BOARD OF DIRECTORS
This is to advise that there will be a meeting of the Board of Directors on
Wednesday 18 December 2013 at 10:15am
in the Boardroom, Level 1, Yeovil District Hospital NHS Foundation Trust

AGENDA - PART 1
Presenter

1

APOLOGIES

2

DECLARATIONS OF INTEREST
Members of the Board are required to make known any
interests relating to items on the current agenda

3

MINUTES OF THE PREVIOUS MEETING HELD ON
20 NOVEMBER 2013

PW

Appendix

To APPROVE the Minutes of the Board of Directors’ meeting
held on 20 November 2013
4

ACTION SHEET

PW

Appendix

5

MATTERS ARISING

PW

Oral

6

PATIENT STORY

HR

Presentation

PM

Appendix

TN

Appendix

HR

Oral

JHo

Oral

TN

Appendix

To DISCUSS a patient story and to DISCUSS the current
approach to patient stories
7

CHIEF EXECUTIVE’S REPORT
To DISCUSS the key current issues affecting the Trust

8

CHIEF FINANCE AND COMMERCIAL OFFICER’S REPORT
To DISCUSS key current issues within the Chief Finance and
Commercial Officer’s remit

9

DIRECTOR OF NURSING’S REPORT
To DISCUSS key current issues within the Director of Nursing’s
remit

10

MEDICAL DIRECTOR’S REPORT
To DISCUSS key current issues within the Medical Director’s
remit
PERFORMANCE REPORT

11

OPERATING & FINANCIAL PERFORMANCE OVERVIEW

To DISCUSS the overall performance of the Trust
12

CLINICAL QUALITY

HR + JHo

Oral

JHig + SD

Oral

MP

Oral

To DISCUSS any specific matters relating to Clinical Quality
13

SERVICE DELIVERY
To DISCUSS any specific matters relating to Service Delivery

14

WORKFORCE
To DISCUSS any specific matters relating to the Workforce

15

ASSURANCE COMMITTEE MINUTES / REPORTS

PW

To NOTE the minutes of the following meeting:
Audit Committee – 3 December 2013

16

PvdH

Appendix

NCRAC – 3 December 2013

JG

Appendix

RISK AND ASSURANCE REPORT

HR

Appendix

PW

Appendix

PW

Appendix

PW

Oral

PW

Oral

To NOTE the report and the updated Assurance Framework
and Risk Register
17

INTERNAL AUDIT GOVERNANCE REVIEW
To DISCUSS the draft internal audit report on Governance

18

CONSTITUTIONAL AMENDMENTS
To APPROVE some further amendments to the Trust’s
constitution following the Council of Governors’ meeting on 6
December 2013
ITEMS TO NOTE

19

FEEDBACK FROM THE COUNCIL OF GOVERNORS
To NOTE the feedback from the Council of Governors’
meeting on 6 December 2013

20

ANY OTHER BUSINESS

21

EXCLUSION OF THE PUBLIC

To RESOLVE to exclude the public from the rest of the meeting by passing the following
resolution:
The Board of Directors resolves to exclude the public from the rest of the meeting because
publicity would be prejudicial to the public interest by reason of the confidential nature of the
business to be transacted or for other reasons arising from the nature of the business and

the proceedings.
22

DATES AND TIMES OF FUTURE MEETINGS AND EVENTS
There will be a meeting of the Board of Directors on
Wednesday 22 January 2014 at 9.00am in the Boardroom,
Level 1, Yeovil District Hospital
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BOARD OF DIRECTORS
Minutes of the meeting of the Board of Directors held on Wednesday 20 November 2013 at
Yeovil District Hospital
Present:

Peter Wyman [PW]
Paul Mears [PM]
Maurice Dunster [MD]
Julian Grazebrook [JG]
Jane Henderson [JH]
Paul von der Heyde [PH]
Jonathan Howes [JHo]
Tim Newman [TN]
Helen Ryan [HR]

In Attendance:
Susan Davies [SD]
Jonathan Higman [JHig]

Apologies:
182/13

Chairman
Chief Executive
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Medical Director & Deputy Chief Executive
Chief Finance & Commercial Officer
Interim Director of Nursing & Clinical
Governance

Mark Power [MP]
Simon Blackburn [SB]
Simon Chase [SC]
Nicola Webber
Gloria Clark

Director of Elective Care
Director of Urgent Care & Long Term
Conditions
Director of Workforce and HR
Head of Communications and Marketing
Company Secretary
Minutes
Public Governor

Mark Saxton [MS]

Non-Executive Director

DECLARATIONS OF INTEREST
The Chairman declared that he is Treasurer and a member of the
Council of the University of Bath.
Mark Power declared that he is Director of Workforce & HR for Dorset
County Hospital NHS Foundation Trust.

183/13

APOLOGIES AND WELCOME
There were no apologies.
The Chairman welcomed Gloria Clark, Public Governor, and asked her
to participate freely but to respect the confidentiality of the topics
discussed in part 2. He also welcomed a member of the public and
staff.

184/13

MINUTES OF THE PREVIOUS MEETING
The minutes of the meeting held on 16 October 2013 were AGREED.

185/13

ACTION SHEET
The Board NOTED the action sheet.
South West Patient Safety Programme – The Board was pleased to
note that a consultant working with the programme was running a

1

Action

session that afternoon, using the Trust’s regular Clinical Governance
session. It was agreed that Jo Howarth, Rachel Johns and Zubair
Khan should be invited to a future Board meeting.

SC

Assurance Framework – The Board noted that this item had been
deferred due to the internal audit review of governance arrangements,
but that it had not been forgotten.
Somerset Case for Change – The draft minute had been circulated
as part of the draft minutes and the Board confirmed is agreement with
the wording.
186/13

MATTERS ARISING
There were no matters arising

187/13

PATIENT STORY
Teresa Coombes, Business Manager for Cancer Services and Jo
Howarth Associate Director of Nursing for Patient Quality & Safety
joined the meeting to present this item.
Teresa Coombes and Jo Howarth presented what they termed ‘an
RCA of an RCA’. This was a review of how an investigation of an
adverse incident involving a central line had failed to fully identify and
resolve matters, and how both the incident and the investigation
process have been addressed.
The incident had involved problems with a patient’s central line. The
ensuing root cause analysis (RCA) had not been comprehensive
enough to address all the issues. A second RCA had also not been
sufficiently rigorous either.
The incident itself had triggered a complaint and when the results of
the investigations had been shared the complainant, who had some
expertise in this area, was able to demonstrate their shortcomings.
Whilst this episode had been rather uncomfortable for the Trust, the
complainant has agreed to work with the Trust to improve its approach
to incident investigation.
As far as the incident itself is concerned, the Board was informed of a
number of lessons ultimately identified and a series of
recommendations which are being implemented.
In addition, the Board was informed of the early changes that have
been made to the Trust’s approach to RCAs. This work is still in
progress and further changes planned to ensure the investigations are
done thoroughly and tackle the underlying problems.
The Board noted that the South West Patient Safety work would
provide additional understanding this regard. The Board also asked
for a future update on how RCAs are undertaken and quality assured
within the organisation. The Board also asked for a follow-up report
when the recommendations have been implemented.

HR

Helen Ryan underlined the reason for appointing an Associate Director
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for Quality and Patient Safety.
The Chairman thanked Teresa Coombes and Jo Howarth for their
openness.
188/13

CHIEF EXECUTIVE’S REPORT
Paul Mears spoke to his report and the Board discussed a number of
items. He reported that although the Symphony Project had not been
designated a pioneer site it was gaining momentum and there was a
real willingness in all organisations to work collaboratively.
The Board noted developments in relation to the Somerset Case for
Change agenda. The Board also considered the arrangements for
contract negotiations for 2014-15.
The Board discussed the procurement of the electronic health record
(EHR), dubbed SmartCare, and the potential risks arising from the
collaborative approach.
Paul Mears reported on the considerable success of the first iCARE
Awards and thanked Simon Blackburn and his team, including Nicola
Webber.
The Board was also informed of the arrangements for appointing a
new Head of Midwifery in the light of Neil Tomlin’s departure. The
potential for a shared appointment with Dorset County Hospital is
being explored and would initially be piloted for 3-6 months. Helen
Ryan underlined that this appointment is being fully consulted on in
order to establish that this is the right approach.
Paul Mears reported on a helpful meeting with Monitor as part of their
study of small hospitals.
The Board considered the CCG’s review of stroke. The expert panel
report had recommended centralisation of services for the hyper-acute
phase on one site. It was recognised that all other aspects of the
stroke service would continue unchanged. The Trust has had a
number of conversations with the CCG on the actual impact on patient
services across Somerset from such an approach. The Board agreed
that it could only support any move if either there would be significantly
better outcomes for patients or significantly reduced costs; at present,
there is no evidence to suggest either is the case.
[Post-meeting note: The CCG agreed at their meeting on the same day
to develop a business case to determine whether any changes to the
current provision should be pursued.]
Paul Mears congratulated Mark Power on his appointment as Director
of Human Resources at Oxford University Hospital NHS Trust. He will
be leaving in February 2014. The Trust has agreed with Dorset County
Hospital to advertise a shared appointment.

189/13

FRANCIS REPORT PROGRESS
Helen Ryan drew the Board’s attention to two important papers
published yesterday. The first was from the National Quality Board on
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Safe Staffing. A gap analysis will be undertaken in the light of this and
Helen Ryan will bring a further update to either the December or
January Board meeting. Helen Ryan underlined how she appreciated
that the Board had never placed any constraints on the level of
recruitment of nursing staff. In future, it will be a requirement for
Boards to formally review staffing levels at least twice a year. The
Chairman proposed this be done quarterly, in the meeting following
each clinical governance meeting.
The second publication was the Department of Health’s response to
the Francis Report. The executive team will discuss how to shape the
Trust’s response to the government publication. The FTN circulated a
helpful summary of the publication and this will be circulated to the
Board. It was also recognised that it was important to report on the
actions taken to implement agreed actions.
190/13

HR

SC

PERFORMANCE REPORT AND CLINICAL QUALITY REPORT
The Board noted the report and discussed several points.
Jon Howes reported that the HSMR should have read 13.7% lower,
not higher, than August last year. He reported that the Dr Foster Good
Hospital’s Guide is being published imminently and he will circulate
this to the Board. He reported his disappointment that the Trust had
not been highlighted in the publication for good performance.

JHo

Helen Ryan commented on the increase in medication issues. The
reports have been fully investigated and do not point to any particular
problems. One reason for the increase in reporting is probably the
number of incidents which related to reports on potential medication
interactions which have actually avoided incidents. Such reports were
therefore near misses and indicate good alert systems in Pharmacy.
The Board was informed of developments on C diff thresholds given
the very low contractual level for this year, which had been set at just
nine. The Trust and CCG have jointly reviewed the seven cases to
date. Only one was deemed avoidable and it has now been agreed
that only avoidable cases should be counted for performance statistics.
Monitor is also content with this approach, as many trusts have already
exceeded their levels.
In the light of the recent media reports regarding the Colchester trust’s
problems regarding the falsification of cancer patients’ waiting times Mr
Higman gave some reassurance to the Board. He confirmed that two
external reports in the last 18 months had given assurance to the
Trust. Nevertheless, the internal auditors have been asked to review
the Trust’s processes and will report their findings to the Audit
Committee.
Jonathan Higman confirmed that in October all national performance
standards were achieved.
‘Winter’ pressures appear to have arrived early but staff have
responded very well. RTT performance is generally very good. Stroke
data received yesterday compared to national performance indicates
that the Trust’s outcomes are very good compared with the rest of the
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South West. Nationally the Trust is out-performing the rest of the
country in the rehabilitation phase, but has not quite matched the
London trusts yet for the hyper-acute phase. Mortality and length of
stay performance are both better than the national average. The focus
for the Trust needs to be on ensuring timely access to scanning for
stroke patients.
In the light of this strong performance in both outcomes and patients
experience, the Board was challenged to communicate this success
story more widely and prominently. This challenge was accepted and
could be taken up at the right time.
Susan Davies underlined that the Trust was achieving better than the
national RTT standards: 15 weeks for all specialities apart from
Orthopaedics, which is 17 weeks. The CCG is very pleased with this
performance.
The Board asked a number of questions about the Performance
Report. It concluded that the report should include further explanation
of the readmission figures. The absence of CQUIN information was
noted; this is in hand but needs to be presented in a very clear way.
The information will be included. The Board was encouraged to hear of
the increase in the percentage of patients with an estimated discharge
date.

TN

Time was also spent discussing DNA rates and how to minimise these.
It was agreed to hold a seminar session on the progress on the patient
flow work.

JHig

191/13

FINANCE
The Board received and noted the Finance information.

192/13

SERVICE DELIVERY
This report was noted.

193/13

WORKFORCE REPORT
The report was introduced by Mark Power. Overall performance was
noted as very good overall and sickness absence has improved since
the August figure was reported. Pay costs are within budget, including
temporary pay costs.
Mark Power highlighted the leadership development programme which
is to start at the end of January 2014. He also pointed out the work on
Talent Management, which will be circulated.

194/13

MP

ESTATES MASTER PLAN
For this item the meeting was joined by Mark Rose Director of Define,
Lesley Powell Director and Edd Parsons of Capita Property and
Infrastructure, Ian Monchino-Ayres of IMA Transport Planning and
Martyn Whalley of Bath University as well as Mike Fry, Interim Director
of Estates, and Christ Hull, Project Manager.
Timothy Newman introduced the session and the team attending the
presentation. The Master Plan has been developed in tandem with the
internal reconfiguration of existing accommodation and was intended
Page 5

to set out a strategic vision of site utilisation for the next two to three
decades.
The presentation covered traffic flow and highways alignment. It
reviewed the current developments and areas for potential future
development. It then presented two options that had been constructed
for consideration. A preferred option was proposed and explained,
along with what the next steps would be.
The Board welcomed an excellent presentation but immediately
recognised the great importance of communicating the vision clearly
and effectively to staff. It also recognised the importance of engaging
with local residents to outline the plans and its advantages for them, as
well as how the Trust has listened to their issues.
The Board agreed that option two should be the preferred approach,
as presented. It also agreed that the scheme would provide assurance
for the local authority and also for any potential development partners.
At this point Jonathan Higman left the meeting to attend a meeting at
the Somerset CCG.
195/13

CHIEF FINANCE AND COMMERCIAL OFFICER’S REPORT
The Board noted this report. Tim Newman reported the month six
underlying position was as planned but appeared better because the
Trust had not yet incurred some anticipated costs.

196/13

ASSURANCE COMMITTEE MINUTES
The Board noted the minutes of the last Clinical Governance
Assurance Committee. The Chair of the Committee pointed out that
the revised Assurance Framework is keenly anticipated.

197/13

BOARD EVALUATION PROCESS
This report was noted.

198/13

MEDICAL STAFF APPRAISAL RATE ACTION PLAN
This report was noted.

199/13

ANY OTHER BUSINESS
There was no other business.

200/13

EXCLUSION OF THE PUBLIC
The Board RESOLVED to exclude the public from the rest of the
meeting.

201/13

DATE OF NEXT MEETING
The next meeting will be held on Wednesday 18 December 2013.
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BOARD OF DIRECTORS – ACTION SHEET
18 DECEMBER 2013
Minute
75/13

Action
South West Patient Safety
Programme – RUH Bath
consultants to be invited to Board
seminar

Outcome

Due

By

Not yet due

Early 2014

PM

Not yet due

22 January
2014

HR

142/13

Resourcing of Complaints &
PALS – Provide an update

143/13

Assurance Framework – Present
a populated, updated version

This has been
deferred pending the
internal audit report

20
November
2013

PM

146/13

Future of Small Hospitals –
Consider a seminar session

This is in preparation

TBC

JHo

Not yet due

Spring 2014

HR

To be incorporated in
the Patient Story item

From now

HR

In progress

December
13 or
January 14
meeting

HR

Achieved

18
December
2013

SC

185/13

187/13

189/13

189/13

190/13

190/13

190/13

193/13

South West Patient Safety
Programme – Invite Jo Howarth,
Rachel Johns and Zubair Khan to a
future Board meeting
Patient Story – Report back on the
implementation of the
recommendations arising from
patient stories
Francis Report – Report on the
gap analysis following the
publication of guidance on safe
staffing levels
Francis Report – Circulate to
Board members the FTN’s
summary of the government’s
response
Clinical Quality Report –
Circulate the Dr Foster Good
Hospital Guide when published
Performance Report – Include
CQUIN figures
Performance Report – Consider
holding a seminar session on the
pathway administration project
Workforce Report – Circulate
information on the Talent
Management programme

Guide not yet
published
Achieved

18
December
2013
18
December
2013

JHo

TN

In progress

Early 2014

JHig

Achieved

18
December
2013

MP

1

Appendix
Board of Directors
18 December 2013

Report to:

Board of Directors

Report from:

Chief Executive

Paper for Approval:

Chief Executive’s Report

Date:

18 December 2013

Company Secretary
This is Simon Chase’s last meeting as the Company Secretary. I would like to think Simon
for his hard work and commitment over a number of years in this role. He has been highly
professional in the role and built good relationships with both board members and
Foundation Trust governors and members. I would like to wish Simon well for the future.
Following a recruitment process I am pleased that we have appointed Jade Renville as
Company Secretary. Jade joins us from Somerset CCG where she has worked in the
Corporate Governance team. Jade has a Masters in Law and Medical Ethics as well as
training in FOI and Data Protection. She will be a great addition to the team at the trust and
she is very much looking forward to joining us in the middle of February.
Following Simon’s departure the Company Secretary from Dorset County Hospital has
offered to provide cover for the post on an interim basis until Jade arrives.
Somerset Case for Change
The Chairman, Medical Director and I met recently with key leaders of the CCG. We
discussed the current challenges facing the Somerset health and social care community and
in particular the stroke review. The meeting proved to be a useful opportunity to share our
thoughts on the work on the Case for Change and the impact this will have potentially on the
hospital.
In addition we have been in regular meetings with the CCG on the development of the CIP
plans for the coming financial year.
Head of Midwifery
We have agreed with Dorset County Hospital that their Head of Midwifery, Jo Hartley will
take on the role for this trust on an interim basis starting in January. This will be an
innovative solution which will provide senior leadership to the department as well as
developing opportunities for shared learning between the two hospitals.

