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PART ONE: STATEMENT ON QUALITY FROM THE CHIEF 

EXECUTIVE 
 
Welcome to the Quality Account for Somerset NHS Foundation Trust for 2025/26.  
 
The quality of the services we provide is a central component of our 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. 
 
Quality includes patient safety, clinical effectiveness and patient experience. Our 
Quality Account provides an overview of the quality of the services we deliver by 
looking at patient safety, the effectiveness of the treatments and care patients receive, 
and feedback from our patients. The experience of our colleagues who plan, develop, 
deliver and evaluate our services is also key to their quality, and therefore we look in 
detail at all of these areas, and triangulate data, to understand the quality and 
performance of our services and identify where we need to act.   
 
Following feedback from recent Care Quality Commission inspections, our Trust Board 
reviewed our approach to quality assurance and improvement and our arrangements 
for delivery and oversight of patient safety, clinical effectiveness and patient 
experience. We launched a new patient experience and involvement strategy, 
revisited our governance approach, structure and framework, and established a new 
patient safety faculty. The faculty is now operational and aligns our patient safety work 
across the trust, strengthens governance and works alongside services to improve 
patient safety.  
 
We must ensure that the services we provide are safe and we have, and will continue 
to take, decisive action when failings are identified. We acted immediately on the 
CQC’s feedback on our maternity services and completed our action plan. We also 
took the unprecedented step of temporarily closing inpatient maternity services, and 
the Special Care Baby Unit (SCBU) at Yeovil District Hospital (YDH) because of 
concerns about the safety, quality and fragility of the paediatric service at the hospital.  
Our teams have done a huge amount of work to improve maternity, paediatric and 
neonatal services at YDH and provide safe, compassionate care to the women, 
babies, children and families we care for. Maternity services and the SCBU at YDH 
reopened on 21 April after we put essential safety criteria in place. This included 
improving our governance, training, quality and safety frameworks; developed cross-
site working between YDH and Musgrove Park Hospital; and recruiting additional 
clinical leaders in paediatrics, neonatology and maternity; and recruiting paediatric 
consultants, midwives and specialist midwives. We will continue to improve our 
services, listen to our service users’ feedback and experience, and act on feedback 
from our regulators and the findings of the upcoming national investigation into 
maternity and neonatal services.  
 
This report provides information about our performance against national quality 
indicators, progress against our own quality improvement priorities, participation in 
audits and national confidential enquiries, and our ongoing development of research 
across the breadth of the services we provide.  
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Our six quality improvement priorities also spanned the breadth of the services we 
provide - primary care, community services, community hospitals, mental health and 
learning disability services and acute services.  
 
One example of a quality improvement programme during 205/6 is our work to fully 
implement a model of care and way of working between our trust services and primary 
care services run by our wholly owned subsidiary Symphony Healthcare Services. 
Neighbourhood working is now an important NHS policy and provides a clear route to 
improve access for patients, reduce fragmentation and duplication of services, and 
ensure that people with the most complex needs receive coordinated, proactive 
support. We have a unique opportunity to demonstrate neighbourhood working in the 
South Somerset West Primary Care Network that consists entirely of Symphony GP 
practices and includes two trust community hospitals and a range of community 
services and work this year has delivered key achievements.   
 
We have a second quality improvement programme to develop an innovative service 
for assessment, treatment and monitoring of adults with ADHD. Somerset reflects the 
national landscape and has seen an exponential increase in referrals since 2012 with 
variability in support for patients. We have worked with partners in one primary care 
network and colleagues from the trust’s neurodiversity network, to develop and test an 
integrated care model which could be shared across all primary care networks, and to 
develop an app to help patients identify and self-manage their symptoms. The model 
was tested with positive outcomes, and we are developing a business case for 
funding.  
 
We take part and learn from a full audit programme that consists of national and 
internal audits. During 2025/26, we participated in all national clinical audits and 
national confidential enquiries for which we were eligible. We reviewed the reports of 
68 national clinical audits and made improvements resulting from 51 of those. We also 
reviewed the reports of 191 local clinical audits and 172 of those resulted in 
improvements.   
 
Research identifies new treatments, and improvements in practice, care and 
treatment. During 2025/26, our research portfolio continued to grow across our 
portfolio of services and expand to include a wide variety of colleagues. We have 
multiple academic, grant supported, studies and a number of commercial 
collaborations such as Predictive Health Intelligence which has developed a case-
finding search engine that helps clinicians quickly identify people at risk of developing 
liver disease. Our chief nurse research fellowships, launched in November 2022, goes 
from strength to strength. The annual scheme, funded by the National Institute of 
Health and Care Research, offers band 5 and 6 nurses, midwives, and allied health 
professionals protected time to gain experience of clinical research to embed into their 
daily practice.  
 
We work hard to nurture an inclusive culture of kindness, respect and teamwork that 
supports colleagues to deliver the best care and supports our patients and the people 
that matter to them. 
 
One of our quality improvement projects in 2025/26 was to implement an inclusive 
Board governance framework and strengthen the Trust Board’s skills and experience 
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in equality, diversity and inclusion. National guidance and the CQC’s Well-Led 
framework make clear that effective leadership and governance are fundamental to 
the quality and safety of care, and it expects Boards to demonstrate inclusive 
leadership, a strong organisational culture, and assurance that equality and health 
inequalities are considered as part of strategic decision-making, risk management and 
quality improvement. We made progress during 2025/26, and Board-level key 
performance indicators are being finalised to reflect our evolving and more integrated 
approach to inclusion and health inequalities, that support both how we improve 
population health and create a supportive, compassionate culture for both colleagues, 
patients and their families. 
 
The results of the most recent NHS Staff Survey show that we rank highly amongst 
our comparator group, although we have seen a decrease in our scores. Our highest 
scores are in the People Promise areas of “We are compassionate and inclusive” and 
“staff engagement”. We improved in the People Promise score for ‘we are a team’ but 
“we are always learning’, which is made up of topics including appraisals and 
development, remains as one of our most challenged areas. In the coming year we will 
focus on improving our data and digital systems to provide better insights that inform 
our decision making; improving engagement scores through focusing on bullying, 
harassment, discrimination, leadership capability, and the embedding of a just and fair 
culture; and focus on colleague health and wellbeing, including reducing burnout risk.  
 
Finally, my thanks go to every trust colleague, our patients and the people that matter 
to them, our volunteers, governors, partners and members of the public for their 
support and their challenge. Thank you for continuing to work with us and challenge 
us to continue to improve our services.  
 
Signed 

 
PETER LEWIS 
Chief Executive  
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ABOUT US 

History of Somerset NHS Foundation Trust and its statutory background  

Somerset NHS Foundation Trust was created through a series of strategic mergers 
designed to strengthen the sustainability and integration of health and care services 
across the county.  In April 2020, Somerset Partnership NHS Foundation Trust and 
Taunton and Somerset NHS Foundation Trust came together to form the legacy 
Somerset NHS Foundation Trust, making it the first trust in mainland England to bring 
together community, mental health and acute hospital services within a single 
organisation.  This was followed on 1 April 2023 by the merger of the legacy Somerset 
NHS Foundation Trust with Yeovil District Hospital NHS Foundation Trust, creating the 
current Trust. 

The decision to merge was underpinned by a shared recognition that the scale and 
complexity of the challenges facing health and care services in Somerset could not be 
effectively addressed by individual organisations working alone.  The merger brought 
together complementary skills, expertise and resources across acute, community, 
mental health and learning disability services, and strengthened collaboration with 
partners in social care, education, housing and the voluntary and community sector.  
Together, these changes were intended to support more coordinated approaches to 
tackling health inequalities and improving outcomes for local communities. 

As a result of the merger, Somerset NHS Foundation Trust now delivers all NHS 
acute, community, mental health and learning disability services provided within 
Somerset, alongside responsibility for around a fifth of local primary care services.  
The development of the merged organisation was undertaken in close partnership with 
system partners across Somerset.  This integrated model places the Trust in a strong 
position to drive and support the delivery of joined‑up mental and physical healthcare 
across whole pathways, supporting people to receive the right care, in the right setting, 
at the right time. 

Purpose and activities of the Trust 

Somerset NHS Foundation Trust delivers a broad range of health services for people 
across Somerset, as well as parts of North and West Dorset and wider regional 
services.  We work in close partnership with health and social care organisations and 
voluntary sector colleagues across Somerset to deliver high‑quality services that 
respond to the needs of our local population.  The Trust’s core services are 
commissioned by Integrated Care Boards, while a small number of specialist services 
are commissioned at a national level. 

The Trust provides acute hospital services from two main sites: Musgrove Park 
Hospital in Taunton, with approximately 700 inpatient beds, and Yeovil District 
Hospital in Yeovil, with around 330 beds.  In addition, the Trust operates 13 
community hospitals delivering inpatient, outpatient and diagnostic services.  Urgent 
and unscheduled care is supported through six Urgent Treatment Centres and one 
Minor Injuries Unit.  Primary care services are also provided through Symphony 
Healthcare Services, a wholly owned subsidiary of the Trust, which operates across 
21 locations in Somerset. 
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The Community Dental Service delivers care to more than 5,700 patients across 
Somerset and Dorset. The service also supports children with high dental needs who 
require a single course of treatment, often involving inhalation sedation or general 
anaesthetic.  

Community services provided by the Trust cover a wide range of specialties, including 
district nursing, stroke services, podiatry, physiotherapy, acute home treatment for 
frailty and respiratory care, and diabetic eye screening. These services are delivered 
across a variety of settings, including GP practices, community clinics, local facilities 
and in patients’ own homes. 

The Trust provides inpatient mental health services and specialist healthcare for adults 
with learning disabilities across ten mental health wards located on four sites. 
Community mental health services include Talking Therapies, Early Intervention in 
Psychosis, a community eating disorder service, and specialist provision for people 
with autism and personality disorder. The Trust is also an early implementer of Open 
Mental Health, the national model for transforming community mental health services. 

In addition to serving the population of Somerset, the Trust provides care for patients 
from neighbouring areas, including North Somerset, North and West Dorset, Devon, 
Bristol, Bath and North East Somerset, Wiltshire, Swindon and South Gloucestershire. 

The Trust is supported by over 15,000 substantive and bank colleagues who deliver 
and enable patient care. From clinical and therapeutic staff to researchers, scientists, 
estates and facilities teams, corporate services and front‑of‑house colleagues, every 
role plays an important part in supporting patients and their families. 

Alongside the delivery of patient services, Somerset NHS Foundation Trust plays an 
active role in educating and training the future health and care workforce, including 
nurses, doctors and therapists, and undertakes research to support the continued 
development of clinical practice and treatments. 
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Map of key Somerset healthcare sites 

 
 

Some key facts about the Trust and our services  
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PART TWO - PRIORITIES FOR IMPROVEMENT AND 

STATEMENTS OF ASSURANCE FROM THE BOARD 
 

UPDATE ON PRIORITIES FOR IMPROVEMENT 2025/26 

 
Our quality priorities for 2025/26 formed part of our Quality Strategy which we 
developed after the merger, engaging directly with our operational services, as well as 
identifying core strategic objectives and national priorities, to help us deliver 
continuous quality improvement across our services. 

 

QIP 2025/26 - Priority 1 - Develop an innovative service for 

assessment, treatment and monitoring of adults with ADHD 
 

Why was this important? 

The national independent ADHD Taskforce report: (June 2025) highlighted that the 
economic cost to individuals and government is at least £17 billion annually, much of 
which is avoidable. When appropriately supported, people with ADHD can thrive and 
fully engage in working life.  

We have identified for some time that the existing demand pressures, unmet need and 
financial impact of Right to Choose (the legal right for a person to choose which NHS 
provider does their ADHD assessment), all highlighted the need for a new model for 
adults with ADHD in Somerset.  

By developing an innovative service for adults with ADHD, we have aimed to create a 
sustainable service that aligns with: 

• Somerset’s Improving Lives Strategy 
• the Trust strategic aims – particularly our aim to contribute to the improvement of 

the health and wellbeing of the population and reduce health inequalities 
• the National ADHD Taskforce report (2025) 

 
Somerset reflects the national landscape and has seen an exponential increase in 
referrals for ADHD since 2012. Our specialist ADHD service has a waiting list of more 
than three and a half years and in addition, many patients are referred to Right to 
Choose providers, often resulting in poor quality assessments and high diagnostic 
rates. The predicted ICB overspend for Right to Choose assessments in 2025/26 is 
over £2million.  Our community mental health services (CMHS) have been providing 
follow up care for those who have accessed Right to Choose assessments and others, 
impacting on the capacity to support people needing access to mental health services. 

The landscape for patients to access support to care in Somerset is complex and 
General Practice report being overwhelmed with requests for referral.  We also 
recognise that there is variability in support for patients with ADHD, including shared 
care.  

Despite the high Right to Choose spend, Somerset has a low identified prevalence for 
adults with ADHD, ranking 33rd out of 42 ICBs, suggesting a significant unmet need. 
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However, the actual number of referrals from primary care to all providers of 
assessments is not known. 

What was achieved during the year? 

A greater understanding of demand 

By using two sample GP populations of 38,440 & 125,949 patients, referrals were 
indicated to be between 433-495/month with only 20-25% of those currently being 
referred to Somerset FT.  

Referral 
destination 

% Actual 
(range)/month 

Projected per 
year 

SFT 21-25 104 (91-124) 1,248 

Right to 
Choose 

75-79 391 (325- 391) 4,692 

Figures in bold are from the largest sample group and tally closely with SFT figures 

These figures contrast with known paid episodes of Right to Choose care of: 

2024/25 = 57/month or 687/year 

2025/26 = 89/month or 1,086/year (based on info to end of sept) 

Our data confirms Somerset FT referrals averaging at around 100/month.  

A tested model has been developed 

Somerset FT has worked with partners in one Primary Care Network (PCN) and 
colleagues from the neurodiversity network, to develop and test an integrated care 
model which could be shared across all PCN footprints. The model was tested by 
experienced clinicians using leaner assessments and recording information on EMIS 
(the electronic health record used in all GP practices in Somerset).  This trial recorded 
positive clinical outcomes, colleague feedback and patient experience.  
 
Key elements of the model 
 
• The majority of care will be delivered in PCN footprints by healthcare 

professionals working closely with the PCN practices and using EMIS clinical 
services. The healthcare professionals will be Allied Health Professionals or 
experienced mental health nurses or GPs with Extended Roles.  

 
• Patients will be triaged according to the likelihood of receiving a diagnosis from 

the referral information and the PCN ‘specialist’ will carry out around 75% of 
assessments, all titrations of medications and annual reviews.   

 
• The Trust’s ADHD team will become a ‘super specialist team’ (SST) with an 

increased focus on: 

− Signposting to the correct pathway (triage) 

− Education, supervision and support to other healthcare professionals 
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• community mental health teams will only provide ADHD assessments and 
support to those people with complex mental health needs  

 
Collaboration 

The model was developed in collaboration with PCN colleagues, with users of the 
service and the ICB. Subsequently it has been shared with the GP Support Unit and 
the Local Medical Committee and with our Symphony Healthcare clinical director’s 
group.  

Recently, Somerset has linked up with the Health Innovation Network (HIN) and has 
been chosen as the nominated ‘place’ for the HIN to support with ADHD pathways. 
This will include monitoring and evaluation and will enable sharing across the cluster 
of the ICB.  

Connect Plus App 

An app has been developed with HCI Design to help patients identify and self-manage 
their symptoms. This is ready for sharing more widely and a communications strategy 
has been put together which will make this available during 2026/27. 

QIP 2025/26 – Priority 2 – Reduce the number of patients who no 

longer have a reason to reside in an acute bed to no more than 15% 

of the bed base.  
 
Why was this important?  
 
It is crucial to ensure that patients are cared for in the most appropriate care setting, 
by healthcare professionals and others with the right skills to provide this care.  When 
health and care systems are under pressure and experiencing high demand, people 
are often delayed leaving hospital.  National statistics show that a great deal of 
avoidable harm to patients, such as hospital acquired infection, injurious falls and de-
conditioning occurs when patients are cared for in the wrong setting for too long.  
 
What was achieved during the year?  
 
This priority has again proved a very significant challenge to the Trust over the last 12 
months, and in previous years. The percentage of bed days lost due to patients not 
meeting the criteria to reside remains above our target of no more than 15% of the 
acute bed base.  
 
Our position in respect of No Criteria to Reside (NCTR) patients (that is, patients who 
no longer require hospital inpatient care) improved towards the end of the calendar 
year 2025 but regrettably deteriorated again over the winter period.  As a Trust we 
therefore ended the year continuing to rank amongst the lowest in the country. 
 
Acute NCTR 

• The national average best-quartile month-end performance during 2025/26 was 
that 10.3% of Adult General & Acute and critical care beds were occupied by 
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patients who did not meet the criteria to reside. This represented a deterioration 
from 8.8% from the position in 2024/25.  

• Our average month-end performance during 2025/26 was significantly higher 
than the national average at 21.9%, albeit an improvement from 22.2% in 
2024/25. 

• Q3 (October – December) was our strongest NCTR performance, ranking 79 out 
of 118 Trust in the report published on 30 November 2025.   

• Q4 saw a deterioration in our NCTR resulting in an end-of year performance on 
31 March 2026 of 25.9% and ranked 113 of 118 Trusts nationally. 

 

 
Community Hospital NCTR 
 

• In our community hospitals, numbers of patients not meeting the criteria to reside 
during 2025/26 averaged around 54, of whom 50 had had a length of stay of 21 
days or more. This is the same average volume to that of the previous year. 

• The average percentage of community beds occupied by people that no longer 
meet the criteria to reside in 2025/26 was 34%, up from 29% in the previous year 
owing to the temporary reduction in volume of community hospital beds.  
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A Somerset system-led programme of work was undertaken to improve patient flow 
during 2025/26.  The programme of work was built of the notion that if patients are 
supported ‘in the right bed’ then NCTR delays will reduce.  Working in partnership with 
Somerset Council to increase the supply of pathway 1 care was a key success 
criterion, as was reducing the volume of in-hospital delays.  (Pathway 1 is a discharge 
process where a patient is safely moved from hospital to recover at their own home or 
usual place of residence with a short-term support package and additional 
assessment). These components of the programme have seen variable levels of 
improvement throughout the year but neither have delivered long-term and sustained 
improvement.  Work to address pathway 1 supply and in-hospital process continues 
into 2026/27, alongside several other initiatives: 

• Our longer term sustainable ‘Every Minute Matters’ (EMM) approach which will 
focus on refreshed in-hospital discharge processes, revised professional 
standards and embedding positive culture change.  

• In addition, we have launched an Urgent and Emergency Care transformation 
project which will see focus on admission avoidance, the first 72 hours of care 
and Every Minute Matters. 

• The Trust has commissioned the GIRFT/ECIST* team to support a renewed 
process reviewing our no criteria to reside patients to expedite discharge. There 
are some themes emerging through the reviews which we plan to collate and 
address through the EMM steering group. 

• As a solution to support urgent and emergency care access, improve capacity 
and maintain safety in Yeovil District Hospital, we have used additional ward 
capacity over the winter period.  

• In November we opened an Urgent Treatment Centre on the Yeovil District 
Hospital.  We will evaluate the impact on patient flow and report on this over 
time.  In addition, we are working to strengthen the capacity and effectiveness of 
our Hospital at Home team. 

*Getting It Right First Time/Emergency Care Intensive Support Team 
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QIP 2025/26 - Priority 3 – Fully implement the model of care between 
Somerset FT and Symphony in South Somerset West; test the 
outcomes and spread to other services in the county 
 

Why was this important?   

 
The opportunities to deliver joined up, local and personalised care for people in a 
localised population, are perhaps unique to us as an integrated healthcare 
organisation, providing acute, community, mental health and a significant proportion of 
primary care services (through our wholly owned subsidiary company, Symphony 
Healthcare). 
 
Neighbourhood working is now central to national NHS policy and provides a clear 
route to improve access, reduce fragmentation and duplication, and ensure that 
people with the most complex needs receive coordinated, proactive support. South 
Somerset West (SSW) provides an ideal opportunity to demonstrate exemplar 
neighbourhood working, underpinned by the fact that the primary care network (PCN) 
consists entirely of Symphony Healthcare practices and includes two Somerset FT 
community hospitals and a range of community services. 
 
By creating a shared operating model across Symphony and Somerset FT, our 
ambition is to make it easier for patients to access the right support, improve continuity 
and experience, reduce avoidable demand on urgent and acute services, and begin to 
shift the focus from reactive care to prevention and population health improvement. 
 

What was achieved during the year?  
 

Over the last year, the programme has moved from establishing foundations to testing 
and strengthening integrated ways of working across Symphony and Somerset FT, 
with early evidence of impact in key areas. SSW has continued to develop as a proof-
of-concept neighbourhood. 
 
Key achievements during the year include: 

• strengthened neighbourhood Multi-Disciplinary Team (MDT) infrastructure, 
including a reduction in the number of MDT meetings across practices from 16 to 
10 to reduce duplication and demands on clinician time. 

• the introduction of daily clinical MDT working in South Petherton, which 
demonstrated reduced need for GP home visits and improved coordination; 
overall GP home visit consultations reduced from 3,153 (2024) to 2,349 (2025), a 
reduction of 804. 

• the recruitment of an MDT/Integrated Neighbourhood Team Coordinator to 
improve administration, attendance, agendas, action tracking and consistency of 
outcomes capture. 

