Skin at 1%.

28 FDS - Failed: Poor performance in Gynae, Lower Gl &
Urology. Improvement groups in place to address this.
62 Days — Failed: Breaches mainly in Lung, Colorectal,
Skin and Urology, due to delays in the pathway and
complex patients.
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Outpatients Transformation

| 2022/23 YTD

Total Outpatients

Outpatient Procedures

Virtual Clinic Activity

Activity Proportion Proportion
203,265 15.64% 14.2%
AS| Rate Average Wait to First DNA Rate
OP (Weeks)
103.30% 10.67 6.30%

All Appointment
Cancellations

27.15%

Patient Cancellations

9.20%

Trust Cancellations

17.95%

Patients Offered
PIFU Rate

12.36%

Comments

Please note that 'Virtual' Clinic activity includes Telephone follow-up

clinics.

- The % Virtual activity has been in decline as the focus has shifted to
restoration and recovery activity with more patients needing to be seen

face to face.
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ED Transformation

| January 23
Median Time to Median Time in
Triage (hh:mm) Department (hh:mm)
00:10 03:13
A&E 4 Hour Total A&E Year on Year
Performance Attendances A&E Growth (2019)
68.16% 5012 3.83%
i Hand time lost
A.ttendances. resulting 12 Hour Trolley Waits an overs' me fos
in an Inpatient stay >15 minutes
25.80% 0 157:54:21
250
Total Ambulance Ambulance Ambulance Handovers
Handovers Handovers 30+ mins Performance 200
1192 285 76.09% 150
100
Comments 50
The continuing bed pressures within the Trust are impacting on the 0

average waiting times in ED and Ambulance handover times which are

at the highest level they have been in the last two years. N
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Patient Complaints and PALS

| January 23

Complaints PALs PALS PAI.'S.
Concerns Enquiries
3 175 47 128
| January 20
Complaints PALs PALS PAI.'S.
Concerns Enquiries
8 128 65 63
| Additional notes
« Complaints YTD: 70
. +23  +48.94%
» Complaints YTD 19/20: 47
* PALs YTD: 1570
+508 +47.83%
« PALs YTD 19/20: 1062

Number of Complaints

| RAG status: Achieved

Themes and trends are discussed at the Patient
Experience and Engagement Committee. Communication
with relatives and information given to patients and
relatives continues to be an issue due to restrictions on
visiting. There were also high levels of PALs enquiries
around cancelled operations and appointments.
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YDH Group | Workforce Report
Well Led - Staffing

January 23



Workforce Assurance

| January 23

|Workforce Monthly Position

Contracted FTE

Workforce Assurance - YDH Only

Well Led

Jan-20 Jan-23 Add Prof Scientific ~ Additional Administrative  Allied Health Healthcare Medical Nursing and
an an and Technic Clinical Services and Clerical  Professionals Scientists and Dental Midwifery Registered
1802.4 2209.1 54.8 410.8 463.4 149.0 10.7 298.2 801.0
|Workforce Monthly Position Labour Turnover Rolling 12 Month Trend
Target Jan-20 Jan-23 Add Prof Scientific ~ Additional Administrative Allied Health Healthcare Medical Nursing and
9 an an and Technic Clinical Services and Clerical ~ Professionals Scientists and Dental Midwifery Registered ERNEREER
12% - 17% 23.17% 22.65% 22.26% 22.13% T

|Workforce Monthly Position Sickness Absence - In Month Rolling 12 Month Trend
Target Dec-19 Dec-22 Add Prof Scientific ~ Additional Administrative  Allied Health Healthcare Medical Nursing and
9 ec- ec- and Technic Clinical Services  and Clerical ~ Professionals Scientists and Dental Midwifery Registered MBI NEIEEENNER
3% 4.71% 6.61% 4.42% 5.70% RN N
|Workforce Monthly Position Mandatory Training Rolling 12 Month Trend
Target Jan-20 Jan-23 Add Prof Scientific ~ Additional Administrative  Allied Health Healthcare Medical Nursing and
9 an an and Technic Clinical Services and Clerical ~ Professionals Scientists and Dental Midwifery Registered [ |
85% 76.60% T
|Workforce Monthly Position Appraisals Rolling 12 Month Trend
Target Jan-20 Jan-23 Add Prof Scientific ~ Additional Administrative Allied Health Healthcare Medical Nursing and
9 an- an- and Technic  Clinical Services  and Clerical ~ Professionals Scientists and Dental Midwifery Registered IIHBHERENRENR
90% 88.50% 81.43% 81.43% 77.84% 87.58% 53.85% 88.51% 79.20% _— T ——

In agreement with the People Committee in November 2022 the targets will be reviewed in line with our people strategy focus on creating an environment where
colleagues can thrive. This will see a shift away from the traditional measures to a focus on understand the experience of colleagues moving forward.



Contracted FTE Well Led

Contracted FTE

3100 A
2900 -
2700

YDH Group YDH SHS SSL 2500

2300
2850.8 2209.1 358.6 283.1 2100

1900
| January 20 1700

1500

| January 23

YDH Group YDH SHS SSL %quggq/ggqlgﬁ:\q:\\\\,ﬁ’],q}%q’}%rﬁxrf)
23371 18024 2230 257.0 T @ T Y o Y

B YDH = SSL mDCUK mSHS

| Additional notes Contracted FTE - 3 Year Trend

Count Diff % Diff

» Group FTE: 2850.8 Add Prof Scientific and Technic

+514 +21.98% " - .
» Group FTE 19/20: 2337.1 Additional Clinical Services
 Group FTE (Excl SHS): 2492.2 Administrative and Clerical

+378 +17.89% ) )

* Group FTE (Excl SHS) 19/20: 2114.1 Allied Health Professionals
Healthcare Scientists
Comments Medical and Dental

Nursing and Midwifery Registered
Students

SSL

SHS

0 100 200 300 400 500 600 700 800 900
B Jan-21 Jan-22 M jJan-23



Well Led

Turnover

Labour Turnover - YDH Only

25.0%

| January 23 20.0%

YDH Group YDH SHS SSL 15.0%

17.53% 17.27% 17.85% 19.00% 100%

5.0%

| January 20

0.0%
YDH Group YDH SHS SSL / 2 \,’{/\ 2 T T A S AR
S R G RO I I A
17.90% 16.52% 26.93% 13.95%

. YDH Turnover Target Lower Limit Target Upper Limit
Additional notes . . Rolling Turnover by Staff Group
Achievement Diff

+ Group Turnover: 17.53% Add Prof Scientific and Technic —L
« Group Turnover 19/20: 17.90% -0.37% Additional Clinical Services i
« YDH Turnover: 17.27% Administrative and Clerical =

0.75% . . 7
« YDH Turnover 19/20: 16.52% Allied Health Professionals |

Healthcare Scientists e —
Medical and Dental
Comments | —
Nursing and Midwifery Registered
Focus remains on reviewing and understanding turnover, Students =

ensuing interventions are in place to reduce the level of ssL
turnover by responding to the causes of colleagues leaving. SHS =
A number of interventions are being developed as part of the - - - - - - -

focus on the BHS People Promise and retention programme. 0% 5% 10% 15% 20% 25% 30%
W jan-21 Jan-22 M Jan-23




Leaving Reasons - YDH Well Led

YDH Rolling Year Leavers by Reason

Death in service
| January 23 Dismissal
Number of Leavers Number of Resignations End of Fixed Term
- Rolling Year - Rolling Year 1
Pregnancy
394 320 i
Redundancy [

| January 20 Resignation
Number of Leavers Number of Resignations Retirement

- Rolling Year - Rolling Year
0 100 200 300 400
302 206 Jan-20 ®Jan-21 © Jan-22 M Jan-23
iti YDH Rolling Year Leavers - Resignations
| Additional notes Count Diff % Diff g g
* Rolling Year Leavers: 394 Adult Dependants [
e +92 +30.46% oRep :
* Rolling Year Leavers 19/20: 302 Better Reward Package |=
Child Dependants |22,
T Further education or training —
Health ==
The focus on better understanding the turnover within the admin and Incompatible Working Relationships 1
clerical and additional clinical services colleague groups continues. A Lack of Opportunities __—
recent review of exit interviews from YDH has reinforced the reasons for Other/Not Known T
leaving as shown in this slide, the majority of leavers are leaving for Promotion |
career progression, relocation and retirement. The plans developed as Relocation
apart of the People Promise focus will all support improvements in these Work Life Balance
areas.
0 25 50 75 100 125

Jan-20 M Jan-21 Jan-22 M Jan-23



Leaving Reasons - SSL

| January 23

Number of Leavers
- Rolling Year

57

Number of Resignations
- Rolling Year

49

| January 20

Number of Leavers Number of Resignations

- Rolling Year - Rolling Year
39 21
| Additional notes Count Diff % Diff
* Rolling Year Leavers: 57
+18 +46.2%

* Rolling Year Leavers 19/20: 39

Comments

Terms and Conditions — SSL's Terms and Conditions are seen
as the major contributor towards the increased turnover rates

being experienced, where employees can earn more and have

better terms and conditions elsewhere within the local
economy.

Death in service
Dismissal

End of Fixed Term
Redundancy
Resignation

Retirement

Better Reward Package
Child Dependants
Further education or training

Incompatible Working Relationships

Lack of Opportunities
Other/Not Known

Work Life Balance

Well Led

SSL - Rolling Year Leavers by Reason

8
=

0 10 2
Jan-20 M Jan-21

o

30 40 50
Jan-22 M Jan-23

SSL - Rolling Year Leavers - Resignations

Health

Promotion
Relocation

o
(O]

10

Jan-20 W Jan-21 Jan-22 M Jan-23
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Leaving Reasons - SHS

| January 23

Number of Leavers
- Rolling Year

111

Number of Resignations
- Rolling Year

93

Well Led

SHS - Rolling Year Leavers by Reason

No Category Recorded

Death in service
Dismissal

End of Fixed Term

Redundancy

| January 20

Number of Leavers

- - Resignation
Number of Resignations —

- Rolling Year - Rolling Year Retirement |
94 55 0 20 40 60 80 100
Jan-20 W Jan-21 Jan-22 ®Jan-23
| Additional notes Count Diff % Diff SHS - Rolling Year Leavers - Resignations

* Rolling Year Leavers: 111 +17 +18.1% Adult Dependants |

* Rolling Year Leavers 19/20: 94 Better Reward Package 1
Child Dependants
Further education or training
Health
Incompatible Working Relationships
Lack of Opportunities
- ; : - Other/Not Known
Reasons for resignations continue to be monitored by SHS. / o
Promotion
Relocation

Work Life Balance

Comments

0 10 20 30 40 50 60
Jan-20 H Jan-21 Jan-22 W Jan-23



Leavers in Month

| January 23

YDH Group YDH SSL SHS
30 22 4 4
| January 20
YDH Group YDH SSL SHS
26 20 1 2
| Additional notes Count Diff % Diff
* In Month Leavers: 30
+4 +15.38%
* In Month Leavers 19/20: 26

Comments

Analysis shows that individuals are leaving within the first 3
years and in some instances within the first 12 months. The
reasons for this are currently being explored and actions to
address will be reported and monitored through the Trust

People Committee.

Well Led
Length of Service
Staff Group Less than 1Yr 1to3Yrs Over 3 Yrs Total
Add Prof Scientific and Technic 0 0 1 1
Additional Clinical Services 5 2 2 9
Administrative and Clerical 0 1 3 4
Allied Health Professionals 0 0 1 1
Healthcare Scientists 0 0 0 0
Medical and Dental 0 1 2 3
Nursing and Midwifery Registered 0 0 4 4
SSL 0 0 0 0
SHS - - - 4
Total 5 4 13 26
In Month Leavers by Staff Group
Add Prof Scientific and Technic __
Additional Clinical Services |
Administrative and Clerical __
Allied Health Professionals :_
Healthcare Scientists
Medical and Dental :__
Nursing and Midwifery Registered |m——
SHS  |—
SN S —
Students
0 5 10 15
M Jan-21 Jan-22 W Jan-23



Vacancies Being Recruited to - YDH Group Well Led

I Additional notes

I Vacancies being recruited to (FTE) Nov-22 Dec-22 Jan-23
Additional Clinical Services 9.4 1.0 6.0
Additional Prof Scientific & Technical 73 17.0 4.6
Admin & Clerical 14.1 10.2 13.7
Allied Health Professionals 20.7 10.0 19.0
Ancillary 0.0 0.0 0.0
Estates 0.0 0.0 0.0
HCA's 20.0 27.0 23.0
Medical 17.0 17.0 304
Medical Training 6.0 6.0 7.0
Senior Managers 0.0 0.0 0.0
SSL 12.6 5.8 10.7
Specialist Nursing / Band 6 34 10.4 3.8
Nursing and Midwifery Qualified - Childrens 0.0 0.0 0.0
Nursing and Midwifery Qualified - Ward Areas 15.0 10.0 10.0
Nursing and Midwifery Qualified - EAU / ED 0.0 0.0 5.0
Nursing and Midwifery Qualified - ICU 0.0 0.0 0.0
Nursing and Midwifery Qualified - Outpatients 1.0 1.0 32
Nursing and Midwifery Qualified - Midwifery 0.0 0.0 0.0
Nursing and Midwifery Qualified - Theatres 6.0 0.0 0.0
Nursing and Midwifery Qualified - Total 22.0 11.0 18.2
Total 132.5 115.4 136.4




Sickness Absence Well Led

Absence vs Target

6.0%
| December 22 5.0%
40%
YDH Group YDH SHS SSL
3.0%
4.97% 4.71% 5.02% 6.88%
2.0%
| December 19 10%
YDH G YDH SHS SSL 0.0%
roup v e S U R A G G A L S
QQ/(' <<Q/ ?\Q \\} ?9% O(" QQ’ QQ\/Q ?\Q \’\)0 ?“oq O(-z QQ/('
3.36% 3.01% 4.12% 3.75%
BN YDH Absence Target
iti Absen ff Gr
| Additional notes Count Diff
« YDH Covid Absence (All absence): 0.57% Add Prof Scientific and Technic =
« SSL Covid Absence (All absence): 1.13% Additional Clinical Services ?
« Group 12 month sickness absence: 4.78% Administrative and Clerical
. 1.93% __
« Group 12 month sickness absence 19/20:  2.85% Allied Health Professionals  |—

Healthcare Scientists |—
Medical and Dental
Nursing and Midwifery Registered
Students

Comments

Sickness Absence has increased - driven mainly by seasonal

infections over the last 12 months. This is primarily affecting SSL

services but also across all staff groups.

Please note that the Absence figures only relate to sickness SHS ! ’ . | | | | |

absence, and is reported one month in arrears. 0% 2% 4% 6% 8%  10%  12%  14%
B Dec-20 ™ Dec-21 M Dec-22




Statutory Training

| January 23
YDH Group YDH SHS SSL
85.56% 84.59% 84.58% 95.02%
| January 20
YDH Group YDH SHS SSL
89.71% 90.69% 80.20% 92.51%
| Additional notes Count Diff
* Group Statutory Training: 85.56% 4.15%
« Group Statutory Training 19/20: 89.71% e
* YDH Statutory Training: 84.59% 6.10%
« YDH Statutory Training 19/20: 90.69% e

Comments

Remains over target, however Infection Control, Information
Governance, and Resus remain a focus. Additional training
sessions are being provided on the Wards to support staff
who are unable to be released. The Statutory training
calculations include the Health, Safety and Welfare element
from Aug '21 onwards.

Well Led

Statutory Training vs Target - YDH Only

100%
90%
80%
70%
60%

50%
L SO S N N S
\7’(\

mmmms YDH Mandatory Training Target

Statutory Training Nonachievement by Staff Group

Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
—
—

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered

Students

A2 ; ; . Vv ! V ; ; ;
B @Y O @@ Y

SSL
SHS

0% 10% 20% 30%
B Jan-21 Jan-22 M Jan-23

40%



Statutory Training Elements Well Led

Statutory Training Elements vs Target- YDH Only

| January 23

Overall Conflict Equality conflict
Achievement .
Equality
! . Information .
Fire Infection Control Fire
Governance
81.16% 77.41% Infection Control
Manual Handling Prevent Resus Information Governance
83.38% 79.32% _
Manual Handling
Child . Health, Safety &
! ren§ Adults Safeguarding b
Safeguarding Welfare Prevent
86.29% 86.19%
Resus
Comments Adults Safeguarding
Please note that the trust's target for statutory training is 85%,
with the safeguarding elements benchmarked against a 90% Childrens Safeguarding
target. Both YDH and SFT Trusts have started to work together to
align Mandatory Training programmes and agree targets and Health, Safety & Welfare

reporting approaches in preparation for the upcoming Merger. l | | T T 1
50% 60% 70% 80% 90% 100%

W Jan-21 Jan-22 M Jan-23



Well Led

Safeguarding Training

Childrens Safequarding Achievementvs Target - YDH Only

100%
| January 23
90%
Childrens
Adults Safeguardin
Safeguarding g g 80%
[+) o,
86.29% 86.19% 0%
Childrens Childrens Childrens
Safeguarding - Safeguarding - Safeguarding - 60%
Level 1 Level 2 Level 3 0%
88.59% 85.26% T NI \/,{/\ 4 xr{’\ SR \/,ﬂ, P
\"DQ @’O& @’Zﬁ N %Q/Q %O \rbo @’b& ®’§ > (_)Q,Q $QA \’OQ
mmmmm YDH Childrens Safeguarding Achievement Target
Additional notes .
- - fichlevemeNt Adults Safequarding Achievement vs Target - YDH Only
- Childrens Safeguarding Level 1 - YDH 85.20%
« Childrens Safeguarding Level 2 - YDH 85.47% 100%
« Childrens Safeguarding Level 3 - YDH 89.02% 90%
* Adults Safeguarding - YDH 85.61%
80%
Comments 70%
Please note that the trusts contractual target for safeguarding 60%
training compliance is 90%.
50%

S
K/ 7’ \/ 7 A a \/ 7/ 7/ 4
\”bo @’b @’8\ N (_)Q/Q éo \,b(\ @’Z;‘ ®@ N (_)Q,Q %OA \”b(\

s
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B YDH Adults Safeguarding Achievement Target



Appraisals

| January 23

YDH Group YDH SHS SSL

84.33%  81.43% 92.45% 93.42%

| January 20

YDH Group YDH SHS SSL

89.22%  88.50% 93.27% 90.14%

| Additional notes

Count Diff
 Group Appraisals: 84.33%
Sl ° -4.89%
 Group Appraisals 19/20: 89.22%
» YDH Appraisals: 81.43%
. -7.07%
» YDH Appraisals 19/20: 88.50%

Comments

The YDH Group 12 month appraisals achievement in January
was 78.4%. Appraisal performance is below target as

expected because of Covid, however there is now a real focus

on improving this over the following few months.