Report to:

Board of Directors

Report from:

Chief Finance and Commercial Officer

Subject:

Monthly update

Date:

18 December 2013

Estates update
Consultation work has started with council planners, with a wider public and staff
consultation planned to take place in the New Year once we have covered off some of the
technical areas with the council.
The precise timetable for Cheverton demolition will be agreed shortly. The initial work will
involve asbestos removal. We may delay demolition to dovetail in with the master plan work,
notably to enable preliminary works for construction of a multi-storey car park.
The combined heat & power (boiler) project continues and is on schedule.
The upgrade of Ward 6A is continuing well with the main bays scheduled to open in the third
week of January to provide additional winter capacity. Work to refurbish the new combined
physio/cardio gyms and associated office and storage space is virtually complete. Work will
start shortly on the frail elderly person’s assessment unit in the day hospital on the site of the
former cardio gym.
Work continues on reviewing the configuration of the main entrance of the hospital. Plans
and costing will be shared in due course. The aim is to provide a much stronger sense of
arrival for patients and visitors, as well as grouping retail, catering and patient service
facilities together to promote both efficiency of operation and revenue generation.
Finally there is a focus on fixing visible routine maintenance issues and a programme of
urgent repairs and decoration is being undertaken.
Cost Improvement Programme
Currently the PMO team continues to forecast a £1.3m shortfall of cost savings programmes
vs. £3.5m plan. An update will be given at the Board meeting. The forecast assumes delays
on some material programmes however whilst the saving in the current year will be lower
than planned the expectation is that the full year effect next year will be substantial.
Financial position
At the time of writing November results are being finalised but are expected to be close to
budget.
Strategic estates partner
Workshops have been arranged at Bevan Brittan’s offices in January and February to draft
the OJEU notice and associated evaluation criteria seeking a strategic estates partner.
Assuming we follow the traditional timetable the partnership would be operational by
October.
Smartcare
The ITT responses are being completed by the suppliers are due for submission on the 16th
December. Evaluators and moderators are being briefed on how to score the responses.
The Collaboration Exec / SRO steering group continue to discuss and assess what
collaboration may look like post procurement.

Recruitment is underway for an analyst to map our processes. The Smartcare Programme
will also attend the PMO meetings to start to ensure alignment of business change activity.
We are assessing the use of YCloud and an associated document management solution to
minimise data migration and offer an electronic records solution.
Safer Hospital Safer Wards Tech Fund Bid
We heard last week that the YDH Healthcare Gateway bid has been approved. The plan is
to improve data sharing with primary care community and if successful is expected to reduce
postage and printing costs as the number of letters sent out by YDH will reduce, as well as
giving GPs much quicker access to patient information (and vice versa).
Tim Newman

Operating & Financial
Performance Overview
October 2013 – Month 7

12/12/2013

Section

Title

Page

CONTENTS
1

Operational Performance

2

Financial Performance Summary

3

Appendix - Financial Detail

4

Workforce Performance

12/12/2013
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Mortality [1/2]
HSMR in September 13 was 86.2 (5.0 lower than September 12), reducing steadily over the last 12 months
Actual number of deaths in November 13 was 60

Hospital Standardised Mortality Ratio (HSMR)
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6 month moving average
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Mortality [2/2]
967 deaths YTD. There does not appear to be a weekend peak in mortality based on YTD data.

YTD Deaths (by day of admission)

YTD Deaths by Day of Week (by day of discharge)
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Bed Occupancy
Total available beds in October was 330, compared to September 320. September bed occupancy was 82%
Bed Occupancy by Speciality
120%
100%
80%
60%
40%
20%

Medical Division

Surgical Division

Ortho
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Oct-13
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Bed Occupancy = total beds occupied/total available beds (position as at midnight)
>100% = data quality issues – to be investigated
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RTT [1/2]
In October 95.6% (target 90%) of admitted patients and 97.0% (target 95%) of non-admitted patients started
consultant-led treatment within 18 weeks of referral.
RTT completed pathways - 18 week - non admitted
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RTT [2/2]
There are 163 admitted patients and 142 non-admitted patients that are currently waiting longer than 18 weeks, 88
of these patients are waiting over 26 weeks. The only two specialities where RTT incomplete % is less than 93%
target are General Surgery and Neurology.
RTT incomplete pathways
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Patients that delay treatment through choice are counted as an incomplete pathways until they receive their treatment, or it is decided that they
don’t need treatment. Patient choice only changes things once they have received an admitted treatment (non-admitted stops aren’t adjusted for
patient choice)
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Waiting lists
Both the outpatient and the day case/inpatient waiting lists continue to reduce as we approach the end of the
calendar year, falling by 40 and 43 patients respectively.
Waiting Lists

OP Waiting List Size
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Numbers above are live waiting list patients, they include patients that have chosen to delay their treatment.
Currently it is difficult to identify these patients due to the booking methods i.e. this information is only in the form of a
“comment”. Previously we used a separate waiting list code, which enabled us to exclude these patients from our
reports. This was stopped in order to increase visibility of all patients.
The above numbers do not include planned or suspended patients i.e. medically unfit or regular future bookings i.e.
five year endoscopies.
Outpatients waiting list - patients that have been referred but not yet seen.
Inpatients/Day cases – patients that have been referred for elective admissions but not yet treated.
12/12/2013
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Day Case Admissions
Day case admissions (1,581) were 86% of total elective admissions. This mix has remained stable between 80% and
86% since April 2010.
61% of all day cases are in 3 specialities – Gastroenterology (20%), General Surgery (22%), Medical Oncology (19%)

YTD day cases

Day Case admissions

12/12/2013
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A&E [1/2]
In November 95.5% (target 95%) of patients were seen and discharged from A&E within 4 hours . The 6 month
rolling average trend is increasing due to achieving the target for the last 6 months.
Average A&E overall attendances remain similar to October (121). Ambulance arrivals averaging 37 per day YTD.
A&E 4 hour performance - All Attendances
6 month moving
average
A&E 4 hour performance
- All Attendances

100.0%

6 month moving average
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100.0%
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Oct-12

Jul-12
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Jan-12
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Jul-10

88.0%

Apr-10
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Avg A&E attendance per day

Average attendances per day
Day
Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Total
Average attendances
Monday
142 per day
132
145 146
125
145
129
128 137
Day
Apr-13
May-13
Jun-13
Jul-13
Aug-13
Sep-13
Oct-13
Nov-13
Tuesday
122
124
121 132
127
119
113
117 Total
122
Monday
142
132
145
146
125
145
129
128
137
Wednesday
119
118
127 129
120
128
120
115 122
Tuesday
122
124
121
127
119
113
117
Thursday
125
119
121 132
135
123
121
117
115 122
122
Wednesday
119
118
127
129
120
128
120
115
122
Friday
116
120
117 121
126
111
115
116 118
Thursday
125
119
121
123
121
117
115
Saturday
125
127
131 135
136
127
123
123
121 122
126
Friday
116
120
117
121
126
111
115
116
118
Sunday
143
126
136 138
146
134
128
135 136
Saturday
125
127
131
127
123
123
121
126
TOTAL
128
123
128 136
134
128
127
120
121 126
Sunday
143
126
136 138
146
134
128
135 136
TOTAL
128
123
128 134
128
127
120
121 126
Avg A&E ambulance arrivals per day
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A&E [2/2]
A&E Attendances by day
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A&E Activity
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90
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YTD, activity is down on last year by 0.1%.

160

08/08/20…

November activity is down compared to October by 2.8%
(3,619 vs. 3,722) and lower than previous year by 1.2%. This
may be due to higher direct urgent admissions by-passing
A&E.

170

01/08/20…

A&E activity increased by 5% in 12/13 vs 11/12, mainly due
to spikes in June (+7.2%), August (8.8%), September (7.3%)
and December (+13.1%).

% increase/decrease vs LY
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Ambulance targets
We have achieved the 30 minute handover target (98%) for the last 7 months running.
YTD fines total £27,000 , mainly due to spike in April of £16,800, the same period last year fines were £25,470.
Actual Ambulance Handover breaches are currently 87 YTD compared with 513 for the same period last year.
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Ambulance handovers - Fines
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88.0%

Ambulance Handover <30mins

NOTES:
Ambulance fines for over 30mins only began in April 2011
Imposed Fines have changed each year but have always been based on breaching 30 mins or more
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Cancer 2 week waits
Since October 2011, we have achieved the 2 week wait target (93%) of seeing patients within 2 weeks of a suspected
cancer referral.

Number of referrals

2 wk wait suspected cancer

2 wk wait Breast
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2 week wait exhibited breast symptoms

600

Apr-10

no. referrals - suspected cancer

2 week wait suspected cancer

2 week cancer targets

Cancer 31 day and 62 day targets
We continue to achieve the target of delivering treatment within 31 days of the decision to treat.

31 day treatment first

31 day treatment first subsequent drugs

31 day treatment subsequent surgery

Achievement %
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6 month rolling %

Monthly data
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We are currently achieving all 62 day targets.

62 day treatment standard

Achievement %

12/12/2013

Target %

Number of referrals

62 day treatment upgrades
70

120.0%

60

100.0%

Achievement %

Target %

Number of referrals

10

40.0%

Achievement %

Target %

Number of referrals

14

Oct-13

Jul-13

Apr-13

Jan-13

Jul-12

0

Oct-12

0.0%

Apr-12

0

5

Jan-12

20.0%

Oct-11

10

Jul-11

Oct-13

Jul-13

Jan-13

Apr-13

Jul-12

Oct-12

Apr-12

Jan-12

Oct-11

Jul-11

Apr-11

Jan-11

Oct-10

Jul-10

20

60.0%

Apr-11

30

15

80.0%

Jan-11

40

Oct-10

50

20

Jul-10

102.0%
100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%

Apr-10

Oct-13

Jul-13

Jan-13

Apr-13

0

Oct-12

0.0%

Jul-12

1

Apr-12

20.0%

Jan-12

2

Oct-11

3

40.0%

Jul-11

60.0%

Apr-11

4

Jan-11

80.0%

Oct-10

5

Jul-10

100.0%

Apr-10

6

Apr-10

62 day treatment screening
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November 13 DNA ratio of 7.5%, decrease of 0.7% compared to September 13
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First to follow up
First appointment to follow up appointment ratio in October was 1.9, 6 month moving average reducing
steadily
Orthopaedics and Ophthalmology have the highest first to follow up ratio
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Stroke
In October we achieved the 80% target for the third month in a row for stroke patients spending >90% of their time
on the stroke ward.
69% of patients were admitted directly to the stroke ward within 4 hours, this is well below target of 90%.
Stroke Unit Stay >90%

4Hr Direct Admission
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75% of high risk Transient Ischaemic Attack (TIA) patients were treated within 24 hours.
46% of patients that were subsequently diagnosed with a stroke had a CT scan within 1 hour of arrival. Please note
that the underlying data includes all patients, whether a CT scan is needed within 1 hour or not, therefore our
achievement may be understated
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Discharges
41% of inpatients had an EDD (estimated discharge date) recorded, of these only 39% were actually discharged by
the estimated due date.
Top 4 largest specialities (% discharged by EDD) - General medicine 35%, Paediatrics 60%(this only represents 9 out
of 15 with EDD recorded), General Surgery 49%, Orthopaedics 43%

YTD IP Discharges with EDD Recorded by Specialty - Top 7 Specialties (excluding
EAU)

YTD Discharges by Day of the Week
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Cancelled operations
For any elective operation cancelled by the trust on the day of the operation/admission, an offer of a new date
must be made within 5 calendar days, and the newly offered date must be within 28 days of the cancelled operation
date.
YTD to Nov 13, 86 operations have been cancelled by the trust on the day for non-clinical reasons, 82 were
contacted within 5 days to be offered a new date and 82 were rebooked within 28 days.
Most common reason of cancelling
operation is “patient cancellation”
Top 10 Reasons for Cancellation of Elective Operations

For Hospital Cancellations – 24.6% are
cancelled on the day, while 43.2% give at
least 8 days notice

PATIENT CANCELLED - TCI / APPOINTMENT INCONVENIENT
PATIENT FAILED TO ARRIVE / DNA
TCI / APPOINTMENT RESCHEDULED - DATE BROUGHT
FORWARD

Patient Cancellations – 56.1% on the day,
23.1% give at least 8 days notice.

PATIENT CANCELLED - UNFIT FOR TREATMENT
TCI / APPOINTMENT RESCHEDULED - REQUIRES
ALTERNATIVE SESSION / CLINIC

Timing of Cancelled Operation (By Hospital)

PATIENT UNFIT FOR SURGERY (PRE-EXISTING MEDICAL
CONDITION)

500

PATIENT UNFIT FOR SURGERY (ACUTE ILLNESS)

350

450
400
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CONSULTANT / CLINICIAN UNAVAILABLE

200
150

MORE URGENT CASE TOOK PRIORITY - ELECTIVE ONLY E.G.
CANCER
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50
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SURGERY / APPOINTMENT NOT REQUIRED

1 day before
0
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before

On the day

300
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Safety
Patient falls in October were 72 with spikes in Feb and Mar 13. The last reported case of MRSA was in Mar 13 with
only 4 cases in the last 3 years. Pressure ulcers are on a decreasing trend, data is unavailable for 10/11.
Pressure ulcers +2

Patient falls
Monthly data

Monthly data

6 month moving average
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Friends and Family Test
YTD response rate 18.5%, low A&E response rate of 5.6%.
No of Respondants
A&E
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Jul-13
Aug-13
Sep-13
Oct-13

IP
368
318
362
383
456
437
467

No of eligible Patients
TOTAL
398
368
495
468
537
581
633

A&E
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1,894
1,828
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16.5%
19.7%
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Patient complaints and compliments
1000

YTD there have been 897 compliments to Clinical
Departments and Medical Staff and 648 complaints
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There has been an increase in number of PALs
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Admissions and average length of stay
Total elective admissions in October were 1,842 compared to non-elective 1,531. For the last 12 months the mix has
remained at a 50:50 equal split, compared to prior year which was 54% Elective to 46% Non Elective admissions.
Average length of stay is 2.5 days for Elective Division and 5.1 days for UCLTC Division.

Admissions

Average Length of Stay (days)

3,500
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Total admissions (6 mths avg)

LOS
Elective
Non Elective
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3.6
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Oct-13
2.5
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LOS Non Elective

In November we are carrying out further analysis to determine
relevant and accurate criteria for LOS vs accurate targets
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Length of stay – long stayers
A long staying patient with an eventual length of stay of almost 250 days was discharged in late November, leaving
the current longest stayer at less than 100 days.
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1

5

Not Medically Fit

1

5

medically fit for discharge

1

Not Medically Fit

1
2

30-60
15-30

Not Medically Fit

1

60-100

7

WAR
WARD 6B D 7A

medically fit for discharge

0
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4

1

CCU

Status

WARD 8A

Ward

1

3

4

5

6

6

7

8
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Re-admissions within 30 days
General Medicine has a high rate of readmissions post electively from other specialties, and post-emergency
generally, because General Medicine has a large portion of all emergency admissions.
General Surgery has a high rate of post-elective same-specialty readmissions due to the high rate of elective
admissions for general surgery (all endoscopies are managed as day cases, and therefore count as admissions)

Post Elective Readmissions by Specialty

Post Emergency Readmissions
by Specialty

General Medicine

General Medicine

General Surgery

General Surgery
A&E

Gynaecology

Geriatrics
Trauma & Orthopaedics

Trauma & Orthopaedics

A&E

Gynaecology
Paediatrics

Geriatrics

Obstetrics
Paediatrics

Urology
0

10

20

30

different speciality
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40

50

60

same speciality

70

80

90

100

0

50

100

150

different speciality

200

250

300

350

400

same speciality
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Theatre utilisation
ENT, Ophthalmology, Oral Surgery, Plastic Surgery,
and Urology are the areas most prone to theatre
lists ending at least 45 minutes earlier than
scheduled
Conversely, private endoscopy sessions have
overrun in 36% on cases, and never ended early.