• the implementation of improved MDT recording and tracking approaches 
(including an action/outcome spreadsheet) to support continuity, transparency 
and follow-up. 
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• the establishment of a centralised Contact Hub to manage incoming calls across 
the practices, with initial links to wider community input.  

• the introduction of the Acute Hub (Martock) to manage patients who do not 
require continuity of care, with plans to expand operating days. 

• preparation for the merger of the four SSW practices into Symphony South, 
enabling a single EMIS clinical record and completing further standardisation to 
support integrated neighbourhood working at scale 

• continued development of pathway improvement work, including peri-operative 
clinics (with 100% attendance at the pilot clinic and no failures to attend – 
“DNAs”), and expansion of self-referral approaches (with the lung and bowel 
cancer self-referral awareness campaign saving in the region of 70 GP 
appointments, with a further wave planned), and the implementation of a 
dedicated Women’s Health Hub. 

• progression of population segmentation and high-intensity user work, including 
multi-agency clinical MDT reviews of 31 patients identified as having 40+ GP 
attendances and 6+ Emergency Department/Urgent Treatment Centre 
attendances in the last year. 

• Progression of the “test and learn” at Crewkerne Community Hospital to increase 
access to local services and better use of the site through a temporary reduction 
of inpatient beds. This includes Symphony phasing in delivery of health checks, 
diagnostics and group consultations alongside wider neighbourhood and 
community service developments involving acute based services. 

• agreement of a programme-level metrics set (including Emergency Department 
attendances, admissions, length of stay, discharge delays and community 
activity) to support consistent monitoring and evaluation as the model matures. 

 
In line with the government’s 10 Year health plan, we will look in 2026/27 to build 
further on what we have achieved in South Somerset West and to use this as one of 
the platforms for the development of integrated neighbourhood working across 
Somerset. 
 

QIP 2025/26 - Priority 4 – Develop a pathway for children and young 
people with complex health and care needs to avoid CAMHS tier 4 
admission and minimise paediatric in-patient length of stay 
 

Why was this important?   

 
Tier 4 services for children and adolescents are highly specialised mental health 
services, usually provided through either specialist inpatient units or intensive 
community treatment for young people with the most severe, complex or high risk 
mental health disorders. 
 
While there are areas of emerging improvement, the risks associated with unmet Tier 
4 need, prolonged paediatric admission and workforce impact remain significant and 
continue to require focused operational support to the teams supporting young people 
and strategic system-level action. 
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What was achieved during the year?  
 

Over the past year, the Trust has worked closely with the South West Provider 
Collaborative (SWPC) to explore and develop alternative pathways to Tier 4 
admission. This work has focused on exploring innovative options for a small but 
highly complex cohort of children and young people, while supporting care to be 
delivered as close to home as possible. 
 
Somerset CAMHS has had consistently low rates of admission to Tier 4 psychiatric 
beds in recent years and has maintained this since the closure of Wessex House in 
Bridgwater. This reflects a strong clinical commitment to achieving the best possible 
outcomes for young people, with care delivered in community settings wherever 
possible. Evidence consistently demonstrates that maintaining connections with 
family, education, and local support networks is associated with improved outcomes 
and this principle continues to firmly underpin service delivery.  
 
Tier 3 core CAMHS teams in Somerset have continued to develop approaches and 
interventions for their most complex young people. In addition, the outreach/home 
treatment service, RAFT (responsive, acute, focused, timely) is able to provide 
intensive support, including daily contact, for young people in crisis.  
 
Similarly, strong integrated pathways between the Somerset Children’s Eating 
Disorder Service (CEDS) and paediatric teams ensure that the physical health risks 
associated with eating needs are addressed promptly, while minimising disruption to 
the young person’s life, as well as supporting early discharge when acute admission is 
unavoidable.  
 
These pathways have contributed to more efficient use of paediatric beds and 
improved continuity of care on discharge. As a result there has been encouraging 
progress in reducing paediatric length of stay, particularly for young people with eating 
disorders. This is likely associated with earlier identification of need and more 
proactive intervention at the point of emerging crisis. 
 
NHS England and ICB leads have expressed interest in the integrated 
CAMHS/Paediatric work and the outcomes being achieved as it is at a significantly 
more evolved stage than many other areas.  
 
Following the closure of Wessex Ward Somerset CAMHS has been exploring a 
number of potential, innovative models with the South West Provider Collaborative. 
 
These have included: 
 

• enhancing the RAFT model to provide a more intensive, Tier 4-equivalent 
community offer 

• extending Somerset’s Intensive Treatment House model for eating disorders to 
include increased capacity and overnight provision 

• exploring a multi-agency place of safety for under 18s, delivered in partnership 
with health, local authority, and voluntary sector partners  
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A number of proposals have been worked up but have not yet progressed to formal 
commissioning. This reflects the complexity of the cohort and the challenge of 
identifying solutions that are clinically robust, reduce system risk, align with 
commissioning priorities, and remain financially sustainable. 
 
Following recent discussions with SWPC colleagues and Trust executives, there is 
renewed collective commitment to progressing this work. A programme of joint 
workshops is now planned to further explore viable models, with a focus on developing 
safe, sustainable pathways that better meet the needs of young people. 
 
Somerset CAMHS continues to demonstrate strong performance in maintaining low 
admission rates and delivering high quality care close to home, supported by well-
developed community and crisis response services. 
 
However, a number of risks remain, including: 
 

• limited and inconsistent access to Tier 4 inpatient provision when necessary.  
• absence of a responsive emergency pathway for urgent admissions.  
• Continued reliance on paediatric settings for complex mental health 

presentations. 
• practical, emotional and financial pressure for families of the small number of 

young people admitted out of area.  
 

The planned programme of joint work represents an important next step in progressing 
the development of viable alternative pathways. This work will remain a key priority 
over the coming year to improve patient experience, clinical outcomes, and system 
resilience.  
 

QIP 2025/26 - Priority 5 – Improve transition from children to adult 
services  
 
Why was this important?   
 

Transition is the process in which young people with long-term health conditions move 
from paediatric healthcare to adult healthcare as they reach the age of 18. During their 
time in paediatric care, a paediatrician oversees all aspects of a young person's 
medical needs, often collaborating with tertiary care centres (highly specialised units 
or teaching hospitals). However, upon reaching 18, their medical support can become 
fragmented into various specialist adult services who are focused on single organ or 
single surgical field issues e.g. spinal surgery.  

Good transition reduces the risk of young people “falling through the cracks” when 
moving from children’s services to adult services— it improves continuity, safety, 
outcomes, and experience. 

What was achieved during the year?  

NHS England’s new transition guidance (April 2026) tells us, ‘unsupported transition 
can lead to poorer health and social outcomes, and can negatively affect disease 
control, social participation, and educational achievement’. The national guidance is 
aimed at making transition safe and effective, with clearer accountability and better 
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continuity of care. It aligns with the 10-year plan and has integrated neighbourhood 
care at its core. It calls for an integrated plan for holistic person led care.  

NICE NG43 and NICE Quality Standard QS140 (updated December 2023), 
emphasise transition should be ‘purposeful and planned, starting early, coordinated 
across services, and supported before and after transfer—so young people have a 
better experience and are more likely to engage with adult services. 

Somerset already has examples of high-quality transitional care, such as in Cardiac 
and Cystic Fibrosis (CF) services. However, we recognise that this is not true for all 
services. For many young people, particularly those with multiple co-occurring 
conditions, poorly coordinated transition can have a significant negative impact on 
their health, independence, and the wellbeing of those who support them. 

During 2025/26, short term funding showed the benefit of a dedicated lead role which 
provided clear oversight and coordination for transition, helping to drive service 
improvement at pace. During this period, we undertook scoping and review of care 
pathways and developed a transition website which offers a practical resource for 
young people, families and professionals. The website remains a national success 
with high levels of footfall.  However, we recognise that there is significant work still to 
do and for this reason, we have decided to keep this as an ongoing quality account 
priority for 2026/27. 

We plan a small workforce to establish Transition as ‘everyone’s business’ through a 
focused transition team, comprising a dedicated transition lead; dedicated medical 
input to support the programme and administrative support. 

Once established, this team will act as the catalyst for renewed progress, providing 
oversight and coordination, maintaining and developing pathways and the transition 
website, and driving consistent implementation across services. It will also support 
governance, communication and training so that transition becomes more reliable and 
equitable for all young people, particularly those with complex, co-occurring needs. 
This will need to include the needs of those with involvement of social care, looked 
after children and the justice system.  

 

QIP 2025/26 - Priority 6 – Implement an inclusive board governance 

framework (embedding all aspects of EDI into board decision 

making) and ensure the board has the skills and experience to 

understand and address the needs of diverse communities  
 
Why was this important?  
 
Implementing an inclusive Board governance framework and strengthening the 
Board’s skills and experience in equality, diversity and inclusion (EDI) was a key 
quality priority for Somerset FT in 2025/26. This reflects clear and consistent 
expectations set out in national NHS guidance on leadership, governance and 
oversight. The CQC Well-Led framework makes clear that effective leadership and 
governance are fundamental to the quality and safety of care. It explicitly expects 
Boards to demonstrate inclusive leadership, a strong organisational culture, and 
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assurance that equality and health inequalities are considered as part of strategic 
decision-making, risk management and quality improvement. Inclusive governance is 
therefore integral to demonstrating that the Trust is well-led, responsive and 
accountable to the communities it serves. 
 
This priority is also aligned with the NHS Oversight Framework, which places 
increased emphasis on leadership capability, culture and the systemic use of data and 
intelligence to improve outcomes and experience. The framework makes clear that 
Boards must be able to understand and respond to variation in workforce and patient 
experience, including variation linked to inequality and exclusion. Strengthening 
inclusive Board governance supports more effective oversight, challenge and 
assurance in these areas. The work also directly supports the aims of the NHS 
England EDI Improvement Plan, including its six High Impact Actions. These actions 
emphasise the importance of: 

• visible leadership accountability for EDI, 

• the routine use of high-quality data and lived experience to inform decisions, 

• embedding inclusion in core workforce and governance processes, and 

• ensuring equality considerations are integral to quality, safety and improvement 
work rather than treated as standalone activity. 
 

By embedding EDI into Board governance arrangements, Somerset FT will strengthen 
its ability to oversee delivery of these national priorities in a coherent and sustainable 
way. For 2025/26, this priority marked a deliberate shift from a well-established focus 
on workforce inclusion towards a more system-wide approach, ensuring that inclusion, 
equity and health inequalities are considered consistently across governance, strategy 
and decision-making. This approach supports the Trust’s duties under the Public 
Sector Equality Duty and provides greater assurance that the potential impact of 
Board decisions on patients, carers, colleagues and communities is understood and 
addressed. 
 
Strengthening inclusive Board governance was therefore essential to ensuring that 
equality, diversity and inclusion are embedded as core components of quality, safety 
and improvement, and that the Board is equipped to lead an organisation that delivers 
inclusive, high-quality care for a diverse population. 
 
What was achieved during the year? 
 
To strengthen the Board’s role in leading inclusion, the Trust developed an Inclusion 
Governance and Accountability Framework. The framework set out how senior leaders 
influence, steer and model inclusive practice across four core themes: 
 

• Vision - Ensuring inclusion is embedded within the Trust’s identity, values, 
priorities and objectives, and reflected consistently in how progress is planned, 
communicated and measured. 

• Leading by example - Establishing clear expectations for inclusive behaviour, 
decision-making and leadership, and demonstrating what it means to champion 
equity in practice. 
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• Accountability - Strengthening individual, collective and organisational 
accountability for embedding inclusive practice and modelling inclusive 
behaviours. 

• Assurance - Providing evidence that inclusion and equity are designed into 
systems, processes and culture, and that this delivers meaningful impact for 
colleagues and patients. 

 
The framework was presented and explored in depth at a dedicated Board 
development session. This resulted in a series of agreed actions to strengthen 
strategic leadership of inclusion and to clarify expectations around inclusive 
governance. A key outcome was the development and formal agreement of a clear, 
Somerset NHS Foundation Trust-specific definition of inclusion. The Board agreed the 
following statement: 
 
“At SFT, we believe inclusion is essential – for our patients, for our colleagues, and 
for better care. We listen to every voice, and we work to remove every barrier.” 
 
This statement now acts as a unifying reference point for strategy, decision-making 
and cultural development across the organisation.  
 
Over the past twelve months, the Board has undergone a period of significant change, 
with new members joining and roles evolving. This transition has broadened the 
diversity of experience, insight and perspective at Board level and has strengthened 
collective capability in addressing inclusion and health inequalities.  
 
Recognising the importance of shared understanding, the Board has actively invested 
time in development and alignment, using this period of change to refresh 
conversations, deepen learning and reaffirm its commitment to inclusive leadership. 
This has helped embed inclusion as a shared responsibility and supported more open, 
reflective and informed discussion at Board level. The experience has reinforced the 
value of continuous Board development, ensuring that inclusion remains a consistent 
thread despite changes in membership. This approach has strengthened the 
foundations for sustained leadership, clearer expectations and a more resilient and 
mature governance approach to inclusion going forward. 
 
Formal Board-level performance indicators for this strand of work are currently being 
finalised to reflect the Trust’s evolving and more integrated approach to inclusion and 
health inequalities. In the interim, organisational survey data has been used as a 
proxy indicator to assess cultural experience and emerging impact.  
 
Recent staff survey results (see pages 76-79) indicate that overall inclusion-related 
measures have been largely stable, providing assurance that progress has been 
maintained during a period of organisational and Board transition. While some 
variation has been observed within specific measures, including aspects of 
compassionate culture, these results have provided valuable insight to inform further 
action. The data has supported more focused and informed discussion at Board level, 
reinforcing the importance of visible leadership, consistent messaging and inclusive 
behaviours in driving cultural improvement. Learning from this analysis is now being 
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used to shape the development of clearer, outcome-focused measures that will 
strengthen assurance and enable more explicit tracking of progress in future years. 
 
This approach reflects a maturing governance framework, with greater clarity on how 
inclusion is measured, assured and linked to organisational impact. 
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QUALITY IMPROVEMENT PRIORITIES (QIP) 2026/27 
 
In considering our quality priorities for 2026/27, alongside embedding changes we 
have made in our approach to quality and safety, the Board is reviewing its 
organisational strategy and strategic priorities to identify a number of key priority 
programmes for delivery in the current year.  We also await the publication of the NHS 
national Quality Strategy during 2026 which is expected to reinforce the three pillars of 
quality – patient safety, clinical effectiveness and patient experience – upon which we 
have founded our approach to quality improvement and assurance. 
 
We recognise that 2025/26 has been a challenging year in terms of some of the 
priorities we set ourselves and we are aiming to maintain our focus on a number of 
these for 2026/27 as well as new initiatives to improve the quality of the services that 
we provide. 
 
Our priorities for the year that we consider have specific impact on quality 
improvement and which we will actively monitor through this report are therefore: 
 

QIP 2026/27 - Priority 1 – Every Minute Matters 
 
Why is this important? 
 
When patients stay in hospital longer than they need to, it can affect their health, 
independence, and wellbeing. Delays in discharge can slow recovery, increase the 
risk of harm, and put extra pressure on our beds and services. That’s why Every 
Minute Matters is about getting back to basics with ward-based care and making sure 
every minute really does matter for our patients. 
 
As identified earlier in this report in our work this year to reduce the number of patients 
who no longer have a reason to reside in an acute bed, the challenge for us as a trust 
(and for Somerset as a system) to manage the position in relation to patients who are 
in our hospital wards but do not need access to acute hospital services (so could and 
should be better cared for elsewhere) remains among the most significant we have. 
 
How this will be measured, monitored and reported 
 
Every Minute Matters brings together work already happening across our trust -
building on successful initiatives like the Weekend Discharge and Criteria Led 
Discharge programmes – together with learning from the Every Minute Matters model 
that was successfully rolled out at University Hospitals Bristol and Weston NHS 
Foundation Trust. The campaign is also closely linked to 
the #LastThousandDays concept, reminding us that time in hospital should be focused 
on recovery, not waiting. 
 
Our shared goals or this work are to: 
 
• help us to deliver measurable improvements in patient flow and experience, and 

support the trust’s clinical model and strategic objectives 
• reduce unnecessary delays and help patients get home as soon as they’re well 

enough 

https://www.last1000days.com/
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• work together across the trust to encourage a culture of continuous improvement, 
collaboration, and compassionate care. 

 
How will we achieve this? 
 
We will use simple steps such as: 
 
• proactive board rounds and daily multidisciplinary team reviews 
• timely discharge planning (aiming for more patients to go home earlier in the day) 
• weekend discharge planning and increased use of discharge lounges 
• expanding Criteria Led Discharge (CLD) 
• sharing good ideas and learning from each other 
• strong clinical leadership and robust governance. 
 
We will report regularly through our Executive Committee and Quality and Governance 
Assurance Committee on improvements to our: 
 

• discharges through the discharge lounge 

• timely and weekend discharges 

• proactive Board Rounds, including SAFER principles 
patients meeting the Criteria to Reside  

 

QIP 2026/27 - Priority 2 – Clinical Accreditation and Care Quality 
Metrics 
 
Why is this important? 
 
We are introducing a new clinical accreditation process for our services during 
2026/27.  The purposes of clinical accreditation are to: 
 

• promote equitable, compassionate and personalised care by continuously 
improving patient outcomes, enhancing patient satisfaction, and supporting staff 
wellbeing 

 

• provide a transparent and structured approach to understanding and shaping care 
delivery, grounded in shared values and mutual accountability 

 

• strengthen patient safety and experience by recognising areas of excellence and 
identifying opportunities for learning and improving 

 

• foster a collective sense of purpose that encourages open communication, 
consistency in care, and shared learning across wards and departments 

 

• encourage shared ownership and responsibility for the quality of care, empowering 
teams to lead change and celebrate progress together 

 
How this will be measured, monitored and reported? 
As part of the clinical accreditation programme, we are refreshing our care quality 
metrics.  The Care Quality Metrics programme integrates two legacy programmes -



   

23 

 

Fundamentals of Care (at the former Yeovil District Hospital) and Core Nursing 
Metrics (at Musgrove Park Hospital), which was done using Quality Improvement 
methodology.    
 
The Care Quality Metrics we will be measuring are:  
 
• Pressure Ulcers  
• Falls  
• Nutrition  
• Diabetic Foot Assessment  
• Moving and Handling  
• Bedrail Assessment  
• Urethral Catheters  
• Somerset Treatment Escalation Plan  
• Peripheral Venous Cannulae  
 
The programme aims to promote high standards of care starting in our acute 
inpatient wards, by generating data for open discussions and encouraging teams 
to celebrate good practice and identify and implement improvement and 
learning opportunities. 
 
Data will be collected monthly through a new digital system, called MEG.  Infographic 
dashboards will be generated with ward managers leading peer assessments. The 
data will be reviewed by teams to identify successes, challenges, and areas for 
improvement. 
 
Progress on the programmes will be reported regularly through the Somerset Nursing 
Assurance Group, our Executive Committee and the Quality and Governance 
Assurance Committee.  
 
During 2026/27 we will be focusing this work in our acute hospital inpatient wards and 
then in future we aim to extend the programme into our community hospitals, 
paediatrics, maternity, Emergency Departments, outpatients, theatres and mental 
health. 
 

QIP 2026/27 - Priority 3 – Developing Integrated Neighbourhood 
working 
 
Why is this important? 
 
In 2025/26, we included as one of our quality priorities, work to build on the 
development of neighbourhood working in the South Somerset West Primary Care 
Network (PCN) area where the opportunities to deliver joined up, local and 
personalised care for people in a localised population, remain unique to us as an 
integrated organisation, providing acute, community, mental health and a significant 
proportion of primary care services (through our wholly owned subsidiary company, 
Symphony Healthcare). 
 
With the publication of the government’s 10 Year Plan, this work will now form one of 
the key platforms for how we support integrated neighbourhood working across 
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Somerset, working with our colleagues in the Somerset Integrated Care Board (ICB), 
Somerset Council, the Voluntary Community Faith and Social Enterprise (VCFSE) 
sector and with our local communities. 
 
Our collective vision for this work is that: 
 
 
 
 
 
 
 
 
 
 
 
 
 
How this will be measured, monitored and reported? 
 
For every PCN there are a number of key quality performance indicators in relation to 
the local population that may be monitored as part of this programme, alongside 
patient and colleague feedback.  These include: 
 

• Avoidable admissions to hospital 

• Lengths of hospital stays 

• Reduction in adverse events resulting in serious harm 
 
In line with national and Somerset ICB priorities, we will be focusing on frailty in our 
older population as well as other locally identified initiatives such as diabetes care in 
South Somerset West.  Further performance areas and targets will be developed and 
co-produced as local initiatives develop. 

 
Progress will be reported and monitored regularly through the Joint Neighbourhoods 
Steering Group and supported by establishing stakeholder reference groups in each 
PCN area. 
  

QIP 2026/27 - Priority 4 – Improving transition from children’s to 
adult services 
 
Why is this important? 
 
As we identified last year, and as summarised earlier in this report, while we have 
made good progress across many services, to support young people through their 
transition into adult services, we recognise there is still significant work to do and this 
is why we have concluded that we need to keep this as a quality priority for 2026/27 
and beyond. 
 

“We will work together as a partnership of equals to enable people to 
live healthier, more connected lives. 