Well Led

Appraisals vs Target - YDH Only

100%
90% :‘
80%
70%

60%

50%
N
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o
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(7
mmmm Y DH Appraisals Achievement Target

Appraisals by Staff Group

Add Prof Scientific and Technic =
Additional Clinical Services —

Administrative and Clerical | ——

Allied Health Professionals 1

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered
Students

SSL —
SHS I ———————————————————————

0% 20% 40% 60% 80% 100%
B Jan-21 Jan-22 M Jan-23




Appendix A - Slide Index

| Slide Index - Performance

Appendix

1)
2)
3)
4)
5)
6)
7)
8)
9)

Performance Section Title Slide
Contents

Mortality Rates

Patient Falls and Pressure Ulcers
Infection Control

Stroke Services

Admissions and Length of Stay
Readmissions

Criteria to Reside

10) Cancelled Operations

11) Diagnostic Waits
12) RTT Performance
13) RTT Pathways

14) Cancer Performance

15) Outpatients Transformation

16) ED Transformation

17) Patient Complaints and PALS



Appendix A - Slide Index Appendix

| Slide Index - Workforce

18) Workforce Section Title Slide
19) Workforce Assurance

20) Contracted FTE

21) Staff Turnover

22) Leaving Reasons - YDH
23) Leaving Reasons - SSL
24

25

Leaving Reasons - SHS
Leavers in Month
26) Vacancies Being Recruited to - YDH Group

27) Sickness Absence

)
)
)
)
)
)
)
28) Mandatory Training

29) Mandatory Training Elements
30) Safeguarding Training

31) Appraisals



Appendix B - YDH Quality Measures

| January 23

|Admissions Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
Number of medical outliers in acute wards (beddays) 1063 1252 1333 1152 971 1033 1134 978 1183 1126 1354 1196 £ ﬁ“\___,»vf-f"\
MSA breaches: Acute wards 0 5 0 0 0 0 0 0 0 0 0 0 _fﬁ"-.

Number of patients transferred between acute wards after 10pm 84 143 102 81 61 51 53 70 66 73 95 98 :’h\,‘__;_ -
Mortality (acute services) Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
Hospital Standardised Mortality Ratio (HSMR) 0.93 0.95 0.97 0.97 0.97 0.95 0.93 0.92 0.90 == == == -"—‘”H
Summary Hospital-level Mortality Indicator (SHMI) 9590 9760 9580 96.27 9500 94.29 94.11 == == == == = M,
Incident reporting Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
No of Serious InC|d.ents Requiring Investigation (SIRIs)/Never 0 1 0 0 > 1 0 5 0 1 1 1 A f 1& / I'.
Events - acute services FAY -.\,' ¥
Infection Control Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
Clostridium Difficile cases 0 1 1 0 0 1 4 0 0 1 0 0 . _,f'*"_ o
MRSA bacteraemias (post) 0 0 0 0 0 0 0 0 0 0 0

E. coli bacteraemia 0 1 4 2 1 2 4 5 3 2 3 2 AN
Methicillin-sensitive staphylococcus aureus 1 0 0 0 1 1 3 2 4 3 3 2 T



Appendix B - YDH Quality Measures (2)

| January 23

Maternity Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
No. of still births 0 0 0 0 0 1 0 0 0 0 1 1 A
No. of babies born in unexpectedly poor condition 0 2 0 2 1 0 1 4 0 2 0 0 ,“vm_,f'ﬁ"-.,ﬁ;
Falls Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
Number of patient falls - all services 78 108 101 78 55 70 87 72 72 80 94 79 f""‘\v,m_.-»*a
Rate of falls per 1,000 occupied bed days - all services 7.96 9.42 9.20 6.95 5.17 6.10 7.42 6.54 6.09 6.96 7.74 6.69 /_\\,m_f
Number of falls resulting in harm - all services 3 4 3 2 1 6 7 6 3 0 4 2 -"“_x\\v
Rate of fall Iting in h 1,000 ied bed days - all
oo reung i harm per LA occHpledbec days e 031 035 027 018 009 052 060 055 025 000 033 017
Pressure ulcer damage Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend
Acute wards - number of incidents 885 1118 987 1001 1144 1114 984 915 1025 921 930 938 _f‘hfﬂ\ﬁ_.
Rate of Icerd 1,000 acut d ied bed
d:yio pressire ticer damage per TR actie Ward occtpled®ee 143 105 091 107 075 105 087 092 042 070 101 107 A/
Cardiac Arrests Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend

|
No. ward-based cardiac arrests - acute wards 12.00 3.00 11.00  9.00 3.00 4.00 1400 4.00 5.00 6.00 5.00 5.00 IYaWi!



Appendix C - YDH Corporate Scorecard

| January 23

Accident & Emergency Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend Threshold
4-hour performance: Accident and Emergency department (ED) 86.3% T71.7% 780% 845% 844% 78.0% 782% 722% 664% 69.1% 634% 68.2% \\ ~—95% = Green
" >=85% - <95% = Amber
. VAN <85% = Red
4-hour performance: Trust-wide 86.3% T77% 78.0% 845% 844% 78.0% 782% 722% 664% 69.1% 63.4% 68.2% \
%
Cancer Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend Threshold
. . \ >=93% = Green
Maximum 2-week wait from GP referral (suspected cancer) 823% 786% 783% T77.7% 57.8% 51.5% 462% 403% 472% 59.4% 49.7% -- \ /,\ <93% = Red
b =
Cancer - 28 days Faster Diagnosis All Cancers 76.5% 734% 743% 69.7% T44% 723% 759% 674% 750% 664% 69.7% - L\/’""\/\/ i
b =
C . . . . . I|'| A >=96% = Green
ancer - maximum 31 day wait from diagnosis to first treatment 99.0% 904% 91.6% 934% 91.6% 922% 96.8% 87.9% 90.8% 91.5% 87.8% == | H
L Yal <96% = Red
= O/ —
Cancer - maximum 62 day wait from urgent GP referral 634% 67.8% 800% 71.9% 664% 642% 692% 652% 599% 61.9% 514%  -- //\f\,\ >‘<8855fj ‘_i;ej”
b =
Cancer: 62-day wait from referral to treatment for urgent GP 4 6 5 1 6 6 7 6 5 11 12 - . HH},”‘ 0= ?reen
"‘V >0 = Red

referrals — number of patients treated on or after day 104



Appendix C - YDH Corporate Scorecard (2)

| January 23

Referral to treatment (RTT) Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend Threshold
AN >=99% = Green
Diagnostic 6-week wait - acute services 785% 82.8% 788% 763% 744% 66.1% 665% 746% 740% 73.8% 694% 61.6% N ff_\ >=98% - <99% = Amber
- <98% = Red
,
I lete pathway: t f I iti der 18 LAY =92% =
MO [P PR B (DRl S 656% 645% 639% 662% 659% 67.1% 684% 686% 705% 70.8% 69.7% 67.9% s >=92% = Green
weeks Y ad <92% = Red
/e’”“—"\_ 0 = Green
52 week RTT breaches 692 756 837 811 805 827 799 743 646 564 558 497 Ay <= Plan = Amber
=, > Plan = Red
A
78 week RTT breaches 179 183 219 174 103 90 92 96 72 62 58 51 L N/A
A 0 = Green
104 week RTT breaches 24 37 30 12 2 0 0 0 4 1 2 0 I"'. <= Plan = Amber
M > Plan = Red
Referral to Treatment (RTT) incomplete pathway waiting list size 11273 11623 11722 12157 12230 12285 12388 12781 13062 13705 13874 14194 F__/"r <:>PP|?ann i E:ien
.-‘_/ B
Intermediate Care Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend Threshold
- >=95% = Green
. - . i
Intermediate Care - Patients aged 65+ discharged home from 84.6% 83.5% 83.5% 82.6% 829% 84.0% 84.1% 799% 80.6% 79.5% iy \ >=85% - <95% = Amber

acute hospital beds on pathway 0 or 1 L, >85% = Red



Appendix C - YDH Corporate Scorecard (3)

| January 23

Workforce

Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Trend Threshold
\ All courses >=90% = Green
Mandatory training: percentage completed 89.5% 887% 873% 880% 87.2% 863% 87.0% 868% 87.0% 86.8% 859% 85.6% ’\ Overall rate <80% = Red
v\ Any other position = Amber
Vacancy levels - percentage difference between contracted full ;f\’m| <=5% = Green
time equivalents (FTE) in post and budgeted establishment (Trust- 3.3% 2.1% 3.0% 4.1% 5.2% 4.3% 4.8% 4.1% 4.4% 5.3% 4.6% 5.5% R '||I >5% to <=7.5% = Amber
wide) | >7.5% = Red
Sickness absence levels - rolling 12 month average 'fw"‘ <=4.6% = Green
vt = : 41%  42%  42% A5% A6% 48% 4T% 4T% A% 48% 48%  46% / >4.6% to <=5.1% = Amber
A >5.1% = Red
Sickness absence levels - monthly average II'| JI' <=4.6% = Green
i) v g 57% 4.1% 37% 40% 4.7% 58% 4.2% 38% 46% 42% 50% 4.3% | }'( ". N\ >4.6% to <=5.1% = Amber
(WARY >5.1% = Red
. . Monitored using Special
Reduce th ber of working days lost due to st d t A o
(Ter e dz)“”m erotworking daysfostduefostressandanxiely 4578 5115 4586 4975 5122 5244 5524 5024 5769 6409 6135 4533 ) | Cause Variation Rules.
l,-"hk'f | Report by exception.
:"F\\ =<12% = Green
Retention / turnover rates (Trust-wide) 16.5% 17.0% 17.5% 17.8% 187% 19.3% 19.6% 19.6% 193% 18.6% 17.5% 17.5% ;’( \ 12% to <15% = Amber
/ >15% = Red
Career conversations (12 months) - formerly ‘Performance review o o o o o o o o o o o o .
(12-month): 80.4% 805% 78.6% 791% T779% 77.7% 79.0% 792% 79.0% 77.0% 77.1% 784% Ir“"n,l Trajectory to be agreed



Somerset NHS Foundation Trust

REPORT TO: The Trust Board
REPORT TITLE: Quality and Performance Exception Report
SPONSORING EXEC: Chief Finance Officer

Associate Director — Planning and Performance
Senior Performance Manager

REPORT BY: Chief of People and Organisational Development
Deputy Chief Nurse

Director of Elective Care

PRESENTED BY: Chief Finance Officer

DATE: 7 March 2023

Purpose of Paper/Action Required (Please select any which are relevant to this paper)

For Assurance/

: ) L] For Approval / Decision For Information
Discussion

SCANIEE Ty ElaZ: [« Our Quality and Performance Exception Report sets out the
EEE IR M RN E I Key exceptions across a range of quality and performance
to Committee/Board measures, and the reasons for any significant changes or
trends.

Covid-19 continues to have a significant impact on a range
of access standards, whilst restoration work is being
undertaken to reduce the number of patients waiting and to
shorten waiting times. As referrals recover to pre-Covid-19
levels this will also have an impact on services and numbers
waiting. Urgent and emergency patients continue to be
prioritised, to receive the treatments they need.

Areas in which performance has been sustained or has
notably improved include:

SFT Quality and Performance Exception Report
March 2023 Public Board -1-



e Compliance in respect of waiting times inside of six
weeks for Adult, Learning Disabilities, Older Persons
and Children and Young People's mental health
services.

¢ Reducing the numbers of patients waiting 52 weeks,
78 weeks and 104 weeks from referral to treatment with
our acute services.

e The percentage of people beginning treatment with a
NICE-recommended care package within two weeks of
referral for Early Intervention of Psychosis;

e The percentage of Talking Therapies patients moving to
recovery;

e Patients followed up within 72 hours of discharge from
an adult mental ward.

Areas in respect of which the contributory causes of, and
actions to address, underperformance are set out in greater
detail in this report include:

e the percentage of patients seen within four hours and
spending longer than 12 hours, in our accident and
emergency department and minor injury units;

e CAMHS Eating Disorders - Urgent referrals to be seen
within one week and Routine referrals to be seen within
four weeks;

e the percentage of people waiting under six weeks for a
diagnostic test;

e the numbers of people waiting 18 weeks or more to be
seen by our community physical health services,
including our community dental service.

Recommendation The Board is asked to discuss and note the report.

Links to Joint Strategic Objectives

(Please select any which are impacted on / relevant to this paper)
Obj 1 Improve health and wellbeing of population

Obj 2 Provide the best care and support to children and adults
Obj 3 Strengthen care and support in local communities

Obj 4 Reduce inequalities

Obj 5 Respond well to complex needs

SFT Quality and Performance Exception Report
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Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture

0 Obj 7 Live within our means and use our resources wisely
Obj 8 Develop a high performing organisation delivering the vision of the Trust

Implications/Requirements (Please select any which are relevant to this paper)
Patient Safety /
Quality

1 Financial Legislation Workforce | 1 Estates | [1 ICT

Details:
The report provides an update on issues relating to patient safety and quality of service
delivery, in Section 1 and also in Appendices 3, 4, and 5. (patient safety and quality)

The report provides an update on issues relating to staffing, in Section 1 and also in
Appendix 4. (workforce)

The report provides an update, by exception, on the position relating to statutory Fire
training, in Section 1. (legislation)

Equality
The Trust wants its services to be as accessible as possible, to as many people as

possible. Please indicate whether the report has an impact on the protected
characteristics
This report has not been assessed against the Trust’s Equality Impact Assessment
Tool and there are no proposals or matters which affect any persons with protected
characteristics

(1 This report has been assessed against the Trust’s Equality Impact Assessment Tool
and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History
(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)
No recommendations are being made, other than to ask the Board to discuss and note the
report.

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

The report is presented to every Board meeting.

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

Safe X Effective X Caring X Responsive X Well Led
SFT Quality and Performance Exception Report
March 2023 Public Board -3-



Is this paper clear for release under the Freedom of Information
Act 20007

Yes

1 No
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SOMERSET NHS FOUNDATION TRUST

QUALITY AND PERFORMANCE EXCEPTION REPORT: JANUARY 2023

PURPOSE

Our Quality and Performance exception report sets out the key exceptions
across a range of quality and performance measures, and the reasons for any
significant changes or trends.

The report presents information relating to the five key questions which the
Care Quality Commission considers when reviewing and inspecting services:

e Are they safe?

e Are they effective?

e Are they caring?

e Are they well-led?

¢ Are they responsive to people’s needs?

The exception reports include run charts, produced using Institute for
Healthcare Improvement (IHI) methodology, and in consultation with the
Academic Health Sciences Network. An explanation of how to interpret these
charts is attached as Appendix 1.

A summary of our current Care Quality Commission ratings is included as
Appendix 2.

A summary of the monthly data and run charts for our key quality measures is
attached as Appendix 3.

Our Corporate Balanced Scorecard is attached as Appendix 4. The
measures included in the Corporate Balanced Scorecard may change during
the year as new priority areas are identified.

Supporting information relating to referral levels, activity levels, lengths of
stay, tumour-site-specific activity and performance, and other key measures
for our services is included in Appendix 5. The activity information in
Appendix 5 shows the levels and trends for the current year and last year, and
also for 2019/20, the most recent year unaffected by the impact of the
pandemic.

SFT Quality and Performance Exception Report
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Overview

The table below provides a summary of key successes, priorities, opportunities, risks and threats in relation to our current levels of
performance.

Successes

Priorities

we remain ahead of planned levels for making reductions in the
numbers of patients waiting over 104 weeks and over 78 weeks
from referral to treatment.

the six-week diagnostic wait 75% regional ambition for March
2023 was again met in the month.

urgent and emergency patients continue to receive the
treatments they need.

compliance remains high in respect of mental health inpatients
receiving a follow-up within 72 hours of discharge.

our Talking Therapies (IAPT) service continues to maintain
recovery rates which are above the national standard.

the compliance level in respect of mandatory training has been
maintained despite the operational challenges faced by services.

continue to maintain a safe service and making sure urgent
patients are treated as quickly as possible within the context of
the challenges the current coronavirus outbreak brings.

continue to support the health and wellbeing, both physically and
psychologically, of colleagues across the Trust, as they continue
to deliver high quality care to patients whilst managing significant
and ongoing pressures associated with COVID-19 and rising
levels of demand.

continue to restore and expand capacity above pre-COVID-19
levels, to address backlogs in routine elective work which has
built up.

work with the Somerset system to encourage continued referrals
and presentations at hospital where needed and appropriate,
especially in respect of urgent or emergency care.

Opportunities

Risks and Threats

continue to progress the health and wellbeing plans for our
colleagues at pace; this includes the psychological support
offered alongside practical aspects of support such as
accommodation provision and nutrition.

continue with new ways of working, particularly through the use of
technology.

continue to adapt our recruitment practice, developing more
innovative arrangements and reducing time to hire significantly.
develop reporting solutions to improve robustness of recording
and reporting.

COVID-19 will continue to have a significant impact on clinical
capacity and the Trust’s ability to recover elective activity, which
will continue to have a negative impact on waiting times for some
time to come.

delays in discharging medically fit patients needing domiciliary
care will result in further cancellations of surgery which will
reduce our capacity to treat long waiting patients.

significantly increasing levels of demand, particularly for urgent
care and mental health services, leading potentially to increased
pressures on teams and longer waiting times.

nursing vacancy levels remain challenging. Sickness / absence
also presents a challenge for colleagues within some critical
areas, and we need to ensure that we continue to support
colleagues accordingly.