Theatre Utilisation by Month

Jan13 - Nov13 Theatre Utilisation by Speciality
120.0%

96.0%

100.0%

95.0%

80.0%

94.0%

91.0%
90.0%

Nov

Oct

Sep

Aug

Jul

Jun

May

Apr

Mar

89.0%

Feb

UROLOGY

PRIVATE SESSION
(ENDOSCOPY)
PRIVATE SESSION
(FLEXIBLE CYSTOSCOPY)

PLASTIC SURGERY

PAEDIATRICS

GYNAECOLOGY

GENERAL SURGERY

GENERAL MEDICINE

GASTROENTEROLOGY

ENT

ENDOSCOPY

DERMATOLOGY

ORAL SURGERY

92.0%

0.0%

ORTHOPAEDICS &
TRAUMA

93.0%

20.0%

OPTHALMOLOGY

40.0%

Jan

60.0%

NOTE: The Anaesthetics lists were miscoded on Galaxy; they were actually Endoscopy lists. There were only two of them, so the impact on the endoscopy
percentages will be negligible
12/12/2013
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Monitor
MONITOR SCORE
C.Diff year on year reduction
1
(DH target - Post 72hrs only)
MRSA year-on-year reduction (de-minimus limit = 6)
2
All cases
Max waiting time of 31 days for subsequent DRUG treatments
3a
for all cancers
Max waiting time of 31 days for subsequent SURGICAL
3b
treatments for all cancers
Max waiting time of 62 days from urgent GP referral to first
4a
treatment for all cancers
Max waiting time of 62 days from consultant screening
4b
service referral for all cancers
Max waiting time of 62 days from consultant screening
4c
service referral for all cancers

Q1

Q2

YTD

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

GREEN

0.0 - 0.9

GREEN/AMBER

1 .0 - 1.9

0

AMBER/RED

2.0 - 2.9

0

0

RED

0

0

0

5

18 week RTT admitted wait - All specialties

0

0

0

6

18 week RTT non-admitted wait - All specialties

0

0

0

7

18 week RTT Incomplete pathways - All Specialties

0

0

0

8

A&E Clinical Quality: Total time of 4 hours in A&E

0

0

0

0

0

0

0

0

0

0

0

0

Access to health care for people with a learning disability

0

0

0

Total Monitor Score

0

0

0

9a
9b
10
11

Max waiting time of 2 weeks from urgent suspect cancer GP
referral to first outpatient appointment
Max waiting time of 2 weeks for symptomatic breast patients
(cancer not initially suspected)
Max waiting time of 31 days from diagnosis to first treatment
for all cancers

12/12/2013

TOTAL MONITOR SCORE

3 or above
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CQUIN
It is believed that we have achieved 100% of Q2, however awaiting confirmation
CQUIN

Q2 £ Eligible

1.1 Friends & Family Test - phased expansion

13,500

1.2 Friends & Family Test - increased response rate

11,667

1.3 Friends & Family Test - improved performance on staff test

CQUIN
Q2 £ Eligible
Patients, their families and carers are satisfied with how they are communicated
5.2 with, and have sufficient information to meet their needs in relation to End of
Life Care.
6

7

2.1 NHS Safety Thermometer – Data Collection

11,000

8.1

2.2 NHS Safety Thermometer – Improvement

11,000

8.2

3.2 Dementia - Clinical Leadership

9

To improve the time from arrival at hospital to receipt of antibiotics for patients
who present at hospital with neutropenic fever – 90% within 60 minutes.
Provision of test and diagnostic results following an outpatient attendance
within 2 weeks.

Inpatients (24 hour or more stays) who have diabetes to receive foot assessment
and action based on NICE CG 119

90% emergency footcare admissions should have assessment by member of
MDT within 24 hours.

Somerset Partnership NHS Foundation Trust, Taunton and Somerset Foundation
Trust and Yeovil District Hospital (the Providers) will work in collaboration with
Somerset Clinical Commissioning Group to achieve the development of a
standardised care pathway for the frail elderly in Somerset.
Development will be dependent on working in partnership with all health and
social care providers in Somerset eg SWAST, Adult Social Care.

63,600

0

0

250,000

To reduce the reported incidence of people with a healthcare acquired pressure
ulcer (Grade 2 and above) in inpatient beds by 50%
3.3 Dementia - Supporting Carers

4.1 VTE Risk Assessment
4.2 VTE Root Cause Analyses
Identify patients in the last year of life and add to the Electronic Palliative care
5.1
Co-ordination System

10

106,000

11,000
11,000

3.1a Dementia (Find, Assess, Investigate & Refer)- FIND
3.1b Dementia (Find, Assess, Investigate & Refer)- ASSESS & INVESTIGATE

4,417
4,417

21,000

3.1c Dementia (Find, Assess, Investigate & Refer)- REFER

4,417
432,850

12/12/2013
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Finance
YTD surplus £653k, £401k favourable against budget, Monitor risk rating of 4, YTD capital expenditure £1,320k,
Cash balance £6.6m

Financial Summary

Income
Pay
Non Pay
EBITDA
Other
Surplus
EBITDA Margin %
Surplus %

In Month
Actual

Variance

10,143
(6,317)
(3,123)
703
(415)
288
6.8%
2.8%

213
(225)
15
3
(1)
2
-0.3%
0.0%

Year to Date
Actual
Variance
67,044
(42,675)
(20,719)
3,650
(2,997)
653
5.4%
1.0%

(399)
452
338
391
10
401
0.7%
0.6%

Variance: Favourable/(Adverse)

12/12/2013
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APPENDIX
Financial Detail
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Summary (£’000)
YTD: £653k surplus, £401k favourable against budget
Financial Summary

Income
Clinical Income
Non NHS Clinical Income
Other Income
Total Income

Prior Months Actuals
August
September

In Month - October
Actual
Variance

Year to Date
Actual
Variance

8,208
120
1,230
9,558

8,295
232
1,073
9,600

8,741
270
1,132
10,143

78
(14)
149
213

58,000
1,694
7,350
67,044

(624)
(160)
385
(399)

Pay
Nursing
Medical Staff
Other
Total Pay Expenditure

(2,125)
(1,920)
(1,949)
(5,994)

(2,152)
(1,974)
(1,943)
(6,069)

(2,229)
(2,058)
(2,030)
(6,317)

36
(61)
(200)
(225)

(15,205)
(13,763)
(13,707)
(42,675)

432
286
(266)
452

Non Pay
Drugs
Consumable M&SE
High Cost M&SE
Other
Central Budgets
Total Non Pay Expenditure
EBITDA
Other
Surplus
EBITDA Margin %
Surplus %

(827)
(552)
(245)
(1,340)
0
(2,964)
600
(413)
187
6.3%
2.0%

(803)
(621)
(275)
(1,304)
0
(3,003)
528
(410)
118
5.4%
1.2%

(974)
(663)
(231)
(1,255)
0
(3,123)
703
(415)
288
6.8%
2.8%

(110)
(43)
37
5
126
15
3
(1)
2
-0.3%
0.0%

(5,947)
(4,183)
(1,706)
(8,883)
0
(20,719)
3,650
(2,997)
653
5.4%
1.0%

(259)
(33)
125
92
413
338
391
10
401
0.7%
0.6%

Variance: Favourable/(Adverse)
12/12/2013
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Monitor Risk Ratings
The Trust is achieving a risk rating of 4

Month 7
In Month

YTD

Debt Service Cover
Debt Service

130

976

Revenue available for Debt Service

690

3,606

Debt Service Cover Matrix

5.3

3.7

Debt Service Cover Rating

4

4

4329

4329

-9,440

-63,394

Liquidty Matrix

13.0

13.6

Liquidty Rating

4

4

Continuity of Service Risk Rating

4

4

Liquidity
Cash for Continuity of Service
Operating Expenses

From 1st October the Continuity of Service risk rating comes into effect. Our current Continuity of Service risk rating is 4
and based on our Annual Plan submission we would expect that this would continue at a 4 for the next 12 months.
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Income (£’000)
Income in month £10,143k; YTD £67,044k (£399k adverse variance to budget)

Clinical Income - There is a favourable variance of £78k in month. Of
this £24k is as a result of higher than planned cancer drug fund
income, £15k due to higher than planned Specialist Commissioning
income & £78k contract income due to timing differences. This is
offset by lower than planned income for NCA’s.
Non NHS Clinical Income - There is a adverse variance of £14k in
month. This is due an under recovery against plan relating to the
Injury Cost Recovery Scheme.
Other Income – There is a favourable variance of £149k in month.
This is due to favourable variances on Education & Training and
R&D of £14k and £18k respectively. Other Operating Income is
£102k favourable in month and relates to Radiology, Therapy,
Symphony and the Mobile Eye Clinic
N.B. Main components of Other Income include Research &
Development funding, Education & Training funding and Donated
Asset Income. Other significant income streams include services
provided to external organisations for pharmacy & facilities
contracts.
12/12/2013
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Summary of Clinical Activity Performance
Patient Type
Elective inpatients
Elective day case patients (Same day)
Emergency
Outpatient Attendances
Outpatient Procedures
A&E attendances
Maternity
Direct Access
Other
TOTAL

Annual Year to date Year to date
Plan
plan
actuals
Variance % variance
3,399
2,007
1,768
(239)
-11.9%
17,689
10,446
9,376
(1,070)
-10.2%
17,381
10,191
9,817
(374)
-3.7%
145,503
85,927
85,695
(232)
-0.3%
14,350
8,475
9,669
1,194
14.1%
47,098
27,613
27,184
(429)
-1.6%
5,004
2,934
2,715
(219)
-7.5%
29,229
17,137
16,792
(345)
-2.0%
819,045
480,207
485,979
5,772
1.2%
1,098,698
644,937
648,995
4,058
0.6%

• Underperformance in General Surgery is the main reason for both the Elective admissions and Elective
same-day activity.
• Our planned activity is not adjusted for seasonality, therefore the emergency work is likely to be overperforming in the winter months. This may address the year-to-date under-performance in these
areas.
• We have improved our data capture of a lot of procedures done in outpatient settings, particularly in
Trauma and Orthopaedics. This is seen in the Outpatient Procedure over-performance.
• The ‘Other’ category includes the Pathology activity, which includes a high volume of low-cost items.
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Substantive &Total Pay (£’000)
Pay in month £6,317k; YTD £42,675k (£452k favourable variance to budget)

Nursing – Total expenditure in month is £2,229k, resulting in a favourable variance of £36k. This is due to vacancies, approved timing & CIP
variances. The business units that are underspent are Medicine, Somerset Academy, Cancer, Theatres, Surgery & Critical Care.
Medical Staffing – Total expenditure in month is £2,058k, resulting in an adverse variance of £61k. This is due to overspends in Obs & Gynae,
Ophthalmology, Theatres and Child Health relating to locum usage and extra session costs.
A&C & Estates – Total expenditure in month is £1,091k, resulting in an adverse variance of £27k. This is due to underachievement of CIP in Urgent
and Elective Care, partially offset by vacancies in access and patient flow.
Other CIP - There is an adverse variance in month of £135k. This is due to non-achievement of CIP against the target in various business units.
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Pay Non Substantive (£’000)
Non substantive Pay in month £458k; YTD £3,041k (£534k greater YTD than 12/13)

Locum
Medical and Dental
Nursing and Midwifery
Other
Total

12/12/2013
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29

In Month
Bank
Agency
104
110
62
54
98
164
264

YTD
Total
133
173
152
458

Locum
374

374

Bank
676
296
972

Agency
576
410
709
1,694

Total
950
1,086
1,005
3,041

36

Drugs (£’000)
Drugs spend in month £974k; YTD £5,947k (£259k adverse variance to budget)

Drugs are reporting an overspend of £259k year to date. This is offset by increased income of £250k; £88k from the cancer drug
fund, £155k from Specialist Commissioning and £7k from other NHS Trusts. The net impact is a £9k adverse variance but in addition
the Trust has a marginal underspend on Somerset and Dorset CCG ‘s high cost drugs by £18k which combined show an underlying
overspend of £27k.
Note: Any total under or over performance relating to drugs commissioned by NHS England will be paid through on a ‘pass through’
basis.
12/12/2013
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Non Pay (£’000)
Non Pay (excl drugs) spend in month £2,149k; YTD £14,772k (£184k favourable variance to budget)

In month:
–

Consumable M&SE – Adverse £43k. Due to the release of a Pathology provision relating to 2012/13.

–

High Cost M&SE – Favourable £37k. Due to reduced Orthopaedic loan kit expenditure.

- Other Non Pay – Adverse £5k. Estates and Facilities is £32k adverse in month due to void residencies charges, underachievement of nonpay CIP and
increased parts and materials costs. This and other small areas of overspend are offset by Other Non Pay and Medical Equipment
underspends.
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Overhead costs include Facilities, Energy, Maintenance, Management, HR, Finance etc.

12/12/2013

39

Use of Capital (£’000)
Total Capital spend in month is £241k, YTD spend is £1,320k
Site Capex
The £346k year to date favourable variance
relates to Women’s Hospital capital expenditure
now scheduled later than originally planned.
Medical Equipment
The £334k year to date favourable variance on
Medical Equipment largely represents a change
in the phasing of orders. The Medical Equipment
budget is forecast to underspend by £6k at year
end. The planned replacement of £86k of
Diathermy machines has slipped to November
whilst exact requirements are established
Other Operational Capital: The favourable
variance in month is due to capital expenditure
now scheduled later than originally planned. This
is due to come back in line for the year end.
Car Park
The costs against this line include the cost of the
site master plan and associated works. There has
been slippage on the Car Park work which is
expected to be incurred in quarter 1 of 2014/15.
Donated Schemes
The month 7 variance is due to the Aplio
Ultrasound scanner being delivered in November
rather than the planned date in September.