 
Our shared purpose is to improve healthy life expectancy, reduce 

inequalities, and strengthen community resilience through supporting 
and building on what already works locally and empowering 

neighbourhood teams and communities. 
 

We focus on creating the conditions for people, places, and partners to 
thrive - on enabling, not directing; on capability, not dependency.” 
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The National Confidential Enquiry into Patient Outcome and Death (NCEPOD) 
published its report, The Inbetweeners (2023), highlighted barriers to transition and 
gives a mapping document for all trusts to report through their governance teams. This 
baseline work is underway, and we are currently mapping transition across the Trust 
by identifying how each service plans and delivers transition (pathways, 
roles/responsibilities, handover processes and support offer) and where gaps or 
barriers are creating delays, inconsistency or poor experience. 
 
How this will be measured, monitored and reported? 
 
The development and testing of the pathway will be overseen by a Transition steering 
group and subject to review through the trust governance framework which will 
maintain regular oversight of progress against this priority programme and report its 
assurance analysis to the Trust Board. 
 
Tangible measures of effective transition (physical and mental health) will include: 
 
• Coverage: Percentage of eligible young people (e.g., aged 14–25, as locally 

defined) identified on a transition register within either physical health specialty 
and/or mental health service. 

• Early planning: Percentage with a documented transition plan started by an 
appropriate developmental age/timepoint, including goals for 
education/employment, independence and wellbeing. 

• Named Keyworker: Percentage with a named transition coordinator/key worker 
recorded and visible to the young person/family. Activity of the keyworker to be 
transparent and clearly documented; measuring activity will be important to ensure 
equitability of services. 

• Joint working: Percentage who have at least one joint appointment/MDT 
discussion involving children’s and adult teams (including mental health where 
relevant) before transfer. 

• Information shared on time: Percentage with a transfer summary sent to the adult 
service before the first adult appointment (diagnoses, current plan, risks/crisis 
plan, reasonable adjustments, physical health checks, and mental health 
formulation where applicable). Recognition this summary is accepted and first 
contact offered to young person.  

• Timely first adult contact: Median time from last children’s appointment (or transfer 
date) to first adult appointment; percentage seen within an agreed standard (e.g., 
within 12 weeks). 

• No gap in crisis support for physical and/or mental health needs: Percentage with 
an up-to-date crisis/safety/treatment escalation plan and clear access route for 
urgent advice spanning the transfer period (especially for CAMHS to Adult mental 
health). 

• Engagement/retention: Percentage attending first adult appointment and still 
engaged at 6 and 12 months (did-not-attend/was not brought rates; unplanned 
discharge rates). 
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• Physical health outcomes: Condition-relevant indicators tracked pre/post transfer 
(e.g., disease control markers, admissions, A&E attendances, medication 
adherence, missed monitoring such as bloods/imaging). 

• Mental health outcomes: Use of validated outcome measures where available 
(e.g., symptom scales, recovery measures), plus rates of crisis presentations, self-
harm presentations including suicide attempts or completion, and inpatient 
admissions around transfer. 

• Patient-reported experience: Young person feedback on feeling prepared, 
knowing who to contact, involvement in decisions, and confidence in adult 
services (e.g., Friends and Family Test plus a short transition survey). 

• Equity: Variation in the above measures by protected characteristics, deprivation, 
neurodiversity/learning disability, and number of co-occurring conditions, to 
identify and address inequalities. 

• Carer reported experience: Carers feedback on feeling prepared, knowing who to 
contact, involvement in decisions, and confidence in adult services (e.g., Friends 
and Family Test plus a short transition survey). 

 

QIP 2026/27 - Priority 5 – Improving our Equality and Quality Impact 
Assessments 
 
Why is this important? 
 
As a Trust, we recognise that any change is an opportunity to improve quality and 
equity for those who experience our services and for our colleagues. It is therefore 
important equity and quality are considered as part of the design of any change 
impacting patients, colleagues and communities. We want to ensure we can identify 
potential impacts (positive or negative) to quality and equity throughout a change or 
development so that any risks can be managed through mitigating actions and that 
any opportunities for reducing inequalities are maximised. 
 
We are committed as one of our overarching strategic aims to contribute to reducing 
inequalities across the populations that we serve.  Understanding the implications of 
our decision-making in improving or impacting negatively on inequalities is a 
cornerstone of this commitment. 
 
Following our successive periods of merger, we have been operating with more than 
one approach to our assessment of the quality and equity of changes which has 
meant that colleagues have been uncertain at times which approach or templates to 
use and this has meant we have recognised a reduced consistency in the quality of 
our impact assessments. 
 
We are reviewing and revising our approach, not only to ensure we continue to meet 
our legal and statutory duties but to support the co-creation of: 
 

• an improved experience for all patients, carers and families from our diverse 
population by supporting personalised care through the consideration of all the 
appropriate elements in the design, decision-making and delivery of service 
changes 
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• an improved experience and equitable outcomes for our colleagues  

• understanding with our partners in Somerset, so we will develop a shared 
recognition of the needs and the strengths of our communities through considering 
all factors that impact on our service in our communities 

 
How this will be measured, monitored and reported? 
 
We will develop a revised policy framework, a digital tool and template and support 
training for colleagues.   
 
An EQIA Panel will be established, comprising the Chief Nurse and Midwife; Chief 
Medical Officer; Chief People Officer; Director of Allied Health Professionals and other 
senior leaders.   
 
The EQIA Panel will ensure consistency and compliance across the Trust; lead and 
track continuous improvement in our approach and delivery of equity and quality 
against the metrics identified in the policy framework.  The EQIA Panel will coordinate 
and finalise equity and quality reviews and will report quarterly to the Trust’s Quality 
and Governance Assurance Committee. 
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STATEMENTS OF ASSURANCE FROM THE BOARD 
 
In the following section the Trust reports on statements relating to the quality of NHS 
services provided as stipulated in the regulations. 

The content is common to all providers so that the accounts can be compared 
between organisations.   This provides assurance that the Somerset FT Board has 
reviewed and engaged in national initiatives which link strongly to quality 
improvement. 

The Board has received monthly information on quality indicators as part of the Quality 
Report, the Finance Report and the Performance Report. In addition, the Board has 
received reports on patient experience and workforce issues. The Board is satisfied 
with the assurances it has received.  
 

Services provided by the Trust  

 
During 2025/26, Somerset FT provided and/or sub-contracted 120 relevant services, 
including the following: 

• Acute services (including emergency services; adult and paediatric care; 
community hospitals; minor injury units; elective surgical operations; psychiatric 
liaison). 

• Long-term conditions services. 

• Hospital services for people with mental health needs, and/or learning 
disabilities, and/or problems with substance misuse. 

• Rehabilitation services. 

• Cancer care and radiotherapy. 

• Maternity services. 

• Community healthcare services (including district nursing; integrated therapy 
services; health visiting; school health nurses; family planning and sexual health 
services). 

• Accident and emergency treatment. 

• Dental services. 

• Diagnostic services. 

• Community based services for people with a learning disability. 

• Community based services for people with mental health needs (including 
community mental health teams; assertive outreach; early intervention teams; 
court assessment services; crisis resolution home treatment teams). 

• Primary Care Services. 
 
The Somerset FT Board has reviewed all the data available on the quality of care in all 
120 of these relevant health services. 
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The income generated by the NHS services reviewed in 2025/26 represents 100% of 
the total income generated from the provision of relevant health services by Somerset 
FT for 2025/26.  

Progress in implementing the priority clinical standards for 7-day hospital 

services 

 
There are 10 national clinical standards for 7-day hospital services. Four of these 
(Standards 2, 5, 6 and 8) are “priority” standards. We have not formally audited 
performance against the standards since 2019, at which time we were compliant with 
Standard 5 (access to diagnostics), Standard 6 (access to interventions) and Standard 
8 (frequency of Ongoing Consultant Review).  
 
Standard 2 records how quickly patients are seen by a consultant after admission, and 
mandates that 90% of patients have to be seen by a consultant within 14 hours. In 
order to improve our performance, we have continued to try to develop more 
sustainable consultant rotas overnight, including investment in new roles and rotas, to 
make it more likely that a consultant will be able to see a patient quickly when 
admitted in the evening. Our ongoing investment in digital services means that we can 
more easily track patients and ensure that they are seen quicker by an appropriate 
senior clinician.  
 
However, we believe that truly effective seven-day services means delivering a range 
of improvements to patient experience beyond simply the speed at which they first see 
a Consultant, because for many patients, this is not the most important factor in their 
clinical care or their experience of their care.  
 
Our work has looked more broadly at patient need and those aspects of 7-day working 
which contribute to better patient satisfaction and clinical outcomes. As a provider of 
acute, community and mental health services, we have a range of patients who benefit 
from 7-day services, and our improvements extend far beyond the national standards.  
 
In Mental Health, for example, our Home Treatment First Response Team is 24/7, as 
is our Psychiatric Liaison service which delivered 94.8% response tie to referrals 
within 1 hour in March 2026. For patients in need of Mental Health assessment at 
A&E, 93.3% were seen within one hour, across all seven days. We also operate step-
up and step-down beds, and a 111-crisis line, 24/7. In Community Services, there are 
aspects of our Hospital @ Home service which operate throughout the week, giving 
patients alternatives to admission. We are also continuing to move services from acute 
hospitals into local neighbourhoods. This means extending our seven-day service offer 
into community hospitals. We have already begun this in Crewkerne and Burnham-on-
Sea Community Hospitals and will be expanding service provision in the coming year.  
 
Improvements to 7-day working are led by the Trust’s Chief Medical Officer and Chief 
Nurse and Midwife, who ensure that 7-day working is considered at Board level. As a 
trust delivering acute, community and mental health services, we have developed 
targets which ensure the monitoring of 7-day service provision beyond the acute 
hospital.  
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We continue to deliver our Trust strategy and the supporting plans underpinning it. 
These include our workforce strategy, which we hope will deliver a more stable clinical 
workforce including more doctors who will enable us to better deliver the 7 day 
working standards into the future. As an integrated provider, we now have the size, 
scope and flexibility to deliver true 7-day services, and this is forming part of the 
Trust’s Transformation and Improvement Programme for the coming year. 

 

NATIONAL QUALITY INDICATORS 
 
Many of the national indicators, where data for indicators is available, are not 
appropriately benchmarked for an integrated Trust delivering the range of services 
provided by Somerset FT.  Therefore, this section covers only the relevant national 
indicators where appropriate data is available and are only benchmarked where 
appropriate. 
 

Summary Hospital-Level Mortality Indicator (SHMI)  

Related domain: (1) Preventing people from dying prematurely 

The Summary Hospital-Level Mortality Indicator (SHMI) is a standardised mortality 
indicator. It expresses actual deaths compared to an expected value. In this case, 
‘average’ is represented by a value of 1.0.  

The Trust’s overall SHMI over the past years is represented in the table below: 

NB: 1.00 is the SHMI average, values lower than 1.00 indicated better than average. 

 
Percentage of patient deaths with palliative care coded at either diagnosis or 
specialty level for the Trust 

Reporting Period 
Somerset 

FT* 
England 

Lowest 
Trust 

Highest 
Trust 

April 2025 to March 2026 Data has not been published by NHS England 

April 2024 to March 2025 43% 45% 17% 68% 

April 2023 to March 2024 43% 43% 17% 67% 

 

Reporting Period 
Ratio 

(Banding) 
England 

Lowest 
Trust 

Highest 
Trust 

April 2025 to March 2026 Data has not been published by NHS England 

April 2024 to March 2025 
1.0055 

(as expected) 
1.0000 0.7153 1.2688 

April 2023 to March 2024 
1.0193 

(as expected) 
1.0000 0.7142 1.3193 
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Patient Reported Outcome Measures (PROMS) 

Related domain: Domain 3 - Helping people to recover from episodes of ill health or 
following injury 

PROMs measure a patient’s health status or health-related quality of life from their 
perspective. Typically, this is based on information gathered from a questionnaire that 
patients complete before and after surgery. The figures in the following tables show 
the percentages of patients reporting an improvement in their health-related quality of 
life following four standard surgical procedures, as compared to the national average.  

The Trust’s overall adjusted average health gain for each procedure group is 
represented in the table below: 

Primary hip replacement surgery (EQ-5D Index) 

*Data suppressed (not enough responses) 

Primary knee replacement surgery (EQ-5D Index) 

 

*Data suppressed (not enough responses) 

Patients readmitted to a hospital within 30 days of being discharged 

Related domain: Domain 3 - Helping people to recover from episodes of ill health or 
following injury 

Whilst some emergency readmissions following discharge from hospital are an 
unavoidable consequence of the original treatment, others could potentially be 
avoided through ensuring the delivery of optimal treatment according to each patient’s 

Reporting Period 
Adjusted 
average 

health gain 
England 

Lowest 
Trust 

Highest 
Trust 

April 2025 to March 2026 Data has not been published by NHS England 

April 2024 to March 2025 * 0.45 0.27 0.54 

April 2023 to March 2024 * 0.46 0.35 0.58 

Reporting Period 
Adjusted 
average 

health gain 
England 

Lowest 
Trust 

Highest 
Trust 

April 2025 to March 2026 Data has not been published by NHS England 

April 2024 to March 2025 * 0.32 0.23 0.50 

April 2023 to March 2024 * 0.32 0.23 0.41 
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needs, careful planning, and support for self-care. Because of the complexities in 
collating data, national and local rates are significantly in arrears. It should also be 
noted that a readmission is counted for a patient within the 30-day period, even if it is 
for an entirely different problem, e.g., a discharge following a hip replacement and 
readmission due to a stroke. 

The Trust’s readmission rate split by ages group is represented in the tables below: 

The percentage of patients readmitted to any hospital in England within 30 days 
of being discharged from hospital after an emergency admission during the 
reporting period, aged 0 to 15 

 

The percentage of patients readmitted to any hospital in England within 30 days 
of being discharged from hospital after an emergency admission during the 
reporting period, aged 16 or over 

 

Rate of Clostridioides difficile infection   

Related domains (5) Treating and caring for people in a safe environment and 
protecting them from avoidable harm. 

Clostridioides difficile infection (CDI) can cause diarrhoea and sometimes severe 
inflammation of the bowel. It can occur when the normal bacteria in the gut are 
disturbed, usually by taking antibiotics. Although not all cases are preventable, the 
rate of CDI hospital onset cases (those detected three or more days after admission) 
are an important indicator of improvement in protecting patients from avoidable harm 
and provide a useful tool for making comparisons between organisations and tracking 
improvements over time.  

Reporting Period Percentage England 
Lowest 
Trust 

Highest 
Trust 

April 2025 to March 2026 Data has not been published by NHS England 

April 2024 to March 2025 14.6 13.0 1.2 48.1 

April 2023 to March 2024 13.6 13.2 1.9 50.6 

Reporting Period Percentage England 
Lowest 
Trust 

Highest 
Trust 

April 2025 to March 2026 Data has not been published by NHS England 

April 2024 to March 2025 14.4 14.9 0.6 40.3 

April 2023 to March 2024 15.0 15.1 2.8 84.0 
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Reporting Period 

Somerset FT  
apportioned 
CDI rate per 
100,000 bed 

days* 

National 
Rate 

(England) 

Lowest 
Trust 

(Southwest) 

Highest 
Trust 

(Southwest)  

April 2025 – March 2026 19.99 24.56 
19.99 
(SFT) 

52.71 

April 2024 – March 2025 20.43 27.62 19.88 57.54 

April 2023 – March 2024 20.48 24.5 14.47 60.87 

April 2022 – March 2023 

14.57 
(legacy SFT) 

 
23.47 9.91 49.81 

9.91  
(legacy YDH) 

 

April 2021 – March 2022 

15.7 
(legacy SFT) 

 
22.78 9.32 57.45 

18.07 
(legacy YDH) 

 

Somerset FT merged with Yeovil District Hospital in April 2023, therefore data prior to that is 
presented as the two legacy Trusts.  

Somerset FT considers that this data is as described for the following reasons: 

• the case numbers of CDI this year (83) are slightly below last years (90) and 
are below the nationally assigned threshold of 91 cases.  

• when compared to a regional rate, we compare well and are ranked the lowest 
trust for the last year. 

• when compared to the national rate we have a lower rate than the national rate.  

• there has been a significant reduction on the YDH site from 34 last year to 21 
this year which may be due to the change in environmental cleaning product. It 
is too early to confirm whether this is a sustained reduction or natural variation. 

 
Somerset FT intends to take the following actions to improve this rate by:  
 

• reviewing the risk factors, for trust apportioned cases to identify themes and 
new learning, sharing this learning in the organisation and driving further 
improvements.  

• sending certain specimens from trust apportioned cases for ribotyping to 
identify links or transmission.  

• continuing to reduce the CDI risk associated with antibiotic treatment through 
robust antibiotic stewardships and further review of antimicrobial guidance, 
where appropriate 
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• undertaking analysis of the antibiotics used in trust apportioned cases and 
match these with ribotyping to identify and trends.  

• continuing to work with the Regional Infection Prevention and Control Team on 
CDI reduction strategies. 

• prompt isolation of all symptomatic patients as well as previous CDI cases, 
where there is an increased risk of recurrence. 

• continuing to give scrupulous attention to hand hygiene, decontamination, and 
cleaning practices.  
 

Patient safety incidents reported to the Learn from patient safety events (LfPSE) 
 

LfPSE is now in use across the NHS, and organisations have switched to recording 

patient safety events onto the new LfPSE service using LfPSE-compliant local 

systems, rather than the National Reporting and Learning System (NRLS), which was 

decommissioned on 30 June 2024. 

 

Total Patient Safety Events 25,957 

Total Patient Safety Events Resulting in Severe or 
Fatal Levels of Harm 

489 

 
Report Criteria:  

• The number of unique events (incidents and outcomes) reported in that between 01/04/2025 and 
31/03/2026 which involve a patient. 

• The number of unique events (incidents and outcomes) reported in that between 01/04/2025 and 
31/03/2026 which involve a patient where a patient has suffered: LfPSE Severe Physical Harm or Fatal, 
LfPSE Severe Psychological Harm 

 
Patients admitted to hospital who were risk assessed for venous 
thromboembolism 

Related domain: Domain 5 - Treating and caring for people in a safe environment and 
protecting them from avoidable harm 

The Trust’s overall percentage over the past years is represented in the table below: 

Compared against NHS acute providers only. *Latest available data. 

 

 

Reporting Period Percentage England 
Lowest 
Trust 

Highest  
Trust 

April 2025 to December 2026* 84.7% 91.3% 14.9% 99.8% 

April 2024 to March 2025 89.5% 90.2% 14.3% 99.8% 

April 2023 to March 2024 Data submission suspended 

https://www.england.nhs.uk/patient-safety/learn-from-patient-safety-events-service/lrms-suppliers/
https://www.england.nhs.uk/patient-safety/learn-from-patient-safety-events-service/lrms-suppliers/
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INFORMATION ON PARTICIPATION IN CLINICAL AUDITS AND 
NATIONAL CONFIDENTIAL ENQUIRIES   

National Clinical Audit Participation 
 

During 2025/26, there were 62 national clinical audits, and 6 national confidential 
enquiries detailed within the NHSE Quality Accounts list which covered relevant health 
services that Somerset FT provides.  
 