Safe

Infection Prevention and Control (IPC) performance is assessed by means of the numbers of key healthcare associated infections
(HCAI) (Trust apportioned) against agreed thresholds. These are: MRSA bloodstream infections (BSI): zero tolerance,

Clostridioides difficile (C. diff) infection (CDI): 41 cases, MSSA BSils: 30 cases E. coli BSls: 73 cases, Klebsiella BSIs: 23

Pseudomonas aeruginosa BSls: 12.

Current performance (including factors affecting this)

¢ MRSA - There were no Trust-attributed MRSA bloodstream infections (BSIs)
reported during January 2023. The total for the year to date is one case.

e C. diff - There were seven Trust-attributed cases in January 2023, bringing
the total to 44 against a threshold for the year of 41.

e MSSA - Five Trust-attributed MSSA BSIs were reported during January 2023,
bringing the total for the year to 40, against an internal threshold of 30.

e E. coli - Nine Trust-attributed E. coli BSls were reported in January 2023,
bringing the total to 74 against a threshold of 73.

e Kilebsiella — Three Trust-attributed Klebsiella BSIs were reported in January
2023. The total to date is 33 against a threshold of 23.

e Pseudomonas — No Trust-attributed Pseudomonas aeruginosa BSI were
reported in January 2023 leaving the total at six against a threshold of 12.

Respiratory Viral Infections

e COVID-19: 157 inpatient cases of COVID-19 were identified during January
2023, of which 77 were healthcare-attributed.

¢ Influenza: 37 inpatient cases were identified during January 2023,
predominantly ‘Flu A. Most cases were adults over 65 years; all were admitted
with ‘flu.

e Respiratory Syncytial Virus (RSV): 57 inpatient cases of RSV were
identified during January 2023, fewer than in December 2022. The season is
following the usual pattern, due to end around the end of March 2023.
Children have been the affected majority. However, as the season
approaches its end there are currently more adults than children hospitalised
with RSV.

Outbreaks

e There were 14 respiratory virus outbreaks affecting inpatient wards during

December 2022. These were a mixture of COVID and influenza.

Focus of improvement

e Overall, the case numbers of respiratory viruses and outbreaks remained high
through January. ‘Flu and RSV levels are following the usual seasonal pattern
and are now receding. COVID case numbers have reduced but continue to
be a challenge. They have reduced to what appears to be a residual level of
up to around 45 inpatient cases indicating the virus has not yet settled to a
seasonal pattern.

e A new skin cleansing product has been implemented prior to peripheral
cannula insertion which is part of the improvement work linked to MSSA BSils.

Line/Bar Charts
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Recent performance
Area Aug Sep Oct Nov Dec Jan
MRSA 0 1 0 0 0] 0
C.Diff 6 3 7 2 2 7
MSSA 0 5 5 2 3 5
E.coli 7 5 8 3 9 11




Safe

Out of Area Placements — The Five Year Forward View for Mental Health stated that placing people out of area for non-specialist

acute mental health inpatient care due to local bed pressures was to be eliminated entirely by no later than 2020/21.

Current performance (including factors affecting this) Bar Chart
e During January 2023, one patient was placed out of area, Inappropriate 'Out of Area' placements: Monthly number of patient
for a total of 27 days. days out of county
e The patient returned to a Somerset inpatient bed on -
28 January 2023. o
e There are no other patients placed out of area. 1o
Focus of improvement work 100
o We continue have amongst the lowest levels of %
inappropriate out of area placements of all providers of 80
mental health services nationally. 70
e The majority of out of area placements are due to patients 60
requiring admission into our Psychiatric Intensive Care 50
Unit (PICU). With only 10 beds available there are 40
occasions when, due to clinical acuity or gender, it would 30
be unsafe to admit a patient. 20
e When a patient is so placed, a key worker is immediately 10
assigned to maintain regular contact with the patient until o e NN N
the gatient is either trangferred back to our war:ds, S ¥ 5\’& W owr\» rp:e %(&@i@%ﬁw%&éﬂoﬁ@ 'f:,z %(cj
discharged, or moved to secure services. The placements
sought are always as close to Somerset as possible.
e Attimes, espisodes relate to patients awaiting transfer to How do we compare
secure services. We work closely with other NHS Data published by NHS Digital shows that we continue have amongst
providers, to facilitate such transfers and closely montitor the lowest levels of inappropriate out of area placements of all
processes to minimise risk. providers of mental health services nationally.
e The service is reviewing processes to ensure barriers to
repatriation and/or discharge of patients are minimised Recent Performance
and escalated with system partners where appropriate. The monthly numbers of patients who were placed out of area, and the
numbers of patient days spent out of area over the last six months
were:
Area Aug | Sep | Oct Nov | Dec Jan
Number of Days 25 10 60 125 57 27
Number of patients 2 2 5 6 4 1




esponsive

The Accident & Emergency (A&E) 4-hour standard is a measure of the length of wait from arrival in an Emergency Department (ED)

to the time the patient is discharged, admitted or transferred to another provider. The target is that at least 95% of patients will wait

less than four hours in the Emergency Department.

Current performance (including factors affecting this)

o A&E 4-hour performance was 54.2% for the Musgrove site in
January 2023, up from 39.6% in December 2022. Compliance
within Minor Injury Units (MIUs) was 96.3%. Overall compliance
was 77.8%, hence still below the 95% national standard.

e COVID-19 admissions have remained lower than the peaks seen in
previous waves of the pandemic. Most patients being admitted with
COVID-19 are admitted because of other conditions they have.

o A&E attendances in January 2023 were 3.4% below 2019 levels and
0.3% below January 2021 levels. Overall, emergency admissions in
January 2023 were 7.6% below pre-COVID levels, with a significant
reduction for zero lengths of stay admissions. Hospital stays of one
or more days were down by 6.1%%. Those patients being admitted
to an inpatient bed continue to have longer stays. This is consistent
with the low rate of discharge for medically fit patients due to
domiciliary capacity challenges and a shortfall in bedded care
packages. A reduction in the shorter stays may reflect a higher
acuity of patients being admitted.

Focus of improvement work

e The recovery plan developed for the ED focuses on:

1. Internal ED systems and processes, including triage and
department flow.

2. Workforce, including roles and responsibilities, allocation, and
internal professional standards.

3. The wider hospital system, including clinical pathways, new
Surgical Decision Unit (SDU) and paediatrics, and hospital patient
flow linked to ED escalation pressures.

4. The wider system, including the implementation of the new
SWAST Hospital Ambulance Liaison Officer (HALO) role, and a
focus on ambulance handover.

5. Onboarding of medical patients from the Acute Medical Unit to
wards, where patients have been identified for planned discharge
on the same day, has now been embedded on several wards.

Line Chart

How do we compare

National average performance for Trusts with a major
Emergency Department was 49.6% in December 2022. Our
performance was 39.6%. We were ranked 97 out of 110 trusts.
With Minor Injury Unit attendances included, we were ranked 28,
with performance of 70.5%.

Recent performance

Area Aug Sep Oct Nov Dec Jan

Actual 45.8% | 48.4% | 43.4% | 54.0% | 39.6% | 54.2%




Responsive

Ambulance handovers) are to be completed within 30 minutes of arrival at an Emergency Department (ED). The target is that at

least 95% of patient handovers are within the 30 minute standard.

Current performance (including factors affecting this)

e During January 2023, of 2,020 patient arrivals by ambulance
received into our Emergency Department (ED), a total of 1,434
(71.0%) were completed within 30 minutes, up from 52.1% in
December 2022.

e In January 2023, 42.2% of all ambulance handovers were
completed within 15 minutes, compared to 28.6% during
December 2022. The average performance across all hospitals
served by SWAST in January 2023 was 28.9%.

e Arrivals by ambulance accounted for 33.1% of all patients
attending ED during January 2023, up from 29.3% of arrivals
during December 2022.

Focus of improvement work

e The new South Western Ambulance Service NHS Foundation
Trust (SWAST), Hospital Ambulance Liaison Officer (HALO) role
has been implemented across both Somerset NHS Foundation
Trust and Yeovil District Hospital NHS Foundation Trust, to
support ambulance flow and handovers.

e HALO liaises with ED team leads and Patient Flow teams,
flagging current and pending activity and flow options.

¢ The new role, along with other planned reviews of current
available information, will enable further work to be undertaken to
develop improvement plans.

¢ The ED improvement plan continues to test new ways of working
to maximise flow within ED, supporting ambulance handovers.

e Onboarding of medical patients from the Acute Medical Unit to
wards, where patients have been identified for planned discharge
on the same day, has now been embedded on several wards.

¢ Bi-monthly meetings are held with the Integrated Care Board

Line Chart
Ambulance handovers completed within 30 minutes
(Emergency Department
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——Ambulance handovers waiting less than 30 minutes - Emergency Department only (MPH) Standard

How do we compare

In January 2023, 72% of all ambulance handovers at Musgrove
Park Hospital were completed within 30 minutes. The average
performance across all hospitals served by SWAST was 54%.

(ICB), and system providers, supporting improvement work.

Recent performance
Performance in recent months against the 30-minute standard
was as follows:

Area Aug Sept Oct Nov Dec Jan
Actual 65.7% | 73.4% | 56.5% | 79.0% | 52.1% | 71.0%




Referral to Treatment Time (RTT) is a measure of the length of time a patient waits from the point of referral through to receiving

treatment. The target is for at least 92% of patients, who have not yet received treatment, to have been waiting less than 18 weeks

at the month-end. Trusts should have no patients waiting over 52 weeks for treatment.

Current performance (including factors affecting this)

e The percentage of patients waiting under 18 weeks RTT was
58.2% (acute + community) in January 2023.

e The over 18-week backlog decreased by 563 pathways.
However, the total waiting list size increased, by 219
pathways, and was 4,022 above (i.e. worse than) trajectory
(37,050 actual vs. 33,028). There was an increase in acute,
but not community, pathways.

o RTT clock starts (i.e. referrals) in January 2023 were 19.5%
above average pre-COVID levels (working days adjusted).

o 52-week waiters decreased by 59 pathways in January 2023
to 1,801 pathways, against a trajectory of 2,373. The number
of patients waiting 78 weeks or more decreased by 56
pathways to 201. We reported three patients waiting over 104
weeks (due to clinical complexity).

¢ Until November 2021 the Trust remained one inpatient
theatre’s worth of capacity down due to the conversion of a
theatre into critical care capacity. This along with other factors
has resulted in a backlog of more complex, longer routine
cases on the waiting list.

¢ Significant bed pressures and theatre staff sickness/shortages
continue to limit full restoration of inpatient activity, along with
other factors such as increasing patient complexity.

Focus of improvement work

e The number of patients needing surgery this year to avoid
becoming a 78-week RTT waiter has been quantified for each
specialty, and detailed plans continue to be progressed to
manage these volumes through improved productivity,
increased capacity (including use of the independent sector)
and reprioritisation of theatre capacity across the system.

¢ A significant programme of work to support elective care
recovery in the medium and long-term is in place.

e A programme of waiting list validation has been established,
which includes contacting patients to check that they still need
to be seen.

Line Chart
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How do we compare

The national average performance was 58.0% in December 2022,
the latest data available. Our performance was 56.4%. National
performance deteriorated by 2.0% between November and
December 2022, and the number of 52-week waiters across the
country decreased by 540 to 406,035 (representing 5.5% of the
national waiting list compared with 4.9% for the Trust).

Performance trajectory: 104+ and 78 week wait performance

Area Aug Sep Oct Nov Dec Jan
104 week 12 10 16 16 16 8
trajectory

104 week 16 13 7 1 3 3
actual

78 week 217 401 333 432 660 559
trajectory

78 week 330 297 262 219 257 201
actual

Appendix 5a shows a breakdown of performance at specialty level.




Talking Therapies (formerly Improving Access to Psychological Therapies [IAPT]) service — Beginning treatment within six weeks

of referral. The target is for at least 75% of patients who are discharged during the reporting month to have had their first treatment

within six weeks of referral.

Current performance (including factors affecting this)

e During January 2023, compliance decreased slightly
compared to December 2022.

e The fall in compliance that occurred since February 2022 has
been primarily due to rising levels of demand and a shortfall
in capacity within the service. Between 1 April 2021 and
31 March 2022 referrals into the service increased by 26.7%
compared to the same months of 2020/21 and by 17.1%
compared to same months of 2019/20.

o Referrals between 1 April 2022 and 31 January 2023 were
5.7% lower than the same months of 2021/22, but 11.1%
higher than the same months of 2019/20.

¢ The position continues to be exacerbated by vacancy levels,
long term sickness and maternity leave.

Focus of improvement work

¢ Recruitment continues to be challenging, which is reflected
nationally, although several recent appointments have been
made with varying commencement dates. Once new
colleagues commence in post, their contribution will be
gradual until they are fully up to speed. Further
advertisements are currently out and results are awaited as
to how many appropriately qualified persons apply.

e A deep dive into the service has commenced to review
demand and capacity and to formulate appropriate actions.

e The service is re-asserting the commissioned eight-session
treatment model, to offset against too many extensions to
treatment.

e The service is also employing locums and is continuing to
use external online providers creatively.

o A deep dive of the performance data will be undertaken, to
ascertain the impact of vacancy levels and recruitment.

Trend Chart
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How do we compare

National average performance against the six-week standard in
September 2022 (the latest published data) was 89.3%; our
performance was 64.1%.

Recent Performance

Area Aug Sep Oct Nov Dec Jan
Total 492 308 401 420 379 411
Discharges

First

treatment 282 255 253 267 240 253
inside of six

weeks

&Omp“a”ce 57.3% | 64.1% | 63.1% | 63.6% | 63.3% | 61.6%




Waiting Times — One of our key priorities is to ensure that patients are able to access our services in as timely a manner as

possible, and without unnecessary delays. Our aim is to reduce the number of people waiting over 18 weeks from being referred

to having their first appointment. The data shown relates to our community physical health services, including dentistry.

Current performance (including factors affecting this)

e As at 31 January 2023, the number of patients waiting 18 weeks
or more totalled 4,056, a decrease of 46 patients compared to
the position as at 31 December 2022.

e The number of people waiting 18 weeks or more to be seen by
our Podiatry service reduced to 1,597 patients, from 1,671 as at
31 December 2022. The Podiatry service continues to have
significant levels of vacancies, which is a national issue.

e Our Somerset and Dorset dental service had 1,866 patients
waiting 18 weeks or more to be seen, up from 1,809 as at
31 December 2022 (Somerset: 1,691 patients, up from 1,620
and Dorset: 175 patients, down from 189).

e Of the numbers within ‘Others’, 50% related to our
Musculoskeletal Physiotherapy (MSK) service, which increased
from 284 as at 31 December 2022 to 295 as at January 2023.

Focus of improvement work

¢ In Podiatry, priority has been given to high risk vascular /
diabetic foot care and acute nail surgery cases. All routine
patients are contacted by letter and telephone to provide advice
and guidance. The waiting list initiative to reduce the number of
patients waiting and length of wait, which began in September
2022, remains ongoing.

¢ The Dental service faces challenges due to vacancies, sickness
absence and maternity leave, and continues with various
recruitment initiatives. The installation of air exchange units has
reduced the fallow time between appointments.

e The MSK service has undertaken a review of patients listed as
having waited 18 weeks or more. Staffing has improved
compared to earlier months, both in respect of vacancies and
sickness/absence. The review has enabled actions to be
implemented to reduce current lengths of wait.

Bar Chart
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How do we compare
The number of patients waiting 18 weeks or more as at 31 January
2023 decreased by 46 when compared to 31 December 2022.

Recent performance
The numbers of people waiting 18 weeks or more at the month
end, in recent months were as follows:

Area Aug Sep Oct Nov Dec Jan
N“.”?bef 4,512 | 4,658 | 4,300 | 3,983 | 4,102 | 4,056
waiting




Waiting Times — One of our key priorities is to ensure that patients are able to access our services in as timely a manner as

possible, and without unnecessary delays.

Our aim is to reduce the number of people waiting over 18 weeks from being referred

to having treatment. The data shown relates to our Somerset and Dorset Dental services, specifically children and young people
waiting 18 weeks or more for an appointment to have a procedure requiring a general anaesthetic (GA).

Current performance (including factors affecting this)

As at 31 January 2023, 356 young people had waited
18 weeks, a decrease of 14 compared to

31 December 2022.

Of the 356 patients waiting, 317 related to our Dorset
service (down from 322 as at 31 December 2022),
and 39 related to our Somerset service (down from 48
as at 31 December 2022).

The service continues to have significant levels of
vacancies, which is a national issue, exacerbated by
sickness/absence that affects capacity within the
service, as well as the loss of some theatre slots.

Focus of improvement work

The service continues with various initiatives to recruit,
and several recent appointments have been made
with varying commencement dates. Once new
colleagues commence in post, their contribution will
be gradual until they are fully up to speed.

The number of children per list has been increased to
five where possible but many of the children with
additional needs require more than one slot due to
complexities, reducing the number of children who can
be seen on a list.

Work continues to validate the paediatric GA list. A
‘welfare check’, and using a surgical coding system,
will ‘RAG’ rate children based on clinical need and
prioritise accordingly.

There remain challenges with theatre availability due
to current demand pressures of other specialities.

The service is working with the theatre management
team to establish solutions and resource more theatre
time.

Bar Chart
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How do we compare
The number of young people waiting 18 weeks or more as at 31 January
2023 decreased by 14 compared to 31 December 2022.

Recent Performance
The numbers of young people waiting 18 weeks or more at the month end in
recent months were as follows:

Area Aug Sep Oct Nov Dec Jan

Number waiting 351 330 333 346 370 356

% > 18 weeks 61.1% | 56.0% | 55.0% | 51.3% | 51.7% | 48.2%




Responsive

Child and Adolescent Mental Health Service Eating Disorders (CEDS) — At least 95% of urgent referrals to be seen within one week

and at least 95% of routine referrals to be seen within four weeks, based on performance across arolling 12 months.