12/12/2013

In Month

Capital Expenditure
Operational Capital
Site Capex
Medical Equipment
Radiology Equipment
Other
Major Developments
Energy Project
Car Park Phase 1
IT - E.H.R
Other
Donated schemes
Total Annual Budget

Year to Date
Actual
Variance

Actual

Variance

156
16
0
1

(42)
115
0
100

401
323
118
237

346
334
12
53

0
16
11
25
16
241

0
143
11
(25)
(16)
286

0
88
51
43
59
1,320

0
99
26
(43)
84
911
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Cash (£’000)
Cash inflow in month is £204k, YTD Cash outflow is £3,256k
Year to date there is a cash outflow higher than plan by
£345k.
The main variances are:
Trade Receivables :
NHS Debtors have reduced in month by £935k due to
payment of invoices including the £833k transitional
funding from Somerset CCG.
Accrued Income is higher than expected in month
predominantly due to £175k of transitional funding which
has only recently been approved. In addition the
information for the invoicing for the ‘pass through’ and
cancer drugs of £240k is being validated and invoices will
be raised by the end of November 2013.The budget was
based on the plan to reduce debtors to 14 days however
the actual debtor days is 21 days; the target is to reduce to
15 days by the end of the financial year.
Trade Payables
Creditors and Accruals have decreased in month due a
payment run on the last day of the month, and the
agreement of balances exercise. Deferred income has
increased by £71k for the additional CCG income received.
Capital This has arisen due to the delayed start on projects
but will catch up as the work on the projects accelerates.
Other This is due to a higher than planned EBITDA
12/12/2013

Cashflow
In Month Variance Year to Date Variance
Trade Receivables
637
(2,048)
Trade Payables
(440)
435
Provisions
12
136
Capital
296
903
PDC
100
(145)
Stock
(26)
(126)
Other
8
500
Cash inflow/(outflow) Variance
587
(345)
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Statement of Financial Position (£’000)
September 13

October 13

Mvt In Mth

Non Current Assets

50,963

50,914

(49)

Current Assets
Inventories
Trade & Other Receivables <1yr
Cash in Hand and at Bank
Total Current assets

1,899
6,955
6,412
15,266

1,923
6,719
6,616
15,258

24
(236)
204
(8)

Current Liabilities

(9,443)

(9,006)

437

Net Current Assets

5,823

6,252

429

Total Assets less Current Liabilities
Trade and other Payables >1yr
Loans > 1yr
Provisions >1yr
Net Assets employed

56,786
0
0
(1,149)
55,637

57,166
0
0
(1,143)
56,023

380
0
0
6
386

Financed by:
I&E Reserve Current year
Public Dividend Capital
I&E Reserve Previous year
Revaluation Reserve
Donation Reserve
Total Financed

366
40,930
6,238
8,103
0
55,637

652
41,030
6,238
8,103
0
56,023

286
100
0
0
0
386
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Current Assets
Inventories have increased by £24k in
month. This relates to Pharmacy stock.
Trade & Other Receivables
NHS Debtors have reduced by £935k due
to payment of the £833k transitional
funding from the CCG.
Accrued Income has increased by £513k.
£175k of this relates to transitional
funding which has only recently been
approved.
Current Liabilities
Creditors and accruals have decreased by
£644k, mainly due to the payment run
being on the last day of October.
Deferred income has increased by £71k
for the additional CCG income received.
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Trust Level Key Ratios
EBITDA margin 5.4% YTD, 6.8% in month

There are no material variations in month for Pay and Non Pay compared to last year.
Return on pay has slightly improved compared to the previous month.
Return on non pay slightly improved compared to the previous month.
EBITDA margin is 0.4% higher than achieved YTD in 12/13
Notes: Ratios are calculated under the current contract income value and not PbR
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Service Line Reporting Summary (£’000)

Month 7 Year to Date
Elective Care
Urgent Care
Revenue

Corporate

Total

29,888

28,708

1,130

59,726

Direct Costs
Indirect Costs

(13,617)
(10,247)

(18,645)
(5,380)

0
0

(32,262)
(15,628)

Gross Contribution
Central Costs

6,024
(5,862)

4,683
(5,321)

1,130
0

11,836
(11,184)

161

(639)

1,130

653

Net Contribution

The Corporate income figure of £1,130k includes other income streams such as car parking and Injury Cost Recovery Scheme
income.
The £11.2m of central costs are overheads, and include departments such as Facilities, Management services, HR, Finance, and also
depreciation costs.
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Service line reporting – Elective Care contribution

Elective Care Strategic Business Unit Contribution
Actual
Budget
£000's
%
£000's
%
Month 7
959
22%
765
19%
YTD
6,024
20%
6,466
21%
Full Year Budget
11,566
22%
• Average full year budget margin for Elective Care is 22%
• ICU activity was the biggest underperformer (against plan) in
month 7, hence the negative contribution.
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Service line reporting – Urgent Care contribution
Urgent Care Strategic Business Unit Contribution
Actual
Budget
£000's
%
£000's
Month 7
740
17%
1283
YTD
4,683
16%
5,335
Full Year Budget
9,825

%
27%
18%
19%

• Average full year budget margin for Urgent Care is 19%
• The full year contribution of 19% is higher than the YTD plan of 16%
due to CIP savings a due to be made in the latter part of the year.
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Workforce
Performance
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FTEs
Total FTE in October 13 was 1,742, Temporary staff increased by 8 FTE to 105
Temporary workforce was 6% of the total workforce capacity (increase of 0.3% against the previous month).

FTEs Contracted vs Temp

FTE Actual vs PLan
1,680

140

1,670
1,660

1,740

1,650

Contracted FTEs

1,760

1,720
1,700
1,680

120
100

1,640
80

1,630
1,620

60

1,610
40

1,600
1,590

1,660

20

1,580

Total FTEs

Plan FTE

Administrative and Clerical

374
80

Estates and Ancillary

161

Healthcare Scientists

5

Medical and Dental

213

Nursing and Midwifery Registered

499
0

12/12/2013

100

200

300

400

500

600

Nursing and Midwifery Registered
Administrative and Clerical
Additional Clinical Services
Medical and Dental
Estates and Ancillary
Allied Health Professionals
Add Prof Scientific and Technic
Healthcare Scientists
Total

Oct-13

Sep-13

Jul-13

Aug-13

Jun-13

Apr-13

May-13

Mar-13

Jan-13

Feb-13

Dec-12

Oct-12

Nov-12

Sep-12

Jul-12

Aug-12

Jun-12

Apr-12

May-12

Oct-13

FTEs
253

Allied Health Professionals

0

Contracted FTE

40

Additional Clinical Services

1,570

Rolling 6 mth avg FTE

LTM a vera ge FTE mi x

Add Prof Scientific and Technic

Sep-13

Jul-13

Aug-13

Jun-13

Apr-13

May-13

Mar-13

Jan-13

Feb-13

Dec-12

Oct-12

Nov-12

Sep-12

Jul-12

Aug-12

Jun-12

Apr-12

May-12

1,640

Temp FTEs

1,780

Temp Worked FTE

YTD
avg

505
377
254
216
163
78
40
5
1,639

PY YTD
avg

508
380
262
217
162
75
38
11
1,653

var

-0.6%
-0.7%
-3.1%
-0.5%
0.4%
3.7%
6.7%
-49.1%
-0.9%
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FTE Substantive Staff vs Prior Month
The number of substantive staff (i.e. directly employed staff) increased by 30.9 FTE vs prior month, Medical & Dental
(+11), Prof Scientific and Technic (+6), Estates and Ancillary (+5)
FTEs - Variance to Prior Month by Staff Group
-50

-40

-30

-20

-10

0

10

20

30

40

Nov-12
Dec-12
Jan-13
Feb-13
Mar-13
Apr-13
May-13
Jun-13
Jul-13
Aug-13
Sep-13
Oct-13
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Add Prof Scientific and Technic

Additional Clinical Services

Administrative and Clerical

Allied Health Professionals

Estates and Ancillary

Healthcare Scientists

Medical and Dental

Nursing and Midwifery Registered
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Mandatory Training
The percentage of staff remaining in date for all elements of their Mandatory Training remained at 81%, against a
target of 80%

Mandatory Training Compliance vs Target

Mandatory Training by Staff Group - % of staff remaining in date

85.0%

Add Prof Scientific and Technic
80.0%

Additional Clinical Services
Administrative and Clerical

75.0%

Allied Health Professionals
70.0%

Estates and Ancillary

65.0%

Healthcare Scientists
Medical and Dental

Actual

Target

Sep-13

Aug-13

Jul-13

Jun-13

May-13

Apr-13

Mar-13

Feb-13

Jan-13

Dec-12

Nov-12

Oct-12

Sep-12

Aug-12

Jul-12

Jun-12

Apr-12

May-12

60.0%

Nursing and Midwifery Registered
0%

10%

20%

Sep-13

12/12/2013

30%
Aug-13

40%

50%

60%

70%

80%

90% 100%

Jul-13
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Appraisal
The percentage of staff remaining in date for their Annual Appraisal increased to 81%, against a target of 90%.

Appraisal Complaiance vs Target

Mandatory Training by Staff Group - % of staff remaining in date
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Staff Turnover
Between Month 6 and Month 7, Staff Turnover decreased by 0.1% to 13.1% . The rolling twelve-month average is
12.7%.
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Sickness Absence
The Sickness Absence Rate for Month 6 was 3.1%, (0.3% lower than Month 5) vs. target of 3%.
All areas with high levels of sickness absence have action plans in place to improve attendance.

Sickness vs Target

Sickenss by Staff Group - Last 3 months
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Audit Committee
4 March 2014
Appendix

AUDIT COMMITTEE MEETING
Minutes of an Audit Committee Meeting held on 3 December 2013 at Yeovil District Hospital
Present:

Paul von der Heyde (Chair) [PH]
Julian Grazebrook [JG]
Mark Saxton [MS]

Non-executive director (from 11:05am)
Non-executive director
Non-executive director

In attendance:

Jane Gifford [JG]
John Park [JP]
Jon Brown [JB]
Greg Rubins [GR]
Andy Knight [AK]
Tim Newman [TN]
Simon Chase [SC]
Mark Thouless [MT]
Sheena Morrow [SM]
Adrian Pickles [AP]
Dean Stevens [DS]
Nicola Webber

Elected Public Governor - observer
Elected Public Governor – observer
KPMG – external auditors
BDO – internal auditors
Counter Fraud Service
Chief Finance and Commercial Officer
Company Secretary
Financial Controller
Assistant Director of Finance
Trust Risk Manager
Assistant Director of Finance
Membership Co-ordinator (minutes)

42/13

Welcome and Apologies: Julian Grazebrook welcomed those present
and explained Paul von der Heyde was delayed by train problems. In his
absence Mr Grazebrook chaired the whole of the meeting.

43/13

Minutes of the Previous Meeting
The minutes of the meeting held on 3 September 2013 were AGREED.

44/13

Matters Arising
30/13 A query was raised regarding the costs already incurred by the
delay in demolishing Cheverton. It was confirmed that some consultancy
costs had been incurred, but negligible maintenance costs. The Board
had decided that there needed to be a pause to achieve greater clarity of
vision for the site.

45/13

Action Sheet
The Action Sheet was NOTED.

Action

Assurance Framework: Adrian Pickles reported that the Executive
Directors needed to update the framework and that it would go to Board
and to the March 2014 Audit Committee Meeting.
CoSec
46/13

Year End Timetable and Audit Plan
Sheena Morrow reported that Monitor have now confirmed dates for the
submission of annual accounts and the annual plan. She will circulate a
revised timetable, though the changes are minor. It was confirmed that
delegated authority from the Board will not be required. The dates that the
external auditors will be in the Trust had been agreed.
The committee discussed the importance of ensuring the Quality Account

SM

/ Report was produced in a timely way. Sheena Morrow will liaise with
Helen Ryan.
47/13

SM

External Auditor progress Report and Technical Update
Jon Brown updated the Committee. The Committee noted a clean audit
opinion on the charitable accounts.
The Committee’s attention was drawn to items in the technical update,
which were briefly discussed.
There was a discussion regarding the effect on budgetary responsibilities
and agreement/settlement of outstanding financial obligations post the
PCT/CCG transition.

48/13

Internal Auditor Progress Report
The progress report was NOTED and Greg Rubens confirmed that work is
progressing according to plan.
The committee received two final report summaries:
Integra: The outcome was satisfactory. Four recommendations had been
made and accepted by the Trust.
It was confirmed that, as from the next meeting, progress on the
implementation of the recommendations will be reported routinely by BDO
through the progress report.
Risk Management: The outcome for this review was satisfactory, with
seven recommendations being made and accepted. The issues raised
were around the need for the Risk Register to be a living document
recording the Trust’s key risks, ensuring assurances were up to date and
also that Risks were reviewed as a whole. The Board spent some time
discussing this report, but agreed to cover the whole matter under the
Governance Review report. It was noted that there is greater ownership of
risks within the Trust.
The Committee also NOTED the Progress Report’s performance
indicators.

49/13

Governance Review – Internal Audit Draft Report
The Committee received and discussed this draft report as the content
could be shaped by the Committee’s input. The report recognised the
good performance of the Trust; the view of those interviewed was that the
arrangements work well in practice.
In the report the Audit Committee itself was challenged to consider
whether it should take a responsibility for reviewing the over-arching
governance and risk arrangements. The report also contended that CGAC
was potentially isolated. The report proposed that the establishment of an
integrated governance committee would ensure issues were considered in
a holistic and comprehensive way. More generally, the report proposed an
alternative structure, in an effort to provide a clearer, less bureaucratic
approach.
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[Paul von der Heyde joined the meeting at this point.]
The Committee discussed the draft report’s proposals in some detail, as
well as how these components related to the effectiveness of the overall
system. The Committee welcomed the draft report and agreed that there
needed to be further discussion between directors at the Board in order to
respond to the challenges raised.
It was agreed that the report should be considered by the executive
directors. The Trust will need to provide a definitive response to the report
by the end of the financial year.

TN

Greg Rubens suggested that the proposed structure would easily
accommodate a more integrated approach.
Jon Brown recommended that the respective committees’ terms of
reference would need to be worked through to assist in shaping how the
committees will work.
50/13

Counter Fraud Progress Report
The Committee considered the report.
There are currently no live investigations.
It was confirmed that the action point 31/13 will be addressed in due
course and be reported back.
It was also confirmed that management are responding to audit reports in
a timely way.

51/13

Counter Fraud Recommendation tracker
Dean Stevens summarised the report and reported that he expects the
outstanding issues to be eliminated in the near future.

52/13

Finance Report
Mark Thouless summarised the report, which was NOTED.
The main issue the Committee considered was aged debt of NHS
invoices, relating to Somerset CCG and particularly NHS England. It was
anticipated that the month 7 reconciliation of accounts would resolve
these issues.
The committee noted the £1.4m total relating to “other organisations”.

53/13

Register of Sealings, Hospitality and Interests
These were NOTED.

54/13

Any Other Business
The Committee noted that this was Simon Chase’s last meeting. On
behalf of the Committee, Julian Grazebrook thanked him for everything he
had done to assist the work of the Committee.
The Audit Committee dates for 2014 were confirmed.
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55/13

Meeting with Auditors and Counter Fraud Service
At the close of the meeting the officers and observers left the meeting and
the members met with the external and internal auditors and with the
counter fraud service.

56/13

Date of Next Meeting
The next meeting will be at 10am on Tuesday 4 March 2014 in the
Boardroom.
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NON-CLINICAL RISK ASSURANCE COMMITTEE (NCRAC)
Minutes of a meeting of the Non-Clinical Risk Assurance Committee held on
Tuesday 3 December 2013 at Yeovil District Hospital
Present:

Julian Grazebrook (Chair)
Paul von der Heyde
Maurice Dunster
Mark Saxton

Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director

In Attendance:

Hugh Campbell
Jane Johnston
Mike Fry

Governor Observer
Governor Observer
Interim Director of Estates and Facilities
– for item 54/13
For item 55/13
For item 55/13
For item 56/13
For item 56/13
Chief Finance and Commercial Officer
Company Secretary
Trust Risk Manager
Membership Co-ordinator (minutes)

Jonathan Higman [JHig]
Yvonne Thorne
Jonathan Smith
Carol Shuff
Tim Newman
Simon Chase
Adrian Pickles
Nicola Webber

50/13

Welcome & apologies
The Chair welcomed everyone to the meeting and particularly Mark
Saxton.
There were no apologies.

51/13

Minutes of Previous Meeting
The minutes of the meeting of 3 September 2013 were AGREED.

52/13

Action Sheet
The Action Sheet was noted.

53/13

Matters Arising
There were no matters arising.

54/13

Estates and Statutory Compliance
Julian Grazebrook welcomed Mike Fry who explained the Trust’s
arrangements to make the environment as risk-free as possible.
Estates & Facilities have a governance framework, supported by a monthly
performance dashboard. There have been independent audits of water
systems, electrical systems, lifts, gas, medical gases and ventilation plant.
The staff are appropriately qualified and attend the necessary training
courses.
There is a continuing fire safety programme and a long term management
approach to asbestos. In addition, waste management is under review due
to changes in regulations.
The external audit programme identified no red risks, but several amber
ratings. A number of these have been addressed, others are being worked

Action

on, and there are some legacy issues that will take a number of years to
resolve, but do not pose a day to day risk.
Public areas are being maintained to improve appearance. A new ward
cleaning regime has been introduced to further improve standards.
The medical devices department ensures that the Trust’s devices are safe
and perform to a very high standard.
The overall compliance picture is good, and there are named individuals
responsible for a range of areas.
Mr Fry confirmed there is a risk log.
The fire standards meet current standards for a building of this age, but
would not meet current standards for new builds. However the
requirements are not retrospective. The fire alarm replacement programme
is behind schedule and over budget because of the need for asbestos
removal.
Mr Fry was invited to identify his greatest concern and named ventilation. If
not tackled there could be a risk of serious failure in the next few years.
However, this has been factored into the backlog maintenance programme,
which priorities work on a risk basis.
The Committee asked about the state of the building’s roofing. This has
been improved in recent years, but some areas are still in a schedule for
future action.
The maintenance contract with Somerset Partnership was also discussed.
The Committee thanked Mr Fry for his update.
[Mr Fry left the meeting at this point].
55/13

Emergency Preparedness and Business Continuity Planning
[The meeting was joined by Jonathan Higman and Yvonne Thorne]
The Committee was informed that Emergency Preparedness and Business
Continuity Planning are interconnected and managed as such by the Trust.
The initial response to either situation is now identical, focussing on a rapid
assessment of the human and other resources needed to meet the
challenge that has arisen.
The national arrangements for emergency planning have changed and the
Trust is currently completing a self-assessment. This exercise has been
used as a baseline to assess the Trust’s current strengths and
weaknesses. The only area of concern identified is the provision of
appropriate training for staff within the organisation.
The Trust has a comprehensive major incident plan and this is not
dependent on specific individuals. This is also tailored to maintaining
business continuity after an incident.
Using an example of a recent incident, the process of managing significant
issues proportionately was explained to the Committee.