During that period Somerset FT participated in 62/62 (100%) national clinical audits 
and 5/5 (100%) national confidential enquiries which it was eligible to participate in. 
The national clinical audits and national confidential enquiries that Somerset FT were 
eligible to participate in during 2025/26 are as follows: 
 

National Audit Title  

BAUS: British audit of the Investigation and referral of women with recurrent urinary tract 
infection (BOOMERANG) 

BAUS: Evaluating the Management Pathway for Suspected Testicular Cancer Referrals 
(EMPAST) 

Breast and Cosmetic Implant Registry 

British Spine Registry 

Case mix programme - ICNARC 

Emergency Medicine QIPs: Adolescent Mental Health 

Emergency Medicine QIPs: Time Critical Medications 

Emergency Medicine QIPs: Care of Older People 

Emergency Medicine QIPs: Mental Health (self-harm) 

Epilepsy12 audit 

FFFAP: Fracture Liaison Service Database (FLSD) 

FFFAP: National Audit of Inpatient Falls (NAIF) 

FFFAP: National Hip Fracture Database (NHFD) 

Learning from lives and deaths of people with a learning disability and autistic people  

MBRRACE-UK 

National Adult Diabetes Audit (NDA): Core diabetes audit  

NDA: National Diabetes Foot Care audit (NDFA) 

NDA: National Diabetes Inpatient Safety Audit (NDISA) 

NDA: National Pregnancy in diabetes audit (NPID) 

NDA: National Diabetes Audit: Transition and Young Type 2 Audit 

National Audit of cardiac rehabilitation (NACR) 

National Audit of Care at the End of Life (NACEL) 

National Audit of Dementia *2025 no data collection, audit undergoing review by providers 

National Audit of Eating Disorders 

National Bariatric Surgery Registry (NBSR) 

NATCAN: National Audit of Metastatic Breast Cancer (NaoME) 

NATCAN: National Audit of Primary Breast Cancer (NAoPri) 

NATCAN: National Bowel Cancer Audit (NBOCA) 

NATCAN: National Kidney Cancer Audit (NKCA) 



   

36 

 

National Audit Title  

NATCAN: National lung cancer audit (NLCA) 

NATCAN: National Non-Hodgkin Lymphoma Audit (NNHLA) 

NATCAN: National Oesophageal-gastric cancer audit (NOGCA) 

NATCAN: National Ovarian Cancer Audit (NOCA) 

NATCAN: National Pancreatic Cancer Audit (NPaCA) 

NATCAN: National Prostate cancer audit (NPCA) 

National Cardiac Arrest Audit (NCAA) 

National Cardiac Audit Programme (NCAP): National Heart Failure Audit (NHFA) 

NACP: National Audit of Cardiac Rhythm Management (NACRM) 

NACP: Myocardial Ischaemia (MINAP) 

NAPC: National Audit of Percutaneous Coronary Interventions (NAPCI) 

National Clinical Audit of Psychosis (NCAP) 

National Comparative Audit of blood transfusion: Major Haemorrhage Audit 

National early inflammatory arthritis audit (NEIAA) 

National emergency laparotomy audit (NELA) 

National joint registry (NJR) 

National Major Trauma Registry (NMTR) 

National maternity and perinatal audit (NMPA) 

National neonatal audit programme (NNAP) 

National Obesity Audit (NOA) 

National Ophthalmology Database - AMD 

National Ophthalmology Database - Cataract 

National Paediatric diabetes audit (NPDA) 

National Respiratory Audit Programme (NRAP): COPD 

NRAP: Adult Asthma 

NRAP: Children and young people Asthma 

National Vascular registry (NVR) 

POMH-UK: Prescribing Valproate in adult mental health services 

POMH-UK: Use of Clozapine 

POMH: Medicines with anticholinergic properties in older people’s mental health services 

Sentinel stroke national audit programme (SSNAP) 

Serious Hazards of Transfusions: UK national haemovigilence scheme (SHOT) 

UK Cystic fibrosis registry 

UK Parkinson’s Audit 

UK Renal Registry National Acute Kidney Injury  

 
National Confidential Enquiries with active participation during 2025/26: 
 

Name of Confidential Enquiry Status 

Medical and Surgical Clinical Outcome Review Programme: 

NCEPOD: Rib fractures Data collecting 

NCEPOD: Pleural procedures Data collecting, closed 

NCEPOD: Acute Illness in people with a Learning Disability Data submitted, closed 
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Name of Confidential Enquiry Status 

Child Health Clinical Outcome Review Programme: 

NCEPOD: Stabilisation of the critically ill child Data submitted, closed 

NCEPOD: Emergency Surgery in children and young people Data submitted, closed 

 
National audits falling outside the scope of the Trust’s services 
 
These projects were included within the NHSE Quality Accounts list but relate to 
service types other than those the Trust provides, included for completeness: 
 

National Audit Title Notes 

Cardiovascular Disease Prevention Audit 
(CVD Prevent) 

Data extracted from all GP records 
and reported on ICB basis. 

National Cardiac Audit Programme: Adult 
Cardiac Surgery (NACSA) 

Somerset FT not a cardiothoracic 
surgical centre 

National Cardiac Audit Programme: National 
Congenital Heart Disease (NCHDA) 

Procedure not carried out at SFT 

National Cardiac Audit Programme: The UK 
Transcatheter Aortic Valve Implantation (TAVI) 
Registry 

Somerset FT is not a TAVI centre 

National Cardiac Audit Programme: Left Atrial 
Appendage Occlusion (LAAO) Registry 

Procedure not carried out at 
Somerset FT 

National Cardiac Audit Programme: Patent 
Foramen Ovale Closure (PFOC) Registry 

Procedure not carried out at 
Somerset FT 

National Cardiac Audit Programme: 
Transcatheter Mitral and Tricuspid Valve 
(TMTV) registry 

Procedure not carried out at 
Somerset FT 

Cleft Registry and Audit Network (CRANE) 
Procedure not carried out at 
Somerset FT 

Diabetes Prevention Programme (DPP) Audit 
Primary care. Pending update from 
provider organisation.  

National Child Mortality Database (NCMD) 
Not relevant to this Trust – data 
comes from Child Death Overview 
Panels 

National Respiratory Audit Programme 
(NRAP): Pulmonary Rehabilitation 

BOC Ltd delivers care through 9 
NHS commissioned community-
based health contracts (inc SFT) 
and they participate in this national 
audit which reviews the care being 
given. The NRAP COPD audit 
includes eligibility for referral to this 
service. 

National Pulmonary Hypertension Audit 
(NPHA) 

Not relevant - 8 participating centres  

Out-of-hospital Cardiac Arrest Outcomes 
(OHCAO) Registry 

Not relevant – Ambulance Services 
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National Audit Title Notes 

Paediatric intensive care audit network 
(PICAnet) 

Somerset FT does not have a 
standalone paediatric intensive care 
unit 

UK Renal Registry Chronic Kidney Disease Somerset FT is not a renal centre 

UK Interstitial Lung Disease (ILD) Registry 
Somerset FT are not commissioned 
to prescribe Antifibrotics 

 

THE TRUST’S RESPONSE TO NATIONAL AND LOCAL AUDIT 

FINDINGS  
 
Action plans are developed for all audits where significant issues are identified, and 
where the Trust intends to take actions to improve the quality of the healthcare 
provided.  
 
NATIONAL CLINICAL AUDIT  
 
The reports of 68 national clinical audits were reviewed by the provider in 2025/26: 
 

• 8 from 2022/2023 • 25 from 2024/2025 

• 30 from 2023/2024 • 5 from 2025/2026 

 
Fifty-one of these completed audits identified actions to improve the quality of 
healthcare provided and the following 15 are examples of the changes planned: 
 
National Audit of Inpatient Falls (NAIF) 
 
NAIF is an iterative ‘live’ audit reviewing the circumstances around inpatient falls that 
lead to hip fractures.  This is the fifth annual report and covers the clinical data 2023.   
Actions included: 

• changes to digital platform to include a vision assessment 

• Lying Standing Blood Pressure (LSBP) training for staff 

• carrying out local LSBP audit  

• liaising with YDH Trauma team to investigate recording of administration of 
medication within 30 minutes of a fall with injury 

• targeting completion of 4AT assessment to improve assessment of delirium 
 
National Bowel Cancer Audit (NBOCA) 
 
The NBOCA looks at all colorectal cancers diagnosed and treated nationally. The 
2024 Annual Report is the 15th report to date and includes data on patients diagnosed 
with bowel cancer between 01/04/2022 – 31/03/2023.  
Actions included: 

• liaising with IT and provider to ensure data is recorded in the correct place in the 
patient record 
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• MDT coordinators to ensure consistency in recording 

• MPH and YDH to attend each site multidisciplinary meeting (MDT) to form one 
integrated MDT 

• conducting annual departmental review and formulate a plan to align integrated 
clinical processes and pathways, governance structures and service delivery 
models 

 
Sentinel Stroke National Audit Programme (SSNAP) 2023/24 
 

The overall aim of SSNAP is to provide timely information to clinicians, 
commissioners, patients, and the public on how well stroke care is being delivered, 
across acute hospitals and community hospitals offering a stroke service 
Actions included: 

• reviewing of out of hour/overnight pathway for stroke calls 

• therapy input across all settings: increase number of group therapy sessions, 
prioritising stroke patients, to keep up with demand 

• robust consultant rota to ensure assessment of all patients in ED 

• bed flow: utilising data to demonstrate effect of small changes, work closely with 
Bed Flow team to discuss each breach (including auditing reasons for breach of 
direct admissions) 

 
Children and Young People Asthma Audit (CYPA) 
 
The CYPA audit looked at data from young people with asthma admitted to hospital 
between 01/04/2023 – 31/03/2024. 
Actions included: 

• developing an acute care bundle to improve the quality of care in the first hours of 
an emergency admission 

• driving service development cross county to provide equitable specialist paediatric 
nursing support 

• Somerset Paediatric Asthma Working Group established to standardise practice 
 
Prescribing Observatory for Mental Health (POMH-UK): Use of medicines with 
anticholinergic properties in older people’s mental health services 
 
Anticholinergic medicines are associated with an increased risk of developing 
dementia. The aim of this audit is to ascertain the levels of review and monitoring 
these medications during July/August 2023. 
Actions included: 

• teaching on anticholinergic burden to countywide GPs, GP trainees and at Post 
Graduate Medical Education (PGME) 

• meeting with ICB to review current resources on NHS Somerset website 

• review of local protocol for managing behavioural and psychological symptoms in 
dementia (BPSD) with reference to anticholinergic burden 
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• exploring the possibility of adding an alert to the prescribing system that draws 
attention to the high anticholinergic burden and prompts a review of the risk/benefit 
of these medications 

 
National non-Hodgkin Lymphoma Audit (NNHLA) 
 
The NNHLA determines whether the care received by people diagnosed with non-
Hodgkin lymphoma in England and Wales is consistent with current recommended 
practice and provides information to support healthcare providers, commissioners and 
regulators in helping improve care. The NNHLA reports a set of process and outcome 
measures that cover important aspects of the care pathway for people diagnosed 
during 2022. 

Actions included: 

• data completeness: team to audit monthly any patients with missing staging data 
and/or not discussed at multi-disciplinary meeting 

• increased focus in meetings to ensure timely appointments leading to improve 62-
day target times 

• updating/improving the referral proforma to include Follicular Lymphoma 
International Prognostic Index (FLIPI) and International Prognostic Index (IPI) 

 
National Audit of Care at the End of Life (NACEL) 
 
NACEL is a national comparative audit of the quality and outcomes of care 
experienced by the dying person and those important to them during the last 
admission leading to death in acute and community hospitals. NACEL has been 
running for 7 years, this being round 6 (2024). 
Actions included: 

• rolling out of the new End of Life (EOL) care plan, followed up by a local audit 
focusing on the completion of the plan 

• reviewing the possibility of free parking for relatives of the dying person 

• rolling out support from the Palliative Care Specialist nurses to cover weekends 
and bank holidays 

• rolling out simulation training to staff on having those difficult conversations around 
EOL 

 
National Early Inflammatory Arthritis Audit (NEIAA) 
 
The NEIAA aims to improve the quality of care for people living with rheumatic 
diseases by collecting demographic and care quality data on all eligible newly 
diagnosed patients over the age of 16 in rheumatology departments across England 
and Wales during 2024/25. 
Actions included: 

• commencement of Disease-modifying antirheumatic drugs (DMARDs) at first 
appointment 
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• disease activity score (DAS) score to be undertaken by nurse 6-8 weeks after 
DMARD initiation 

• use of Cynapsis (data platform) to improve triage and allocation to early arthritis 
slots 

• developing an Early Inflammatory Arthritis proforma 
 
National Ovarian Cancer Audit (NOCA) 
 
NOCA aims to evaluate the patterns of care and outcomes for women with ovarian 
cancer in England and Wales during 2022, and to support services to improve the 
quality of care for these women. For women treated in England, the data are collated, 
maintained and quality assured by NHS England’s National Disease Registration 
Service (NDRS).  
Actions included: 

• obtaining monthly reports from Somerset Cancer Register (SCR) with run charts to 
better understand performance, and develop a Power BI dashboard report 

• introducing monthly reporting process for data completeness 

• MDT coordinator to review data after every MDT meeting 

• developing MDT coordinator checklist to enable effective handover in the event of 
staff turnover, including effecting training programme 

 
National Neonatal Audit Programme (NNAP) 
 
NNAP is a national clinical audit of care for babies admitted to neonatal services 
during 2024. The audit reports on key measures of the processes and outcomes of 
neonatal care to improve the care provided to babies requiring specialist treatment. 
YDH is a Level 1 unit, for babies who do not need intensive or a high level of medical 
care, and for babies born after 32 weeks’ gestation, whilst MPH is a level 2 unit, for 
babies who need a higher level of medical care and for babies born after 27 weeks’ 
gestation.   
Actions included: 

YDH: 

• assessing equipment required to facilitate bedside resuscitation 

• refresher session to ensure parental consultation within 24 hours of every 
admission 

• new guideline for on-time screening for retinopathy of prematurity 

MPH: 

• formation of new MDT for prematurity with allocated time and goals for improving 
perinatal performance measures 

• carrying out local audit of antenatal steroid administration 
  
Epilepsy12 
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Epilepsy12 is a national audit with the aim of helping epilepsy services, and those who 
commission health services, to measure and improve the quality of care for children 
and young people with seizures and epilepsies. This round includes Cohort 5 data 
from children and young people who have had their first paediatric assessment 
between December 2021 and November 2022.   
Actions included: 

• pathway improvements via working group, and regular meetings with 
radiology/MRI, anaesthetics and paediatrics 

• exploring support from Adult Neurology for complex transition to adult care 

• investigating use of mental and psychological health screening questionnaires 
 
National Ophthalmology Database (NOD): National Cataract Audit 
 
NOD cataract audit seeks to drive quality improvement in visual outcomes and 
complication rates, undertaking additional analyses to report national practice 
patterns, explore issues related to surgical training, investigate risk factors for 
complications and suggest opportunities to mitigate those risks. Period: 2023/24. 
Actions include: 

• reducing the rate of sub-Tenon’s anaesthesia by moving to topical +/- intracameral 
anaesthesia 

• increasing rate of Immediate Sequential Bilateral Cataract Surgery (ISBCS) by 
offering it to all general anaesthesia patients and suitable local anaesthesia 
patients 

 
British Association of Urological Surgeons Ltd (BAUS): Nephrostomy audit for 
infected obstructed kidneys 
 
The Nephrostomy audit collected data on the management and outcomes of patients 
undergoing primary insertion of nephrostomy for an infected, obstructed, kidney in the 
emergency setting and identified variation in the nephrostomy pathway and its effect 
on the patient outcome, during October and November 2023. 

Actions included: 

• working with the Interventional Radiology Team to ensure that microscopy, culture 
and sensitivity of aspirated urine tests are always sent for patients undergoing this 
procedure 

• introducing the Scottish Nephrostomy calculator to ensure appropriate decisions 
are made as to who has nephrostomy 

• considering conducting a local audit with regards to outcomes for patients with 
advanced cancer to enable regional comparisons  

 
Intensive Care National Audit & Research Centre (ICNARC) Case Mix 
Programme 
 
ICNARC produces reports for each critical care unit on a quarterly basis. The metrics 
analysed represent ICNARCs key quality indicators around critical care and data are 
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presented compared to an expected value for a similar sized and structured unit. Audit 
period April 2024 – April 2025. 
Actions included: 

• a deep dive into readmissions clusters to identify themes and learning 

• improving documentation around readiness of discharge 

• appointment of an Outreach Lead Consultant to support patient flow and ICU 
outreach work across both sites   

 
National Audit of Dementia (NAD) – Care in General Hospitals 
 
The National Audit of Dementia (NAD) is a clinical audit programme looking at the 
quality of care received by people with dementia in general hospitals. This is Round 6 
of the National audit (2023-24)   
Actions include: 

• inclusion of delirium screening on the ED clerking proforma 

• monthly audit over a 12-month period on the use of the 4AT delirium screening tool 

• delivering education to admission areas clinical staff (including Resident Doctors 
Induction Training) on the 4AT screening assessment 

• adding ‘discharge planning within first 24 hours of admission’ to the dementia care 
plan (include in monthly audit referred to above) 

• working with the Quality Improvement Team to increase carer engagement 
 

LOCAL CLINICAL AUDIT 
 
The reports of 191 local clinical audits were reviewed by the provider in 2025/26.  
Action plans are developed for all audits where significant issues are identified, and 
where the Trust intends to take actions to improve the quality of the healthcare 
provided.  
 
Of the 191 local clinical audits reviewed, 172 required action plans, and the following 
20 are examples of projects conducted by clinical teams across the Trust and the 
changes proposed because of them: 
 
Clinical Support and Cancer Services Service Group: 
 
Microbiology: Two-Week Intravenous Therapy for Staphylococcus Aureus 
Bacteraemia (SAB): 
 
This audit aimed to review adherence to the updated local guideline and to assess 
whether this update has improved consistency in management and documentation. 
Audit period 01/08/2024 – 31/01/2025 (before update) and 01/03/2025 – 31/08/2025 
(post update). 
Actions included: 

• updating local guideline recommending a minimum of two weeks of intravenous 
therapy avoiding premature switch to oral antibiotics.  
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• ensuring repeat blood cultures within 28-72 hours by weekly review of SAB cases 

• all patients with suspected deep-seated infection to undergo appropriate imaging 
and echocardiography 

• carrying out quarterly spot checks to avoid missed repeat cultures 
 
Pharmacy: Sepsis of Unknown Origin (SUO) at MPH 
 

This audit aims to evaluate how well sepsis guidelines are being followed at MPH, 
including choice of antibiotic relating to NEWS score and the period between an 
antibiotic prescription being written for a diagnosis of sepsis of unknown origin and the 
first dose being given to the patient, during September and October 2024. 
Actions included: 

• developing and deploying a simplified flowchart and wall posters for prescribing 
Infection of unknown origin (IUO) and SUO, and reference charts aligning NEWS2 
scores with antibiotic choices 

• integrating SUO guideline content into sepsis training sessions through the 
antimicrobial and sepsis committees 

• conducting workflow reviews with nursing team to identify and address common 
delay points 

• reinforcing the ‘Sepsis Alert’ protocol to draw attention to sepsis patients and the 
need for quick antibiotic administration 

 
Radiology: Nasogastric Tube (NGT) X-Ray Positioning Check Pathway at MPH 
 
The primary objective of this audit was to establish a baseline for current practices 
which will support future evaluation of the impact of the soon to be implemented 
Standard Operating Procedure (SOP) for radiographer-led removal of incorrectly 
positioned NGTs. 
Actions included:  

• production of a template which would ensure guidelines are met for reporting NGT 
position  

• when noticing an NGT is not safely positioned, radiographers will remove the NGT 

• a statement informing that the NGT has been removed will be included in the 
Preliminary Clinical Evaluation (PCE), which will be made immediately after 
imaging so will reflect the time it was removed 

  

Children, Young People and Families Service Group: 
 
Children Looked After: Review Health Assessment (RHA) completion 
 
The purpose of this audit is to establish the compliance of completing Review Health 
Assessments fully and to quality standards, adherence to competency relating to the 
Intercollegiate document, identify themes and trends of non-compliance and good 
practice, and identify if further training may be required for certain staff groups. 
Actions include: 
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• revision of RHA template to include specific prompts and content 

• training on the Summary and Implications section, and the use of AI to support 
completion 

• review of Quality Assurance tool and re-design as required 

• 20% of RHAs to be quality assured as per the ICB expectation, to focus on Out of 
Area RHAs 

 
Paediatric inpatients: Clinical response to Paediatric Early Warning Score 
(PEWS) digital form and escalation 
 
This audit aimed to ensure timely and safe escalation of unwell children and young 
people, including consideration and screening for sepsis. Audit period 01/10/2024 – 
30/11/2025. 
Actions included: 

MPH: 

• senior nursing management team carrying out ongoing assessment of completion 
of the PEWS form for those standards not being achieved 

• a suite of targeted bite-sized training to be devised and delivered to both nursing 
and medical staff where appropriate 

YDH: 

• use of daily audit checklist and safety briefing which should be handed over to next 
shift if not all completed 

• monthly review of paediatric observation report to identify compliance levels and 
any emerging trends 

 
SWISH: Emergency Contraception (EC) 
 
This audit aimed to provide robust assurance of SWISH compliance with the Faculty of 
Reproductive and Sexual Health (FSRH) standards for emergency contraception. It 
also aimed to monitor the effectiveness of the new SWISH EC proforma over its first 
three months of use. Audit period 02/02/2025 – 02/06/2025. 
Actions included: 

• adding Copper Intrauterine Device (Cu-IUD) eligibility to the proforma 

• adapting the proforma so that other Cu-IUD related tick boxes only appear if a 
clinician has confirmed they have discussed the Cu-IUD 

• promoting use of EC proforma with staff including how it can support care that is 
compliant with national standards 

 
Medical Service Group: 
 
Care of the Older Person: Steroid use on Ward 9B at YDH 
The aim of this audit was to identify the compliance of appropriate steroid prescribing 
amongst adult in-patients and identify areas where further training may be required, as 
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use of steroids can have the capacity to illicit severe and potentially life-threatening 
adverse effects when given inappropriately. 
Actions include: 

• addition of electronic prescribing alert for patients on steroids over 3 weeks, or high 
dose for more than 1 week 

• quick reference visual cards placed in high-traffic areas for prescribers as a 
reminder 

• consideration of ‘recent steroid use’ alert on discharge summaries, including a 
steroid plan if discharged on steroids 

• developing a stress-dose steroid quick guide on admission clerking documents 
 
Neuro-rehabilitation/Acute Stroke Therapy Team: Upper limb independent 
exercise post stroke review 
 
The aim of this audit was to improve adherence to the National Clinical Guideline for 
Stroke to increase the effectiveness of upper limb rehabilitation following stroke. All 
inpatients on the MPH stroke ward between 12/10/2024 – 25/10/2024 with a 
confirmed diagnosis of stroke. 
Actions included 

• implementing the GRASP group protocol (programme designed to improve arm 
and hand strength, coordination and ability to use stroke-affected arm in daily 
activities) with standardised equipment kits and instruction booklets 

• creating a checklist for treatments and assessments required 

• creating an exercise log for patients to use in conjunction with therapists, nursing 
staff and family 

• creating an information leaflet on how to care for a limb with severe weakness 

• organising education sessions for family members 
 
Same Day Emergency Care (SDEC): Doppler Ultrasound Scanning (USS) Lower 
limb rescans 
 
The aim of this audit was to reduce the number of unnecessary repeat Doppler scans 
for patients, to alleviate the burden on the radiology department by ensuring more 
efficient use of resources, and to enhance cost-effectiveness. 
Actions included: 

• ensuring all SDEC staff use the Rescan Doppler USS proforma when considering 
repeat scan requests 

• providing training and regular reminders on the importance of following the 
proforma 

• conducting regular audits to monitor adherence to the proforma and identify 
specific areas for improvement 
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Mental Health and Learning Disabilities Service Group: 
 
Community Mental Health Services: Did Not Attend (DNA) / No Response  
 
The aim of this audit was to ensure that the DNA/No response SOP is being adhered 
to consistently across all MH community and that patients are not being discharged 
only for non-engagement without a clearly documented rational and consideration of 
risk. Initial data set: all patients with a recorded 01/10/2024 – 31/03/2025 and a 
diagnosis of Serious Mental Illness (SMI). Secondary data set: all patients discharged 
prior to first appointment in March 2025 
Actions included: 

• team managers to audit an agreed number of patient discharges monthly/bi-
monthly to ensure discharge information is completed to a high standard 

• reviewing how contacts after DNA are managed, frequency, and what constitutes 
‘proactive contact’ 

• administration teams to produce a weekly report of all appointments outcomed as 
DNA and a sample of these checked by team managers to ensure SOP is being 
followed. 