Current performance (including factors affecting this)

e Between 1 February 2022 and 31 January 2023 of 18 urgent
referrals, two patients were seen outside of the seven-day
reporting standard.

e One urgent referral was seen during January 2023 and was inside
of the seven-day standard. With no further breaches, compliance
with the 95% 12-month standard is predicted not to be achieved
until at least March 2023.

e During the period 1 February 2022 to 31 January 2023, of 104
routine referrals, a total of nine patients were seen outside of the
four-week reporting standard.

e During January 2023, of 11 routine referrals, 10 patients were seen
within the four-week standard. The one breach occurred due to
service delays resulting in patient being seen 34 days after referral.
As the monthly numbers referred are low, with no further breaches,
compliance of the 95% standard is predicted not be achieved until
at least March 2023.

e Over the 12-month reporting period the main reasons for breaches
were a shortfall of capacity in the team, and patient / family delays.

Focus of improvement work

e An Assistant Psychologist triages referrals, offering early advice, to
help to reduce waiting times.

e The service, alongside Somerset and Wessex Eating Disorder
Association (SWEDA), has extended a pilot as part of the pathway
to take on early intervention and low-to-moderate presentations,
and to reduce referral numbers. The piloted started in July 2022.

e The service is recruiting into a Band 4 role to support the Musgrove
Park Hospital paediatric ward with meal support. This will be a 12-
month, fixed-term role to gauge effectiveness. The team has
recruited a Cognitive Behavioural Therapist Trainee to support with
work relating to low mood / anxiety / trauma.

¢ A new Band 7 role within CEDS has been recruited into and will be
positioned within the acute hospital to develop nurse-led clinics.
This will free up capacity within the team to increase assessment
clinics.

Line Chart
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How do we compare

The latest national performance, reported as at 31 December
2022, was 68.6% for urgent referrals and 73.5% for routine
referrals. Our performance was 84.2% and 91.1% respectively.

Performance over the last six months
Performance is based on a rolling 12 months.

Area Aug Sep Oct Nov Dec Jan

Urgent —
patients
seen within
one week

80.0% | 80.0% | 80.0% | 85.0% | 84.2% | 88.9%

Routine —
patients
seen within
four weeks

84.7% | 85.4% | 90.2% | 91.5% | 91.1% | 91.3%




Responsive

Intermediate Care — Our aim is to ensure that at least 95% of patients aged 65 years or over discharged from acute hospital beds

are discharged home on pathway O or 1.

Current performance (including factors affecting this)

e During January 2023, 93.2% of patients aged 65 or over who were
discharged from acute hospital beds within Somerset were
transferred onto Pathway O or Pathway 1.

Pathway 0

These are discharges to patients’ homes that are arranged at ward

level and do not require core intermediate care support on discharge.

These discharges are often supported by the voluntary sector and/or

other community health services such as district nursing and the

community rehabilitation service (CRS).

Pathway 1

These discharges are supported by the Intermediate Care Discharge

to Assess Service (D2A). These people require reablement and

ongoing assessment within their own home.

Focus of improvement work

1. Need to increase Somerset PWO figures — more so at Yeovil
District Hospital (YDH) than at Musgrove Park Hospital.

2. Voluntary, Community and Social Enterprise teams are going to
enhance the education of the PWO offer, particularly at YDH.

3. D2A homecare capacity remains low — this limits the number of
daily discharges. The D2A commissioning model is to be
reviewed and adjusted as part of the current strategic review of
Intermediate Care.

4. End of pathway delays — good progress has been made in the
sourcing of packages of care. More focus is nhow needed on:

a. Reducing the number of outstanding social work assessment
delays.

b. Reducing the number of people awaiting long term
placement.

An improvement plan for a and b is to follow.

Line Chart
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How do we compare

The percentage of patients aged 65 or more transferred onto
pathway 0 or 1 during January 2023 was the same as during
December 2022.

Performance over the last six months

Area Aug Sep Oct Nov Dec Jan
Total 2,869 | 2,916 | 2,665 | 2,804 | 2,799 | 2,571
Discharges

Pathway 0 2450 | 2,529 | 2,324 | 2,398 | 2,443 | 2,190

Pathway 1 201 217 183 207 166 207

0
g‘;‘F’)TO PO | 92.4% | 94.2% | 94.1% | 92.9% | 93.2% | 93.2%




The two-week wait for suspected cancer is a measure of the length of wait to see a specialist following urgent referral for suspected cancer.

The target is for at least 93% of patients to be seen within 14 days of referral. This standard is the first step in the 62-day GP cancer pathway

standard.

Current performance (including factors affecting this)

e The percentage of patients seen within 14 days of referral by their
GP for a suspected cancer was 51.0% in December 2022, below
both the 93% national standard and the national average.

e Colorectal made up 37% of two week wait breaches in December
2022. The triage time has now reduced significantly. The primary
care-based colorectal referral hub, funded by Somerset, Wiltshire,
Avon and Gloucestershire (SWAG) Cancer Alliance, is also helping
to reduce pathway delays as far as possible. However, waiting
times for colonoscopies, which are the two-week wait step for more
than a third of lower Gl referrals, have lengthened due to the recent
very high levels of demand and staff shortages.

e Breast made up a further 28% of the breaches. Changes to service
capacity due to a departure from the team has limited the ability of
the service to meet demand and keep waits within two weeks,
although the 28-day Faster Diagnosis Standard is now being met.

e The breast symptomatic (cancer not suspected) 93% two week
wait standard was not achieved in December 2022, with
performance of 22.2% and 42 breaches, all due to the capacity
problems described above.

Focus of improvement work

¢ A review has been undertaken of the breast service capacity and
demand. Evening clinics have been run, to provide additional
capacity. Yeovil District Hospital has also again been supporting
with capacity. With the recruited GPs now trained to run clinics
independently, there has been a significant improvement in the 28-
day Faster Diagnostic Standard performance (see the exception
report). However, consistently meeting the two week wait standard
will remain a challenge.

o Please refer also to the Diagnostics exception report for actions to
address the increase in colonoscopy waiting times.
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How do we compare

National average performance in December 2022, the latest data available,
was 80.3%. Our performance was 51.0%. We were ranked 137 out of 142
providers.

Recent Performance

Area Jul Aug Sep Oct Nov Dec

: :
% seen in two 63.5% | 57.1% | 51.1% | 56.6% | 51.9% | 51.0%
weeks

Patient choice

breaches 60 56 50 54 63 49

Other breaches
(including capacity,

delayed blood 290 356 510 393 498 427

tests)




Responsive

28 Day Faster Diaghosis Cancer Standard is a measure of the length of wait from referral through to diagnosis (benign or cancer).

The target is for at least 75% of patients to be diagnosed within 28 days of referral. The first step in a 62-day cancer pathway.

Current performance (including factors affecting this) Line Chart

e The percentage of patients diagnosed with cancer or given a
benign diagnosis within 28 days of referral improved to 63.7% in 28 Day Faster Diagnosis Cancer Standard
December 2022 but remained below the national standard and 100.0%
the national average. %0.0%

¢ The higher-volume tumour sites not meeting the 75% national 0% PN ~
standard in December 2022 were: colorectal (34% against the 0% AT ~ \\\
75% standard), and gynaecology (34%). Overall colorectal made 60.0% v /H
up 42% of all the breaches of the 28-day standard and 50.0% -
gynaecology 27%. Colorectal and gynaecology have seen a 40.0%
growth in referrals of 11% and 27% in recent months, 30.0%
respectively, compared to pre-COVID levels. 20.0%

e The recent improvement in performance has largely been due to 10.0%
breast achieving the standard again in the month. Breast 0.0%
achieved the 28-day standard in November and December 2022 P L N L e
for the first time since last achieving in April 2022, following the e Cancer- 26 Day Faster Disgnosts Cancer St
additional capacity put in place with GPs recruited and trained to Standard

run two-week wait clinics, support provided by Yeovil District
Hospital, and evening clinics established by the team.
Focus of improvement work

¢ A significant programme of work continues to try to reduce delays How do we compare
in the diagnostic part of the colorectal pathway (please see the National average performance for providers was 70.7% in
two-week wait exception report); improvements have already December 2022, the latest data available. Our performance was
been made but work is focusing on how to sustain these in the 63.0%. We ranked 120 out of 142 providers.
face of exceptional growth in demand.

e For details of the actions taken to address the breast issues Recent performance
please also see the two-week wait exception report. Performance in recent months was as follows:

¢ A new community-based/self-referral gynaecology pathway is
being introduced for post-menopausal bleed patients comprising 28-day Faster Diagnosis performance
a one-stop clinic appointment and ultrasound scan. Patients for Area Jul Aug Sep Oct Nov Dec
which a benign cause of their bleeding cannot be identified, and Compliance | 62.4% | 60.6% | 47.7% | 51.7% | 63.0% | 63.7%

those requiring additional investigations, will be referred to
secondary care.




Responsive

31 day waiting times standard is a measure of the length of wait between diagnosis and first treatment. The standard requires at

least 96% of patients are treated within 31 days diagnosis. The second step in a 62-day cancer pathway.

Current performance (including factors affecting this)

Performance against the 31-day first definitive treatment standard
was 93.1% in December 2022, below the 96% national standard
but above national average performance.

There were 13 breaches of the first definitive treatment standard,
six for colorectal pathways.

The reason for the higher levels of breaches in December 2022
was largely related to surgical capacity, with the recent bed
pressures but also bulges in demand for colorectal and other
tumour sites impacting on the ability to operate on patients within
the target. All delays or cancellations of surgery are clinically
risk-assessed on a case-by-case basis by the operating surgeon.

Focus of improvement work
e Cancer and other urgent surgical patients continue to be

prioritised for access to beds.

The allocation of theatre lists to specialties/surgeons continues to
be monitored and discussed with clinical teams on a week-to-
week basis.

The Trust has a wide-ranging plan to try to improve bed
availability where this is within the control of the Trust.

Work outlined in the other cancer exception reports (two-week
wait, 28-day Faster Diagnosis Standard and 62-day GP) will also
help to reduce delays in cancer pathways which will also help to
smooth bulges in demand for cancer surgery.

Line Chart
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How do we compare

National average performance for providers was 92.7% in
December 2022, the latest data available. Our performance was
93.1%. We ranked 101 out of 142 providers.

Recent performance

28-day Faster Diagnosis performance

Area Jul Aug Sept Oct Nov Dec

95.6% | 92.3% | 93.1%

Compliance | 97.3% | 96.7% | 95.8%




Responsive

The 62-day cancer waiting time standard is a measure of the length of wait from urgent referral by a GP for suspected cancer, to

the start of first definitive treatment. The target is for at least 85% of patients to be treated within 62 days of referral.

Current performance (including factors affecting this) Line Chart
e The percentage of cancer patients treated within 62 days of
referral by their GP was 55.6% in December 2022, up from 49.6% 62 day GP cancer performance
in November 2022, but below both the national standard and the 100.0%
national average.
e The main breaches of the 62-day GP standards were in urology 90.0%
(47% of breaches) and gynaecology (13%). The main causes of A
the breaches for urology and gynaecology were very high growth S0 /
in demand (up 31% and 27% respectively relative to pre-COVID,) 0.0% \ /‘/\/\ | RS R
and an associated increase in diagnostic waiting times. There \// A4 \/ \ /\
are also delays in patients undergoing prostate surgery at 60.0%
another provider due to the high level of demand. G \ /‘\/
e Ten patients were treated in December 2022 on or after day 104 50.0% VA
(the national ‘backstop’). For further details please see Appendix
5a' 40.0%\\\\\\\\\\
e The number of patients waiting over 62 days at the end of Qé’”@w@w@%& 5&%@&&&0"%\@ Woe "”@ r;; ﬁo%&@%"&sfi@t@ (0230(]/10 "”100@
December 2022 was above (i.e. worse than) the recovery ~-Cancer - max. 62 day GP..

trajectory (141 against a plan of 120). The high level of the
backlog relative to pre-COVID levels mainly reflects the growth in

colorectal referrals received in recent months (52% above National average performance for providers was 61.8% in

2019/20 levels), the breast staffing challenges and the recent December 2022, the latest data available. Our performance was
shortfall in Multidisciplinary team Co-ordinators due to vacancies 55.6%. We weré ranked 105 out of 139 trusts.

and sickness.

How do we compare

. Recent performance
Focus of improvement work

¢ Additional prostate biopsy sessions are being run to reduce the
waits for this step in the pathway.

e Pathways redesign work is continuing for prostate, across both
Yeovil District Hospital and this Trust.

e The colorectal improvement group continues to meet weekly to
redesign the diagnostic part of the colorectal cancer pathway.

e Please also see the 28-day Faster Diagnosis exception report for
details of the gynaecology post-menopausal bleed pathway,
which should help to reduce inappropriate referrals into the
service and the high levels of demand experienced over the past
few months.

62-day GP cancer performance
Area Jul Aug Sep Oct Nov Dec
Compliance | 62.6% | 70.1% | 45.7% | 57.3% | 49.6% | 55.6%

Appendix 5a provides a detailed breakdown of tumour-site level
performance.




Responsive

The Diagnostic six-week wait is a measure of the length of wait from referral through to diagnostic testing being carried out. This

standard is applied to the top 15 national high-volume tests. The target is for at least 99% of patients to have been waiting less
than six weeks for a test at month-end.

Current performance (including factors affecting this) Line Chart

e The percentage of patients waiting under six weeks for their
diagnostic test increased to 82.9% in January 2023, continuing to
meet the regional March 2023 ambition of greater than 75%.

e The number of patients waiting over six weeks decreased from

Diagnostic 6 week wait performance

100.0%

90.0%

1,340 in December 2022 to 1,105 in January 2023; the highest 80.0% //M)/\V/
numbers of patients were waiting for a Colonoscopy (decreased 70.0% NMV

from 325 to 269), CT (274 to 245), MRI (137 to 162) and Audiology 60.0% e/‘\w\_/

(254 to 149) together making up 75% of the long waiters. 50.0%

e The total waiting list size decreased by 2% due to more of the
longer waiting patents being seen.

¢ The high level of colonoscopy over six-week waiters is due to both
high demand (an 11% increase in lower Gl cancer referrals

40.0%

30.0%

20.0%

compared with pre-COVID, down from a 52% increase a few 100%
month; ago) and staffing shortfalls earlier in the year. o PR PR PP R PP R I I DI I DI DD DD DD
Focus of improvement work G ST F G g ST P P
e The third endoscopy room at Bridgwater Community Hospital is —+Diagnostic 6-week wait %~ Standard
open, allowing additional colonoscopy sessions to be run.
e Additional insourcing endoscopy sessions are being run in-week, How do we compare ' _ _
as well as at the weekend. National average performance for NHS providers (i.e. excluding
e A member of the endoscopy team returned in September 2022 Independent Sector prowdtgrs) was 67.9% in December 2022.
following extended leave, which has increased colonoscopy Our performance was 78.8%. We were ranked 73 out of 158
capacity again. trusts for the 15 high volume diagnostic tests.

e Additional in-house clinics are being run in audiology, to support
backlog clearance, on top of the existing outsourcing contract.

e The current backlog of CT over six-week waiters is now largely
specialist scans needed for cardiac patients. Additional sessions

. : Area Aug Sep Oct Nov Dec Jan
continue to be run in February 2023.
y Actual 78.1% | 77.0% | 82.4% | 84.3% | 78.8% | 82.9%

Recent performance




Responsive

Our aim is to ensure that at least 90% of the complaints we receive are responded to within 40 working days.

Current performance (including factors affecting this)

e During January 2023, 33 responses were issued, an increase on the
30 responses issued in December 2022.

e Of the 33 complaints responded to during January 2023, a total of 13
(39.4%) were responded to within the 40 working day standard, down
from 46.7% in December 2022.

Delays occurred due to a combination of reasons including:

e The Trust received 39 new complaints in January 2023 (compared to
27 in December 2022). The receipt and processing of the high number
of new complaints negatively impacted on responding to existing
complaints.

e The highest number of complaints remains in the Surgical directorate,
which is experiencing difficulties due to continued changing of
governance co-ordinator staff, which in turn can add to the delay in
responses being reviewed and processed.

e The recent increased pressures across the Trust’s services have
affected the time available for managers, clinicians, ward sisters and
matrons to investigate complaints.

¢ A number of complaints received over recent months have required
responses from different services, which can increase the complexity
in compiling responses and the time required to do this effectively.

o Staff absence within the complaints team has also had some impact
on workload.

Focus of improvement work.

e The Complaints Lead has met with the Surgical Associate Directors of
Patient Care (ADPCs) regarding the backlog of late complaint
responses.

e It was agreed that a member of the complaints team will continue to
assist the Surgical team for two days a week, specifically to address
the oldest cases, working closely with Community Service Managers
and matrons to assist in finalising and writing responses.

e The complaints team continues to meet bi-weekly with Directorate Co-
ordinators/ADPCs to review the progress and co-ordination of every
open complaint.

e Two new posts, Director and Head for Patient Experience, will review
resources and processes and engaging with staff to align services.

Line Chart
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How do we compare
During January 2023 the percentage of complaints responded to within 40
working days decreased compared to December 2022.

Recent Performance
Our performance in recent months is as follows:

Area Aug Sep Oct Nov Dec Jan
% within

40 working | 48.0% | 45.5% | 57.7% | 55.0% | 46.7% | 39.4%
days

Current open complaints:

Directorate Within date Late Total
Surgery 20 28 48
Integrated 15 5 20
Families 10 2 12
Mental Health 10 4 14
Primary Care 2 0 2
Clinical Support 4 4 8
Centrally Coordinated 0 1 1
Totals: 61 44 105




Well Led

Mandatory training — Our aim is to maintain a compliance rate of 90% or more for all mandatory and statutory training courses.

Current performance (including factors affecting this)

As at 31 January 2023, our overall mandatory training rate
was 91.1%, down slightly from 91.9% as at 31 December
2022.

To be compliant, all eleven core training subjects must have
compliance rates above 90%. Of the 31 courses within these
eleven core subjects, the 90% target has been met for 15.
Eleven of the 16 courses below 90% compliance relate to
resuscitation.

Operational pressures, and limited resource capacity for
areas with large backlogs such as life support and
safeguarding continue to remain a challenge to full recovery.
‘Failure to attend’ rates also remain high, reflecting the
operational pressures, for face-to-face and increasingly
virtual courses.

Focus of improvement work

The Resuscitation team continues to create additional
curriculum and training opportunities to target those who will
become out of date now that the reversion to a 12-month
training cycle has been applied.