The Committee asked a number of questions related to these areas. A
more developed training programme is needed to give all staff a general
understanding of what is required of them in the event of a major incident,
while particular members of staff need training to develop specific skills.
The arrangements for the control room and associated issues were
explained.
[Jane Johnston left the meeting at this point.]
There is a range of incident plans that are required of such NHS
organisations. It was confirmed that the Trust’s arrangements are reviewed
by the CCG and also by NHS England.
Changes within the organisation have meant that the updating of
arrangements has taken a little while, but this work is now almost complete.
The self-assessment exercise has helped this. Although this has thrown up
some red-rated areas, none of these are substantial and most can be
rapidly addressed.
The Committee appreciated the presentation and discussion and asked
that the Operational Report to the Board in February includes an update on
progress.

JHig

[Jonathan Higman & Yvonne Thorne left the meeting at this point.]
56/13

EHR/SmartCare
[Carol Shuff and Jonathan Smith joined the meeting.]
Jonathan Smith and Carol Shuff gave a presentation on the progress on
this major project. The Committee was informed of the very comprehensive
scope of this implementation, replacing multiple major clinical systems
upon which the Trust currently relies.
One supplier from the five shortlisted had withdrawn from the procurement
process. The Committee discussed the reasons for this. Final contract
signing is expected in July 2014.
The presentation helpfully set out the risks and issues that the project
needed to manage and these provided the basis for a number of questions
and discussions. In addition, the presentation explained the goals of the
programme and the benefits for the Trust. The Committee was pleased to
see that training was a core part of the model.
The Committee considered the programme’s structure and governance
arrangements. These set out the way change processes would be agreed,
risks escalated and assurance provided. In this context the degree of
collaboration between the three trusts was discussed. This is an area of
uncertainty and potential risk that needs to be closely managed. The extent
of the risk will be in part influenced by potential suppliers’ views on how to
manage the successful implementation between three Trusts.
It was agreed that the committee would receive regular updates, not only to
report progress but also to confirm the next steps from an assurance
perspective. The slides would be circulated.

SC

[Carol Shuff and Jonathan Smith left the meeting at this point.]
57/13

Any Other Business
The dates of the 2014 meetings were confirmed as 16/1, 4/3, 6/5, 30/6, 2/9,
9/12.
Julian Grazebrook sincerely thanked Simon Chase for his involvement in
the Committee meetings over the years.

58/13

Date of next meeting
The next meeting will be held on Thursday 16 January 2014 at 2-4pm in
the Boardroom.

Risk and Assurance Report 2013-14
REPORT TO:

Board of Directors

PRESENTED BY:

Trust Risk Manager

TITLE:

Risk and Assurance Report

DATE:
18 December 2013
____________________________________________________________________
PAPER

Yes

PRESENTATION

No

PAPER & PRESENTATION No

What is this item about?
The Risk and Assurance Report aims to provide the Board of Directors with key Strategic
Objectives and principal risks identified in the Assurance Framework and the key operational
risks on the corporate risk register facing the Trust at the time of this report. This report
supports the Internal Audit Governance Review.
Why is this item necessary?
The Risk and Assurance report provides the necessary information for the Board of Directors
that is a fundamental part of the Governance arrangements required by Monitor and the
Care Quality Commission.
What is the Clinical Governance Delivery Committee asked to do?
The Board of Directors is asked to DISCUSS the report.
1. How does this paper improve patient care?
This report and attachments highlight the key risks facing the Trust to achieve its Strategic
Objectives
2. How does this paper advance the Annual Plan?
The report is an essential part of the work towards the Annual Report and the Annual
Governance Statement
3. How does this advance our strategic objectives?
The report identifies key areas of strategic risks that are fundamentally part of the Trust’s
governance arrangements
4. Is further information available?
The Risk Registers and Risk Management Policy is on YCloud
Are there implications for the Trust?
•
•
•

Legally? No
Financially? Yes. Some of the issues discussed reflect the current position against
Trust performance and CQUIN’s
Regarding Workforce? Yes. Some risks are identified around workforce and staffing

Is this paper clear for release under Freedom of Information?

YES

1.

RISK AND ASSURANCE REPORT

1.1
The report presents to the Board of Directors the Assurance Framework and
Corporate Risk Register for the period to December 2013.
2.

ASSURANCE FRAMEWORK

2.1
The Assurance Framework sets out Principal Objectives and Principal Risks against
the Trust achieving its Strategic Objectives. The Assurance Framework is a key element of
the governance documents used by the Trust to inform its declaration of compliance,
including the Annual Governance Statement.
2.2
As part of the audit process both the external and internal auditors review the
adequacy of the Assurance Framework. The Board is expected to have had a framework in
place for each year being reviewed. The Internal Audit carried out by BDO highlighted the
need to strengthen the Risk Management and Assurance Framework arrangements. This
was specifically around a need for more thorough reporting and discussion around risk and
review of key risk management documents; and ensuring that appropriate, up to date
assurance is given against the risks.
2.3
The key actions taken place so far includes populating the Principal Risks and
identifying key strategic controls and information to identify the level of assurance. This work
is in progress and the Board of Directors is asked to review the Assurance Framework,
agree the Executive Director responsibilities and then move forward with completing the
evidence for review by the Assurance Committees.
3.

THE CORPORATE RISK REGISTER

3.1
The Corporate Risk Register documents all the risks identified through the Strategic
Business Units and through corporate departments rated 12+, scored against the Trust risk
matrix. The risks have been aligned with the Strategic Objective areas identified in the
Assurance Framework. The attached report identifies 23 risks that have been scored as
Significant or High risk from October 13. All risk registers are placed on YCloud and action
has been taken to develop an integrated version which requires further testing before going
live.
3.2
The way to read the risk register is from left to right with the source and risk potential
identified. All risks then have an initial risk score rating as if no controls were in place. The
risk is then scored after controls have been put in place which is the trigger for escalating the
risk to the appropriate level. The residual risks score highlights the level of risk remaining
when the actions identified have been put in place, this should determine the level of
assurance against the risk being managed. If the risk remains scored as Significant 8+, there
is additional action required to reduce the risk further.
3.3
All risks are the responsibility of the owner and the Business Unit / Corporate area to
manage, but these may need support and assistance especially if the risk is across the
Trust.

4.

SIGNIFICANT MOVEMENT IN RISK ON THE RISK REGISTER

4.1

Elective Care

Risk Reduced in Nov 13
OTH001 – The risk around the inability to deliver National and Local Targets in Orthopaedics
raised in Sept 13 as a High risk had been removed off the corporate risk register. This is due
to increasing the Elective Care capacity by 25% through changes in working practices and
through the appointment of an 8th Orthopaedic Surgeon. This risk remains as a Significant
risk within Elective Care. The next step is to work with the pathway project to get support to
monitor RTT, linking with scheduling.
4.2

Urgent Care and Long Term Conditions

Risks added in Nov 13
Risk OP002 - Increase risk from new patient transport service delaying discharges –
Mitigation plans in place.
Risk UC003 - Increase in the number of acuity patients being admitted during the winter
period putting pressure on internal patient flow and operational performance – Mitigated
actions through the winter plan and the patient flow transformation programme.
4.3

Estates and Facilities

New risk added in Dec 13
Risk EFM031 – The LSMS has completed the NHS Protect Standards self-assessment and
the current gaps have highlighted a red risk on the self-assessment tool – Mitigated actions
managed through the Security Committee are being taken forward.
4.4

Other Areas of Risk

There are currently no other Significant risk s scoring 12+ identified to the Risk Manager at
this time. This report is intended to be brought quarterly to the Board of Directors.

5.

RECOMMENDATION

The Board of Directors is asked to DISCUSS the Assurance Framework and Corporate Risk
Register which supports the Internal Audit Governance Review.

Principal Objective

Serial

ASSURANCE FRAMEWORK
Principal Risk

The key objectives
of the Trust

CQC
(KLOE)

Key Controls

Assurance

Policies/procedures/processes in place or
actions taken to mitigate risk

Internal or external reporting
arrangements that provide
assurance that controls are
effective

Gaps in Controls and Assurance

Level of
Assurance

Areas where controls are not in place
or are ineffective

Must state
either
None
Moderate
Limited
Substantial

Link to Risk
Register

Assurance
Committee Link

Action Plan and
Timescales

Colour
Audit / NCRAC /
indicates
CGAC /
current level
Commercial
of risk (based
Assurance
on risk score)

Lead Director

Strategic Objective 1 - Patient Safety and Quality
(a) Deliver continuous
improvement in patient
safety

(b) Establish a strong
patient safety culture

CQUIN Reduction of 40% for Pressure
Ulcers - performance monitored by
CQUIN STeering Group. Internal
target of 15% reduction for falls that
cause harm and repeat fallers None
monitored by Falls Prevention Group.
Montlhy reporting to Clinical
Governance Committee, monthly
Performance Report and quartlery
Quality Report to Trust Board

Substantial

National Audit for Dementia. Monthly
monitoring of progress against CQUIN
None
indicators. Perofrmance report to
Trust Board

1.1

Failure to reduce incidents resulting in
harm including a reduction in pressure
ulcers and inpatient falls. Failure to
achieve pressure ulcer CQUIN.

Monthly monitroring of all incidents of patient
harm and reports generated by ward area.
Patient Safety Improvement Programme
established and corporate action plans in place.
CQUIN Steering Group and Terms of Reference
established.
Policies for Serious Incidents Requiring Investigation
and Incident reporting in place.
Tissue Viability and Prevention of Falls policies;

1.2

Failure to improve the care for patients
with dementia to improve the levels of
care and meets the needs of the
individual

Dementia lead and co-ordinator introduced in July
2013. Service level dvelopment plans in place.
National audit action plan and CQUIN action plan in
place.

1.3

Failure to have robust processes in place
for implementing clinical procedures
resulting in variable standards of care and
increased risk of clinical claims

NICE Guidance policy and procedures for internal
1. Business unit meetings do not review NICE
Montlhy reporting of position against
dissemination in place; particpation in local and
guidance gaps - individual areas of limited
newly published guidance to Clinical
national audit programmes; local programme of
compliance to be risk assessed
Governance Committee
audit of NICE Quality Standards under development

1.4

Failure to deliver the patient safety
programme or to engage staff in work
streams that improves patient safety and
demonstrate clinical effectiveness and
improved patient experience

Patient safety programme being led by the Patient
Safety leads and Associate Director of Patient Safety
and Quality.
Institute of Healthcare Improvement (IHI)
programmes and methods utilised for quality
improvement

Establish Patient Safety Steering
Group in conjunction with Internal
audit review of risk management and
proposed changes to Governance
Structures

Failure to learn from incidents and
mistakes

Formal Root Cause Analysis for all incidents (Risk
category >3). Corporate action plans for most
common incidents. Ward level matrix in
development to improve feedback. Thematic
review of Falls and Pressure Ulcers undertaken to
deliver targeted improvement

Review of RCAs at Clinical Governance
Committee. Monthly review of
progress against Corporate action
plans. Monitoring of performance
against CQUIN. STEIS reporting of all
Serious Incidents Requiring
Investigation and monitoring of
actions by CCG

1.5

Yeovil District Hospital NHS Foundation Trust

CGAC

Harm specific actions plans in
place and monitored via
Working Groups

Director of Nursing
and Clinical
Governance

Substantial

CGAC

1. National Audit for Dementia
report presented at the CGDC
meeting October 2013 - Action
plan and CQUIN improvement
plan in place

Director of Nursing
and Clinical
Governance

Substantial

CGAC

1. No high level overview of Patient Safety
Programme
2. No current mechanisms for collating patient
Limited
safety process and performance data to be
able to fully particpate in the Safer Care South
West collaborative

Substantial

3x3=9 for Falls
and Pressure
Ulcers

Director of Nursing
and Clinical
Governance

CGAC

1. A Patient Safety Strategy
and framework to be
developed for monitoring of
quality improvements
2. Mechanism for improving
data collection and
interpretation required.

Director of Nursing
and Clinical
Governance

CGAC

1. Review of current approach
to RCAs in progress to include
increased clinical engagement
at time of investigation

Director of Nursing
and Clinical
Governance

18 December 2013

ASSURANCE FRAMEWORK
(c) Ensure safest care
for patients
Failure to consider publicised data on
consultant outcomes reduces the ability
to promote best practice and ensure
clinical effectiveness

Internal mechanisms to report consultant outcomes
in development - Contract with Quality Health to
provide Patient Reported Outcome Measures
(PROMS) in place. Bi-monthly meeting with Dr
Foster to review data and identify actions for
improvement

Requirement to roll out and maintain the
revalidation programme for medical staff

Revalidation policy in place. Responsible Officer in
post (Dr Meredith Kane), monitoring system in
place. Revaldiation Committee established.

1.6

Failure to develop a dynamic nurse
staffing levels based on dependency to
ensure the correct skills of staff are
available to care for patients in the right
clinical setting

Monitoring of Nursing staffing ratios; Ward Sister,
Matron and overview by Associate Directors of
Nursing for day to day staffing levels; Monitoring of
bank and agency usage. Active recruitment
programme. Trust review of Safer Staffing guidance
in progress.

1.7

Failure to deliver a 7 day service which
prevents patient being subject to senior
review, receiving timely diagnostics or to
enable continued care planning

Consultant rota 7 days in Medicine in place from
August 2013; Consultant on-call out of hours.
*Internal Green RAG rating received
Business case approved to implement 7 day therapy by Medical Director reported at CGAC
services from January 2014. Business case to
Nov 12
deliver greater 7 day diagnostics being revisited.

1.6

1.5

Dr Foster reports reviewed internally.
PROMS data extrapolated from
Quality Health for use by CQC
Intelligence Report. Consultant
Treatment Outcomes reported on
NHS Choices.

1. No current system in place for extrapolating
PROMS data in format utilised by CQC.
2. No current mechanism for high level
Limited
overview of outcome data or performance in
relation to clinical effectiveness

CGAC

1. CG and Business
Intelligence teams developing
internal mechanisms for data
Director of Nursing
analysis of outcome measures.
and Clinical
Await Quality Health
Governance
prublication of SOLAR portal to
improve access and usability of
data

1. Internal Audit - Medical
Revalidation audit Sept 12 concluded
an overall opinion of Amber / Green
CGAC

Medical Director

CGAC

Director of Nursing
and Clinical
Governance

CGAC / NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

2. Green RAG rating received by
Medical Director reported at CGAC
Nov 12

Strategic Objective 2 - Patient Experience

(a) Learn from
complaints and
concerns

(b) Develop a culture of
'patient as customer'

2.1

2.2

Failure to deliver a revised complaints
process to improve the response to
patients and families to ensure learning
takes place

Car parking for patients and visitors is not
sufficient to provide suitable access to
hospital services

Yeovil District Hospital NHS Foundation Trust

Complaints policy: YCloud based complaints system
developed with management and ownership
through Business Units for review and monitoring;
Complaints / PALS reported through CGDC to BoD
through Director of Nursing

Estates Strategy; Car Parking Policy and Committee
for staff only; EFM maintenance of facilities

Montlhy reporting to Clinical
Governance Committee. Quaterly
report to Trust Board. Montioring via
CQRM with Dorset and Somerset
CCGs

1. Complaints policy does now not set out the
process accurately since changes were made
in 2013, policy requires updating
Limited
2. Time required to embed new process
3. Availability of managers to carry out lead
investigator role on top of their workload may
delay responses

CGAC

1. Insufficient space at periods to provide
accessible parking
2. Surface condition of public car parking
areas are poor with restricted access onto
main road
3. Restricted disabled access parking
4. Multiple claims have been paid out over
previous years for falls and access issues for
patients and visitors

NCRAC

Limited

Trust Complaints policy
requires review in line with
changes to current system for
processing complaints and in
line with recommendations
from Patients Association

Director of Nursing
and Clinical
Governance

Chief Finance and
Commercial Officer
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ASSURANCE FRAMEWORK

(c) Be excellent at each
element of patient /
Hospital interaction

(d) Be open and honest
with our
communication in line
with the Duty of
Candour

2.3

Failure to provide high quality patient
catering to support patients nutritional
needs

2.4

Failure to offer an effective contact centre
to manage appointments / calls which
inhibits access to services and induces
inefficiencies

MO Pathway Project; Access Manager and team;
Choose and Book system

2.5

Cancellations/ changes to theatres
increases inefficiency and extends wait
times

RTT waiting time and Access Booking for Elective
Surgery. Theatre system 'Galaxy' for management of
patient flow; daily meetings for emergency patients
to prioritise access. CEPOD Coordinator and daily
Surgical meetings for Emergency Patients review

2.6

Routine feedback to patients is not
sufficient to communicate effectively
informed about their care

Consent to treatment and patient leaflets; Daily
ward rounds by the clinical team; Patient
Experience gained through patient questionnaires
and friends and family test. National Patient
Surveys reported through CGDC

2.7

The clinical administration process fails to
deliver effective support to patient care

Patient records maintained in line with the Medical
Records Management policy

2.8

Failure to achieve compliance with
contractual obligations

Serious Incident Requiring Investigation (SIRI)
policy; Incident Reporting policy; Monitoring
through CCG Quarterly meetings

Nutrition Steering Committee. Nutrition and
Dietetics lead. Use of internal patient surveys
(YourCare)

Internal Patient (YourCare) Surveys
and feedback given via dashboards to
wards and monitored by Clinical
Goverance Committee. Ward level
performance report on patient
experience reported from patient
surveys

Director of Nursing
and Clinical
Governance

CGAC

1. Limited telephone lines into service

Limited

1. Daily ward rounds do not include weekends

NCRAC

Urgent Care and
Long Term
Conditions Director

CGAC

Director for Elective
Care

CGAC

Director of Nursing
and Clinical
Governance

CGAC

1. SIRI policy needs writing separately from
the Incident Reporting and Investigation
policy
2. Duty of Candour to be widely
communicated

Telephone needs analysis
being conducted to look at
requirements across the Trust
to answer more calls and
improve patient contact via
Access, Outpatient, and
Switchboard functions

Substantial

CGAC

Substantial

NCRAC

1. Digital dictation agreed but
not yet implemented

Urgent Care and
Long Term
Conditions Director

Director of Nursing
and Clinical
Governance

Strategic Objective 3 - Engaged Staff

(a) Explore and invest in
training and
development
opportunities

3.1

Failure to deliver a leadership
development programme for clinical and
non-clinical leaders

Yeovil District Hospital NHS Foundation Trust

A comprehensive Leadership Development
Programme - 'Leadership for a Purpose' - has been
designed and commissioned for local delivery. The
Programme will commence in Jan 14 and the first
cohort of 24 includes both clinical and non-clinical
leaders. The Programme aims to equip individuals
with knowledge, skills and abilities that will assist
them in being more effective and successful leaders
for the future and in delivering the Trust’s strategic
goals and immediate priorities.