 
Electro-convulsive Therapy (ECT) Process re-audit 
 
The purpose of this re-audit was to check that each patient receiving ECT is receiving 
the correct treatment, as outlined in the ECT Policy and identify any 
discrepancies/gaps in the implementation or provision of ECT and address this. It also 
provides evidence for the ECT Accreditation Service (ECTAS). This audit included all 
patients completing their course of ECT in 2024. 
Actions included: 

• medical review to be completed by referring team after every 2 treatments – 
discuss at business meetings and include in existing ECT teaching 

• ECT staff are exploring the possibility of creation of a ‘one-stop shop’ whereby 
clinic staff meet with the patient prior to an ECT clinic, to complete pre-ECT prep 
work. 

• further training on administering required scales will be sought for staff 
 
NHSE Learning Disability (LD) Improvement Project 2024 Year 7: Community 
Services and Acute Services 
 
The improvement standards were launched in 2018 by NHS Improvement to ensure 
the provision of high quality, personalised and safe care for all adults and children with 
learning disabilities and/or autism across England. The data allows for Trusts to review 
their own data as well as benchmarking against other Trusts. 
Actions included: 

• training for acute colleague around issues relating to LD in the acute setting, by 
way of LD link roles, briefings, increasing face-to-face opportunities, online drop-in 
clinics to access advice/discussion 
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• a dedicated post/position for a person with LD on the SFT council of governors – 
include in briefing for discussion 

• disseminating learning from lives and deaths – people with a learning disability and 
autistic people (LeDeR) review learning to acute colleagues 

• drawing up a proposal for a more collaborative approach to care between specialist 
LD and Autistic Spectrum Disorder (ASD) teams and mainstream services 

• developing acute Feedback Focus Groups with Experts by Experience in both 
hospital settings 

 
Neighbourhoods and Community Services: 
 
End of Life Care: Last days of life Individualised Care Plan 
 
The aim of the audit was to ensure that the new care plan is embedded in practice in 
the acute sites across SFT and there is high quality in its usage. A well completed 
individualised care plan for the last days of life will evidence high quality end of life 
care, in keeping with the NHS ‘5 priorities for the dying person’. Data period June 
2025, 6 months after the launch of the new care plan. 
Actions included: 

• Specialist Palliative Care Team (SPCT) to encourage use of care plan and 
symptom observation chart when supporting staff with dying patients on all wards 

• SPCT to highlight the need for all patients to be prescribed Just in Case medication 
when identified as being in the dying phase 

• End of Life Education team (EOLC) to provide education, support and 
encouragement to ensure the care plan and symptom management is understood, 
and the care plan completed 

 
Older Persons Community Mental Health (OPCMHT): Discharge process and 
communication with GPs by Sedgemoor OPCMHT 
 
The aim of this audit was to reduce risk to patients as the GP will have been provided 
with a detailed summary including ongoing follow-up and actions.  
Actions include: 

• exploring the discharge form to include mandatory sections 

• investigating possibility of a real-time dashboard 

• reintroducing discharge checklist 

• developing a template ‘phrase’ for discharge summaries explaining how and when 
GPs can re-refer 

• regular spot-check audits 
 
Orthotics: Recording of Outcome Goals at YDH 
 
The aim of this audit was to establish if outcome goals of orthotic intervention are put 
in place at the initial contact with orthotics in line with governing body standards. If 
clear outcome gaols are set out at initial contact with patient, a clear and objectively 
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measured outcome can be recorded ensure treatment is specific and targeted to meet 
these goals. Audit period May 2025 
Actions include: 

• education and awareness for clinicians, utilising Team Away Day 

• sharing findings with Orthotics Governance meeting 

• implementation of template/proforma for clinical notes 
 
Surgical Service Group:  
 
Audiology: Cochlear Implant Criteria and Referral 
 
The aim of this audit was to monitor cochlear implant (CI) referrals and audit the 
quality and quantity of CI counselling taking place in the Audiology departments in 
both MPH and YDH, between October 2024 – March 2025. 
Actions included: 

• internal workshop to improve staff awareness of the referral criteria 

• follow-up letters sent to patients who were missed 

• implant candidacy and patient experience session covering CI and bone 
conduction hearing aids 

• CI alert function to be implemented within Auditbase (management system for 
audiology clinics) 

• standardised templates to prompt CI discussions 
 
General Surgery: Post-Polypectomy Surveillance 
 
The objective of this audit is to evaluate adherence to the 2020 BSG/ACPGBI/PHE 
guidelines for post-polypectomy surveillance. Specifically, the audit aims to assess 
whether recommended surveillance intervals align with current national guidance, 
identify cases of over- and under-surveillance and inform recommendations to improve 
practice 
Actions included: 

• education/feedback sessions for all endoscopy doctors and staff 

• visual reminders (laminated posters/flashcards) in endoscopy rooms with key 
surveillance intervals 

• electronic prompt in endoscopy reporting software 

• monthly spot check of 10 random post-polypectomy cases by senior consultant 

 
Trauma and Orthopaedics (YDH): Post-operative delirium screening in neck of 
femur (NOF) patients 
 
This audit was carried out following issues evident in the 2024 National Hip Fracture 
Database relating to delirium following neck of femur (NOF) surgery 
Actions included: 



   

50 

 

• reinforcing the requirements for repeat 4AT assessments in patients with 
fluctuating cognition through ward-based teaching, safety huddles and MDT 
communication. 

• re-circulating the updated NOF pathway to all relevant clinical staff via email / 
ward-based resources. 

• incorporating NOF pathway education into Junior Doctor and Nursing induction 
programme 

 
Trustwide: 
 
Safeguarding: Serious Youth Violence (SYV) and Child Exploitation (CE) 
 
The aim of this audit was to establish early recognition of indicators related to SYV 
and CE, and compliance with the Trustwide policy during March, April and May 2025. 
Actions included:  

• training for referrers on the use of specific SYV/CE language 

• improving information sharing with education providers with training on sharing 
protocols related to safeguarding 

• updating CE policy and links to NSPCC language guide and Significant Events and 
Alert Protocol 

 
Mental Capacity: Consent and Capacity for Significant medical and surgical 
procedures at YDH (including both Surgical and Medical patients) 
 
The aim of this audit was to provide assurance that medical colleagues understand 
and implement the Mental Capacity Act when making decisions about significant 
medical interventions and surgery. Also, to benchmark how well the revised Trust 
Consent Form 4 and mental capacity assessment paperwork is being utilised and 
completed. 
Actions included: 

• CPD session on building confidence in documenting capacity assessments to be 
promoted to all staff 

• delivering 30-minute session to Surgical and Medical Governance meetings 

• resharing paperwork with all ward leaders/ward clerks 

• developing and implementing a capacity assessment form for ‘care and treatment 
on the ward’ which will be completed at the start of every admission 
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CLINICAL RESEARCH   
 
Clinical research continues to be a high national priority; the UK government aims to 
make the UK a global leader in clinical research.  

In April 2025, the Prime Minister announced that by the end of March 2026, all clinical 
trials must be setup within 150 days, reinforcing that clinical research remains a high 
national priority and is a hugely important part of the life sciences industry and the UK 
economy. The Chief Scientific Adviser for the Department of Health and Social Care 
and the National Medical Director of NHS England wrote to each NHS Trusts Board 
outlining the national ambitions for life sciences research and the 150-day target on 
set-up of clinical trials. This means that sites in England must recruit their first 
participant for a study within 90-days of a study receiving regulatory approval, or the 
site being selected to take part.  

In July 2025, the Government published its Life Sciences Sector Plan (LSSP) which 
sets out a vision and an action plan to drive growth, innovation, and better health 
outcomes. The plan contains targeted actions to support world-class research and 
development, attract investment, grow advanced manufacturing, and accelerate health 
innovation. The plan aims to position the UK as the leading life sciences economy by 
2030. 

The NHS 10 Year Health Plan for England, Fit for the Future, published in July 2025 
sets out three main themes within the plan, ‘from hospital to community’, ‘from 
analogue to digital’ and ‘from sickness to prevention’. The plan deepens the NHS’s 
pledge to embed research at the heart of excellent healthcare. 

The Medicines for Human Use (Clinical Trials) (Amendment) Regulations 2025 were 
signed into law in April 2025, followed with a 12-month implementation period, the new 
regulations coming into force in April 2026. This represents the most significant 
change to clinical trial regulations in two decades. The amended legislation aims to 
streamline and improve approvals process, increase transparency, and strengthening 
participant protections. Good Clinical Practice (GCP) has been updated to reflect the 
change in legislation, ICH GCP E6(R3) was released in early 2026, all who work on 
research projects will need to complete the updated training.  

The Trust’s research portfolio continues to grow, with ever more diversity in the study 
portfolio, how and where we deliver and the types of projects that are active. We 
continue to review and improve the quality and efficacy of our processes to ensure 
swift and robust study set up, and increased opportunity of access for our population, 
whilst embracing national changes in metrics, policy and legislative updates. 

Expansion of the Trust’s commercial portfolio continues, further developing existing 
and working on new strategic partnerships, whilst growing our sponsorship and chief 
investigator led projects. 

Commercial collaborations 

Dr Tim Jobson, consultant gastroenterologist, has continued to develop his project to 
improve early identification of patients with declining liver health. The Trust was 
awarded an NIHR invention for innovation (i4i) grant of circa £1.5m in 2019/20 to 
undertake the 3 year project, which is a collaboration between the Trust and 
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commercial partners. The project has developed clinician guided case finding software 
that has been successful in identifying patients who have developed undiagnosed liver 
disease allowing them to be offered the chance to commence treatment at an earlier 
stage than before, prior to symptoms becoming evident.  

Dr Jobson has now collaborated further to take forward research in wider populations 
and is also exploring whether the same technology can be used in other diseases to 
bring earlier diagnosis for patients at risk of developing potentially serious illness. An 
Innovate UK grant of £1m was awarded, the grant is held, and the project is 
sponsored by Sano Genetics, and the project has been completed in collaboration 
with the Trust, recruitment is complete, with just under 1000 participants recruited in 
Somerset, and results were sufficiently noteworthy to be granted a ‘Late Breaker’ 
abstract at the 2026 European Association for Study of the liver (EASL) meeting later 
in May.  

Further NHS funding has been made available and other hospitals and teams in the 
South West are now implementing the hepatoSIGHT software, with ongoing 
evaluation supported by the Health Innovation Network. 

Trust clinicians continue to act as UK-wide chief investigators for commercially 
sponsored projects, Dr Saiqa Spensley is a CI for commercially sponsored drug trial in 
Oncology. The Trust will act as Lead R&D Department for the project. 

The Trust continues to work with TrinetX, a commercial data warehouse that provides 
anonymised data to approved research partners across a global network of healthcare 
organisations and life sciences companies driving real-world research to accelerate 
the development of new therapies. 

The Trust continues to be a prime site collaborative partner with IQVIA, a partner in 
the Investigator Networks, Site Partnerships and Infrastructure for Research 
Excellence (INSPIRE) program alongside Pfizer, and as an AstraZeneca prime site. 

We continue to increase the number of commercial studies active within our portfolio 
and grow our portfolio of SFT sponsored projects. 

Academic grants 

The Trust has multiple academic, grant-supported, studies in various stages of 
progression. 

Miss Jo Morrison, Consultant Gynaecological Oncologist, is Chief Investigator for a 
number of projects. A successful grant application awarded in relation to post-natal 
cervical screening. The first stage of this project explored acceptability of cervical 
screening and self-sampling in postnatal women at six-week postnatal check, the 
project recruited to target and the data informed the design of further projects. The 
second project is investigating the acceptability and accuracy of cervical screening 
and self-sampling in women at six-weeks postnatal, the project is open to recruitment 
at SFT and two other sites within the southwest and is recruiting to plan. A further 
grant application has been submitted for a further study; the outcome is awaited. 

Miss Morrison has also successfully gained funding for a project exploring people’s 
views on where their outpatient care takes place if they are investigated for a possible 
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gynaecological cancer or attending for appointments after gynaecological cancer 
treatment, the project has recruited to target, and the final report awaited. 

The Love Musgrove Charity supported development of a local project led by Ana-
Maria Toth, a Clinical Nurse Researcher based at Musgrove Park Hospital. The 
project involved investigating the use of hypnotherapy in relation to post-operative 
pain relief. The project has now closed, and the final report awaited. Ana has 
commenced a PhD programme in partnership with Exeter BRC and is further 
developing a project researching use of hypnotherapy in relation to post-operative 
pain relief. 

The Trust continues to work collaboratively with Symphony Healthcare Services, 
exploring opportunities to work together on future projects. 

The Trust continues to work as a partner organisation of the NIHR Exeter Biomedical 
Research Centre (BRC) to improve diagnosis, treatment and care, in the South West 
and across the world. Dr Marianne Hollyman, Upper GI Consultant Surgeon, continues 
as a BRC Consultant Researcher. Dr Lisa Durrant, Consultant Therapeutic 
Radiographer. Dr Joanne Moffat, Clinical Fellow Gynaecological Oncology, PhD. Ana 
Marie-Toth, Clinical Nurse Researcher, PhD. Jess Barton, Lead faster Diagnosis 
Nurse. These awards provide funded time and resources through the BRC to develop 
academic research projects. 

There is continued support and promotion of non-medical research careers and 
clinical academic roles. Supporting nurses and allied healthcare professionals as 
Principal Investigators (PIs), Associate PIs and will develop Chief Investigators of the 
future. 

Chief Nurse Research Fellowships 

The success of the Chief Nurse Research Fellowship (CNRF) scheme originally 
launched in November 2022 continues to thrive and is currently delivering its fourth 
cohort (2025/26). The annual scheme, funded by the NIHR, offers band 5 and 6 
nurses, midwives, and allied health professionals, the opportunity of having protected 
time, one day paid a fortnight, to undertake clinical academic career development, to 
gain an understanding and experience of clinical research delivery and support to 
embed research into their daily practice. During the scheme the staff have the 
opportunity to develop a service-based quality improvement or audit project as a basis 
for future research.  

In year one 15 fellowships were awarded, 12 successfully completed resulting in 12 
poster presentations, 4 publications in the Southwest Clinical School (SWCS) Journal, 
and one presentation at a national conference. Additionally, one member went on to 
study an MSc in Advanced Practice, and another gained promotion. In the second 
year (202/24) four fellowships were awarded all presented posters and published in 
the SWCS journal, the outcomes of the programme resulted in one promotion, one 
studying for MSc in Clinical Research, a successful award for the PenARC Knowledge 
Mobilisation Fellowship and another planning a post-doctoral career. In year three 
(2024/25) five fellowships were awarded, all completed, presented posters, and 
published in the SWCS Journal. One fellow presented their work at an international 
midwifery conference. Whilst two others improved local practice as a result of their 
projects. 
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An overview of the programme with reflections and learnings was shared by way of a 
poster presentation at the regional Delivering a Skilled Workforce conference hosted 
by Plymouth University 2025. 

To support ongoing financial sustainability for the CNRF programme the 2025/2026 
cohort was expanded to include applicants from the Regional NIHR Health Care 
Professionals Internships.  Applicants who applied to Theme 1 ‘Stepping into research’ 
were included onto the programme. This generated a small amount of income.  The 
NIHR funding is no longer available for the programme, so 2026/2027 provides an 
opportunity to reflect, review, and reshape to ensure any future programme provides 
professional equity and sustainability. 

Quality improvements 

The research department is required to conduct an annual Patient Research 
Experience Survey, the results of which for 2025/26 were positive with no action 
plans required. During the year the research teams contributed to the national rollout 
of the survey going digital (D-PRES) this has now been renamed to be called ‘My 
Research Experience’, results of the surveys will be used to direct quality 
improvements. 

The department is now working closely with the Trusts patient experience and 
engagement teams to share outputs, and to ensure research participant experiences 
are embedded into the Trust standard reporting and insight mechanisms.  

During the year, our NIHR Senior Research Leader (SRL) supported Somerset FT to 
be part of a national QI pilot project - INduction Training for Clinical Research 
Optimisation.  

The primary aims were, to conduct stakeholder consultation to identify 
recommendations for corporate, clinical and local induction. And secondly, to co-
design, pilot, and evaluate a standardised set of resources to generate and increase 
research awareness through individual organisations corporate and clinical induction 
programmes. The induction resources referred to both clinical research delivery and 
opportunities for staff engagement with research. The pilot is now complete, and a 
national publication is pending. Work continues locally to transfer the research 
resources onto the online learning platform to become a core part of all new staff 
induction training.  

Rollout of Matrons and Senior Health Care Leaders Research Toolkit - Aiming to 
support staff to become research aware, our SRL has been presenting and sharing 
the research toolkit across the different service groups. As part of this rollout, a few 
research boards have also been established in clinical areas. The aim of the boards is 
to raise awareness of research, make visible opportunities for patients to participate in 
open studies, encourage sign up to the national campaign ‘Be Part of Research’ and 
to highlight research outputs, and research training and education opportunities for 
staff. The boards are being managed by our team with the support of a new role of 
‘Research Volunteers’.  

Building capacity and capability across the somerset System – a framework and 
training pathway - Engagement exercises were carried out by research staff at both 
NHS Somerset and Somerset FT between May and December 2025. The aim of this 
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project was to understand the current research activities, capacity, capability, training 
provision, and support needs within the workforce of two NHS organisations in 
Somerset: Somerset Integrated Care Board (ICB) and Somerset FT. Data collected 
from across the two organisations were analysed using the COM-B model and 
Behaviour Change wheel. The COM-B model provides a clear framework for 
understanding the key drivers of behaviour by examining individuals’ capability, 
opportunity, and motivation. Using COM-B helps justify and guide intervention design 
by ensuring that strategies directly target the specific behavioural determinants most 
likely to lead to meaningful and sustainable change. 

The project has enabled summaries of staff insights, identification of barriers and 
enablers, an outline of corresponding interventions via the Behaviour Change Wheel 
and a practical training pathway developed to strengthen research capacity and 
capability across the Somerset system.  

Research Patient, Public Involvement and Engagement (PPIE) 

The national drive to embed PPIE into all elements of research activities across the 
research development pathway continues, with a robust PPIE feedback plan now 
mandatory for all developing and submitted grant applications. The need to tackle 
research equity through engaging with the local population is now more important to 
ensure our research meets the needs of our local population and is inclusive and 
diverse, to help identify research barriers, seek solutions, and increase research 
accessibility, awareness and participation. 

This year, our research team continues to be an active and collaborative partner in the 
Somerset Research Engagement Network (REN) project, funded by NHS England, 
hosted by the ICB with all ICS partners. The project aims to work in partnership with 
the voluntary, community, faith and social enterprise (VCFSE) organisations, to 
engage under-represented groups and communities, such as under-served groups 
with protected characteristic as well as inclusion health groups, to improve 
participation in NHS research. Spark Somerset was funded to undertake the 
community engagement activities and community conversations outputs are currently 
being shared. The Trust has been active in providing baseline analytics and support 
data to inform research recruitment activity across Somerset. This has led to the 
creation of interactive visual research data activity maps which include the index of 
deprivation. The maps support a focussed approach to engage areas of those 
underserved by research or for those who experience barriers because of rurality or 
deprivation therefore focussing on equality diversity and inclusion (EDI).   

The project has just completed year three in which time SFT staff have contributed to 
the development of a ‘Somerset Framework for Research Engagement and 
Involvement’. Designed to embed research engagement and involvement across 
Somerset’s health and care system. It goes beyond traditional Patient and Public 
Involvement and Engagement (PPIE) models by aiming to integrate Research 
Readiness for All into every level, from policy and governance to patient–clinician 
interactions. Currently several framework recommendations are in development: 
‘research brokerage platform’ - this will be a mechanism for clinical staff to directly 
connect with specific VCFSE communities or groups and visa-versa via web-based 
system. The objective is to facilitate community PPIE input for research 
grants/codesign/ coproduction/ co-applications or research delivery feasibility. The 
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brokerage platform is being developed by the VCFSE team, and the Trust research 
are being invited to test and adjust it development. Secondly, the development of a 
Somerset ‘Charter’ has been developed and was informed by communities through 
the VCFSE sector. This is so standardised principles for PPIE and community 
engagement involvement activities are followed by all. Additionally, there is progress 
on re-establishing the Somerset ‘Public Patient Involvement and Engagement 
Advisory Panel’ Previously called PPIE steering group and will be made up of Lay 
members to oversee, PPIE activities and future developments, ensuring EDI is a focus 
of all work. 
 