Merger charter project work continues to address compliance
rates for the merged organisation and the preparation of a
single learning management system for the merged Trust
from day one.

Directorates continue to receive tailored reports via their
People Business Partners, and have real-time access via the
learning management system to data on their teams, to help
identify areas which need action.

Action is underway to support re-mapping in directorates for
Level 3 safeguarding, where teams indicate that they may be
incorrectly mapped.

Work is being undertaken with the Safeguarding Team to
consider a risk-based solution to cover periods when
operational pressures occur.

Run Chart
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How do we compare
The compliance rate as at 31 January 2023 was 0.8% lower than
the rate as at 31 December 2022.

Recent Performance
The overall month-end compliance rates for mandatory training in
recent months are set out below:

Area Aug Sep Oct Nov Dec Jan

Compliance

% 92.8% | 92.9% | 92.3% | 92.1% | 91.9% | 91.1%




Well Led
Career Conversations: We are committed ensuring that colleagues have timely and appropriate career reviews, at least annually,

to outline all aspects of their role, to highlight and promote excellence and identify core or developmental training needs to enable
colleagues to progress in their chosen careers. A trajectory has been set to attain 92% compliance by 30 April 2023.

Current performance (including factors affecting this)

Compliance as at 31 January 2023, in respect of career
conversation reviews being undertaken at least annually,
increased by 0.6% from the rate as at 31 December 2022.

The rate recorded as at 31 January 2023 was 58.6%, which was
21.4% below the target trajectory set to restore compliance to
92% by 30 April 2023.

A combination of operational pressures and high levels of
sickness absence continue to affect compliance.

Focus of improvement work

Continued conversations with People Business Partners and
Leadership and directorate leads with a more focused approach
with directorates to support teams in understanding and removing
barriers to achieving the trajectory.

Continued focus on career conversations in directorate meetings
to ensure this is reviewed at every opportunity and the right level
of focus is given.

People Business Partners now have access to information
relating to colleagues who are due an increment award this year
and whose review is currently out of date. This informs the
monthly conversations held with service managers and assists
with highlighting the importance of ensuring that career
conversations for all colleagues are in date.

The accessibility and functionality of the recording system is
being reviewed, with feedback from focus groups being collated
with a view to possible adjustments of the system and support
within the leadership development programme. The review also
forms part of a comprehensive review of career conversations
and the alignment of the SFT and Yeovil District Hospital
processes.

Run Chart
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How do we compare
Compliance as at 31 January 2023 increased compared to rate as
at 31 December 2022.

Recent performance
The compliance rates in recent months were as follows:

Area Aug Sep Oct Nov Dec Jan
Trajectory 65.0% | 68.0% | 71.0% | 74.0% | 77.0% | 80.0%
Monthly rate | 57.2% | 57.2% | 56.8% | 58.6% | 58.0% | 58.6%




Well Led

Sickness/Absence: We are committed to improving the health and wellbeing of our workforce in a supportive work environment, in

order to reduce sickness absence and thereby ensure continuity of care and quality service provision. Our aim is to reduce staff

sickness absence levels to 4.6% or less. The data outlined shows our monthly sickness absence percentage rate.

Current performance (including factors affecting this)

e The 12-month rolling sickness absence rate for the period
ending 31 January 2023 slightly reduced to 5.8%, the
lowest it has been since May 2022. The monthly rate of
sickness absence also decreased to 5.4% in January
2023, from 6.1% in December 2022.

e The number of working days lost due to stress and anxiety
totalled 332, up from 306 reported during December 2022.

e COVID-19 accounted for 19.5% of all sickness absence in
the 12 months to 31 January 2023. The monthly
percentage of all absence that was due to COVID-19 in
January 2023 significantly decreased to 4.9%, from 9.8%
recorded during December 2022.

Focus of improvement work

¢ The wellbeing team continue to focus on different elements
of wellbeing each month to ensure colleagues are able to
access support and guidance to help reduce absence
levels.

¢ Continued focus on long-term absence and opportunities to
support colleagues back to work is taken by the HR
Advisor team.

e Early conversations around the future of occupational
health services are being undertaken to consider
opportunities to refresh the model and support to
colleagues.

e Absence levels continues to be an area of focus for our
Quiality, Outcomes, Finance and Performance (QOFP)
meetings.

Run Chart
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How do we compare

As the only acute, community and mental health Trust we are currently
unable to benchmark our position directly against similar providers. We
have used national data published by NHS Digital to review our target
level, and to develop a realistic target.

Recent performance
The sickness absence rates in recent months were as follows:
Area Aug Sep Oct Nov Dec Jan

rfté"o”th'y 6.0% | 6.0% | 5.9% | 5.9% | 5.9% | 5.8%

Monthly rate 49% | 49% | 58% | 55% | 6.1% | 5.4%




Well Led

Vacancy: We are committed to recruiting and maintaining a strong workforce. Our aim is to reduce and maintain vacancy levels to

5% or less. The data outlined shows the difference between contracted full time equivalent (FTE) number of colleagues in post and
our budgeted establishment.

Current performance (including factors affecting this) Run Chart

e The vacancy rate as at 31 January 2023 was 6.3%, Vacancy - % difference contracted FTE in post vs budgeted
down from 6.6% as at 31 December 2022. establishment

e Many areas where vacancies are of particular concern 100%
are recognised nationally as areas of shortage, including 9.0% 8%
psychologists, registered mental health nurses, theatres, 8.0%
and a range of medical staffing including orthogeriatric, 7.0% I T1%7.00 g oo
orthodontic, endoscopy, cardiology and respiratory 0%
consultants. 6.0%

¢ Retaining healthcare support workers also continues to 5.0%

be a challenge

4.0%

Focus of improvement work 3.0%

e Continuing to deliver and monitor the impact of the 2.0%
People Promise Exemplar work.

e Reviewing our workforce plans and approach with
service groups to ensure that the focus on addressing

1.0%

0.0%
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vacancies remains a priority. B R R N S R A N A LT SR
e The focus on reducing agency spend to achieve the = All Trust —Vacancy target

NHS England agency cap will support improvements in

. How do we compare
the vacancy position.

A recent benchmarking exercise relating to employment checks showed
the best performance was approximately 18 days, for Trusts with similar
activity to us, and the worst was 68 days. Our Trust performance was

27 days.

Recent performance

The performance against the vacancy rate standard in recent months was
as follows:

Area Aug Sep Oct Nov Dec Jan
Vacancyrate | 6.4% | 6.9% | 6.2% | 6.7% | 6.6% | 6.3%




Appendix 1 - Procedure for Interpreting Run Charts

Special Cause Variation Rules

1. A single point outside the control limits

2. Arun of eight or more points in a row above (or below) the centreline

3. Six consecutive points increasing (trend up) or decreasing (trend down)



4. Two out of three consecutive points near (outer one-third) a control limit

5. Fifteen consecutive points close (inner one-third of the chart) to the centreline



APPENDIX 2

OUR CARE QUALITY COMMISSION RATINGS

Our current Care Quality Commission ratings are as follows:

Somerset NHS
Foundation Trust

Overall rating for the Trust

Are services safe? Requires improvement

Are services effective?

Are services caring?

Are services responsive?

Are services well led?




SOMERSET NHS FOUNDATION TRUST

QUALITY MEASURES - 2022/23

Area Ref |Measure Feb-22 | Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 [ Sep-22 | Oct-22 | Nov-22 | Dec-22 | Jan-23
2450
Number of medical and surgical outliers in acute 1225 /\/\/\/
1 wards 2089 2309 2410 1893 1489 1835 1770 1442 1824 1067 1424 1964
0
Feb-22 Jun-22 Oct-22
2 Admissions of under 16 year olds to adult mental 0 0 0 0 0 0 0 0 0 0 0 0
health wards
2]
c
e
ﬁ 3 Acute wards 0 0 0 0 0 0 0 0 0 0 0 0
2
Mixed sex accommodation
breaches
4 Community and 0 0 0 0 0 0 0 0 0 0 0 0
mental health wards
160 -
5 Number of patients transferred between acute 53 90 72 43 54 82 68 a4 66 62 151 78 80 | /\/\/J\
wards after 10pm
O Feb-22 Jun-22 Oct-22
150 -
3 December 2022 to
g 6 |Hospital Standardised Mortality Ratio (HSMR) 132.06 | 126.28 | 131.79 | 131.57 | 134.23 | 132.86 | 141.61 | 135.31 | 127.20 | 112.92 | be reported after 757
e February 2023 0
Q Feb-22 Jun-22 Oct-22
5
Q
8 130
2 November 2022 to be
© . X . . \V/ 65
£ 7 |Summary Hospital-level Mortality Indicator (SHMI) | 109.86 111.5 | 110.83 | 114.49 | 112.73 | 113.05 | 108.06 | 105.91 | 103.35 reported after February 2023
=
o Feb-22 Jun-22
4 .
No of Serious Incidents Requiring Investigation 2
g 8 (SIRIs)/Never Events - acute services 0 0 1 2 1 2 1 2 2 0 0 0 /\/\/_\
5] 0
Q. Feb-22 Jun-22 Oct-22
e
5
2 Number of recorded Serious Incidents Requiring . . . 6
o
= 9 |Investigation - community and mental health 1 3 2 2 2 2 1 2 Rgvmw S IEERng By VEE LS, 3 -
: Will recommence from February 2023 H/
services
Feb-22 Jun-22




SOMERSET NHS FOUNDATION TRUST

QUALITY MEASURES - 2022/23

Area Ref |Measure Feb-22 | Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 [ Sep-22 | Oct-22 | Nov-22 | Dec-22 | Jan-23
Clostridium Difficile cases 12
5 ° HOHA cases (Hospital Onset Hospital Acquired)
SE | 10 |and 5 3 6 5 1 5 6 3 7 2 2 7 6 \/\/\/\_/
€0 COHA cases (Community Onset Hospital 0
Acquired) Feb-22 Jun-22 Oct-22
. 11 |MRSA bacteraemias (post) 0 0 0 0 0 0 0 1 0 0 0 0
<
2
[
2]
2 12
3
3
= 12 |E. coli bacteraemia 3 3 4 9 8 9 7 5 8 3 9 11 6 N
g
8 o Feb-22 Jun-22 Oct-22
c
K] 8
k3]
Q
£ 13 |Methicillin-sensitive staphylococcus aureus 0 4 8 2 6 4 0 5 5 2 3 5 4
0
Feb-22 Jun-22 Oct-22
4 .
14 [No. of still births 1 2 0 1 1 1 0 0 0 0 0 o /\/
= 0
E Feb-22 Jun-22 Oct-22
@
IS
=
15 |No. of babies born in unexpectedly poor condition 0 0 0 0 0 0 0 0 0 0 0 0
16 |Number of patient falls - all services 201 284 | 247 | 187 | 208 | 217 | 233 | 210 | 228 | 160 271 235 | 0
0
Feb-22 Jun-22 Oct-22
% W
2] i -
= 17 |Rate of falls per 1,000 occupied bed days - all 749 | 963 | 865 | 639 | 743 | 754 | 800 | 732 | 758 | 557 | 884 | 755 %
w services
0.00
Feb-22 Jun-22 Oct-22
90
18 |Number of falls resulting in harm - all services 44 82 56 52 56 56 54 39 57 31 69 58 s NW\
0
Feb-22 Jun-22 Oct-22




SOMERSET NHS FOUNDATION TRUST

QUALITY MEASURES - 2022/23

Area Ref |Measure Feb-22 | Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 [ Sep-22 | Oct-22 | Nov-22 | Dec-22 | Jan-23
3.00
w o .
3 19 |Rate of falls resulting in harm per 1,000 occupied | ) o) | 575 | 195 | 178 | 200 | 195 | 185 | 136 | 189 | 108 | 225 186 |0 /\/\/\/\
w bed days - all services
O'OO F‘eb'ZZ Jun-22 Oct-22
22
20 |Acute wards - number of incidents 9 11 7 15 4 20 16 15 13 5 1 /\/\/\
0 -+
Feb-22 Jun-22 Oct-22
1.10
21 |Rate of pressure ulcer damage per 1,000 acute 051 | 056 | 037 | 078 | 021 | 103 | 082 | 079 | 065 | 0.27 0.55 /\/\/\
ward occupied bed days
O.OO ;:eb'ZZ Jun-22 Oct-22
12
S
g 22 [Community hospitals - number of incidents 8 8 5 4 6 3 3 8 4 5 6 w
[
© +
5 O Feb-22 Jun-22 Oct-22
% Data being validated
© 2.00
3
9]
2 23 |Rate of pressure ulcer damage per 1,000 135 | 127 | 082 | 064 | 105 | 052 | 051 | 1.28 | 062 | 0.78 w0 N A N
& community hospital occupied bed days
O.OO Feb-22 Jun-22 Oct-22
) /\/‘
24 |District nursing - number of incidents 28 34 38 56 29 39 42 47 51 50 30
0
Feb-22 Jun-22 Oct-22
200 /\/——~
o5 |Rate of pressure ulcer damage per 1,000 district 109 | 121 | 141 | 191 | 103 | 136 | 149 | 167 | 173 | 166 1.00
nursing contacts
O.OO Feb-22 Jun-22 Oct-22
12 4
Q n
S8
B § 26 |No. ward-based cardiac arrests - acute wards 8 7 3 2 6 3 2 4 2 2 2 Da_ta 61
8 < awaited
O Feb-22 Jun-22 Oct-22
J-E 80 -
27
=y
8 = 2| 27 |Total number of incidents 25 40 40 43 40 37 57 34 29 25 23 22 |40 /—’\k
58 a
& 5 = 0
é Feb-22 Jun-22 Oct-22




SOMERSET NHS FOUNDATION TRUST

QUALITY MEASURES - 2022/23

Area Ref |Measure Feb-22 | Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 [ Sep-22 | Oct-22 | Nov-22 | Dec-22 | Jan-23
40.00
& 28 |Restraints per 1,000 occupied bed days 755 | 11.26 | 11.44 | 11.74 | 11.13 | 10.15 | 1569 | 10.06 | 8.00 | 7.02 6.25 577 | 2000 o~
el
3 0.00
= Feb-22 Jun-22 Oct-22
kS
= 26
]
=
g 29 |Number of prone restraints 5 10 10 9 10 9 12 7 10 4 3 6 13 N
[9]
S 0
T/)/ Feb-22 Jun-22 Oct-22
£
c 10.00
g
o 30 |Prone restraints per 1,000 occupied bed days 1.51 282 | 286 | 246 | 278 | 247 | 330 | 207 | 276 | 112 0.82 157 | >0 o~
0.00 -
Feb-22 Jun-22 Oct-22
= 180 -
g /_/\/\/\_\
g 31 |Total number of medication incidents 124 134 135 146 122 116 142 126 177 154 156 140 90 1
S 0
b Feb-22 Jun-22 Oct-22
c
o 120 -
© i 32 |Medication incidents - drug errors 93 87 98 95 92 82 104 94 112 109 112 103 60 1
87
c o 0
L C Feb-22 Jun-22 Oct-22
=/
o
£ 30
c
K]
g 33 |Medication incidents - incorrect storage 13 18 24 27 7 16 12 18 28 23 28 18 B /\/\/\/\
£
g O Feb-22 Jun-22 Oct-22
o 110
£
(2]
g E 34 |Ligatures: Total number of incidents 48 23 43 65 53 88 60 60 106 90 24 27 55
(]
3z 0
@© ,—C_. Feb-22 Jun-22 Oct-22
2w
= ¢
o g
i . - 3
g g 35 |Number of ligature point incidents 1 4 1 3 2 5 4 4 3 2 2 2 M
o
o 0
': Feb-22 Jun-22 Oct-22
= 40
53
-§ < 36 Vio!ence and Aggrgssio_n: Number of incidents 9 15 9 11 16 20 35 15 15 5 12 13 20
Fs patient on patient (inpatients only)
= C
g [} " 0
5 E 8 Feb-22 Jun-22 Oct-22




SOMERSET NHS FOUNDATION TRUST

QUALITY MEASURES - 2022/23

Area Ref |Measure Feb-22 | Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 [ Sep-22 | Oct-22 | Nov-22 | Dec-22 | Jan-23
g2 Viol d Aggression: Incidents resulting i
= .
£S g7 |Violence and Aggression: Incidents resulting in 1 4 4 3 6 4 9 3 5 1 3 6 10
S E harm - patient on patient (inpatient only) /W/
S5 0
o Feb-22 Jun-22 Oct-22
= 120
§ ¢ Viol dA ion: Number of incid m
2= 3g |Violence and Aggression: Number of incidents 65 65 62 110 | 112 87 114 78 67 64 49 88 80
28 patient on staff
[ 5 %) 0
<D£ E g Feb-22 Jun-22 Oct-22
255 60
2]
g2 Viol d Aggression: Incidents resulting i
= .
£S 39 |Violence and Aggression: Incidents resulting in 34 25 21 47 54 32 37 33 30 21 17 42 30
S E harm - patient on staff
S 0
() Feb-22 Jun-22 Oct-22
3 10 -
@ FT Ungxpect'ed Deaths: Total' number of incidents to Review of reporting being undertaken. Will recommence from 5 -
o 40 |be investigated - community and mental health 3 1 1 1 7
X9 h February 2023
SIS services o
-] Feb-22 Jun-22
26 -
£
©
2 41 |Number of Type 1 -Traditional Seclusion 11 10 20 21 15 12 16 12 11 5 10 24 13 1 \w
5 0
5 a Feb-22 Jun-22 Oct-22
kel
E s
c = 8
R
%]
g 42 |Number of Type 2 -Short term Segregation 1 6 1 1 1 3 2 2 2 0 0 0 4 /\
J)
n
0 Feb-22 Jun-22 Oct-22