Programme commissioned and
overseen by the Director of Workforce
and Human Resources and will be
Non identified.
fully evaluated. Outcomes will be
reported at Board level.

First Leadership Development
Programme will be delivered
between Jan and Nov 14.

Director of
Workforce and
Human Resources
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(b) Promote health and
wellbeing of staff

(c) Establish clear
responsibilities and
expectations of staff

3.2

The levels of staff attending mandatory
training is below that expected to ensure
sufficient levels of competent staff

The delivery, recording and reporting of statutory
and madatory training (or 'essential skills' training)
is a high priority for the Workforce and HR
directorate. All elements of essential skills training
have been reviewed and rationalised, and a range
of delivery methods are available, which aim to
promote ease of access and minimise the amount
of time staff spend out of their work areas. A target
compliance rate was established at the start of the
year and this is a key workforce performance
measure.

3.3

The appraisal process does not meet the
needs of staff to develop in their role

Appraisal Policy and procedures; Training on
Appraisal toolkit provided to managers. Managers
receive monthly report on Appraisal status. BoD
Dashboard reporting

3.4

The Induction programme does not
deliver staff into the workplace with the
necessary information required to work
safely and effectively

Academy lead management of training
programmes; Training Needs Analysis; Training
policy

3.5

Staff are not supported sufficiently in
their health and wellbeing at work
impacting on sickness and moral

Human Resources policies and procedures.
Occupational Health support; Department
Managers responsibilities for staff management;
Job descriptions and job planning

1. Internal Audit on Mandatory
Training Apr 13 - opinion Amber/Red.
2. Monthly progress reports are made
to the Trust Board, as part of the
integrated performance reporting. 3.
Current performance (Nov 13) 81%
compliance against a target of 80%.
4. Target will be revised upwards from
Apr 14.

The maintenance of compliance levels are at
risk from the non-attendance of staff at
training interventions, or the non-completion Moderate
of remote programmes (e.g. e-learning
modules) due to (e.g.) operational pressures.

1. Local inductions procedures outlined in the
Corporate and Local Induction policy are not
followed across the trust and are not
Limited
monitored in line with the recruitment
process

1. Stress Management policy and procedures
1. Annual Staff Survey identifies areas have not been implemented and training on
of improvement monitored through well being requires to be rolled out
HR
2. A higher number of verbal abuse and
2. Internal Audit - Supporting Workers violent incidents have been reported against
Nov 12 - Grievance, Bullying and
staff, this has raised the profile with NHS
Harassment and Stress Management Protect. An LSMS has been trained in-house
Processes rating Red/Amber
and there are key areas of actions to be
implemented including appropriate training
for staff

3.6

No structure and control over the current
intranet inhibits access to information
with duplication and out of date
information

YCloud intranet system with training and support
through IT services; Project manager part time in
place for developing the intranet on YCloud through
the

3.7

Failure to recruit staff with sufficient skills
and values to deliver patient safety and
high quality services

Human Resources recruitment procedures;
Succession planning; Managers recruitment
procedures

1. Availability of suitable staff with knowledge
and experience in specific fields of healthcare

NCRAC

Director of
Workforce and
Human Resources

Director of
Workforce and
Human Resources

NCRAC

1. Staff lack of knowledge to utilise the YCloud
software effectively
2. Open access in areas of intranet without
permissions set up
3. Multiple documents with different versions
can be uploaded
4. Policy and procedures loaded onto the
intranet with no version control unless
guidance and monitoring is in place
5. There is no defined lead for setting
guidance on Policy and Procedures / Protocols

Yeovil District Hospital NHS Foundation Trust

NCRAC

1. This will continue to receive
a high priority and focus from
the Workforce and HR
directorate.
2. YCloud is being developed to
support more effective
management of training
records. 3. Compliance target
will be increased to 90% from
Apr 14.

Start of 2014 a new induction
programme is being
introduced

Director of
Workforce and
Human Resources

1. Health and Wellbeing
programme to be agreed
through HR

NCRAC

2. The Security Action plan
needs to be progressed
through the Security
Committee and reported to
the Board of Directors - The
Security Management Director
is the Chief Commercial and
Finance Director

Director of
Workforce and
Human Resources

NCRAC

Chief Finance and
Commercial Officer

NCRAC/CGAC

Director of
Workforce and
Human Resources

18 December 2013
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(d) Develop programme
of rewards and
recognition

3.8

Failure to effectively communicate with
all staff to ensure consistent high quality
information that supports and engages
staff

Trust Intranet; Communications manager leads on
CONECT@YDH communications; Chief Executive
staff and managers briefings internal

3.9

Failure to adopt a consistent approach to
staff recognition and reward

1. Staff access to information systems on
wards
2. A percentage of staff do not access their
email accounts

NCRAC

Chief Finance and
Commercial Officer

YDH ICare Annual Awards; Staff Appraisal process;

NCRAC

Director of
Workforce and
Human Resources

Programme Management Office with Programme
Director reporting to BoD

Audit Committee

Chief Finance and
Commercial Officer

Strategic Objective 4 - Best Use of Resources
(a) Deliver on financial
obligations

(b) Deliver efficient
services which are best
in class

(c) Ensure efficient use
of our resources

4.1

Inability to deliver the CIP programme of
£3.5M

4.2

The current business strategy for the
Kingston Wing is not sufficient to deliver
support to the financial strategy

Commercial
Assurance
Committee

Director for Elective
Care

4.3

A lack of commercial revenues through
new ventures holds back delivering on the
financial strategy

Commercial
Assurance
Committee

Chief Finance and
Commercial Officer

4.4

Requirement to develop new contracting
model linked to Symphony project

Commercial
Assurance
Committee

Chief Finance and
Commercial Officer

4.5

The Health Campus cannot progress
unless sufficient finance options are
identified

Commercial
Assurance
Committee

Chief Finance and
Commercial Officer

4.6

Failure to have a complete site master
plan which supports the delivery of
healthcare services

Commercial
Assurance
Committee

Chief Finance and
Commercial Officer

4.7

High energy costs and environmental
standards require the combined
heat/energy project to be delivered

Estates Strategy; Combined Heat and Power system
supplying part of the energy requirements for the
main buildings;

1. Access to supplies of oil and gas may
become limited in times of high demand

NCRAC

Chief Finance and
Commercial Officer

4.8

The performance management dashboard
does not provide the information required
to monitor clinical and non clinical activity
sufficiently to make effective, timely
decisions

Information department provides a Quality
dashboard with the Finance Department providing
the financial performance dashboard. Business Unit
dashboards.

1. Current dashboards do not inform ward to
board
2. Data is held under many departments
which is managed without confidence data
quality checks in place

Audit / NCRAC

Chief Finance and
Commercial Officer

Strategic Objective 5 - Innovation

Yeovil District Hospital NHS Foundation Trust
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(a) Maximise use of
technology to improve
patient care and work
of staff

(b) Develop new ways
of working in
operational services

(c) Develop culture of
service improvement

5.1

The paper base healthcare record is not
efficient and fails to consistently record
effective records of care to enable
decisions to be made

5.2

Failure to develop telehealth at YDH
results in patients attending hospital
unnecessarily for conditions that could be
managed in the community and
constitutes a contractual breach

CQUIN requirements for telehealth monitored
through Programme Management Office. Quarterly
Monitoring meetings with CCG.

5.3

Failure to progress Symphony integrated
care work to deliver coordinated
healthcare services with the community

YDH links at Director level with Symphony
programme. Membership of Project Board, Design
Team and all key groups. Partner within the
Symphony Alliance. Symphony Project has
programme management structure in place.

5.4

Failure to deliver the frail elderly
assessment pathway resulting in high
numbers of patients with complex needs
requiring admission

FOPAS project

5.5

Failure to develop integrated care as a
primary focus to deliver services that
meet the needs of the community

5.6

Failure to secure opportunities to develop
services at Community Hospitals

5.7

Failure to explore opportunities for joint
working with Primary Care to provide
coordinated services

5.8

Inadequate participation in the Peninsula
Academic Health Science Network

Medical Records policy; records access and tracing
system through PAS; Offsite records storage area
with retrieval services

Services delivered at South Petherton Hospital

YDH is part of the Health Science network from July
2013 at start up

1. Paper based records not always completed
fully by staff to provide clear picture of patient
care. Auditing of Nursing records but low level
of auditing records made by Doctors in
Specialities
2. Excess forms and paper records become
loose and damaged
3. Multiple FAT files
4. Multiple handling and moving records with
storage access off-site
5. No Health Records meetings taking place

Weekly project updates. Project risk
register. Regular reporting by
Programme Director at Project Board.
No independent assurance in place.
Updates by Chief Executive and
Medical Director to Trust Board and
HMT.

Moderate

NCRAC

Programme Director to
implement Electronic
Healthcare Records project
Urgent Care and
(Smartcare): Southern Acute
Long Term
Programme Board (SACP); Joint
Conditions Director
collabaration between North
Devoen and Gloustershire
Hospitals.

NCRAC

Urgent Care and
Long Term
Conditions Director

NCRAC

Maintain existing reporting
mechanisms. Consider
independent assurance of
programme arrangements at
Project Board. Commission
own due diligence around
alliance contract commitment
in advance of signature.

Medical Director /
Director of Nursing
and Clinical
Governance

NCRAC

1. FOPAS plan in place to be
delivered based in Queensway
Day area

Urgent Care and
Long Term
Conditions Director

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

Strategic Objective 6 - External Engagement and Partnerships

Yeovil District Hospital NHS Foundation Trust
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ASSURANCE FRAMEWORK
(a) Build strong
relations with health
and social care partners

(b) Explore new
partnerships
opportunities with a
range of providers

(c) Exploit new
appropriate business
opportunities

6.1

Inability to build strong links with
Somerset and Dorset CCG's to ensure
strong partnerships in order to deliver
services

6.2

Insufficient engagement with Monitor and
CQC to ensure openness and transparency

6.3

Failure to ensure strong links with Primary
Care and GP engagement prevents
coordinated services from being delivered

6.4

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

NCRAC / Audit

Medical Director /
Director of Nursing
and Clinical
Governance

Trust working closely with Clinical Commissioning
Group (CCG) / South Somerset Healthcare and GP
federation

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

Missing opportunities to involve
Governors in development of YDH

Council of Governors meetings; Governors sit on
Board of Directors plus on the Assurance
Committees

NCRAC

Medical Director /
Director of Nursing
and Clinical
Governance

6.5

Negative local media stories impacts on
the image of the Trust and misses the
opportunity to encourage proactive
communications to raise the profile of
YDH

Communications manager overview of
communications strategy within the Trust; Good
news stories supplied to the press for positive
outcomes

NCRAC

Chief Finance and
Commercial Officer

6.6

Failure to explore and new partnership
opportunities and build strong local
reputations with other health partners
misses opportunities to promote the Trust

Commercial Assurance Committee overview

Commercial
Assurance
Committee

Chief Finance and
Commercial Officer

Quality Monitoring meetings held with Medical
Director/ Director of Nursing / Associate Director for
Patient Safety and Quality

CQC Registration; Quarterly meetings with CQC
liaison team takes place with Chief Executive,
Medical Director and Director of Nursing

Review of CQC Intelligent Monitoring Evidence against Key Line of Enquiry (KLOE) to
Reports - latest dated 21 Oct 13
be assessed

Opinion
Substantial

Moderate

Limited

None

Yeovil District Hospital NHS Foundation Trust

Measures against which assurance is gained
Appropriate procedures and controls in place
to mitigate the key risks.
In the main there are appropriate procedures
and controls in place to mitigate the key risks
reviewed albeit with some that are not fully
effective.
A number of significant gaps identified in the
procedures and controls in key areas. Where
practical, efforts should be made to address inyear.
For all risk areas there are significant gaps in
the procedures and controls. Failure to
address in-year affects the quality of the
organisation’s overall internal control
framework.

18 December 2013
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Risk score after
controls and gaps have
been identified

Residual risk score

4

12

16

Project identified have project leads and
PMO management, time constraints
identified in delivery of projects. Review
meetings with BU to take place.
Financial reporting of financial position
through dashboard reports budget
review and Elective Board meeting.
reporting through PMO team

3

16

Backlog maintenance; response to
maintenance through facilities; Some of
the fabric could be addressed with a
nominal level of investment regarding
finishes and equipment etc. the size of
the facility will not allow the majority of
work to be completed to ensure
adequate sir flow is created. Hygiene
inspections and cleaning regimes in
place

12

Contract review meetings with Director
of EL care, finance income team and
commissioners. Managers monitor
monthly reports against contract.
Current contract shortfall as end of Sept
1.3 million

Date risk raised
to the
Corporate
register

Score

3

Executive Risk
Area

Consequence

Score

Data collection in shadow form 2012/13
and analysis to confirm implementation
of new pathway. Data collection
continues. This has been made
mandatory for 2013/14 which will have a
significant impact on income. Maternity
Risk Manager Monitoring data within the
clinical forum with a dashboard

Business Unit Lead

Likelihood

Consequence

Risk Treatment Plan and Progress

Likelihood

Existing Controls and Gaps in Controls
Score

Consequence

Risk Description

Likelihood

Initial Risk Score

Source

Strategic Objective

Risk Reference

Yeovil District Hospital Corporate Risk Register

2

4

8

Clinical Business Unit
Manager (RW)

Obs / Gynae

Oct-13

Elective Care Directorate Business Unit Risks 12 +

OGV001

ST001

Best Use of
Resources

Best Use of
Resources

OGV002

Best Use of
Resources

ST002

Best Use of
Resources

Maternity /
Obstetrics

If the CCG take away the supplement
to the Maternity tariff as a result of
the new Maternity Pathway 2013/14
the maternity services may become
unsustainable

Financial
Reporting

Lack of cost improvement
programmes to achieve the target of
1.4 million within year and achieving
recurrent savings in future years,
resulting in potential realisation of CIP
shortfall

Maternity /
Obstetrics

Obstetric Theatre assessed as unfit
for purpose by Estates & Facilities to
meet current standards of quality
which may close the theatre and
threaten services

Information on
current
Underperformance on Elective Care
performance
activity impacting on reduced income
through activity
data reporting

Yeovil District Hospital NHS Foundation Trust

3

4

4

3

4

4

4

4

12

1. Analysis of database to review impact from data
collection continues.
2. Close negotiation with the Commissioners is now
required to review finances

3

4

4

12

Work streams through PMO

3

4

12

Director for Elective
Care

Strategic

Oct-13

12

Re-evaluation of theatre assessment after works
completed by EFM has resulted in tolerance of the
current condition of the theatre fabric. Business
manager to liaise with EFM regularly to monitor and
escalate action as necessary.