Funding for its next year is currently being worked up with the new cluster of ICB’s, 
Somerset, Dorset, Bath Swindon and Wiltshire, SFT continues to be a key collaborator 
on the group.   The networking opportunities and relationships established during the 
REN project will continue to enable the Trust PPIE agenda to progress more 
effectively and sustainably across the system and will provide Trust researchers a 
sustainable PPIE process for their grant applications.  

Outside of REN the department of clinical research was awarded some NIHR funding 
to develop a mobile research unit (MRU). The aim of the unit is to support EDI and 
increase engagement and access for people to participate in research. The MRU is 
now up and running visiting different parts of somerset to engage with, and to recruit 
people into research. The REN research connecters were part of the PPIE activity 
which helped inform the exterior artwork for the unit. The group REN work will also be 
used to inform where the unit visits and much work is ongoing to align engagement 
activities and to enable and facilitate research ready communities. To maintain this 
momentum, provide support for new research and the lay Somerset wide PPIE 
research steering group; to work with REN, it will be necessary to recruit into the 
current vacant PPIE facilitator role. 

Funding and activity 

In 2025/26, the Trust was allocated £2,735,080.00 to support research staffing and 
infrastructure via the NIHR South West Peninsula Regional Research Delivery 
Network (RRDN). Revenue from the conduct of research of £1,867,325.32 has been 
invoiced as of 31/03/2026. This revenue represents a significant increase on previous 
years and reflects the successful delivery of a growing research portfolio and 
expanded commercial portfolio.  

The number of staff, carers and patients receiving relevant health services, provided 
or sub-contracted by Somerset FT, who were recruited in 2025/26 to participate in 
research approved by a research ethics committee was 3,599 (in 166 studies). 
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CARE QUALITY COMMISSION (CQC)  
 
Maternity Services Inspection 
 
In November 2023, Somerset NHS Foundation Trust’s maternity services were 
inspected by the CQC as part of its national maternity inspection programme. The 
inspection covered services at Yeovil District Hospital, Musgrove Park Hospital, and 
the Mary Stanley Midwife-Led Unit at Bridgwater Community Hospital. The findings, 
published in May 2024, identified several areas requiring significant improvement, and 
the Trust was issued with a Section 29a Warning Notice in January 2024.  
 
In February 2026, CQC re-inspected the maternity services at Musgrove Park 
Hospital.  The maternity and neo-natal services at Yeovil District Hospital were 
temporarily closed at the time of the inspection.  At the time of writing this report, the 
final report of the inspection is still awaited but in feedback the CQC inspection team 
noted the ongoing improvement work that had taken place and observed some “lovely 
examples of caring” and enthusiastic staff and leaders who were passionate about the 
service.  The inspection team did note areas for improvement remained in some 
aspects of care and practice and commented on the continuing challenges of the 
Musgrove Park Hospital maternity estate.  
 
Paediatric Services Inspection  
 
Following the CQC inspection in January 2025 of the Trust’s acute services for 
children and young people at our Yeovil District Hospital site and subsequent staffing 
challenges, the Trust took the difficult decision to temporarily close the Special Care 
Baby Unit (SCBU) at Yeovil District Hospital which meant we were also unable to 
safely provide care during labour and birth at the Yeovil Maternity Unit for an initial 
period of six months. 
  
The temporary closure has been used as an opportunity to review the staffing and 
service delivery model for paediatrics, including neonatal care. It also supported our 
successful efforts to recruit additional staff to strengthen rota resilience and address 
the safety and cultural concerns highlighted in the CQC warning notice. 

We were pleased to confirm the re-opening of the services on 21 April 2026, and we 
anticipate a further CQC inspection of the services at Yeovil District Hospital in due 
course. 

Mental Health Inpatient Services 
 
Our mental health inpatient wards have again been subject to Mental Health Act 
compliance inspections by CQC over the course of the year.  During 2025/26, the 
CQC inspection team visited: 

• Ash ward, Low Secure Unit, in Bridgwater 

• Rowan ward 2, inpatient ward for adults of working age, in Yeovil 

• Rydon ward 2, inpatient ward for adults of working age, in Taunton 
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The feedback from these inspections has been overwhelmingly positive, including 
comments from patients, carers, families and the Independent Mental Health 
Advocates who attend the wards.   

On Rydon ward 2, the inspector noted a patient had told them: 

“I just can’t fault it. Staff are so caring, and I really believe staff want to make a 
difference. It’s not just a job for them. They listen to you even when you don’t really 
know what to say or how to start the conversation. They just listen. It has a made a big 
difference and has made a difficult time considerably more bearable for me”.  

On Rowan ward 2: 

“Staff here are wonderful, really caring and kind. If I need anything they make sure I 
get it, though sometimes when they are busy, I might have to wait. I do not mind that 
because they have a job to do. Overall, the team here are very efficient and they are 
really trying to help me.” 

On Ash ward, they quoted a family carer as saying: 

“We have no concerns as a family. We are very happy with everything and find the 
staff to all be warm and approachable. I seriously cannot fault any of them, the whole 
team have been wonderful. They have restored my faith in mental health services.” 

The CQC inspector did share some concerns about medication processes on both 
Rydon and Ash wards and about estates at Rowan ward which we have quickly 
addressed but overall these were very positive sources of assurance for us on the 
standards of care being offered in our mental health wards. 
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INFORMATION ON QUALITY OF DATA    
 
INFORMATION ON QUALITY OF DATA  

Somerset FT recognises the important role of data quality in providing confidence in 
the accuracy of information used to inform decisions relating to service improvement. 
Data quality indicators relating to the timeliness and accuracy of coding are routinely 
reported to the Trust’s Finance and Audit Committees. Additional measures which 
permit the regular monitoring of data quality include:  

• the use of the NHS number  

• the clinical coding completion rate  

• the use of GP medical practice  

• the Information Quality and Records Management score.  

Somerset FT submitted records during 2025/26 to the Secondary Uses Service (SUS) 
for inclusion in the Hospital Episode Statistics, which are included in the latest 
published data. The percentage of records in published data with valid NHS numbers 
and GP practitioner code were as follows: 
 

Indicator  Accident & 
Emergency care 

Admitted 
Patient Care 

Outpatient    
Care 

Number of records which included the patient’s valid NHS Number  

% of valid NHS Numbers 
sent to SUS  

99.7  99.9  100.0  

Number of records which included the patient’s valid General Medical Practice 
Code  

% of valid GP Practice 
Codes sent to SUS  

100.0  100.0  100.0  

 
There are consistently high levels of data completeness in key monitored metrics that 
are submitted to SUS and the Trust works closely with NHS England Data Liaison 
Officers that support the monitoring of Data Quality across all submitted Secondary 
Uses Service (SUS) datasets. 

Somerset FT data quality maturity index (DQMI) score for the submitted data in 
2025/26 was 94.2% compared to a national average of 87.4% for NHS Trusts.  

Somerset FT will be taking the following actions to improve data quality:  

• extending current data quality dashboard reporting on data quality issues.  

• monitoring compliance with data quality policy.  

• progression through an extensive data cleansing and migration programme to 
prepare for the procurement of the Trust’s replacement EHR system.  
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• continuing to monitor and correct and merge duplicate records within core Trust 
systems  

• working closely with Trust Digital teams to quickly identify and resolve Data 
Quality issues  

 

INFORMATION GOVERNANCE   
 
The Trust recognises data security and information governance as a high priority and 
continues to ensure that high standards are met throughout the organisation. The 
NHS Digital Data Security & Protection Toolkit (DSPT) is an annual self-assessment 
tool that requires the Trust to provide evidence of compliance with the standards laid 
down by the National Data Guardian's (NDG) review published in 2016.  
 
Somerset FT’s Data Security and Protection Toolkit submission for 2025/26 was 
completed in June 2026 where all mandatory evidence items were reached, with an 
assessment status of ‘standards met’.  
 
In line with the DSPT reporting tool, three incidents were reported to the ICO in 
2025/26. Two incidents related to information being shared in error and one incident 
related to a member of staff accessing records inappropriately. The ICO was notified 
in each case, and no further action was required. 
 
All reported incidents were investigated; action plans created where appropriate and 
additional targeted IG training sessions made available. Data security and information 
governance breaches were reported and monitored through the Data Security and 
Protection Group, which, in turn, reports to the Quality and Governance Assurance 
Committee 

 

CLINICAL CODING ERROR RATE     
 
Clinical coding is the process whereby the medical terminology in a patient’s medical 
record is translated into standardised classification codes. These codes are used to 
provide the data for various local and national indicators, and therefore the accuracy 
of the clinical coding is paramount in ensuring the integrity of this information. 
 
The clinical coding audit for Data Security Standard 1 Data Quality purposes was 
performed internally on a sample of records across a wide range of specialties within 
both the acute hospital sites (MPH and YDH). The Trust met the DSPT Standards Met 
attainment level for all four coding and as such means the Trust achieved the DSPT 
Standards Met attainment level. 
 

 2024/25 SFT 
Attainment 

2025/26 SFT 
Attainment 

DSPT Standards 
Met target 

Primary Diagnosis 91% 92% 90% 

Secondary Diagnosis 93% 89% 80% 

Primary Procedure 92% 94% 90% 

Secondary Procedure 95% 90% 80% 

 



   

61 

 

These figures represent a broadly static position compared to the 2024/25 position, 
again achieving the DSPT Data Security Standard 1 Data Quality audit requirement for 
Clinical Coding. 
 
These results are felt to accurately reflect the attainment levels of the Somerset FT 
Clinical Coding department following significant volumes of recruitment across 
2023/24 and 2024/25 with 13 new starters joining the department during this time, of 
which nine sat and passed the National Clinical Coding Qualification, the gold 
standard of Clinical Coding. With an NHSE recommended on-the-job training time of 
2-3 years before sitting the National Clinical Coding Qualification, and attaining full 
autonomous working, this can be a challenging prospect for departments to onboard 
new starters whilst maintaining both accuracy and capacity. 
 
Additionally, a Clinical Coding Data Analyst post helps provide coding insights to allow 
for a more proactive approach to the creation of accurate coded information. In 
combination with the Trusts audit and training function, supported by two NHSE 
Approved Clinical Coding Auditors, an NHSE Approved Clinical Coding Trainer and a 
recently appointed Trainee Trainer the department offers a robust audit and training 
function to support both the mandatory and supplementary training within the Clinical 
Coding team to develop the coders’ skills and knowledge with a view to maintaining 
and improving the quality of coded data produced by the team. 
 
The department also utilises operational insights from service groups to provide 
monthly validation of coded activity against hard copies to ensure a faithful 
reproduction of clinical care provided in the coded data.  
 
The department also utilises data insights from wider corporate services such as 
finance to review inconsistencies in coded data such as monthly reviews of any 
activity driving a “Data Invalid for Grouping” to ensure it is fit for purpose when it 
leaves the department. 
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PART THREE - OTHER INFORMATION 

 
Part three of the Quality Account provides an overview of the Trust’s achievements 
and progress within quality indicators that have been selected by the Board in 
consultation with stakeholders, including CQUINs.  The data reviewed covers the 
three dimensions of quality – patient safety, clinical effectiveness and patient 
experience. This demonstrates that the Trust has provided high quality of care, but 
with room for further improvement as highlighted below.    
 
In addition, part three also includes further information on a number of key work-
streams that the Trust is currently focussing on to improve quality and a review of 
performance against national targets and regulatory requirements. 
 

PATIENT SAFETY 

 

EMBEDDING A TRUST-WIDE PATIENT SAFETY SYSTEM AND CULTURE 
 
During 2025/26, Somerset FT has continued to develop a more coordinated, 
organisation-wide approach to patient safety through the establishment of the Patient 
Safety Faculty. Building on the foundations described in last year’s Quality Account, 
the Faculty is now operational and providing a central function to support alignment of 
patient safety activity, strengthen governance, and work alongside services to improve 
safety. 
 
The Faculty forms one of the three core arms of the Trust’s quality framework, 
alongside clinical effectiveness and patient experience, supporting a more integrated 
approach to quality improvement. It works with service groups to translate the Trust’s 
quality strategy into practice, recognising that services are at different stages of 
development and require tailored support. 
 
A key focus over the past year has been strengthening patient safety leadership at a 
local level. This has included supporting service groups to identify and embed Quality 
and Safety Leads and clarifying roles and responsibilities. While this has progressed 
well in some areas, this work is ongoing, with further development needed to ensure 
consistent leadership capacity across all service groups. 
 
The Trust has also strengthened its patient safety event governance framework 
through the introduction of two complementary forums: the Event Escalation Meeting 
and the Event Review Meeting (formerly the Rapid Review Meeting). These 
arrangements have been developed under the Faculty to support a more structured 
and consistent approach to the identification, escalation and management of patient 
safety events.  
 
The Event Escalation Meeting provides a weekly mechanism for the early 
identification, triage and coordination of incidents requiring wider organisational 
awareness or support. Acting as a screening and advisory forum, it enables complex 
or potentially high-risk events to be recognised and escalated in a more timely and 
proportionate way, while maintaining service group ownership of local incident 
management. 
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Early impact has included greater organisational awareness of emerging risks, more 
consistent escalation of complex events, and improved coordination of responses at 
Trust level. 

Alongside strengthening structures and oversight, the Trust has continued to develop 
its approach to learning from patient safety events, aligned to the principles of the 
Patient Safety Incident Response Framework (PSIRF). This work reflects a gradual 
shift towards a more proportionate, system-focused and improvement-led approach to 
patient safety. 

A key development in supporting this approach has been the evolution of the Patient 
Safety Operational Group. The group now brings together patient safety incident 
investigators alongside Associate Directors of Patient Care and trust-wide Quality and 
Safety Leads, creating a more collaborative forum to review learning from incidents 
and develop system-based safety recommendations. This has strengthened the ability 
to look beyond individual events and consider wider organisational factors, supporting 
a more consistent and coordinated approach to improvement. 

More broadly, the Patient Safety Faculty continues to support coordination of learning 
across the organisation, including the development of thematic approaches to identify 
patterns and emerging risks. While this is still developing and not yet consistently 
embedded across all areas, it represents an important step towards a more proactive 
and joined-up approach to safety improvement. 

There has also been a growing focus on ensuring that learning translates into action, 
with clearer expectations for service groups to develop and implement improvement 
plans in response to identified themes. While progress has been made, there remains 
variation in how consistently learning is embedded and evaluated for impact and this 
will be a focus for further work in 2026/27. 

CATHETER CARE IMPROVEMENT PROGRAMME 

At Somerset FT, improving patient safety remains a core organisational priority, 
particularly within the context of a newly integrated, countywide system serving over 
560,000 people. Following mergers in 2020 and 2023, variation in clinical practice and 
workforce capability contributed to a significant patient safety risk, with urethral 
catheters identified as the source of 32% of Gram-negative bloodstream infections 
(BSIs) in 2022/23. 

In response, the Trust has implemented a comprehensive, system-wide catheter care 
improvement programme spanning both acute and community services. This 
programme focused on reducing unwarranted variation and strengthening workforce 
confidence through the introduction of a standardised care bundle, enhanced 
documentation (including a redesigned catheter passport), and a robust, competency-
based training offer. Multidisciplinary collaboration, co-design with patients, and the 
use of the Somerset FT QI framework, were central to delivery.  

The impact has been significant and sustained. By 2025/26, catheter-associated 
Gram-negative BSI rates reduced from 32% to 15%, representing a substantial 
reduction in avoidable harm. This has been supported by improvements in staff 
capability, with over 600 colleagues trained and high levels of reported confidence in 
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catheter care practices. Documentation and clinical accountability have also 
strengthened, with undocumented indications for catheter use reduced to 5.6%, 
ensuring safer and more appropriate use.  

Crucially, this improvement has been embedded through strong governance, clinical 
leadership, and continuous learning. Catheter-associated harm is now routinely 
reviewed at Trust level, supported by structured incident review processes and 
alignment with PSIRF principles. The programme has also demonstrated scalability, 
with learning shared widely across the system and adopted by other organisations.  

This work exemplifies the Trust’s commitment to delivering high-quality, standardised 
care across all settings, transforming a complex, system-wide risk into measurable 
and sustainable improvement, and reinforcing a culture of safety for our patients.  

MARTHA’S RULE 

During 2025/26, we have implemented Martha’s Rule across all adult and paediatric 
inpatient wards, strengthening the recognition and response to patient deterioration. 

Martha’s Rule introduces three core components: 

• a daily patient wellness assessment 

• a staff-initiated route to independent review 

• a patient and family escalation pathway (“Call for Concern”) 

Implementation has included embedding the daily wellness question in routine care, 
establishing a 24/7 Call for Concern pathway via the Critical Care Outreach Team 
(CCOT), and improving visibility through patient information materials. 

Locally available reports show activity across both acute hospital sites, with most 
contacts made by family members or carers and many relating to communication or 
other non-deterioration concerns. This highlights the need to continue reinforcing 
Martha’s Rule as a pathway for clinical deterioration, while using the learning to 
improve communication more broadly. 

Early learning demonstrates that, while Martha’s Rule supports earlier identification of 
deterioration, a significant proportion of contacts relate to communication concerns 
rather than clinical deterioration. This reinforces the importance of clear 
communication and the need to review how Call for Concern is being used, to ensure 
that Martha’s Rule remains focused on clinical deterioration.  

Implementation will be supported through assurance reporting to the Patient Safety 
Board and oversight of patient and family experience through the Patient Experience 
and Engagement Committee. 

To support awareness, the Trust is delivering Martha’s Rule engagement events 
across both acute sites, aimed at improving staff understanding and helping patients 
and families to feel confident in raising concerns. 

During 2026/27, the Trust will extend Martha’s Rule to maternity and neonatal 
services, continue to strengthen awareness and accessibility, and finalise a Trust-wide 
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policy currently out for stakeholder engagement, ensuring alignment with national 
requirements ahead of full implementation by March 2027. 
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PATIENT EXPERIENCE 

IMPROVING ACCESS FOR CANCER SYMPTOMS IN SOMERSET  

For many people, acting on possible cancer symptoms is not straightforward. Busy 
lives, anxiety about what might be found, difficulty getting appointments, or long travel 
distances can all lead to delays in seeking help. In Somerset’s largely rural setting, 
these challenges can be even more significant. To make it easier for people to come 
forward sooner, we have introduced four cancer self-referral pathways: for bowel, 
lung, breast symptoms and post-menopausal bleeding (PMB). 

These pathways give people a direct route into specialist assessment when they are 
worried, without needing to see a GP first. Using a simple online form or telephone 
contact, patients answer a number of questions and are then guided to the most 
appropriate next step – whether that is a diagnostic test, a clinic appointment or 
reassurance with safety-netting advice. The emphasis is on making access 
straightforward, responsive and less intimidating, especially for those who might 
otherwise wait. 

So far, around 3,000 patients have used the cancer self-referral services in Somerset, 
and 128 cancers have been detected through these routes. Each of these diagnoses 
represents someone who has been able to reach specialist care more quickly, with a 
greater chance of identifying cancer at an earlier and more treatable stage. The 
pathways are supported by clear clinical criteria, safety processes and regular review 
of outcomes, so that they remain both safe and effective. 

The core purpose of these self-referral pathways is to improve access and support 
earlier diagnosis. By offering additional, flexible ways for people with bowel, lung, 
breast or PMB symptoms to be assessed, we are working to reduce avoidable delay, 
make better use of diagnostic capacity and give more people the opportunity to start 
treatment sooner, when it is most likely to make a difference. 

SPLASH: CHANGING THE STORY FOR SOMERSET’S YOUNGEST CHILDREN 

AND THEIR FAMILIES 

For some families across Somerset, living with childhood obesity begins far earlier 
than many people realise. By the age of five, a small but significant number of children 
are already experiencing severe obesity, with significant impacts on their physical 
health and emotional wellbeing. 

Somerset Paediatric Lifestyle, Activity and Skills for Self-Help (SPLASH) are changing 
that story. 

SPLASH is a specialist, compassionate service for children aged five and under living 
with severe obesity, delivered by Somerset NHS Foundation Trust. The service works 
closely with families to understand their lives, routines, pressures and strengths, 
recognising that obesity is complex and multifactorial and never about blame. 
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Families can self-refer, or be referred by health visitors, GPs or other professionals. 
Once referred, they are supported by a multidisciplinary team including a 
paediatrician, dietitian, clinical psychologist and family support worker. Care is 
delivered primarily through home visits, allowing the team to meet families in their own 
environment and tailor support to what genuinely works for them. 

Rather than focusing on weight alone, SPLASH offers a family-centred, non-
stigmatising approach supporting families to: 

• build confidence around feeding and food choices 

• develop healthier routines that fit family life 

• support emotional wellbeing and parental confidence 

• increase opportunities for activity and play 

• access wider community and financial support where needed 

Why intervene so early? 