SOMERSET NHS FOUNDATION TRUST

CORPORATE SCORECARD 2022/23

Links to
No. |Description corporate | Feb-22 Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22 | Nov-22 | Dec-22 Jan-23 Thresholds
objectives
1 Accident and Emergency 46,9 | 56.9% | 49.4% | 52.7% | 50.5% | 47.3% | 47.9% | 45.8% | 48.4% | 43.4% | 54.0% | 39.6% | 54.2%
department (ED)
. . >=95%= Green
o |Accident and Emergency / Minor Minor Injury Units 46,9 | 989% | 981% | 98.0% | 97.9% | 97.4% | 97.1% | 96.9% | 96.8% | 97.0% | 97.6% | 93.9% | 96.3% | >=85%-<95% =Amber
Injury Unit 4-hour performance <85% =Red
3 Trust-wide 4,6,9 79.7% 76.8% 78.6% 77.4% 76.4% 75.9% 75.6% 75.8% 73.1% 77.9% 70.5% 77.8%
4 |Accident and Emergency / Minor Accident and Emergency 46,9 | 45% 79% | 7.0% | 37% | 41% | 47% | 88% | 42% | 84% | 29% | 102% | 7.1%
- o . department (ED) <=2%= Green
Injury Units: percentage of patients T
. . >2% - <=5% =Amber
spending more than 12-hours in the >5% =Red
5 |department Minor Injury Units 4,6,9 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
. . >=95%= Green
6 |Ambulance handovers waiting less than 30 minutes - Emergency 4,6,9 | 90.4% | T71.9% | 77.4% | 82.9% | 76.6% | 78.9% | 65.7% | 73.4% | 56.5% | 79.0% | 52.1% | 71.0% | >=85% - <95% =Amber
Department only (MPH) <85% =Red
. . Data >=93%= Green
7 |Cancer - maximum 2-week wait from GP referral (suspected cancer) 3,4,9 65.3% 63.3% 62.5% | 68.2% | 55.0% | 63.5% | 57.1% | 51.1% | 56.6% | 51.9% 51.0% I <93% =Red
. ) Data >=75%= Green
8 |Cancer - 28 days Faster Diagnosis All Cancers 3,4,9 81.0% 75.0% 73.2% 68.3% 56.8% 62.4% 60.6% 47.7% 51.7% 63.0% 63.7% . _
awaited <75% =Red
. . . . . Data >=96%= Green
9 |Cancer - maximum 31 day wait from diagnosis to first treatment 3,4,9 98.4% 96.5% 98.1% | 96.3% | 93.3% | 97.3% | 96.7% | 95.8% | 95.6% | 92.3% 93.1% I <96% =Red
. . Data >=85%= Green
10 [Cancer - maximum 62 day wait from urgent GP referral 3,4,9 73.1% 73.3% 70.6% 60.9% 56.8% 62.6% 70.1% 45.7% 57.3% 49.6% 55.6% . _
awaited <85% =Red
Cancer: 62-day wait from referral to treatment for urgent GP referrals Data 0= Green
- number of patients treated on or after day 104 34,9 e e & L i 12 ee e i1 =Y =Y awaited >0 = Red
. . L >=95%= Green
1p |CAMHS Eating Disorders - Urgent referrals to be seen within 1week | 5 ) g | g1 g0 | g30% | 86.2% | 85.2% | 83.3% | 82.6% | 80.0% | 80.0% | 80.0% | 85.0% | 84.2% | 88.9% | >=85%-<95% ~Amber
(rolling 12 months) <85% =Red
CAMHS Eating Disorders - Routine referrals to be seen within 4 >=95%= Green
13 |weeks 3,4,9 75.2% 75.2% 75.0% 74.0% 79.0% 80.4% 84.7% 85.4% 90.2% 91.5% 91.1% 91.3% >=85% - <95% =Amber
(rolling 12 months) <85% =Red
>=90%= Green
14 All mental health services 4,6,9 92.1% 93.4% 89.5% 93.4% 91.9% 93.2% 93.8% 90.4% 90.8% 91.9% 89.0% 91.3% >=80% - <90% =Amber
<80% =Red
X >=90%= Green
15 |Mental health referrals offered first 1\ ot health services 46,9 | 91.7% | 90.3% | 86.4% | 90.2% | 87.9% | 94.7% | 93.6% | 87.4% | 89.2% | 90.0% | 86.3% | 90.2% | >=80% - <90% =Amber
appointments within 6 weeks <80% =Red
>=90%= Green
16 Older Persons mental health 46,9 | 904% | 96.0% | 90.1% | 95.1% | 93.1% | 92.0% | 93.0% | 90.2% | 90.0% | 90.8% | 89.8% | 91.1% | >=80% - <90% =Amber

services

<80% =Red




SOMERSET NHS FOUNDATION TRUST

CORPORATE SCORECARD 2022/23

Links to
No. |Description corporate | Feb-22 Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22 | Nov-22 | Dec-22 Jan-23 Thresholds
objectives
>=90%= Green
17 Learning disabilities service 4,6,9 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 80.0% | 100.0% | 100.0% | 100.0% | 88.9% 92.3% >=80% - <90% =Amber
Mental health referrals offered first <80% =Red
appointments within 6 weeks . ) >=90%= Green
18 Children and young people's 46,9 | 96.9% | 96.8% | 98.3% | 98.6% | 98.9% | 91.9% | 100.0% | 100.0% | 97.3% | 100.0% | 95.9% | 95.1% | >=80% - <90% =Amber
mental health services <80% =Red
>=99%= Green
19 |Diagnostic 6-week wait - acute services 4,9 72.5% 71.7% 69.5% | 73.0% | 74.4% | 77.2% | 78.1% | 77.0% | 82.4% | 84.3% 78.8% 82.9% >=98% - <99% =Amber
<98% =Red
RTT incomplete pathway performance: percentage of people waiting >=92%-= Green
20 under 18 weeks 4,6,9 59.3% 59.0% 59.1% | 61.8% | 61.5% | 61.5% | 62.2% | 60.5% | 59.6% | 58.6% 56.4% 58.2% <920 =Red
At or below trajectory =
21 (52 week RTT breaches 4,6,9 1,736 1,741 1,923 1,934 1,984 1,952 1,915 1,952 1,955 1,841 1,860 1,801 Green
Above trajectory = Red
From April 2022
22 |78 week RTT breaches 4,6,9 418 359 427 427 400 373 330 297 262 219 257 201 Ator be"(’svrve:?ec“’ry B
Above trajectory = Red
From April 2022
23 |104 week RTT breaches 4,6,9 145 86 80 61 33 17 16 13 7 1 3 3 Atorbelow trajectory =
Above trajectory = Red
From April 2022
. - L At or below trajectory =
24 |Referral to Treatment (RTT) incomplete pathway waiting list size 4,6,9 32,729 33,196 33,822 | 34,349 | 35,000 | 34,392 | 34,826 | 35,513 | 36,342 | 36,707 36,831 37,050 Green
Above trajectory = Red
Average length of stay of patients on Musgrove Park wards Data Monitored using Special
25 |(Excludes daycases, non acute services, ambulatory/SDEC care and 4,9 7.1 7.0 7.8 7.2 6.5 6.5 7.0 6.6 6.6 6.9 6.6 ited Cause Variation Rules.
hospital spells discharged from maternity and paediatrics wards). Ghizlis Report by exception.
< 82 patients (2017/18 outturn)
Waiting times: number of people waiting over 18 weeks from referral = Green
26 to first appointment - community services including dental 46,9 ST e e A AL Al ARz Anist & e anltz nlsd >=82 - <86 = Amber
>86 = Red
Community dental services - Child GA waiters waiting 18 weeks or 0= Green
27 4,6,9 187 213 223 216 229 331 351 330 333 346 370 356 >=0 - =<50 =Amber
more >50 =Red
Early Intervention In Psychosis: people to begin treatment with a NICE- S60%= G
28 |recommended care package within 2 weeks of referral (rolling three 4,6,9 78.6% 66.7% 63.2% | 75.0% | 76.9% | 63.6% | 69.2% | 66.7% | 75.0% | 58.8% 61.9% 60.9% ZGOOZ—ZR;e(?n
month rate)
Improving Access to Psychological Therapies (IAPT) RTT : o o o o o o 0 o o o 0 o >=75%= Green
29 percentage of people waiting under 6 weeks 4,6,9 73.6% 62.3% 57.5% | 57.0% | 55.5% | 51.9% | 57.3% | 64.1% | 63.1% | 63.6% 63.3% 61.6% <75% =Red
Improving Access to Psychological Therapies (IAPT) RTT: percentage o o o o o o o o o o o o >=95%= Green
30 of people waiting under 18 weeks 4,6,9 98.9% 97.9% 97.9% | 98.4% | 98.3% | 98.6% | 98.6% | 98.0% | 97.5% | 98.1% 98.7% 98.5% <05% =Red
31 |Improving Access to Psychological Therapies (IAPT) Recovery Rates 4,7,9 58.4% 55.7% 66.6% 63.1% 62.1% 57.6% 60.1% 64.0% 54.4% 59.8% 56.5% 61.4% >:<Eé%(;/2)::(;f§n
3 Adult mental health inpatients receiving a follow up within 72 hrs of 4.9 90.2% 88.9% 97.1% | 90.2% | 97.2% | 91.4% | 100.0% | 96.6% | 100.0% | 97.4% | 100.0% 93.9% >=80%= Green

discharge

<80% =Red




SOMERSET NHS FOUNDATION TRUST

CORPORATE SCORECARD 2022/23

Links to
No. |Description corporate | Feb-22 Mar-22 | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22 | Nov-22 | Dec-22 Jan-23 Thresholds
objectives
33 !napproprlate Out of Area Placements_ for non-specialist mental health 4,59 17 7 23 88 9 75 25 10 60 125 57 27 0= ?reen
inpatient care (monthly number of patient days) >0 = Red
. . . >=95%= Green
- +
34 |Mermediate Care - Patients aged 65+ discharged home fromacute |, o | 9179, | 934% | 915% | 92.2% | 94.8% | 932% | 92.4% | 942% | 94.1% | 92.9% | 932% | 93.2% | >=85%- <95% =Amber
hospital beds on pathway 0 or 1
>85% =Red
. . P . L . B >=90%-= Green
35 ’S\':r‘j/tircoeze"'c Sepsis: Antibiotics received within 60 minutes - acute 4,9 90.0% | 93.0% | 76.0% | 96.0% | 90.0% | 89.0% | 85.0% | 82.0% | 83.0% | 93.0% | 89.0% | 100.0% | >=80% - <90% =Amber
<80% =Red
. . >=90%= Green
36 SPeereriigtsage of emergency patients screened for sepsis - acute 4.9 90.0% 75.0% 86.0% ) | 5=49% - <90% ~Amber
Reporte que‘mer_y Reported <49% =Red
Results of audit being quarterly P
. . c s L validated. >= o= Green
37 giirc::;asgsfc;fepztilse?tscﬁzesl\grvgi;;r;tlblotlcs within one hour of red flag 4,9 62.5% 47.1% 75.0% >249% - <90% ~Amber
g p: <49% =Red
38 Zg;g;:;?;;f_ Z?:t:jfgtssexgzeas NEWS of 5 or more acted upon 4,9 61.1% 49.1% 57.4% Reporting processes being reviewed and updated and will recommence from February 2023 TBC
District nursing - cumulative increase / (reduction) in external referrals
39 |from 1 April 2021 to 31 March 2022 compared to same months of 9 -0.2% 0.3% -8.5% -9.1% -6.4% -6.0% -3.4% -1.9% -2.3% 0.3% 1.3% TBC
2019/20
. L . >=90%= Green
40 \fv?d'gemage of complaints responded to within 40 working days - Trust 9 33.3% | 50.0% | 50.0% | 50.0% | 53.1% | 50.0% | 48.0% | 45.5% | 57.7% | 55.0% | 46.7% | 39.4% | >=75%- <90% =Amber
>75% =Red
All courses >=90%= Green
41 |Mandatory training: percentage completed 1,8,9 91.8% 92.1% 92.0% 92.4% 92.5% 92.4% 92.8% 92.9% 92.3% 92.1% 91.9% 91.1% Overall rate <80% =Red
Any other position = Amber
. . <=5%= Green
42 \e/al(;s’r;fgnlssv(elfrE??r:ce:stta gﬁddg];ec;ezf:db:stgiﬁghcnﬂ:ta (C'It'?l.cjisftl—j\ll:nt(!ir:)e 8,9 5.8% 5.5% 8.9% 8.1% 7.1% 7.0% 6.4% 6.9% 6.2% 6.7% 6.6% 6.3% >5% to <=7.5% =Amber
a p g >7.5% =Red
. . <=4.6%= Green
. , .3% 9% A% .8% 9% .0% .0% .0% 9% 9% 9% .8% >4.6% to <=5.1% =Amber
43 f}'f&gfjvsl daet;sence levels - rolling 12 month average 8,9 5.3% 5.5% 57% | 58% | 59% | 6.0% | 6.0% | 6.0% | 59% | 59% | 5.9% 5.8% b
>5.1% =Red
. <=4.6%= Green
44 (S.;fl'jgfjvsl daet;sence levels - monthly average 8,9 6.0% 71% | 65% | 52% | 55% | 6.6% | 49% | 49% | 58% | 55% | 6.1% 5.4% | >4.6% to <=5.1% =Amber
>5.1% =Red
. - Monitored using Special
45 |RReduce the number of working days lost due to stress and anxiety 8,9 311 333 341 361 314 330 279 301 351 326 306 332 Cause Variation Rules.
(Trust-wide)
Report by exception.
=<12%-= Green
46 |Retention / turnover rates (Trust-wide) 8,9 12.4% 11.9% 11.9% 11.9% 11.2% 10.9% 11.0% 10.8% 11.0% 11.3% 11.2% 11.1% 12% to <15% =Amber
>15% =Red
) ) From May 2022
47 ﬁzﬁﬁ;.conversm'ons (12 months) - formerly ‘Performance review (12-| = ¢ o 485% | 485% | 56.2% | 56.2% | 61.0% | 56.0% | 57.2% | 57.2% | 56.8% | 58.6% | 58.0% | 58.6% | ' ab°éfete’i’e°t°ry =
Below trajectory = Red




Appendix 5a — Specialty and tumour-site level performance

Table 1 — Performance against the RTT performance standard in January 2023, including the number of patients waiting over 18 weeks, the number
of patients waiting over 52 weeks, and the average (mean) number of weeks patients have waited on the Trust’'s waiting list.

. . . Incomplete pathways
RTT specialty Over 18 week waiters | Over 52 week waiters | Incomplete pathways
performance

General Surgery 225 36 393 42.7%
Urology 989 177 2009 50.8%
Trauma & Orthopaedics 1826 428 4989 63.4%
Ear, Nose & Throat (ENT) 1345 89 3204 58.0%
Ophthalmology 2200 206 4301 48.8%
Oral Surgery 1084 117 2450 55.8%
Plastic Surgery 1 0 2 50.0%
Cardiothoracic Surgery 3 0 22 86.4%
General Medicine 0 0 3 100.0%
Gastroenterology 1033 7 2174 52.5%
Cardiology 921 19 2246 59.0%
Dermatology 47 0 255 81.6%
Thoracic Medicine 463 0 1174 60.6%
Neurology 395 7 998 60.4%
Rheumatology 196 8 575 65.9%
Geriatric Medicine 90 1 423 78.7%
Gynaecology 874 115 2498 65.0%
Other — Medical Services 887 134 2126 58.3%
Other - Paediatric Services 320 10 1053 69.6%
Other - Surgical Services 2398 442 5458 56.1%
Other — Other Services 190 5 697 72.7%
Total 15,487 1,801 37,057 58.2%




Table 2 — Performance against the 62-day GP cancer standard in December 2022.

. No of Trust

Tumour site
breaches performance

Breast 2.0 75.0%
Colorectal 4.0 20.0%
Gynaecology 5.0 28.6%
Haematology 1.5 40.0%
Head & Neck 1.0 87.5%
Lung 4.0 50.0%
Skin 0.5 83.3%
Upper Gl 2.0 50.0%
Urology 17.5 54.5%
Total 37.5 55.6%

Ten patients were treated in December on or after day 104 (the national ‘backstop’). Nine were assessed as having unavoidable delays. A breakdown
of the breaches is as follows:

o Five patient pathways had some internal delays, mainly due to capacity, but pathways were further delayed for unavoidable reasons including
additional diagnostics being required, complex treatment planning, patient thinking time and Involvement required from another provider and
clinical teams.

¢ Two patients had a complex pathway, including pts requiring additional diagnostics, transferring from a different cancer pathway and treatment
plan changing.

e Two patients transferred to us late in their pathway for treatment, because of the referring hospital’s capacity shortfall and patient complexity.

¢ One pathway (deemed to have avoidable delays) was delayed due to endoscopy, pre-operative assessment clinic and surgical capacity.



Operational context

Community Physical Health: This section of the report provides a high level view of the level of demand for the Trust’s services

during the reporting period, compared to the previous months and prior year.

Community service referrals Summary:
(physical health)
1000 o Direct referrals to our community physical health services between
12000 ___= . 1 April 2022 and 31 January 2023 were 3.5% higher than in the
r/-&/ MN same months of 2021/22 and 5.1% higher than the same months of
10000 ~ . 2019/20.
e Attendances for the same period were 0.4% lower than the same
o000 months of 2021/22 but 2.3% higher than the levels of 2019/20.
6000 e Community service caseload levels as at 31 January 2023 were
4.6% higher than as at 31 January 2022, and were 27.4% above
4000 31 January 2021 levels.
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Operational context

Community Physical Health: This section of the report provides a high level view of the level of demand for the Trust’s services

during the reporting period, compared to the previous months and prior year.
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Minor Injury Unit attendances
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Community Hospital - average length of stay days (excluding
stroke beds)
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Summary:

e Between 1 April 2022 and 31 January 2023, the number of Minor
Injury Unit attendances was 7.4% higher than the same months of
2021/22 and 2.7% higher the same months of 2019/20. During
January 2023, 96.3% of patients were discharged, admitted, or
transferred within four hours of attendance, against the national
standard of 95%.

e The average length of stay for non-stroke patients in our
community hospitals in January 2023 was 43.0 days, an increase
compared to December 2022. A total of ten patients with stays
longer than 100 days were discharged; the longest was 272 days
for a patient at Minehead community hospital.

e The community hospital bed occupancy rate for non-stroke
patients in January 2023 remained high, at 95.3%, up from 93.9%
in December 2022.