2

3

6

Clinical Business Unit
Manager (RW)

Obs / Gynae

Oct-13

3

4

12

Director for Elective
Care

Strategic

Oct-13

1. General Surgery understanding under level of
performance, analysis by income team in finance
3

1

4

12

2. Review of general service activity to identify if the
service can become more attractive, one stop
services, choose and book review
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ST003

ST009

Best Use of
Resources

Best Use of
Resources

Failure to manage CQUIN targets in
Elective Care causes loss of income
through non delivery of CQUIN and
CQUIN & Best
Best Practice Tariff targets for
practice Tariff
Fractured NOF, also Moving Activity
affecting contract
from Day Case to Outpatient, and In
patient to day case for best patient
pathway

The move of wards due to
refurbishment of 6A takes 30 beds
out of the total bed allocation with the
Refurbishment of risk of any winter pressures being
Wards
unable to be absorbed thereby
having to open up emergency beds
and increase additional staffing to
cover

CQUIN - Monitoring activity and
reporting through project management
lead. Steering group leading reviews,
data collected through information team.

4

4

16

Areas identified for improvement include:

Ass Director of Nursing for EL - Identify
areas of improvements for Best Practice
Tariff. BU managers managing service
and delivery.

3

4

12

Capacity planning has identified that
winter pressures start after mid January.
6A ward refurbishment is due to finish
mid Jan 14 to coincide with expected
pressures. Pre planning of ward moves
and project management through
Estates and Facilities controlled through
YDH with project manager from Capita
to assist.

4

20

2

3

6

Director for Elective
Care

Strategic

Oct-13

2

3

6

Director for Elective
Care

Strategic

Oct-13

3

3

9

Clinical Business Unit
Manager (JV)

Orthopaedics /
Private Patient
Services

Nov-13

2. Cover arrangements for resolution of Ortho
Geriatrician required

Fracture NoF working group. Monitoring
best practice tariff. Orthopaedic
Geriatric Consultant cover in place, not
sufficient to provide cover at all times to
meet the Best Practice Tariff

5

1. Booking patients on the correct pathway.

Theatre Actions
- Theatres will use extra portering if necessary
through project budget
- Patients held longer in Theatre recovery longer if
delays moving patients to Jasmine ward impacts on
distance to travel
Risk score 2x3=6 Moderate Risk

All staff and equipment moves with
patients, supplies through Material
Management remain the same. Access
to IT systems remain with doctors and
staff to access results from pathology.
Swiftplus and PAS systems used for
administration.

3

4

12

Estates Actions:
- Any down time in Lifts in the Women's hospital will
impact on moving patients on/ off Jasmine; This is no
different to normal activity Risk Score 2x3=6
Moderate Risk
Winter planning does not include opening up
additional areas, managing patient flow with priority
on early assessment and ambulatory care

4 beds have been stepped down into 2
beds for EPAC and Gynae - If
necessary emergency patients will be
held in ED
Winter escalation plans in place

OTH009

Best Use of
Resources

Inadequate levels of medical cover on
Not meeting Best the Orthopaedic ward to support the
Practice Tariff for long term condition of the frail elderly
Frail Elderly
patients to improve the quality of
admitted patients care, reduce the length of stay and
improve patient care

4

3

12

Cover on Orthopaedic ward F2 and
Middle Grade Doctor. Orthopaedic
Geriatrician cover Mon to Fri. Cover out
of hours for Orthopaedic Trauma
Consultant. Orthopod visits patients
each day but this is not always
guaranteed as they may be in Theatres.
Best practice says the patient should be
seen within 24hrs by an Orthopaedic
Geriatrician but there is no 7 Day cover
for these. 7 Day consultant cover is in
place for Medical Consultants

1. Review with Trauma lead and Consultant
Geriatrician on the 6th December 13 to identify quick
wins to get a second middle grade cover however a
gap remains with the Orthopaedic Consultant cover.
4

3

12

2. Review and discussion to take place about the
lead change to a Medical staffing cover for the
Orthopaedic ward through the Clinical Director for
Orthopaedics to lead

Urgent Care and Long Term Conditions Business Unit Risks 12+

Yeovil District Hospital NHS Foundation Trust

2
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UC004

RA001

RA002

RA005

M002

UC003

External
Engagements and
Partnerships

Engaged Staff

Urgent Care

Changes in service provision by Adult
Social Care resulting from funding
pressures in Local Government and
leading to delays in discharge and
increased length of stay for patients
at YDH

5

4

Pathology
Staffing

Loss of one or more Consultant
Histopathologists through retirement
in Summer 2014 and job change will
significantly impact on the delivery on
turn around of reporting on
specimens which will have knock on
effect to the patient pathway, loss of
recruitment into clinical trials and the
reduced capacity to perform post
mortems

4

3

Patient Safety
and Quality

Carestream' online images and
reports not available to staff for
review as the system has had
Failure of
numerous reporting problems since
Carestream
project to deliver coming online in June 13, this has
the project on resulted in images not being available
time and to
for clinical teams linked with reports
specification
with an inability to produce statistical
reports for reporting on patients
safely

Patient Safety
and Quality

Under resourcing of Radiology staff
with lack of experienced
radiographers and technicians who
Increasing
Incidents and are making errors against procedures
complaints have when delivering radiology services
highlighted
affecting patient experience, service
service issues delivery and exposing patients
inappropriately to radiological
procedures

Patient Safety
and Quality

Patient Safety
and Quality

Medicine / Care Loss of hyperacute stroke service at
of the Elderly YDH

Urgent Care

Increase in number and acuity of
patient emergency admissions during
the winter period, impacting on
internal patient flow, patient
experience, quality and operational
performance (delivery of 4 hour
standard).

Yeovil District Hospital NHS Foundation Trust

4

4

3

4

4

3

4

4

20

Patient Flow Team; Head of Operations,
Discharge Co-ordinator and Discharge
Facilitators identifying delays. Daily
review of all delayed discharges and
liaison with Adult Social Care Managers
as necessary

5

3

15

YDH direct commissioning of nursing home beds
during Winter 2013/14; Re-instigation of 'hospital
based social work team' and development of single
point of access for ward staff to communicate with
social workers

4

2

8

Director of Urgent
Care and long Term
Conditions

Strategic

Nov-13

12

Job plans, management overview and
meetings to monitor workforce
management. Consultant posts filled at
present

4

3

12

Recruitment plan through lead Pathologist however
regional and national suitability of candidates may be
an issue.

2

3

6

Diagnostic Service
Manager

Director for
Urgent Care and
Long Term
Conditions

Oct-13

16

Radiology images reported on through
Carestream. Logon and access through
hospital systems. Carestream IT
manager implementing IT project which
has overrun significantly. Management
overview from Radiology and IT. Images
were placed onto YCloud in June for
access by clinical staff as an interim
measure. Old system having to be paid
for to access existing reports and
images for checking and reassurance.
Training available for staff provided
through Radiology

12

1. L14IT support and work on-going to identify and
resolve problems with reporting through Little CRIS
reporting system uploaded for departments.
2. Meetings with Carestream Director and 3 x weekly
updates through project manager
- Support staff running separate reports to link up
data

3

3

9

Diagnostic Service
Manager

Director for
Urgent Care and
Long Term
Conditions

Oct-13

12

Benchmarking event with other
Radiological department made. Unable
to recruit experienced staff although
recruitment takes place. Team meetings
to monitor issues. HR and Occupational
health support for staff and managers.
Superintendent not replaced when
previous staff member left to deputise
for Radiology manager

4

3

12

1. External review of radiology being conducted.
2. Support review and Job Descriptions and Job
Planning to be prioritised
3. Advertise for Superintendent
4. HR procedures including capability process to be
used for staff in relevant circumstances
5. Investment in staffing to be reviewed

2

3

6

Diagnostic Service
Manager

Director for
Urgent Care and
Long Term
Conditions

Oct-13

12

Stroke Group in place and Action Plans
in place; Quarterly review to go on
Dashboard; Suitable trained staff with
key skills on 9A to manage patients;
Monitoring stroke length stay to review
compliance with care pathway. Stroke
Pathway in place.

3

4

12

Stroke improvement project in place reporting to
Stroke Steering Group. Stroke peer review due
December 13 through CCG. SNAPP data presently
over performance against national average on most

3

4

12

Director for
Business Manager for Urgent Care and
Medicine and Paeds
Long Term
Conditions

Oct-13

16

Patient Flow Team and Head of
Operations managing day to day flow
and focussing on timely patient
discharge; Winter Plan 2013/14; Patient
Flow Transformation Programme to
sustainably reduce average length of
stay

12

Specific actions detailed in the Trusts Winter Plan
for 2013/14 and the Project Plan for the Patient Flow
transformation project including the development of
the Frail Elderly Assessment Service (FOPAS);
Direct procurement of nursing and residential home
beds from January to March; Development of
Ambulatory Care; Implementation of estimated dates
of discharge and daily Board rounds on all wards

3

2

6

3

3

3

4

4

Director of Urgent
Care and long Term
Conditions

Strategic

Nov-13
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M018

Patient Safety
and Quality

Sickness

OP002

Patient Safety
and Quality

Patient Flow
Team

Medium term sickness within
Respiratory consultant body
impacting on waiting times

5

4

20

Locums to be appointed as and when
available review, January 2014. Agreed
ward cover rota with physicians to
support Dr Sinha. Additional work for Dr
Sinha = 11 hrs when no locum
available. Escalated to Director.
Impact on budget from locum
appointment.

New contract for patient transport
leading to delays in the discharge of
patients and problems with patient
flow

4

4

16

Patient Flow Team; Transport coorinator and education of ward staff;
regular dialogue with commissioners
and providers of the new service

4

12

Locums to be appointed as and when available
review, January 2014. Agreed ward cover rota with
physicians to support Dr Sinha. Additional work for
Dr Sinha = 11 hrs when no locum available.
Escalated to Director. Impact on budget from locum
appointment.

3

4

12

12

Review of contractual arrangements three months
after new contract commences; use of historic
arrangement with FAST ambulance to supplement
new service and reduce delays

2

2

4

Head of Operations

Operations

Nov-13

3

12

We remain within trajectory for MRSA with no cases
during November 2013 and 7 cases of Clostridium
difficile reported for the year to date. The CCG has
formally agreed that the Trust will report 2 attributable
cases (avoidable) and 5 non-attributable (Unavoidable)
cases. This risk can now be reduced

2

3

6

Director of Nursing
and Clinical
Governance

Director of
Nursing and
Clinical
Governance

Oct-13

3

4

4

3

Director for
Business Manager for Urgent Care and
Long Term
Medicine and Paeds
Conditions

Oct-13

Trust wide Clinical Care Risks 12+

TW008

Patient Safety
and Quality

Failure to maintain reduction in Cdiff
rates in line with the trajectory of a
maximum of 9 set by the contract with
Increase in post
the commissioners, this will adversely
72Hr Cdiff
affect the welfare of patients and is
infections
detrimental against the trust from
adverse publicity with possible fines
of £50,000 for one over trajectory

4

3

12

Antibiotics prescribing policy and
procedures in place to be followed.
Prescribing outside the policy is
discussed with the Antimicrobial
Pharmacist and/or Microbiology prior to
prescription

Lack of trained,
Staff not being paid correctly and / or
permanent
on time
payroll staff

3

5

15

Close management of team and use of
temporary staff.

3

5

15

Project to review future provision of service
underway. New solution in place during 2013-14

2

3

6

3

4

12

Regular monitoring and reporting of
uncoded activity to highlight risk

3

4

12

Work with Richard Hale to monitor performance and
identify further mitigations.

2

4

8

20

Project Management Office linking
Business Units and Finance Leads to
identify shortfalls. Financial forecast
outturn completed month 6 to
understand financial risk.

3

4

12

Link and liaise with PMO to look at risks identified by
PMO and agree joint action plan

3

3

3

3

Finance Risks 12+

F001

Engaged Staff

F003

Best Use of
Resources

Payment by
Results
Guidance

F004

Best Use of
Resources

Cost
Improvement
Programme

Full Payment by results (PBR)
contract and impact of clinical activity
not coded within the national
Secondary User Service (SUS)
timescales resulting in loss of income.

The Trust not meeting financial
targets against efficiency savings
resulting in financial instability

4

5

Chief Finance
Asst. Director of
and Commercial
Finance - Commercial
Officer

Oct-13

Head of Contracting

Chief Finance
and Commercial
Officer

Oct-13

9

Asst Director of
Finance Planning &
Analysis

Chief Finance
and Commercial
Officer

Oct-13

9

Head of Workforce
Performance and
Development

Director for
Workforce and
Human
Resources

Nov-13

Workforce and Human Resources Risks 12+

HR010

Engaged Staff

Workforce
Planning

Future workforce demand is not planned
for and gaps in supply and demand are
not understood. This could lead to staff
shortages and potential risk to the
delivery of services with significant
financial impacts

5 Year Strategic Workforce Review has
been undertaken to identify future
workforce requirements and pay cost
pressures
5

4

20

Projects being managed through service redesign sit outside the 5 year review. They
need to be aligned

4

4

16

Annual workforce plan to be undertaken to look at future
workforce requirements and risks and reported back to
HMT
Annual workforce plans to be considered when
developing business plans and budget setting

Current annual plans for staffing are
managed through budgets, and rolled over
into the next financial year

Yeovil District Hospital NHS Foundation Trust

4

18 December 2013

CORPORATE RISK REGISTER

Recognition Agreement to be reviewed

HR001

Engaged Staff

Relationship with Trades Unions delays
Relationship with
CIP programmes and the
Trades Unions
implementation of change programmes

5

4

20

Regular meetings with Trades Unions to
ensure they are kept informed, involved,
and engaged in programmes of change

4

3

3

3

9

Director for Workforce
and Human
Resources

Director for
Workforce and
Human
Resources

Nov-13

12

Paper prepared for interim Director of Nursing to be
discussed at HMT. Paper includes an option to relocate Maternity Theatre, Labour Ward and SCBU
within the WHMU.
Feasibility for improved layout to be commissioned in
November 2013. to be reviewed March 2014

1

3

3

Deputy Director of
Estates & Facilities

Estates and
Facilities Director

Oct-13

16

SRT work plan to be monitored through Security
Committee. NHSP to audit Trust's compliance
against NHSP Standards Feb 2014. Full details of
the risks can be found at:
http://ycloud/teams/EstatesandFacilities/Shared%20
Documents/Forms/Security.aspx

1

3

3

Facilities Manager

Estates and
Facilities Director

Dec-13

12

Trades Unions to be involved in organisational change at
an early stage, with more JCNC sub-groups established
Legal advice sought as necessary

Estates and Facilities Risk 12+

EFM002

EFM031

Best Use of
Resources

External
Engagements and
Partnerships

Maternity /
Obstetrics

NHS Protect

Obstetric Theatre assessed as unfit
for purpose by Facilities to meet
current standards of quality and
safety

NHS Protect Standards self-review
tool complete and has identified
overall Trust risk as red.

Yeovil District Hospital NHS Foundation Trust

5

4

3

4

15

Identified on Backlog Maintenance Plan;
Response maintenance repairs;
Some of the damage to the building
fabric could be addressed with a
nominal level of investment regarding
finishes and equipment etc.;
The size and layout of the facility will not
allow re-design that would ensure
adequate air flow is created.
Hygiene inspections and cleaning
regimes in place.

16

Accredited LSMS in post as part of
Deputy Facilities Manager position.
Security policy approved Nov 11 in line
with the requirements of the NHSLA
(LSMS is currently reviewing policy to
bring in line with recent NHSP updates);
NHS Protect SRT (Self Review Tool)
completed and is used as live work
plan; SRT work plan reviewed at
Security Committee. SIRS Security
Incident reporting system being used to
report assaults. Security Risk
Assessments completed.

4

4

5

3

4

18 December 2013

Report to:

Board of Directors

Report from:

Jo Howarth, Associate Director Patient Safety and Quality

Subject:

Governance Review & Assurance

Date:

18 December 2013

1.

Introduction

1.1
The Trust has recently concluded a number of activities to review its current risk
management arrangements in response to a number of national and local drivers.
1.2
In September the CQC launched its revised inspection approach to widen the system
of regulation and inspection of the safety and quality of healthcare services. This includes a
remit to assess the robustness of risk management arrangements particularly in respect of
patient safety.
1.3
Monitor’s wider remit, coupled with the concerns following the Francis Report, have
led to a strengthening of their focus on corporate governance of FTs. The new licensing
regime has led to the replacement of the Compliance Framework with the Risk Assessment
Framework, effective from 1 October 2013. This expects each Board to undertake an
independent evaluation of its effectiveness and governance arrangements every three years.
This expectation is reinforced in the updated Code of Governance which Monitor will publish
soon.
1.4
Local drivers include an internal organisational restructure to create two distinct
Strategic Business Units to oversee the delivery of Elective and Urgent/Long Term
Conditions Care. This has created an opportunity to review the current risk management
and governance arrangements and this review has been supported by the commissioning of
an internal audit of Governance.
2.

Background

2.1
The Trusts Risk Management Policy outlines the governance framework which
comprises of:
•
•
•

3.