National and local data show that rates of childhood obesity in Somerset are 
increasing, and that children living in more deprived communities are significantly 
more affected. Children who experience obesity early in life are far more likely to live 
with it into adulthood, with higher risks of diabetes, heart disease, liver disease, mental 
health difficulties and reduced life expectancy. More specifically, a child who is living 
with severe obesity at age 4 and remains living with severe obesity has a life 
expectancy of just 39 years.   

Evidence shows that early intervention can change long-term trajectories. For some 
children, timely support can even reverse early complications such as fatty liver 
disease or sleep apnoea. SPLASH focuses on those earliest years, when children and 
families have the greatest opportunity to benefit. 

Making a difference: child and family outcomes 

The impact of SPLASH is best seen through the experiences of families themselves. 

One child was referred to the service at just over two years old. Initially, her parent felt 
unsure about the referral and was worried about judgement. Over time, with consistent 
support, the family worked on portion sizes, routines, activity and confidence around 
feeding. Crucially, support also focused on mum’s own wellbeing and relationship with 
food. 

After 12 months, the family reported: 

• improved parental mental health and confidence 

• reduced fear of judgement  

• reduction in the child’s body mass index (BMI) 

• improved sleep and breathing for the child 

• improvements in early fatty liver disease markers 
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• greater interest in trying new foods and cooking together 

• healthier food choices supported by better understanding of labels and portions 

These changes did not happen overnight. They were achieved through trusted 
relationships, practical support and a shared understanding of the wider pressures 
families face, from financial strain and food insecurity to isolation and access to 
services. 

Measurable improvements, high engagement 

Alongside powerful personal stories, SPLASH is also delivering clear clinical and 
quality-of-life improvements: 

• Statistically significant reductions in BMI for children aged 2–5 after 6 and 12 
months which can profoundly benefit long term cardiometabolic health  

• High engagement rates (89%), above national averages for weight management 
services 

• Improved parental confidence in food-related decision-making across all families 

• Clinically meaningful improvements in children’s psychosocial wellbeing and 
overall functioning 

Families set their own goals, and every family supported through SPLASH has moved 
closer to achieving what matters most to them, whether that is greater activity, 
improved eating habits, or confidence around feeding and parenting. 

Tackling inequality, not just obesity 

SPLASH also plays an important role in addressing health inequalities across 
Somerset. Recent data shows that over 46% of families the service is supporting are 
living in deprivation and the team recognise the strong links between obesity, poverty 
and access to healthy food and activities 

The family support worker role is central to this work, helping families to: 

• access financial and welfare support 

• connect with food banks, community larders and Healthy Start schemes 

• engage with local activities and community services 

• overcome barriers linked to transport, rurality and affordability 

By bringing care into homes and community settings, SPLASH improves access for 
families who might otherwise struggle to engage with traditional clinic-based services. 

There remain gaps in support for older children and young people, and wider system 
challenges related to stigma, fragmented pathways and long-term investment in 
prevention. SPLASH provides strong evidence that early, compassionate, 
family-focused intervention works, improving experiences, outcomes and long-term 
health. 
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For children and families across Somerset, SPLASH is not just a service. It is a 
chance to reset the future, together. 

DEVELOPMENT OF A SPECIALIST TUBERCULOSIS NURSING SERVICE 

During 2025/26, Somerset NHS Foundation Trust established a dedicated specialist 
tuberculosis (TB) nursing service to strengthen the early identification, treatment, and 
prevention of TB across the county, with a particular focus on reducing health 
inequalities and improving access for vulnerable populations. 

The multidisciplinary service is led by specialist TB nurses, supported by consultant 
physicians with specialist expertise in infectious diseases and respiratory medicine, 
and administrative support to ensure effective coordination of care. The service has 
been designed to provide a comprehensive, patient-centred pathway, spanning 
diagnosis, treatment and ongoing support. 

A key strategic priority for the service is proactive engagement with individuals at 
increased risk of TB, including those experiencing homelessness, substance 
dependency, recent experience of the criminal justice system, and people who have 
migrated from countries with higher prevalence of TB. This targeted approach aligns 
with the Trust’s commitment to addressing health inequalities and improving outcomes 
for people who may face barriers to accessing healthcare. 

The service provides support to patients with both active and latent TB. Treatment for 
active TB typically requires a prolonged course of multiple antibiotics, often associated 
with significant side effects. The specialist nursing team therefore delivers enhanced, 
wraparound care, including clinical monitoring, such as blood tests and visual 
assessments, regular patient contact, home visits where appropriate, and coordination 
with community services. This approach is intended to improve treatment adherence, 
patient safety, and overall experience of care. 

In addition to supporting individuals diagnosed with TB, the service plays a crucial role 
in prevention and public health. This includes systematic reporting of cases to the UK 
Health Security Agency, contact tracing, and the provision of targeted latent TB testing 
for at-risk groups. Through these actions, the service contributes to reducing 
transmission and preventing progression from latent to active disease. 

The model of care emphasises delivery closer to home, working in partnership with 
primary care and utilising community hospital settings to reduce barriers such as travel 
and accessibility. This supports the wider strategic direction of the Trust and the NHS 
to shift care into community settings and improve integration across pathways. 

The service also recognises the continued stigma associated with TB and is actively 
working to reduce this through compassionate, personalised care and by building 
trusted relationships with patients, many of whom may otherwise disengage from 
services. This is particularly important given that some patients may choose not to 
disclose their diagnosis to family or social networks, increasing their reliance on the 
clinical team for support. 

In response to a reported increase in TB notifications nationally, the service is also 
strengthening education and awareness across primary and secondary care to 
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support earlier consideration of TB in differential diagnoses and to promote timely 
referral and management. 

Overall, the introduction of this specialist TB nursing service represents an important 
step in improving outcomes, enhancing patient experience, and supporting prevention 
and population health across Somerset. 

CLINICAL EFFECTIVENESS 
 

IMPROVED QUALITY AND EFFECTIVENESS THROUGH ALIGNING WITH THE 10 
YEAR PLAN – DELIVERING ON THE SHIFT FROM ACUTE TO COMMUNITY 
CARE 

The approach to service transformation and continual improvements in clinical 
effectiveness with Somerset FT has demonstrated an alignment with the long term 
aims set out the NHS 10 Year Plan, to deliver more services in community settings 
and moving away from traditional models of care in hospital. This alignment is 
illustrated well by examples of service development within our cancer care and 
rheumatology teams: 

• Integration of services to provide Systemic Anti-Cancer Therapy (SACT) in 
Community Hubs 

The Trust’s Clinical Support and Cancer Services Service Group has collaborated with 
other Service Groups to strengthen care pathways in the community for patients 
requiring SACT, shifting the delivery of the therapy from the acute hospital setting into 
community hubs.  

The delivery of Systemic Anti-Cancer Therapy in community hospital hubs is an 
evolving model of care that is helping to meet increasing demand and reduce pressure 
on day unit capacity in hospital settings. An integrated care model such as this moves 
services closer to patient’s homes, improving patient experience while maintaining 
safety and quality. 

The service model improves patient experience. Treatment is closer to home, allowing 
for more personalised care. It reduces travel time, decreases time spent waiting for 
appointments, increases time spent with family and friends, and reduces time off work. 

Integration involves strong collaboration between specialised cancer teams, 
pharmacists, and community providers to ensure seamless pathways enabling care to 
be delivered within community settings or patient’s homes. 

The model also aims to improve efficiency by releasing "chair time" in our main 
chemotherapy day units, allowing more new patients to be treated in a timely manner. 
This approach—administering treatments subcutaneously, within hubs, or at home—
minimises the need for patients to attend central day units and offers a quicker, more 
adaptable, and sustainable alternative to conventional care delivery. 

• New rheumatology clinic delivery at a Community Hospital 
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Rheumatology care at Somerset FT’s Wellington Community Hospital is growing from 
strength-to-strength following the launch of a new Point of Care Ultrasound Service 
(POCUS) this year. 

The POCUS clinic enables rapid diagnosis of early inflammatory arthritis after a 
patient has been referred by their GP, which means treatment can start promptly. The 
service runs 3 to 4 times a month, and includes a dual-run ultrasound scan service, 
provided by one of our sonographers. Through this team-work, ultrasound scans can 
be completed for all patients during their appointment. 

Dr Natasha Weisz is one of our rheumatology consultants, who was recently recruited 
from a large NHS trust in London. Natasha runs the service at Wellington Hospital and 
explains why it’s working so well outside of the two acute hospitals. 

“For many years we’ve been providing rheumatology care and treatment from our 
acute hospitals in Taunton and Yeovil,” she says. “As demand soars, the pressure on 
the service has increased. 

“We have needed to become more efficient in the way we provide services, so it has 
been a huge step forward in terms of diagnosing patients faster and being able to 
commence treatment at their first appointment. This has had a very positive impact on 
the waiting times for our service. 

“Community hospitals are essential to enable the expansion of rheumatology services 
and benefits patients who live far from our main base at Musgrove Park Hospital. 

At the Wellington Hospital clinic, it’s possible for an ultrasound scan to be arranged 
during the same appointment, so rheumatology consultants and specialist nurses can 
assess patients’ level of inflammation. The results of the scan can be acted on within 
the same appointment, providing a one-stop-shop that makes it quicker to diagnose 
the condition, and importantly, speeds up the time to begin treatment. 

The new service is not only diagnosing patients with an inflammatory disease, but also 
identifying those who don’t, permitting appropriate discharge from the service. 

The rheumatology department developed the service through seeking to explore how 
they could improve patient care and expand their service in line with national best 
practice while maintaining safety. Feedback has been very positive, with patients 
welcoming the ability to have their appointments closer to home. 

One of the real challenges for our service is the limited outpatient capacity at 
Musgrove Park and Yeovil hospitals. Community hospitals are essential in order to 
meet the rising demand in healthcare services. The POCUS service would not be 
possible without the help and support of sonographer colleagues, and collaborating in 
this way has resulted in a fantastic service speeding up time to diagnosis and rapidly 
reducing waiting times. 

EARLY AND ADOPTION OF EVIDENCE-BASED TECHNOLOGY BRINGING 
BENEFITS FOR PATIENTS AND EFFECTIVE USE OF RESOURCES 

Swab test (WID®-easy) for endometrial cancer 
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The WID®-easy test is a UKCA-marked diagnostic test that detects DNA from an 
endometrial (and cervical) cancer in a sample collected from the cervico-vaginal space 
using a simple swab. The test has the potential to reduce by 90% the number of 
cancer-free women who must undergo further invasive testing e.g. pipelle and/or 
hysteroscopy with biopsy, to have the diagnosis ruled out. The test is intended to be 
used on women 45 years or older with abnormal uterine bleeding in the secondary 
care setting. 

The test has been successfully introduced via the Trust’s established governance 
approval process for the safe introduction of new clinical procedures with 
consideration of the available evidence and ensuring that the skills and competencies 
were in place. It was approved noting that the evidence fully supported the technology 
– specifically, the evidence indicated excellent performance for all the key measures 
used to evaluate the effectiveness and accuracy of a diagnostic test. 

Key benefits of introducing the procedure include early detection of endometrial 
cancer and avoidance of far more invasive biopsy and/or hysteroscopy procedures 
which are painful, anxiety provoking for patients, costly to the NHS and contribute to 
delays in attainment of the Faster Diagnosis Standard. 

Being a minimally invasive alternative, the test requires no sedation, is significantly 
less uncomfortable, and requires a single test for 90% of attendees and takes less 
than 5 minutes to undertake. It therefore represents a quick, more cost-effective 
method for diagnosis while providing for a much better experience. Since the 
technology is less invasive the required competencies can more readily be acquired. 

Service implications have been considered in terms of the proportion of patients who 
will obtain a positive result (6%) versus a negative result (94%). Half of the patients 
with a positive result will be diagnosed with endometrial cancer. Diagnosis is made on 
the basis of established procedures, namely transvaginal ultrasound scan (TVS) and 
hysteroscopy. A clear pathway has been defined for patients with a negative test result 
with WID® Easy, including onward advice and guidance within primary care. 

The procedure brings tangible benefits for the effective use of resources in related 
service teams: There is release of two week wait hysteroscopy capacity to general 
O&G and transfer of a fewer number of patients to general O&G for hysteroscopy in 
non-CWT pathways. Demand is also reduced for the Radiology and Pathology teams 
with a significant reduction in endometrial biopsies. There is a reduced burden for 
Primary care, removing the need to arrange TVS prior to referral. 

IMPROVING EFFECTIVENESS THROUGH STRENGTHENING FAMILY 
INVOLVEMENT AND PERSONALISED SUPPORT FOR PEOPLE LIVING WITH 
ADVANCED DEMENTIA 

Pyrland 2 Ward: Caring in Action: Building Stronger Connections with Families 

Dementia is now one of the most prevalent long-term conditions in the UK, with most 
people who receive the diagnosis eventually living with advanced dementia. As a 
14-bed specialist dementia ward, we support people with the most complex 
presentations, often in the later stages of the condition. At this point, communication 
declines significantly, often leaving individuals unable to advocate for themselves and 
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so we rely on families who hold the personal history, values, and identity of the 
person. This makes the collaboration between patients, families, and staff essential for 
ensuring person-centred care that more effectively meets individual needs.  

Our involvement in the Culture of Care (CoC) programme began with the intention to 
strengthen connections with families. The team recognised that families often arrived 
distressed, many believing they were facing their experiences alone. Although staff 
offered support, it became clear that something uniquely healing occurred when 
relatives recognised their own experiences reflected in someone else’s story, with 
supportive relationships forming between some families. This insight led to the 
creation of the monthly Circle of Care sessions, a safe, structured space for families 
and friends of patients with dementia to share experiences, ask questions, understand 
ward routines, and process emotions.  

We began planning in early 2025 and ran the first session in March. Setting up the 
sessions required careful thought: ensuring accessible timing, maintaining 
consistency, promoting attendance, and selecting appropriate facilitators. Visible 
resources, leaflets, posters, and information board, helped raise awareness and 
encourage participation. Attendance naturally fluctuates due to our mixed diagnostic 
profile, periods dominated by functional admissions or individuals without active family 
involvement mean some groups cannot go ahead. We have learned that consistency 
supports engagement, that having two facilitators helps ensure emotional safety while 
building team confidence, and smaller groups of two or three relatives often allow 
deeper and more personal discussion. 

Structured feedback from attendees highlighted that the sessions were highly valued 
for their relevance, emotional support, and opportunities for peer connection. Families 
appreciated sharing experiences and learning coping strategies; as one family 
member put it, “speaking to others in the same situation and realising you are not 
alone”.  

Suggestions focused primarily on access to further resources and practical guidance 
beyond the hospital setting, including community support and navigating transitions. 

Staff facilitators observed clear benefits for carers, who often felt heard, validated, and 
emotionally lighter after sharing their stories. They also found the groups rewarding 
from a professional perspective, offering the kind of in-depth conversations that rarely 
fit into routine clinical tasks. Hearing directly from families strengthened staff’s 
understanding of patients’ histories and needs, allowing care to be shaped in a more 
personalised and compassionate way. 

“I walked away with a real sense of achievement, seeing how the conversations 
helped families feel heard and supported.” (Tash, Group Facilitator)  

With the space now established, we are focusing on implementing families’ priorities 
by adding educational elements, involving advocates and community services, offering 
alternative times, and increasing expert-by-experience involvement. To support 
sustainability, we are also streamlining processes and broadening our pool of 
facilitators. 
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The project continues to strengthen the partnership between families and staff, 
creating a more connected, compassionate ward culture where families feel included 
and care is shaped by what matters most. 
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COMMISSIONING FOR QUALITY AND INNOVATION (CQUIN) 

TARGETS 
 
NHS England is proposing to continue to pause the nationally mandated CQUIN 
incentive scheme in 2026/27. This will mean that providers’ income associated with 
CQUIN achievement is not at risk, and they are not required to repay any amounts if 
they do not fully meet the CQUIN criteria. CQUIN funding will continue to be included 
in prices. The fixed payment must continue to include the 1.25% funding previously 
identified for CQUIN. 

 

ORGAN AND TISSUE DONATION 

 
The Trust continues to implement national and regional best practice and remains 
compliant with NICE guidance (CG 135).  

91% of patients meeting the referral criteria were referred to the organ donation 
service. Nineteen families have been approached to explore organ donation, a rate of 
95%, with 90% of these approaches being collaborative with the Specialist Nurse for 
Organ Donation. These rates are in line with national averages. 

The consent rate for organ donation within the Trust is above the national average. As 
a result, the Trust continues to perform well in terms of organ donation with a total of 
15 consented donors giving rise to 11 proceeding donors and 25 transplants enabled 
over the year. These numbers have improved from the previous year. 

Of note, the Trust has seen a significant increase in tissue donation, with corneal 
donation at Musgrove Park Hospital rising from 20 to 44 in the last year. 

Key work for 2026/27 will be to continue to ensure all suitable patients are offered the 
option of organ donation at the end of their life and ensuring maximal adherence to 
national guidance on donor identification and referral. Tissue donation is another focus 
for the organ and tissue donation committee, and we will continue to work toward all 
suitable patients having this offered as an option at the end of life.  
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STAFF ENGAGEMENT 

Engaging our people 

We are committed to ensuring our colleagues feel informed, engaged, and connected 
- to their teams, services, sites, and to the Trust as a whole.  We also strive to ensure 
that their dedication and hard work are consistently recognised and valued. 

Our shared values, Kindness, Respect, and Teamwork, shape how we work with one 
another and how we care for patients, families, and carers.  They are prominently 
featured in our internal communications and visual materials, reinforcing their 
importance in our daily practice. 

We maintain a strong internal communications infrastructure to keep all colleagues 
informed and connected.  Core channels include a weekly online newsletter, three-
weekly live briefings with the Chief Executive, and Trust-wide email updates that 
support major organisational announcements and initiatives.  

The Trust has introduced an Annual Listening Report, which brings together colleague 
feedback gathered throughout the year from a wide range of sources. The report 
provides a comprehensive overview of key themes, alongside updates on the actions 
and initiatives undertaken to improve colleague experience. 

Our Senior Leadership Forum, now expanded to include a broader group of leaders, 
meets quarterly.  These forums provide a space for senior leaders and the executive 
team to align on strategic priorities across quality, performance, operations, finance, 
and other key areas. Additionally, the Operational Leadership Team meets monthly, 
further reinforcing collaborative leadership across the Trust. 

Across the organisation, regular meetings are held within each service group and 
through professional networks, including senior nursing and medical leadership teams. 
These forums support ongoing engagement at all levels, ensuring colleagues are 
connected, collaborative, clear on their contribution to the Trust’s objectives, and well 
supported in their roles. 

Staff survey  

The 2025 NHS Staff Survey was completed during October and November 2025 with 
a 45.63% response rate.  This year was the fifth year that the staff survey was aligned 
to the themes of the NHS people promise and our third year as a merged Trust. The 
response rate has fallen each consecutive year.  Our results can be seen in the table 
below.  The table below highlights the feedback from our people and in every theme 
the Trust scored higher than the comparator group average.  However, it should be 
noted that while our scores have generally fallen across the last three years, we still 
rank highly amongst trusts within our comparator group. 
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The highest scoring themes for the Trust in 2025 remain the People Promises of: 

• We are compassionate and inclusive 

• Staff engagement 

The element of ‘we are always learning’, which is made up of topics including 
appraisals and development, remains as one of our most challenged areas. Although 
we had seen gradual improvements over the last 2 years, this has dipped once more 
in the 2025 results (5.81 in 2024 to 5.78 in 2025) 

The people promise score of ‘we are a team’ is an area the Trust has improved in the 
2025 results, moving up from 6.97 to 6.98.   

Although the results have dipped for the organisation in 2025, we are still in a positive 
position in comparison to our peers, with all areas seeing higher results. Two of our 
highest performing areas are ‘we work flexibly’ which sits at 0.39 above our peers and 
‘we are recognised and rewarded’ which is 0.34 above. 

Trust Staff Survey scores 2022 - 2025 

People Promise Theme 
 

2025 2024 2023 2022 

We are compassionate and inclusive 7.50 7.48 7.78 7.54 

We are recognised and rewarded 6.21 6.25 6.52 6.22 

We each have a voice that counts 6.81 6.90 7.22 7.03 

We are safe and healthy 6.29 6.33 6.55 6.17 

We are always learning 5.78 5.81 5.93 5.60 

We work flexibly 6.54 6.60 6.81 6.51 

We are a team 6.96 6.97 7.25 7.00 

Staff engagement 6.94 7.06 7.42 7.15 

Morale 6.13 6.20 6.45 6.10 
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2025 scores against comparator group 

People Promise / Theme Trust 
Comparator 

group 
average 

Difference 

We are compassionate and inclusive 7.52 7.25 0.27 

We are recognised and rewarded 6.22 5.88 0.34 

We each have a voice that counts 6.82 6.58 0.24 

We are safe and healthy 6.30 6.07 0.23 

We are always learning 5.78 5.56 0.22 

We work flexibly 6.59 6.20 0.39 

We are a team 6.98 6.71 0.27 

Staff engagement (theme) 6.95 6.71 0.24 

Morale (theme) 6.14 5.83 0.31 

Score: 0 = low 10 = high 

Future priorities and targets 

The People Strategy 2023-2028 supports the corporate aim to support our colleagues 
to deliver the best care though a compassionate, inclusive and learning culture. 
Structured around five commitments with supporting high level ambitions. Each year a 
selection of ambitions is identified for focus while previous years ambitions are 
consolidated. The priorities identified for the year ahead are: 

Data and Digital 

Strengthening digital capability, through more connected systems, standardised 
processes, and improved analytics, will be essential for developing reliable workforce 
plans, supporting financial recovery, and informing evidence-based decision-making.  