Community Hospital - average bed occupancy (excluding stroke
beds)
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Operational context

This section of the report looks at a set of key community hospital indicators relating to stroke patients, which helps to identify

future or current risks and threats to achievement of mandated standards.

60

50

40

30

20

10

Community Hospital Stroke Beds - average length of stay days
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Summary:

e The average length of stay for stroke patients in our community
hospitals in January 2023 decreased to 38.7 days, from 51.8
days in December 2022. One South Petherton community
hospital patient discharged during January 2023 had a length of
stay longer than 100 days (111 days).

e Stroke bed occupancy in January 2023 increased compared to
December 2022.

¢ During January 2023 there were 28 discharges of stroke
patients, the same as in December 2022. The monthly average
number of stroke patients discharged from our community
hospitals in 2021/22 was 25.
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Operational context

Community Mental Health services: This section of the report provides a high level view of the level of demand for the Trust’s

services during the reporting period, compared to the previous months and prior year.

Community service referrals Summary:
(mental health)

5000 o Referrals to our community mental health services between

1 April 2022 and 31 January 2023 were 0.4% lower than in the
. . same months of 2021/22 but 36.7% higher than the same

oo | —— A months of 2019/20.

2000 A N\ e Attendances for the same period were 0.7% higher than the
\’\/ > corresponding months of 2021/22 but 42.2% higher than in
2019/20.

3000 e Community mental health service caseloads as at 31 January
2000 2023 increased by 7.8% when compared to 31 January 2022
and were 17.4% higher than as at 31 January 2021. It should
be noted that investment in mental health services since 2019
0 has facilitated the expansion of some community mental health
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Assurance and Leading Indicators

This section of the report looks at a set of leading metal health ward indicators, which helps to identify future or current risks and

threats to achievement of mandated standards.

Mental Health wards - average length of stay Summary:

o The average length of stay in our mental health wards in January
2023 was 74.3 days, a decrease compared to December 2022.
A 14 patients discharged in January 2023 had lengths of stay of

600 / N/ » 100 days or more. Increases in delayed transfers of care and the
500 7 /\C\\-\ / //\>: = responsiveness / availability of step-down options have resulted
400 ‘ﬁ‘é/ ~ S in longer lengths of stay in our mental health wards.

200 e The mental health bed occupancy rate in January 2023, based

on excluding and including leave increased compared to
December 2022.
o Atotal of 52 patients were discharged in January 2023, up from

00 Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 35 |n December 2022
—6-2019/20 -#-2021/22 2022/23
Mental Health wards - average bed occupancy Mental Health wards - number of discharges during month
110.0% 120
105.0%
A= — D — — A

- N 100

100.0% —A e . —a =
95.0% ~ - - —,{awt -A:,—‘.“~ P i
0% - —- = e = \
™ - 80
E ¢ A ——
90.0% = S W /
B —
85.0% /V 60 A

— /-"' \ —< N\
80.0% e /
75.0% r’_-/ 40 — N7
70.0%

20

65.0%
60.0% 0

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

—&— Excl leave 2019/20 —#— Excl leave 2021/22 ==A=Incl leave 2019/20
—® -Incl leave 2021/22 Excl leave 2022/23 Incl leave 2022/23 ——2019/20 -m-2021/22 2022/23




Operational context

Acute services: This section of the report provides a high level view of the level of demand for the Trust’s services during the

reporting period, compared to the previous months and prior year.

8000

Acute service - Accident and Emergency attendances

Summary:

e Between 1 April 2022 and 31 January 2023 attendances to
Accident and Emergency were 0.4% higher than the same
months of 2021/22, and 3.2% higher than the same months of
2019/20. In January 2023, 54.2% of patients were discharged,
admitted, or transferred within four hours of attendance, against
the national standard of 95%.

e GP and Dental referrals between 1 April 2022 and 31 January
2023 were 7.7% higher than the same months of 2021/22, and
5.8% higher than the same months of 2019/20.

¢ OQutpatient attendances for the same period were 9.9% higher
than the same months of 2021/22, and 2.8% higher than the
same months of 2019/20.
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Operational context

Acute services: This section of the report provides a summary of the levels of day case, elective, and non elective activity during

the reporting period, compared to the previous months and prior year.

Acute service - daycase activity Summary:
5000 e The number of day cases undertaken by our acute services
4500 between 1 April 2022 and 31 January 2023 increased by 10.5%

compared to the same months of 2021/22 and was 3.8% higher

4000 -

3500

P than the same months of 2019/20.
_/: s \;7: AN ; N < %Z e Over the same period elective admissions were 5.7% higher

— T than the same months of 2021/22, but 36.8% lower than the
2500 same months of 2019/20, which reflects the significant
2000 operational pressures experienced at Musgrove Park Hospital
1500 over recent months.
1000 ¢ Non elective admissions between 1 April 2022 and 31 January

2023 were 0.5% lower than the same months of 2021/22 and
were 11.1% lower than the same months of 2019/20.
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Somerset NHS Foundation Trust/Yeovil District Hospital NHS Foundation Trust

REPORT TO: Trust Board

REPORT TITLE: Draft Risk Management Strategy

SPONSORING EXEC: Phil Brice, Director of Corporate Services

REPORT BY: Samantha Hann, Deputy Director of Integrated Governance
PRESENTED BY: Phil Brice, Director of Corporate Services

DATE: 7 March 2023

Purpose of Paper/Action Required (Please select any which are relevant to this paper)
Sl;arsgziurance/ L1 For Approval / Decision (1 For Information

SCANIE [y« Ml This draft strategy outlines the Trust’s strategic approach to
REEE IR @=Ll Ve B identifying and managing both opportunities and threats

to Committee/Board within its healthcare environment, and through adoption will
help to create an environment which meets the needs of the
Trust’s users, colleagues and other key stakeholders for the
next three years.

The strategy has been developed to comply with legal and
statutory requirements; assist in compliance with national
standards; promote proactive risk management; and to
improve the safety and quality of patient care and colleague
experience.

The strategy takes account of the discussions at previous
Board meetings about the risk appetite and risk tolerance
statements and risk appetite and tolerance levels for each of
the strategic objectives.

Recommendation The Board is asked to approve the strategy.

Links to Joint Strategic Objectives
(Please select any which are impacted on / relevant to this paper)

1 Obj 1 Improve health and wellbeing of population

0 Obj 2 Provide the best care and support to children and adults
O Obj 3 Strengthen care and support in local communities

0 Obj 4 Reduce inequalities

[0 Obj 5 Respond well to complex needs

Obj 6 Support our colleagues to deliver the best care and support through a compassionate,
inclusive and learning culture
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O Obj 7 Live within our means and use our resources wisely
0 Obj 8 Develop a high performing organisation delivering the vision of the Trust

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

Financial Legislation Workforce Estates ICT git;i?; Safety /

Details:
Equality
The Trust wants its services to be as accessible as possible, to as many people as
possible. Please indicate whether the report has an impact on the protected
characteristics

This report has not been assessed against the Trust’s Equality Impact Assessment
Tool and there are no proposals or matters which affect any persons with protected
characteristics

(1 This report has been assessed against the Trust’s Equality Impact Assessment Tool

and there are proposals or matters which affect any persons with protected characteristics
and the following is planning to mitigate any identified inequalities

Public/Staff Involvement History

(Please indicate if any consultation/service user/patient and public/staff involvement has
informed any of the recommendations within the report)

N/A

Previous Consideration

(Indicate if the report has been reviewed by another Board, Committee or Governance
Group before submission to the Board or is a follow up report to one previously
considered by the Board — eg. in Part B]

The risk appetite and risk tolerance statements have been discussed at previous Board
meetings.

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

Safe [1 Effective [J Caring [J Responsive Well Led
Is this paper clear for release under the Freedom of Information Yes | [ No
Act 20007
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INTRODUCTION & PURPOSE

In a rapidly changing environment Somerset NHS Foundation
Trust (the Trust) faces unprecedented challenges in providing
and delivering high quality services for now and the future
whilst adhering to its statutory obligations, creating a complex
matrix of risks that require managing.

This strategy outlines the Trust’s strategic approach to
identifying and managing both opportunities and threats within
its healthcare environment, and through adoption will help to
create an environment which meets the needs of the Trust’s
users, colleagues and other key stakeholders for the next
three years. It has been developed to comply with legal and
statutory requirements; assist in compliance with national
standards; promote proactive risk management; and to
improve the safety and quality of patient care and colleague
experience.

The Trust Board of Directors acknowledge that developing
and improving services will never be ‘risk free’. The Trust
ensures that risks are assessed and that service
improvements/developments that take place are informed not
only by risk assessments but by the pre-determined level of
risk the Trust is willing to accept in order to develop and
improve.

It is important that the Board understands the risks that face
the Trust both at a strategic level, but also operational. The
‘golden thread’ through all risk registers for oversight and
appropriate action by the Board will evidence a culture of
embedded risk management.

Risk management is the responsibility of all colleagues and
risks need to be identified and managed at the appropriate
level - ward/department; Specialty; Service Group; operational
or strategic.

Good risk management practice includes considered, well-
controlled risk-taking in pursuit of opportunities to develop,
improve and add value to the services and functions of the
Trust as well as acknowledging that risks can also present
threats to delivery of our strategic objectives. A mature risk
management organisation is risk aware and able to handle
risk. It is not risk averse.

The purpose of the Trust’'s Risk Management Framework is to
set out the overarching principles and processes that enable
the Trust to manage risk well and uphold high standards of
risk management and governance practice. It describes how
the Trust’s risk management activities dovetail with other
governance and assurance arrangements to form a coherent
system of internal control.

As part of governance arrangements, this strategy together
with the Trust’s Risk Management Policy outlines the risk
management framework, emphasising the way that the Trust
can implement its strategic objectives through an integrated
risk management approach. This strategy supports the Trust
to deliver its objectives by ensuring that:

. Risks to objectives are identified and managed in a
timely and effective manner;

. Opportunities for strategic development and service
improvement are embraced and delivered safely;



. The prevailing risk management and assurance culture
is open and constructive;

. Risk management and assurance activity, including risk
assessment and business continuity, adds value to the
life and work of the Trust.

A clear understanding of the key strategic objectives and a
commitment to corporate governance will ensure that risk
analysis and management are applied throughout the
organisation. This Strategy also endeavours to promote a
culture whereby patient safety and quality are at the heart of
all clinical practice and all colleagues are open to sharing
learning from the experiences related to the management of
risk and for our organisation to be an employer of choice.

The Assurance Committees on behalf of the Board of
Directors will ensure that safe systems and robust risk
management arrangements are in place for delivering quality
and safe care.

INTEGRATED RISK MANAGEMENT

Risk management is a central part of the Trust’s strategic and
operational management. Integrated risk management is the
process through which the organisation will identify, assess,
analyse and manage all risks (clinical and corporate) inherent
to and arising from its activities and puts in place robust and
effective controls to mitigate those risks for every level of the
organisation, aggregating the results at a corporate level to
understand the impact on the delivery of the Trust’s strategic
objectives ensuring risks are not seen in isolation. It ensures

there is a risk-aware culture that improves decision making
and performance. In practice this means:

» Integrating risk management functions within service
development and clinical and corporate governance activity
to unify frameworks and improve outcomes for patients;

* Integrating all sources of information, both reactive (e.g.
incidents) and proactive (e.g. risk assessments);

* Integrating systems of risk assessment incorporating all
risks into the process ensuring there is clarity on the use of
the risk registers; the validation process for risks; and the
link between the Service Group risk registers and the
Corporate risk register;

+ Identifying how risks interact with each other and the
impact on the organisation’s strategic objectives;

* Implementing a consistent approach to training;

+ Integrating processes and decisions about risk into future
operational and strategic plans.

This strategy describes the systems that the Trust will use to
embed risk management throughout the organisation in order
to provide assurance that risks are managed and an effective
control system is in place. The strategy is a trust-wide
document, and is applicable to all employees, as well as sub-
contracted staff at all levels of the organisation.

Our Trust aspires to develop a cohesive and integrated risk
management system that aligns strategically with the Trust’s
strategic objectives by adopting best practices in the
identification, evaluation and control of both clinical and non-
clinical risks in order to deliver met our objectives.



Good risk management is a tool that supports and empowers
the workforce to take risks in a measured, considered and
appropriate way in line with the organisation’s risk appetite
and risk tolerance levels by enabling our colleagues to
identify, assess and control risks in a way that is visible,
consistent and makes best use of resources.

The Trust Board assume responsibility for the governance of
risk by setting the direction of how risk should be approached
and addressed to encompass the following risk management
responsibilities:

) Opportunities and associated risks when developing
their strategies including the positive and negative
effects on achievement of the objectives

. Evaluate and agree the nature and extent of the risks
that the organisation should be willing to take and in
particular approve its risk appetite and risk tolerance
levels

. Understand that the services it provides, and the way it
provides these services, carries unavoidable and
inherent risks

. Understand that effective risk management is not an end
in itself, but an integral part of the trust’s quality,
governance and performance management processes

BENEFITS OF EFFECTIVE RISK MANAGEMENT

The organisational and personal benefits of effective risk
management are listed below. The Trust’s risk management
strategy; policy; procedures; and systems will be designed to
support these benefits.

Benefit Effective risk management...

Better for ... helps to ensure that the Trust delivers the

patients best services it can within the resources
available, and that public money resources are
used effectively and patient outcomes are
improved.

Successful | ... will help the Trust to deliver its vision of

organisation

“Thriving Colleagues, Integrated Care,
Healthier People” and enable the Trust to
achieve its strategic objectives and deliver its
mission “to improve the health and wellbeing of
everyone in Somerset and to deliver
outstanding integrated care by supporting our
colleagues and nurturing an inclusive culture of
kindness, respect and teamwork”.

Better ... helps the organisation and its workforce to
decision make better decisions by ensuring the threats
making and opportunities associated with different
courses of action are understood so informed
choices can be made. Decisions of the Trust
will be taken with full consideration and
awareness of the risk environment
acknowledging healthcare has a high level of
inherent risk already built within it.
Better ... helps the Trust to plan and prioritise where
planning resources (time; people; and funding) and
and energy are used. It also helps to reduce
resource volatility; provides more stability; predictability
allocation and confidence. This allows the organisation to
identify and resolve problems more efficiently
Supports ... allows an organisation to consciously think
innovation about and manage new challenges that may




and new not fit into existing ways of working or

ways of establishes processes and procedures.

working

Provides ... protects an organisation and its workforce

protection and helps to reduce avoidable incidents and
fraud. There will be a measurable reduction in
detrimental impact upon the quality of health
care services provided, thereby improving
service user safety and experience.

Empower- ... empowers the workforce in their role,

ment helping them to undertake their role more
effectively and supports decision making.

Good ... supports good governance by decisions

governance | being made in an open and transparent way

and based on sound reasoning. The process is

provides auditable providing the Board of Directors, the

assurance | Trust’'s Regulators and Internal and External
Auditors with assurance that the organisation
has an effective system of internal controls.
The Board and Sub-Committees will have full
understanding and assurance of the key
strategic and high level operational risks that
may affect the Trust’s optimum functioning.

Provides ... provides all relevant stakeholders including

confidence | the public and all professional partners with the

to key evidence that the Trust is aware of its

stake- environment; pressures; threats; and

holders opportunities; and is taking all appropriate

remedial actions in line with its legal and
ethical responsibilities, so as to ensure
continuous quality improvement.

TRUST STRATEGY

The Risk Management Strategy aims to support the Trust in
achieving its Strategic Objectives:

Improve the health and wellbeing of the population
Provide the best care and support to people
Strengthen care and support in local communities
Reduce inequalities

Respond well to complex needs

Support our colleagues to deliver the best care and
support through a compassionate, inclusive and
learning culture

7 | Live within our means and use our resources wisely
Develop a high performing organisation delivering
the vision of the trust

G WIN|F
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Only by active management of risks will the Trust be able to
meet its strategic objectives. Therefore it is intended that
every risk is linked to a strategy objective which will help
enforce an active stance to managing these risks, ensuring
that less time is spent reacting to situations and more time is
spent taking advantage of opportunities.

This Strategy aims to support the Trust’s vision by providing a
framework of risk management that underpins our
organisational values, namely; Respect, Kindness and
Teamwork.



RISK MANAGEMENT VISION STATEMENT

In September 2022, the Board of Directors developed and
approved the Trust’s Risk Management Vision statement for
2023-2026:

The Trust will develop and maintain a strong and positive risk
management culture which properly manages risks and
achieves compliance with statutory requirements through a
comprehensive system of internal controls and committees.

This will be supported by a risk management framework which
maximises the potential for flexibility, is open and transparent,
encourages innovation supporting new ways of working, and
continually seeks to improve the quality and safety of the
services provided by the Trust in delivery of its strategic
objectives.

This will be achieved by devolving Risk Management to the
individual Service Groups and corporate teams who know
best how to manage their risks.

RISK MANAGEMENT OBJECTIVES

The Trust is committed to continuously improving and
developing our risk management arrangements. This strategy
specifies the actions that the Trust will take, detailed within
Appendix 1, in the form of six specific risk management
objectives that will ensure we achieve the vision for risk
management and continue to do so over the life of this
strategy.

From April 2023 to March 2026, the Trust will aim to achieve
the following Risk Management objectives:

1. To support greater devolution of decision making and
accountability for management of risk throughout the
organisation from Trust Board to point of delivery (Ward to
Board) ensuring that risk management is an essential part
of governance and leadership and is fundamental to how
the Trust is directed, managed and controlled at all levels

2. To support the Trust Board in being able to receive and
provide assurance that the Trust has a clear line of sight of
all risks across the organisation and embedded risk
management processes

3. To ensure that risk management will be an integral part of
the organisation’s activities to support decision making
ensuring that risks to the delivery of the Trust's objectives
are identified and managed within the Trust's risk appetite
and appropriately escalated

4. To refine processes, systems and policies throughout the
Trust which are in place to support effective risk
management and ensure these are integral to activities in
the Trust

5. To support all staff to understand risk management, their
personal responsibility within their role and to act
proactively to maximise the organisation’s ability to deliver
its strategic objectives and minimise things going wrong for
patients, staff and other stakeholders



6. To ensure that risk management will be continually
improved through learning and experience

These objectives are underpinned by the principles of the
Trust’s approach to risk management that is proportionate,
aligned, comprehensive, embedded and dynamic.

How will the Trust know it has achieved the risk
management objectives?

It is imperative that the agreed approach to risk management
is continuously monitored and provides assurance that the
Trust is delivering against its aims. Measurements of
achievement against our risk management objectives include:

* Risks are systematically and pro-actively identified;

» All risks are clearly articulated;

* There is one risk management system in place;

* Risk registers are dynamic, with appropriate action plans in
place;

» All risks are assigned risk owners, Executive Leads and
assigned to Committees/Groups within the Governance
Structure;

» Colleagues understand and can describe their role in
relation to the identification and management of risk;

« There is clear linkage, visibility and oversight from Ward to
Board of risks;

+ Risk drives business planning and decision-making;

» All decisions are taken relative to the Trust’s risk appetite
and level of tolerable risk and escalated where this is
exceeded;

* There is evidence that the Board, the Board Assurance
Committees, Services Groups and Specialities embed risk
in their meetings, with risks being reviewed and the
validation processes followed;

* Assurance is received by the Audit Committee, the Board of
Directors, and the Quality Assurance Group

* There is an annual review of the Risk Management
Strategy and risk appetite & tolerance statement;

* There is an annual review of the effectiveness of the
Committees within the Governance structure reviewing
adherence against the Terms of Reference;

* There is evidence that the Board & the Board Assurance
Committees have regular oversight of Trustwide risks,
including receiving the Board Assurance Framework and
the Corporate Risk Register at least four times a year

Building Blocks to Achievement

Each of the objectives will be linked to and delivered through
the use of six key building blocks as shown in Appendix 1.
The seventh overarching building block, risk culture,
encompasses each of the other six building blocks.

The plan to support the delivery and implementation of the
Trust’s risk management objectives is detailed at Appendix 2.



Risk Culture

Set by the Board. The values and behaviours expected

by the workforce when managing risk. Risk Culture
encompasses each of the other building blocks

The Board of Directors with the support of its committees
have a key role in ensuring a robust risk management system
is effectively maintained and to develop and lead a culture
whereby risk management is embedded across the Trust
through its policy, strategy and plans, setting out its strategic
ambitions and priorities in respect of risk management when
delivering a safe high quality service.

A culture whereby risk management is “business as usual” at
all levels across the organisation will be developed. Senior
leaders in addition to the Board of Directors will lead change
by being an example for behaviour and culture; ensuring risks
are identified, assessed and managed.

The Trust is committed to having a risk management culture
that underpins and supports the business of the Trust and
intends to demonstrate an ongoing commitment to improving
the management of risk throughout the organisation.

Risks at the Trust will be managed in an open, honest and
transparent way within a culture that supports and encourages
this approach.

The Board recognises that to deliver its objectives there is a
need for robust systems and processes to support continuous
improvement, enabling staff to integrate risk management into
their daily activities wherever possible and supporting better

decision making through a good understanding of risks and
their likely impact.

This can only be achieved through an ‘open and just’ culture
where risk management is everyone’s business and where
risks are identified promptly and acted upon in a positive and
constructive way. Colleagues are, therefore, encouraged and
supported to share best practice in a way that creates a
culture of learning.

A key component of an effective and mature risk management
framework is a culture of knowledge and understanding of risk
management and leadership. This means that roles and
responsibilities need to be clearly defined so that risk
management is ‘owned’ by appropriate members of staff, and
that all staff are encouraged to be more risk-aware through
promotion of openness and support for local management of
risk where possible. It also means visible and supportive
leadership from the Board in ensuring effective systems and
processes for the management and escalation of risks.

The Trust has board level leadership for risk management and
a clear committee structure that supports the aggregation and
escalation of risk at Service Group level.

Service Group Risk Registers will be used by the Executive
team to inform discussions to ensure that risk is considered
collectively and holistically, taking into account quality of care,
finances and operational performance. The Governance
structure in place will be the mechanism by which Service
Groups and Corporate Teams are held to account for the



management of all aspects of their services, including the
management of risks.

The Board sub-committees will review the Board Assurance
Framework (BAF) and Corporate risk registers at least once a
guarter to ensure that risks are being managed effectively and
that lessons and risk information are being shared across the
organisation. These reviews will inform the Audit Committee
and Board of Directors decision in respect of the
recommendation to approve the Trust’s Annual Report which
contains the annual governance statement which provides
assurance of the level at which the Trust’s system of internal
control is managing organisational.

The BAF sets out the main strategic risks to the organisation’s
objectives and the associated controls and mitigation actions.
It presents an assessment of the strength of internal controls
in place to reduce the likelihood and impact of key risks
materialising, and it identifies the main sources of internal and
external assurance regarding the effectiveness of those
internal controls. Risks recorded on the Corporate Risk
Register may also appear on the BAF if they have the
potential to compromise delivery of strategic objectives. Not
every high scoring risk on the Corporate Risk Register will
appear on the BAF, and not all BAF entries will appear on the
Corporate Risk Register, which is a tool for the management
of operational risk.

The Board will use the BAF and the Corporate Risk Register
to guide its agenda setting, further information and assurance
requests and to inform key decision making, particularly about
the allocation of financial and other resources. Through the

Board sub-committees, the Board will receive assurance that
the BAF and Corporate Risk Register has been used to:

o inform the planning of audit activity (Audit Committee)

o inform financial decision making and budget setting
(Finance Committee)

o inform quality and governance decisions (Quality and
Governance Assurance Committee)

o inform workforce; human resources; training and
development decisions (People Committee)

As well as structure, a mature risk management culture
requires risk management to be at the heart of board level
discussion. To enhance the maturity of existing conversations
at board level, two of the aims of this strategy are to ensure
there is a clear link between assurance and risk management
which is embedded and integral in all of the organisation
activities. Using the agreed risk appetite matrix, the Board can
set out a framework within which all risks should be considered,
linking objectives, business planning and risk appetite. This will
also help to develop an approach that engenders risk
forecasting.

Partnership Working

It is often at the interface between organisations that the
highest risks exist and clarity about responsibilities and
accountabilities for those risks are most difficult to ascertain.
Only by working closely and collaboratively with a wide range
of partner organisations can these risks be identified and
properly managed.



The Trust will therefore endeavour to involve partner
organisations in all aspects of risk management as
appropriate including in the consultation of the risk
management framework documentation and supporting the
risk management arrangements development work that is
underway for the Somerset Integrated Care System.

The Trust is committed to the continuing development of
partnership working with other health and social care
organisations. When partnership agreements are being
developed risk management will be specifically addressed,
outlining clear lines of accountability and responsibility for risk
management structures and systems across organisations.
Key partners include but are not limited to providers of shared
services; Somerset & Dorset Integrated Care Boards; Local
Authorities; the Police; statutory and voluntary bodies; and
patient representative groups.

Risk Management Policy

Clearly articulates the processes and responsibilities for
the management of risks

Risk Management Objective 1
To support greater devolution of decision making and accountability
for management of risk throughout the organisation from Trust Board
to point of delivery (Ward to Board) ensuring that risk management is
an essential part of governance and leadership and is fundamental to
how the Trust is directed, managed and controlled at all levels
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This strategy aims to promote an integrated and consistent
approach across all parts of the organisation to managing risk
and provide the context of why risk management is important.
It is supported by a detailed Risk Management Policy that sets
out the Trust’'s requirements regarding risk management
practice including the processes and procedures. The Policy
includes;

+ Key Definitions — including what is meant by the terms risk,
risk management, risk assessment, and Integrated Risk
Management;

» Contextual information — strategic objectives, risk appetite

and risk tolerance, culture and leadership

Roles & Responsibilities — for key Committees/Groups

within the Governance structure, for key individuals, and for

all staff

+ Training and awareness — for all colleagues as well as key
individuals within the Trust

* The Risk Management Process — identification,
assessment (analysis and evaluation) & risk response, risk
scoring, risk mitigation, and the risk management system

» Escalation, reporting and oversight of risks;

* Monitoring of the Risk Management Process.

Risk management is about continually asking the following
guestions which the Risk Management Framework documents
endeavour to support our colleagues and stakeholders to
answer.

Context - What are the objectives we wish to achieve?
Identify - What are the risks associated with our objectives?



Analyse - What will be the impact if the risks occurred and
what will be the likelihood of the risks occurring at that
impact?

Evaluate - What is our capacity, appetite and tolerance for the
identified risks?

Treat - How should we respond to the risks?

Escalate - What is our escalation process (ward to board)?
Monitor - How do we assure ourselves we are managing our
risks effectively?

Communicate - Are we communicating our risks via the right
channels?

The structure of our Risk Management Policy, together with
the questions above, have been based on the UK Risk
Management standard ISO 31000. This model is
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internationally recognised and has been adopted by the Trust
as a risk management model which is effective at managing
risk at any level.

One of the key aims of this strategy is to ensure greater local
ownership of risks. To achieve this, we will continue to
strengthen risk registers at Ward/Department; Specialty;
Service Group; and Corporate levels, supported by clear
criteria and timeframes for escalation of risks.

The policy applies to all directly employed staff, agency staff,
contractors and volunteers engaged in work or other activities
on behalf of the Trust working in all areas of the Trust. The
policy also identifies certain designated roles with specific
responsibilities relating to risk management in the Trust
including; Trust Chairman and Non-Executive Directors; Chief
Executive Officer, as the Trust’s Chief Accounting Officer;
Executive Directors; Integrated Governance Team; Risk
Owners; and Specialist Roles.

All Trust colleagues have a clear responsibility for identifying
risks relevant to their service, team and/or working
environment. These risks may be apparent as a result of
colleagues’ observations, or they may require the triangulation
of information from a range of sources. A range of tools and
resources will be maintained to support colleagues in the
identification and escalation of risks, including:

o a portfolio of fully documented risk management,
protocols, procedures and guidance documents that will
be readily available via the Trust intranet;



. an electronically maintained set of risk registers, that
together, identify the extent of significant operational
risks faced by the Trust and that are defined by specialty
and Service Group and

o standardised risk assessment forms

The Trust uses a 5x5 risk matrix which is common across the
NHS and based on AS/NZS 4360:1999, a globally recognised
standard for risk measurement and management. Using the
5x5 matrix supports our colleagues as the tool is simple to use;
provides consistent results when used across a variety of
colleague groups; and is capable of assessing a broad range
of risks including but not limited to clinical, financial, quality,
people, and reputational.

In April 2022, the Trust Board of Directors agreed on the
following matrix to be used across the Trust: Figure 1

Risk Scoring Matrix

Likelihood

Consequence Rare Unlikely | Possible Likely Certain

1 2 3 4 5
Insignificant - 1 1 2 3 4 5
Minor -2 2 4 6 8 10
Moderate - 3 S 6 =l 12
Major - 4 4 8 12
Catastrophic - 5 9 10

KEY: Low Medium High

Risk Risk . Risk
1-6 = Low Risk Needs to be resolved or accepted at Departmental level*
8-12 = Medium Risk Needs to be resolved or accepted at Service Group level®

*If the risk is not acceptable and cannot be resolved at the appropriate level, it needs to be
escalated to the next level

Oversight & Scrutiny

Ensuring the correct Committee Structures, reporting
arrangements and frequency are in place

Risk Management Objective 2
To support the Trust Board in being able to receive and provide
assurance that the Trust has a clear line of sight of all risks across
the organisation and embedded risk management processes

Whilst this Strategy is focused on risk management at a
strategic level, it is important to recognise that failure to
manage operational risks will ultimately have an impact on
strategic risks.

Strategic Risks relate to the delivery of the organisation’s
strategic objectives and should not change significantly over
time. They have the highest potential for external impact — for
example, does the organisation meet the publics’ expectations
of access to treatment times.

Operational risks relate to the organisation’s on-going day to
day business delivery — for example, patient safety; staff
safety; security; information; and finances. Whilst they may
have some external impact, operational risks mostly affect
internal functioning and services. Significant operational risks,
which are not effectively managed, can also have an impact
on the delivery of the organisation’s strategic objectives and
therefore it is important that the Trust has in place a process
for escalation of risks based not solely on risk score (figure 1)
but also the agreed approach to risk tolerance using the gap
scoring matrix (figure 2).



Figure 2

By defining the level of risk that is to be managed at each tier
of the organisation, risks can be managed by the correct level
of seniority and each tier has oversight of the risks managed
in the tier below. Appendix 3 identifies the tiers throughout the
organisation and summarises the roles of Committees and
Groups at each level of governance within the Trust
responsible for receiving, reviewing and managing risk
registers.

Risk will be managed through risk assessments and risk
registers at all levels of the Trust, from “Ward to Board” with a
clear escalation system and line of sight by the Board for
those risks that cannot be managed at a Service Group or
operational level (Appendix 3).
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Risk Appetite & Risk Tolerance

Set by the Board. Encompasses the amount & type of risk
the Trust is willing to take to achieve its objectives

Risk Management Objective 3
To ensure that risk management will be an integral part of the
organisation’s activities to support decision making ensuring that
risks to the delivery of the Trust's objectives are identified and
managed within the Trust's risk appetite and appropriately escalated

Definition

‘The amount and type of risk that an
organisation is willing to take on in order to meet
its strategic objectives’. The level at which the
Trust Board determines whether an individual
risk, or a specific category of risks are
considered acceptable or unacceptable based
upon the circumstances / situation facing the
Trust, and the desired balance between the
potential benefits of innovation and the threats.

Risk
Appetite

Reflects the boundaries within which the
Executive management are willing to allow the
true day-to-day risk profile of the organisation to
fluctuate while they are executing strategic
objectives in accordance with the Board’s
strategy and risk appetite. It is the application of
risk appetite to specific objectives. It is the level
of risk within which the Board expects sub-
committees to operate and management to
manage,

Risk
Tolerance




In basic terms, it is how much risk you want to take (risk
appetite) vs how much risk you can live with (risk tolerance).

The UK Corporate Governance Code states that “the board is
responsible for determining the nature and extent of the
significant risks it is willing to take in achieving its strategic
decisions”. As well as meeting the requirements imposed by
corporate governance standards which makes risk appetite a
core consideration in any corporate risk management
approach, organisations are increasingly being asked to
express clearly the extent of their willingness to take risk to
meet their strategic objectives.

To this end, the Trust Board has developed a Risk Appetite
and Risk Tolerance Statement (Appendix 4) which describes
the agreed approach within the organisation which has been
based on the Good Governance Institute Board Guidance on
Risk Appetite, and summarised in figures 3 and 4 below.

Figure 3 Good Governance Institute
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Strategic Objective Risk Appetite

Improve the health and

wellbeing of the population Seek (4)
Provide the best care and

Open (3)
support to people
Strengthen care and support in Seek (4)
local communities
Reduce inequalities Seek (4)
Respond well to complex needs Seek (4)
Support our colleagues to
deliver the best care and
support through a Seek (4)

compassionate, inclusive and
learning culture

Live within our means and use
our resources wisely

Financial Management
- Open (3)
Commercial — Seek (4)

Develop a high performing
organisation delivering the
vision of the trust

Figure 4

Seek (4)

System

Risk Management System in place which will ensure it is

easy for the workforce to use with clear escalation and
reporting

Risk Management Objective 4
To refine processes, systems and policies throughout the Trust
which are in place to support effective risk management and ensure
these are integral to activities in the Trust




The Trust maintains an organisation-wide risk management
system to support a standard approach to risk management
practice. At present due to the integration of Somerset NHS
Foundation Trust and Yeovil District Hospital NHS Foundation
Trust which took place on 1 April 2023, there are currently two
systems in use across the Trust — RADAR and Ulysses.
During 2023/24, a decision will be made as to which system
the organisation will be taking forward and be in sole use by
April 2024. This is reflected in the delivery of the objectives in
Appendix 2.

RADAR and Ulysses are used by the Trust to create risk
registers which support day-to-day risk management and
facilitate the monitoring and reporting of risk information,
including changes to risks, controls and the delivery of
mitigating actions. RADAR and Ulysses host the Corporate
Risk Register as well as risk registers produced for other tiers
of activity such as Service Groups and specialties.

The Trust’s Risk Management Policy requires all identified
risks to be recorded and managed via the risk management
systems. No identified risks should be recorded or managed
in local systems or spreadsheets external to RADAR or
Ulysses. This applies to all categories of risk, with the
exception at this stage for programme and project risks
(please refer to Appendix 2 in relation to programme and
project risks). This requirement supports consistent practice in
recording and managing risks relating to all activities and at all
levels of the Trust. It also gives the organisation a fully
informed view of its current and projected risk exposures and
of the controls and actions in place to mitigate these.
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Risk Management Objective 5
To support all staff to understand risk management, their personal
responsibility within their role and to act proactively to maximise the
organisation’s ability to deliver its strategic objectives and minimise
things going wrong for patients, staff and other stakeholders

In order to develop a culture for risk management and to
ensure successful implementation of this strategy, there
needs to be a targeted training programme for colleagues to
supplement existing training provision.

We recognise we will need to develop a more structured risk
management training programme to increase colleague
knowledge and understanding of risk management. That
training will help to embed a consistent language of risk
management, including concepts such as risk appetite,
tolerance, controls, mitigations, assurances and target risk.
This will enhance the quality of conversation and consistency
of approach. We will therefore review the existing training
programme and training materials during year 1 of this
strategy to ensure appropriate knowledge and skills in risk
management at different levels of the organisation.

The Trust will ensure that its risk management training is
appropriate to fulfil the personal development needs of all
colleagues. This is equally applicable whether the training is
being provided to frontline colleagues within operational



teams who need to understand how to identify, report and
escalate operational risks within their services, or whether the
training is more specialist and therefore targeted at meeting
the needs of those Trust colleagues with specific role-based
responsibility for risk management, such as Information
Governance and Medicines Management.

Specialist risk management training will be delivered across
the organisation in a range of settings and using a variety of
formats. In order to augment the Trust’s risk management
training programmes and to provide additional and
supplemental advice and support to colleagues related to risk,
detailed guidance materials and resources will be developed
and then maintained on the Trust intranet which will enable
colleagues to access the information and support that they
need, where and when is most