This deliverable will include: 

• Remove equality and diversity data gaps 

• Improve use of staff survey and pulse data – leading to action 

• Support use and interpretation of data dashboard and application of insights to 
inform decision making 

Cultural and Engagement  

Improving engagement scores through focus on bullying, harassment, discrimination, 
leadership capability, and the embedding of a just and fair. 

This deliverable will include: 

• Roll out and consolidation of Compassionate and Inclusive Leadership  

• Embed principles into systems such as recruitment, appraisals and processes.  

Colleague health and wellbeing  
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Reducing sickness absence through consistent approaches, reducing burnout risk, 
and improving access to flexible working all contribute to improved operational 
performance and patient experience.   

This deliverable will include: 

• Promoting and supporting application of flexible working policy 

• Review of Reasonable Adjustments Process and recording system 

• Systemic Approach to Wellbeing (Compassionate Leadership) 

• Scope potential for introduction of absence management system 

Collectively, the three priority areas address the structural, cultural, and wellbeing 
issues most critical to the organisation’s long-term resilience. Strengthening these 
foundations will not only improve workforce sustainability and colleague experience 
but also positively influence the quality and continuity of patient care and will be 
measured through retention levels and the National Quarterly Pulse Survey metrics on 
engagement, motivation, advocacy and involvement.   
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APPENDICES  

 

APPENDIX 1:  STATEMENT FROM STAKEHOLDERS – SOMERSET 

INTEGRATED CARE BOARD (ICB) 

  
 

Wynford House  
Lufton Way  

Lufton  
Yeovil  

Somerset  
BA22 8HR  

Tel: 01935 384000  
somicb.quality@nhs.net   

 
 

 
Statement from NHS Somerset on Somerset NHS Foundation Trust Quality Account 
for 2025/2026  
 
NHS Somerset Integrated Care Board (ICB) welcomes the opportunity to review and 
provide comment on Somerset NHS Foundation Trust’s (SFT) Quality Account for 
2025/2026. Based on the factual checks undertaken, the ICB considers the Quality 
Account to be accurate, consistent with information shared through contractual reporting, 
quality visits, and established governance processes, and compliant with NHS England’s 
Quality Account requirements.  
 
Somerset ICB acknowledges the thorough summary of the trust’s achievements, ongoing 
challenges, and future areas of focus, all aimed at sustaining the delivery of high-quality 
care. The ICB is satisfied that the Quality Account demonstrates Somerset NHS 
Foundation Trust’s continued commitment to improving patient safety and care standards, 
and acknowledges progress and positive actions in the following areas: 
 
• The ICB recognises the dynamic landscape in the executive and senior leadership 

team since 2020 with the alignment of two acute trust, mental health and community 
services and Symphony healthcare initially in preparation for merger in 2022 and 
formally merging all previous organisations in 2023. This has been an exceptional 
period of change and we acknowledge the ongoing work that continues to integrate 
governance structures, operational processes and across site clinical pathways.  

• It is exciting to see the development of the CNO research fellowships and we look 
forward to seeing a greater involvement in research within the nursing, midwifery 
and the AHP workforce.  

• We value the commitment to addressing health inequalities and inclusion to ensure 
equity of access and outcomes across all services. This will also support other 
system partners in this endeavour and ensure the strategic objectives of all are met.  

mailto:somicb.quality@nhs.net
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• The trust’s attendance at the Patient Safety Oversight Group (PSOG) and regular 
ICB/SFT Patient Safety Specialist meetings also supports this aim.  

• We also note the significant work taking place across both national and local audit 
programmes. The most recent National Paediatric diabetes audit (NPDA) indicating 
an improving picture for Children & Young People (CYP) (especially noting a 
reduction in numbers of CYP with raised HbA1c levels and increasing number of 
CYP accessing Hybrid Closed Loop systems) reflects this. The ICB is very keen to 
continue engaging with the organisation to support this.  

• The ICB welcomes the trust’s progress in strengthening patient experience and 
safety. The refreshed patient experience and involvement strategy, alongside 
improvements to governance, reflects a strong commitment to embedding patient 
voice and robust oversight. The establishment of the patient safety faculty is 
particularly positive, providing aligned, trust-wide leadership and supporting services 
to drive ongoing improvements in patient safety.  

• The positive impact of the Trust’s self-referral cancer pathways, which have 
successfully identified over 100 cancers and supported earlier diagnosis and 
improved outcomes for patients.  

• The Somerset Paediatric Lifestyle, Activity and Skills for Self-Help (SPLASH) 
programme is a notable example of innovative practice, providing valuable support 
to families, enhancing health and wellbeing, and contributing to improved long-term 
outcomes.  

• We also welcome the strong collaborative approach evident within the specialist 
tuberculosis nursing service, where partnership working is enabling more 
coordinated, effective care for this complex patient group.  

• The ICB recognise the hard work undertaken by SFT colleagues to complete all 
must and should do actions related to 2024 Maternity CQC report and Section 29a 
notice.  

• We also acknowledge the ongoing commitment to complete all actions in Paediatric 
CQC action plan (YDH site), and the progress is being reported via Paediatric 
Quality Improvement Group.  

 
The ICB values the detailed updates provided on last year’s Quality Improvement 
Priorities (QIP) and the trust’s planned future QIPs. We note reference to the Trust Quality 
Strategy and await publication of this and the opportunity to consider alignment with other 
system partner strategies and with the national strategy later this year. We are keen to 
offer comment and constructive feedback which we hope will be beneficial.  
 
QIP 1. The development and successful testing of this innovative ADHD pathway is a 
notable achievement, providing a strong foundation for more timely assessment, improved 
patient experience and a sustainable approach to meeting growing demand across 
Somerset.  
 
QIP 2. We recognise the difficult position SFT faces in relation to No Criteria to Reside 
patients and the associated risks of avoidable harm from prolonged hospital stays. Whilst 
the report clearly outlines a range of initiatives underway to address these challenges, we 
will continue to work with the trust to understand further detail on how the trust is 
monitoring and mitigating the specific harms associated with delayed discharge, and any 
evidence of the impact these interventions are having on patient outcomes and any 
system support required.  
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QIP 3. This QIP clearly demonstrates SFT's ambition to use its unique integrated provider 
model to redesign care around neighbourhoods and local populations. South Somerset 
West provides a particularly valuable opportunity to test this approach, creating favourable 
conditions for developing and evaluating more integrated ways of working across primary 
care, community, acute and mental health services. The progress reported this year 
provides encouraging evidence of the benefits of this approach and establishes a strong 
foundation for evaluating outcomes and informing the wider development of integrated 
neighbourhood working across Somerset. To support this narrative we would welcome a 
discussion to understand in greater detail the key aspects of the work being undertaken 
and measurable impacts on the local populations.  
 
QIP 4. There are clear strengths in crisis response, community provision, and 
compassionate inpatient care, with positive patient and carer feedback in the report. We 
value a continued focus on developing alternatives to Tier 4 admission for children and 
young people with complex mental health needs. We also recognise the significant 
challenges that remain, including limited access to Tier 4 provision, reliance on paediatric 
settings for some mental health presentations, and the impact on young people and 
families when out-of-area placements are required. It is encouraging to see SFT working 
with the South West Provider Collaborative to explore innovative and sustainable 
alternatives, and we welcome the renewed commitment to progressing this work through 
joint planning and system-wide collaboration.  
 
QIP 5. The continued focus on the essential service of improving transition from children’s 
to adult services is an encouragement. The ongoing recognition of the significant risks 
associated with poorly coordinated transition for young people with long-term and complex 
conditions is valued. The trust should be commended for its alignment with national 
guidance, including NHS England’s transition framework and relevant NICE standards, 
and for identifying transition as a key area for improvement across the system. It is 
positive to note examples of high-quality transitional care already in place within services 
such as cardiology and cystic fibrosis, alongside the development of a dedicated transition 
website which has achieved strong engagement from young people, families and 
professionals. We support the intention to establish a dedicated transition team to provide 
oversight, consistency and system-wide coordination, and recognise this as an important 
step towards embedding transition as ‘everyone’s business’ and look forward to seeing 
the dedicated team in situ. For clarity and consistency with NICE and national transition 
guidance, it may be helpful to frame this priority as supporting young people transitioning 
to adult services, rather than “children”, as the transition process applies to those aged 
approximately 14–25, recognising that the needs of young people differ from that of both 
adults and young children.  
 
QIP 6. We appreciate the clear commitment to strengthening inclusive Board governance 
and embedding equality, diversity and inclusion (EDI) within strategic decision making, 
recognising its importance in ensuring the trust is well led, accountable and responsive to 
the diverse communities it serves. We recognise expectations have been set through 
leading by example and the development of the Inclusion Governance and Accountability 
Framework represents a significant step forward in clarifying expectations around vision, 
leadership, accountability and assurance, and in embedding inclusion more systematically 
within Board-level oversight. While formal performance metrics are still being finalised 
(which we would be keen to see), the approach taken demonstrates a maturing 
governance framework and a constructive shift towards more integrated oversight of 
inclusion and health inequalities, strengthening the Board’s ability to lead inclusive, high-
quality care for patients, carers and staff.  



   

83 

 

The five priorities set out for 2026/27 align clearly with the three pillars of quality, and will 
support the strategic objectives and the operational challenges described in the report.  
 
QIP 1. Every Minute Matters. This is a commendable and valuable priority. The rationale 
is clearly articulated and the measurement section includes several important indicators to 
demonstrate improvement.  
 
QIP 2. The new clinical accreditation process for SFT services. We see the value in 
clinical accreditation for services within the trust and the metrics listed in the narrative 
appear highly relevant to support this work.  
 
QIP 3. Developing Integrated Neighbourhood working. The strategic importance of this 
priority is clear, particularly given the trust’s unique integrated model and the direction set 
out in the government’s 10-Year Plan.  
 
QIP 4. Improve transition from children’s and young person services to adult provision. It 
is appropriate that this priority has been retained, given that some objectives from 2025/26 
were not fully achieved and have been carried forward.  
 
QIP 5 Reviewing and revising the approach to Equality and Quality Impact Assessments. 
The narrative clearly explains the need for a consistent, trust-wide approach following 
merger.  
 
We look forward to seeing progress with the quality priorities identified in this Quality 
Account and look forward to working together on this.  
 
NHS Somerset Integrated Care Board is committed to sustaining strong working 
relationships with Somerset NHS Foundation trust and, together with our wider 
stakeholders, will continue to work collaboratively to achieve our shared priorities as the 
Somerset Place in 2026/2027.  
 
Yours sincerely  
 

 
Cluster Chief Nursing Officer  
NHS Bath and North East Somerset, Swindon and Wiltshire, NHS Dorset and NHS 
Somerset 
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APPENDIX 2:  STATEMENT FROM STAKEHOLDERS – SOMERSET 
COUNCIL – OVERSIGHT AND SCRUTINY COMMITTEE 
 

No comments received at the time of publication 
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APPENDIX 3:  STATEMENT FROM STAKEHOLDERS – 

HEALTHWATCH 
 

 

  

Healthwatch Somerset’s Response to Somerset NHS Foundation Trust Quality 
Account 

Statement 2025-2026 

Healthwatch Somerset exists to promote the voice of patients and the wider public 
with respect to health and social care services. We work with the health and care 
system to ensure that patients and the wider community are appropriately involved in 
providing feedback. 

We welcome the opportunity to review and respond to the Somerset Foundation Trust 
Quality Accounts. We recognise the effort made to outline priorities and ongoing work 
across the Trust and acknowledge the importance of transparency and continuous 
improvement. This response aims to provide a constructive and balanced perspective, 
highlighting areas of good practice alongside key concerns and opportunities for 
improvement. 

We recognise a number of positive developments highlighted within the report. The 
reported ability of mental health home treatment teams ( for example, to respond to 
individuals in crisis is encouraging and represents a significant step towards improving 
urgent care pathways. Closer monitoring of patients with mental health conditions who 
fail to attend follow up appointments by community mental health teams is an 
important step forward to ensure continuity of ca re and reducing risk. The introduction 
of improved procedures as children transition to adult services is going to benefit these 
young people at an important period in their lives. 

Priority 2 reflected on the work around no right to reside. We read that a significant 
number of patients remain in acute settings despite being medically fit for discharge. 
There is concern that current approaches are not effectively addressing the scale of 
the issue, however our feedback around the Hospital at Home service reflects the 
effectiveness of the Hospital at Home team. The work being prioritised for 2026/2027 
with the ‘Every Minute Matters ’initiative will we are sure, build on that work. 

While the report outlines a range of positive development, several concerns remain. 
The closure of Wessex Ward has resulted in the loss of a facility previously used for 
higher tier mental health support. At the same time, there is ongoing work to identify a 
new “place of safety,” with no confirmed location, which raises concern about the 
current availability of appropriate provision for young people. Perhaps consideration 
should be given to whether existing facilities could have been adapted or repurposed. 

Priority 3 reflects on implementing the model of care between Symphony and 
Somerset FT in South Somerset. The programme of establishing foundations to 
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testing and strengthening integrated ways of working is to be applauded, however 
there appears to be some disconnect between the intended outcomes of the 
Symphony model and experiences on the ground. We therefore look forward to 
watching the model mature in preparation for it to be used as one of the platforms for 
the development of integrated neighbourhood working. 

While progress has been made within maternity services, ongoing challenges remain 
within maternity and associated services. Given the level of public interest and 
concern, greater prominence and transparency within the Quality Accounts would be 
beneficial. 

In conclusion, there are many examples of good practice and positive developments 
highlighted throughout the report, demonstrating the Trust's commitment to quality 
improvement.  However, significant challenges remain and sustained focus will be 
required to ensure planned improvements translate into measurable outcomes for 
patients and communities.  We look forward to maintaining our strong relationship with 
the Trust, collaborating on the Quality Improvement Priorities for 2026/2027, and 
monitoring progress against these priorities throughout the year.  Through our 
engagement with patients, carers and the wider public, we will continue to provide 
independent assurance that the lived experience of local people is informing service 
improvement and helping the Trust deliver on its quality ambitions. 

 

Healthwatch Somerset 
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APPENDIX 4:  STATEMENT FROM STAKEHOLDERS – SFT 

GOVERNORS 
 

Somerset NHS Foundation Trust’s Quality Report 2025/26 sets out how the Trust is 
improving care across patient safety, clinical effectiveness and patient experience. 
The Council of Governors is pleased to respond to this report, highlight the Council’s 
activities for this period and provide feedback based on our observations of the period 
in question. 

We have continued to develop as a Council of Governors, in line with ongoing 
collaboration among acute hospitals, mental health, and community services, to 
ensure that patients throughout Somerset have their needs heard. During the 2025/26 
period, the Council was reformed and reduced in size to respond more effectively to 
the changes forecast by the NHS 10-year plan. Moving forward, the newly structured 
Council will refocus on its two key statutory areas. 

1. Ensuring effective, unambiguous feedback and engagement with the General 
Public, and presenting their concerns and comments to the Trust Executive. 

2. Continue to ensure the Non-Executive Directors (NEDs) hold the Board to 
account by engaging in board and committee meetings as required. 

Furthermore, Governors participate in the following key activities to ensure the Trust 
Executive remains focused on core objectives. 

1. Governors attend the Board meetings on a rotational basis. The Lead and 
Deputy also attend the confidential Board meeting, which reassures Governors 
that the NEDs regularly challenge the executives. 

2. Governors are invited to join the Leadership walkarounds across the acute, 
community and mental health wards; these are undertaken by an Executive, a 
NED and a Governor. The group talks to staff and patients, allowing any 
problems and examples of good practice to be observed. This also allows 
Governors to see the NEDs at work and to reassure them that the Executives 
are being held to account. 

3. The Lead and Deputy Lead Governors hold monthly meetings with the Chair 
and the Deputy Chair. This provides an effective conduit for information to pass 
between Governors and executives, ensuring that Governors are kept informed 
of developments within the Trust. 

4. A Governor representative attends the following committees: Finance and 
Audit, Governance and People Strategy, and it is hoped that, over the next 
year, two Governors will be able to attend as observers on a rotational basis. 

Martyn Scrivens (Non-Executive Director & Chair of Symphony) decided to retire at 
the end of the 2025/26 period. The Council of Governors would like to thank Martyn for 
his significant contribution to the Trust during his time with us and to wish him well for 
the future.  Appointment of a replacement NED took place in April 2025, with Owen 
Woodley joining the Trust to adopt Martyn’s role as Chair of the Finance Committee. 
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Given SFT's extensive geographical footprint and the distances to be travelled to 
attend face-to-face meetings, Council of Governors' formal meetings and development 
half days have been consolidated into full-day quarterly events, making our meetings 
more time- and cost-effective. These full-day quarterly meetings consolidate the 
Governors' knowledge and understanding of developments within the Trust, and we 
remain impressed by the staff's dedication to providing excellent healthcare to the 
people of Somerset.   

The Council of Governors closely monitored the CQC's concerns about maternity, 
paediatric, and neonatal services, as well as the temporary closure of Yeovil 
maternity/SCBU services. As a Council, we are profoundly grateful to the entire Trust 
maternity team for their commitment to patient care throughout this difficult period. We 
continue to monitor the situation now that the Yeovil maternity unit has reopened. The 
Council continues to monitor and support patient safety learning, and we welcome the 
Trust’s objective to embed PSIRF learning into all improvement plans going forward. 

Our Staff Governors are a vital part of the Council, and we are very grateful for the 
time they give us despite their busy work schedules. Their input is invaluable, as they 
provide the Governors with a unique perspective on their working lives and the 
challenges they face in an increasingly demanding health environment. We do, 
however, remain concerned that not all of our Staff Governors are given sufficient time 
by their respective line managers to support the Council's work, and this will be a 
focus in the coming year. 

Our executive team has ensured that the Governors have benefited from the open and 
inclusive culture at Somerset Foundation Trust throughout this year. We look forward 
to working together during what will be another challenging year as we implement the 
expected changes from the 10-year NHS plan. I would like to thank my Deputy Lead 
Governor for her wise and helpful assistance during the short time we have been 
leading the newly structured Council, and I look forward to the year ahead. I would 
also like to personally thank both Kate Butler and Jack Torr for their leadership at the 
beginning of the 2025/26 period and for their tremendous help with the transition to the 
new leadership team. 

Finally, I would like to thank all the Governors who, throughout the year, have 
attended and made such a valuable contribution, ensuring that the statutory duties of 
the Governors have been met. The entire Council would also like to thank all our 
support staff, who have worked tirelessly for us over the past year, without whom we 
would not be able to perform our duties.  

 

Stuart Goble 

Lead Governor 
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APPENDIX 5:  STATEMENT OF DIRECTORS’ RESPONSIBILITIES IN 

RESPECT OF THE QUALITY REPORT 
 
The directors are required under the Health Act 2009 and the National Health Service 
Quality Accounts Regulations to prepare Quality Accounts for each financial year. 
 
NHS Improvement has issued guidance to NHS foundation trust boards on the form 
and content of annual quality reports (which incorporate the above legal 
requirements), and on the arrangements that NHS foundation trust boards should put 
in place to support the data quality for the preparation of the quality report. 
 
In preparing the Quality Report, directors are required to take steps to satisfy 
themselves of the following: 

 

• The content of the Quality Report meets the requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 2024/25 and supporting guidance. 

 

• The content of the Quality Report is not inconsistent with internal and external 
sources of information including: 

 
- Board minutes and papers for the period April 2025 to March 2026 

- Papers relating to quality reported to the Board April 2025 to March 2026 

- Feedback from the commissioners dated 25/06/2026 

- Feedback from Local Authority Overview and Scrutiny Committee - No 
comments received at the time of publication 

- Feedback from local Healthwatch organisations received 02/07/2026 

- Feedback from Trust Council of Governors dated 21/06/2026 

 

• The Quality Report presents a balanced picture of Somerset NHS Foundation 
Trust’s performance over the period covered. 

 

• The performance information reported in the Quality Report is reliable and 
accurate. 

 

• There are proper internal controls over the collection and reporting of the 
measures of performance included in the Quality Report, and these controls are 
subject to review to confirm they are working effectively in practice. 

 

• The data underpinning the measures of performance reported in the Quality 
Report is robust and reliable, conforms to specified data quality standards and 
prescribed definitions, is subject to appropriate scrutiny and review, and  

 

• The Quality Report has been prepared in accordance with NHS Improvement’s 
annual reporting manual and supporting guidance (which incorporates the 
Quality Accounts regulations), as well as the standards to support data quality for 
the preparation of the Quality Report. 
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The directors confirm to the best of their knowledge and belief that they have complied 
with the above requirements in preparing the Quality Report. 
 
By order of the Board. 
 
                                                  

                                             

                                                          
21/07/2026         Date……………………………………………. Chair 
                                                RIMA MAKAREM 
                                           
 

 
 
                                              
21/07/2026         Date……………………………………………Chief Executive 
                                                     PETER LEWIS 
 
 
 