Assurance Framework
Corporate and Strategic Business Units Risk registers
Organisational Risk Management Structure, which details the committees, subcommittees, groups and forums which have shared responsibility for managing risk
across the organisation
Proposal

3.1
The internal audit and review of reporting structures recommend a transfer of
reporting arrangements from the Trust Risk Committees through Individual Executive
Directors to the Hospital Management Team, to a more rigorous framework by which Risk
Committees will report directly to the Board Level Assurance Committees.
The
amalgamation of the Audit and Non Clinical Risk Assurance Committee (NCRAC) into a
single entity would reduce the risk of overlap or lack of scrutiny for non-clinical risks and
strengthen the reporting arrangements and level of assurance available.

3.2
The structure of having a Governance Committee supported by a Quality Assurance
Committee (QAC) will provide a focus for reporting and assurance with three main
committees for Patient Experience, Patient Safety and Clinical Standards / Outcomes. The
QAC will receive assurance reports from operational leads for all topics in the governance
framework. The framework will provide the necessary structure for reviewing and reporting
on assurances through operational leads. This will be mapped against the CQC Key Lines of
Enquiry (KLOE) with an annual reporting programme.
4.

Recommendation

4.1
The Trust Board is requested to NOTE this report and DISCUSS the draft Internal
Audit Review of Governance.

Yeovil District Hospital NHS
Foundation Trust
INTERNAL AUDIT REPORT 4.2013
Governance review
Draft - November 2013

LEVEL OF ASSURANCE
Design

Operational
Effectiveness

Moderate

N/A
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EXECUTIVE SUMMARY
CLIENT STRATEGIC RISKS
Risk

N/A

This is an overarching audit which looks at the Trust’s governance
arrangements.

SUMMARY OF RECOMMENDATIONS (SEE APPENDIX II)
High

1

LEVEL OF ASSURANCE (SEE APPENDIX II FOR DEFINITIONS)

Medium
Design

Effectiveness

Moderate

N/A

Generally a sound system of internal control designed to achieve
system objectives with some exceptions.

Low

The effectiveness of processes will be tested as part of future audits

2
0

Total number of recommendations: 10

OVERVIEW
Our audit of governance arrangements was performed under the scope contained in Appendix V. We interviewed executives and non executives (see Appendix
III) and reviewed a sample of committee papers and terms of reference. Overall we have found that the Trust’s governance processes are essentially robust and
that the chief components of good governance (such as strong leadership, challenge by non executives and focus on risk) are in place. There is evidence of
recent improvement in Board reporting and decision making. The best indicator that the Trust’s arrangements work in practice is that the Trust has been
performing well on a range of financial, operational and quality indicators.

However, the Trust’s governance arrangement are in need of updating and a more coherent structure is required. This is partly due to the reorganisation that
created strategic business units with their own structures but is also a consequence of the greater expectations that now exist, post Francis, for clear and more
formal governance structures, particularly around quality of services. Areas that need to be addressed include:
•The Audit Committee does not currently cover all areas expected of it in the Audit Committee Handbook, ie taking an overarching view of risk and
governance;
• There is no clear link between the Clinical Governance Assurance Committee and the Audit (or Non Clinical Risk Assurance) Committee or between the CGAC
and the clinical delivery group. While any significant quality issues would be discussed at Board level, there is a need for a more formal process below this level
that would provide the CGAC and the AC with comfort that arrangements are robust;
• We were unable to determine clear reporting lines in the current structure and in effect everything comes together at Board level. There is more of a risk of
duplication (eg with four separate assurance committees) than risks being missed but the lack of clarity could cause confusion over areas that cross different
sub committees, eg electronic patient records, CQUINS, CQC compliance. This is consistent with the findings of our audit of risk management.
We have raised a number of recommendations to assist with the issues raised but ultimately it is for the Board to decide which structure suits the needs of the
Trust. However, whatever is implemented needs to be clear and communicated to all staff and stakeholders.
3

DETAILED OBSERVATIONS AND NEXT STEPS
Risk: The Trust’s current Committee structures are inefficient, resulting in too much time preparing and discussing detailed information and not enough on key strategic
risks

Ref.

Observation

Recommendations

1

The Trust does not have an up to date governance structure but our
understanding of the current structure, based on a previous draft prepared by
the Risk Manager, is at Appendix I. The structure has evolved since the Trust’s
original FT assessment and recent additions and reorganisations have made it
rather complex, with the risk that there are too many meetings, using up
management time and potentially resulting in duplication of activity and lack
of clarity as to who is responsible for cross cutting issues.

The Trust should:

For example:
•The Trust has four assurance Committees (Audit, Non Clinical Risk Assurance,
Clinical and Commercial) whereas most Trusts have no more than two (usually
audit and integrated governance). In practice, Audit and NCRAC effectively
form one committee, as they have the same membership (but different Chairs)
but there is a risk of lack of clarity over assurance on areas that cross
boundaries such as electronic patient records;
• The Trust has recently introduced strategic business units, which have their
own weekly and monthly operational meetings. There is a risk of duplication
with the various other operational committees that currently exist, eg clinical
governance delivery, HMT, patient experience. It is difficult to tell because
there are no terms of reference for the SBU groups but anecdotally we were
told there is some duplication; and
•There are numerous (c25) sub groups that report via Directors to HMT and the
Board. Some groups have been disbanded and some meet infrequently but
there was a general lack of clarity over how these groups interact with other
structures within the Trust. For example, there was confusion in some
interviews over where issues like health and safety, CQUINS and CQC assurance
now reside. Most Trusts have a stronger clinical delivery group which would
take responsibility for patient and quality sub groups, with other groups
reporting to an operational management group. This model is also suggested in
Monitor’s Quality Governance Guide (para 90) and without it there is potential
4
exposure to risk and criticism by inspectors

a) Review and update its governance structures, to provide a
clearer, streamlined structure that meets Quality Governance
best practice. A potential structure is given at Appendix II;
b) As part of revising the Board Assurance Framework, map
where its assurances are provided from in cross cutting areas
c) Consider merging Clinical Governance and NCRAC into one
meeting (see Appendix II)
Priority: medium
Management response, with accountability and timescales:

DETAILED OBSERVATIONS AND NEXT STEPS
Risk:The Trust’s Committee processes do not accord with best practice on public accountability

Ref.

Observation

Recommendations

2

From reviews of documentation and our interviews it appears that the Board
works effectively and key issues are identified and discussed. However, in our
view there are improvements that can be made to the Assurance sub
committees, particularly the Audit and Clinical Assurance Committees:

The Trust should:

•The Audit Committee appears to perform well as a traditional finance and
controls focused committee but its remit is more narrow than that suggested
by the HFMA Audit Committee Handbook. Para 1.2 of the Handbook states
that: `The Audit Committee supports the Board by critically reviewing
governance and assurance processes on which the Board places reliance.’
However, at the Trust there is no mention of governance in the Committee’s
terms of reference - if corporate governance was included in para 2.6.2 of the
ToR this would bring the Trust into line with most other Trusts (for example,
Royal Bournemouth FT) and provide much greater accountability for the
review of current and future governance arrangements
•The Trust does not have an integrated governance committee and while
alternative models are valid there needs to be a strong link between the Audit
Committee and other assurance committees, so Audit can perform its role in
taking an overview of governance, risk and internal control arrangements. The
Committee works closely with NCRAC but not with Clinical or Commercial
Assurance (although the latter has just started). All assurance committees
should provide their minutes to the Audit Committee and either the Chairs or
another member should attend the Audit Committee to answer questions on
their activity, so that assurance can be given to the Board on their effective
operation
•Clinical assurance does not appear to have formal links to any other
operational or sub Committee and this makes it very difficult for the
committee to obtain comfort over the clinical risks at the Trust, resulting in
long discussions about operational matters. Post Francis, it is particularly
important for the Trust to have a clear process of review and escalation for
5
clinical issues.

a) widen the remit of the Audit Committee to include an
overview of corporate governance arrangements;
b) establish clear reporting protocols between the other
assurance committees and audit, including at least one
representative from each committee to sit on the Audit
Committee and discuss issues arising
c) Create a clear link between the operational clinical
governance arrangements and the Clinical Governance
Assurance Committee. This would usually be via a quality
committee, which would have a wider role than that of the
Trust’s
current
clinical
delivery
committee
(see
recommendation 1)
Priority: high
Management response, with accountability and timescales:

DETAILED OBSERVATIONS AND NEXT STEPS
Risk: The Board (and/or its sub Committees) does not receive the right information to allow informed discussion of key risks and issues;

Ref.

Observation

Recommendations

3

The Trust has worked hard at improving its Board reporting and from review
and discussion its reporting generally works well. The comments that follow
are designed to help the Trust become `best in class’ with its reporting
arrangements:

a) The Board should have an open debate on what information
it needs and how to make its agendas more strategically and
risk focused.

•The Trust’s Board reporting is concise, with a clear performance dashboard
but the Board agendas remain dominated by operational, rather than strategic
matters. Dr Foster produced an interesting paper on the Intelligent Board in
2006 that still has much relevance to the NHS. Its central message is that
Boards should consider carefully what information they need and improve the
quality while reducing the quantity of information they receive. It would be
useful for the Board to discuss whether it can focus its attention even more on
key areas, for example by having an agenda structured by key objectives or
risks and by reporting more by exception on operational performance

•As previously mentioned, the Trust has a relatively informal approach to
dealing with issues and while this has worked effectively it could expose the
Trust to criticism if there was an issue and the CQC or another regulator
wanted to find out how it had been dealt with. For example, at the weekly
HMT meetings, the actions agreed include `support for current actions’ (re
significant HR challenges), `YDH has clear on way forward. Focus on
delivering’ (re risk assessment framework), `improve slot unavailability score’
(re `slot unavailability still needs to work’). While recognising these meetings
are supposed to be short and action focused, these kind of records could be
misinterpreted.
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b) Senior management should consider what records need to be
kept of meetings, in the light of potential regulator review
Priority: medium
Management response, with accountability and timescales:

APPENDIX I – RISK MANAGEMENT AND GOVERNANCE STRUCTURES
Draft – Risk Management and Governance Structure 2013 - 14
Council of Governors

Board of Directors

Remuneration
Committee

Trustees

EXECUTIVE DIRECTORS
NonClinical Risk
Assurance
Committee

HOSPITAL MANAGEMENT TEAM
Directors
Reporting

Risk
Committees

Corporate
Departments

Clinical
Governance
Assurance
Committee

Audit
Committee

(Assurance committees are responsible for reviewing
the clinical and corporate governance and risk
management processes and for providing assurance to
the Board of Directors to support the Annual
Governance Statement and Monitor, self-certification)
Elective Care
Monthly Op
groups Weekly)
team meetings

Urgent Care and
Long Term
Conditions
Meetings as per
elective care

Operational

Assurance
7

Commercial
Assurance
Committee

APPENDIX I – RISK MANAGEMENT AND GOVERNANCE STRUCTURES
Director Reporting to HMT & Executive Directors

Director of Nursing
& Clinical
Governance

Medical Director

Risk Committees / Groups
- Clinical Governance Delivery Committee
- Patient Safety Programme
- Patient Experience Cmte
- Infection Prevention and Control Cmte
(reports to CGDC)
- Drugs & Therapeutics Cmte
- Medicines Management Gp
- Safeguarding Children Working Gp
- Safeguarding Adults at Risk Working Gp
- Patient Environment Action Gp
- Resuscitation Cmte
- VTE Cmte
- Research & Development Gp
- Hospital Transfusion Cmte
- Nutritional Steering Gp
- Maternity Risk Management Cmte

Chief Finance and
Commercial Officer

Director of Workforce
and Human
Resources

Director of
Facilities

Director of Urgent
Care and Long
Term Conditions

Risk Committees /
Groups

Risk Committees /
Groups

Risk Committees /
Groups

Risk Committees /
Groups

- Business Planning
& Contract
Management Gp
- EHR Delivery Gp
- Information
Governance Gp
- Security
Management Cmte

- iCARE Focus Gp
- Health & Safety
Cmte

- Medical Devices
Cmte?
- Legionella Cmte
- Asbestos Cmte
- Medical Gasses
Gp

- Business Continuity
Gp?
- Records Management
Cmte
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APPENDIX II - PROPOSED RISK MANAGEMENT AND GOVERNANCE STRUCTURE

TRUST BOARD

GOVERNANCE
COMMITTEE

AUDIT
COMMITTEE

COMMERCIAL
ASSURANCE
COMMITTEE

May be combined
in the short term

Executive
Directors

QUALITY
ASSURANCE
COMMITTEE

HMT
PATIENT
EXPERIENCE

PATIENT
SAFETY

CLINICAL
STANDARDS

FIRE, HEALTH
AND SAFETY

INFORMATION
GOVERNANCE

SECURITY
MANAGEMENT
SBU OPERATIONAL/
GOVERNANCE GROUPS

INFECTION
PREVENTION

SAFEGUARDING

MEDICINES MANAGEMENT
(Drugs and Therapeutic
Committee)

BLOOD
TRANSFUSION
COMMITTEE

NB: Groups are illustrative – to be determined once structure is agreed

RESCUSCITATION

MEDICAL
DEVICES

APPENDIX II – RATIONALE FOR CHANGES
PROPOSED CHANGE

REASON

NCRAC merged into Governance Committee

Allows for integrated consideration of issues such as patient records, health and safety

Creation of quality assurance committee (can be part of governance
committee in short term)

This would be an operational committee, consisting of mainly clinical staff (no NEDs) that would
consider patient safety, clinical standards and other operational matters, reporting by exception to the
governance committee, with a formal reporting line to the Executive Directors group. Sub groups would
report up to the QAC rather than to executive directors. This provides a formal clinical governance
reporting structure, that would reduce the risk of issues not being reported formally and of criticism by
regulators.

Creation of patient experience, patient safety and clinical standards
main sub committees

These will be formal sub Committees designed to oversee the governance of key clinical areas. Patient
experience and patient safety are already groups within the Trust but clinical standards will be a new
group with specific focus around CQC and NICE standards. These groups will consist of clinical staff
within the Trust.

Deletion of 13 current risk groups: Clinical Governance Delivery, Patient
Environment Action, Research & Development, Nutrition, Maternity,
Business Planning, Electronic Health Records, iCARE, Legionella,
Asbestos, Medical Gasses, Business Continuity, Records Management.
Merger of medicines management with drugs & therapeutics; merger of
adult and child safeguarding.

This streamlines the Trust’s organisation, reducing the number of meetings and associated bureaucracy,
although a number of these groups were meeting infrequently and in some cases it was not clear
whether or not they still existed. The remaining groups are mandatory and/or have a clear purpose.
Where there are major Trust initiatives such as electronic patient records, these should form part of the
operational running of the Trust and be the responsibility of the Executive Directors, with any clinical
issues referred to the appropriate sub committee (eg patient safety) or escalated directly to the QAC.

Total Committees/ groups in new structure (excluding SBUs):

19

Total Committees/ groups in old structure (excluding SBUs):

33

.
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APPENDIX III – PEOPLE INTERVIEWED
NAME

JOB TITLE

Peter Wyman

Chairman

Paul von der Hyde

Chairman, Audit Committee

Julian Grazebrook

Chairman, Non Clinical Risk Assurance Committee

Jane Henderson

Chairman, Clinical Governance Committee

Paul Mears

Chief Executive

Tim Newman

Chief Finance and Commercial Officer

Helen Ryan

Director of Nursing

Jonathan Higman

Director of Urgent Care and Long Term Conditions

Jo Howarth

Patient Safety and Quality

Simon Chase

Company Secretary

Adrian Pickles

Trust Risk Manager

BDO LLP appreciates the time provided by all the individuals involved in this review and would like to thank them for their assistance and cooperation.
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APPENDIX IV – DEFINITIONS
LEVEL OF
ASSURANCE

DESIGN of internal control framework

OPERATIONAL EFFECTIVENESS of internal controls

Findings from review

Design Opinion

Findings from review

Effectiveness Opinion

Substantial

Appropriate procedures and controls in
place to mitigate the key risks.

There is a sound system of internal
control designed to achieve system
objectives.

No, or only minor, exceptions found in
testing of the procedures and controls.

The controls that are in place are being
consistently applied.

Moderate

In the main there are appropriate
procedures and controls in place to
mitigate the key risks reviewed albeit
with some that are not fully effective.

Generally a sound system of internal
control designed to achieve system
objectives with some exceptions.

A small number of exceptions found in
testing of the procedures and controls.

Evidence of non compliance with some
controls, that may put some of the
system objectives at risk.

Limited

A number of significant gaps identified in
the procedures and controls in key areas.
Where practical, efforts should be made
to address in-year.

System of internal controls is weakened
with system objectives at risk of not
being achieved.

A number of reoccurring exceptions
found in testing of the procedures and
controls. Where practical, efforts should
be made to address in-year.

Non-compliance with key procedures and
controls places the system objectives at
risk.

No

For all risk areas there are significant
gaps in the procedures and controls.
Failure to address in-year affects the
quality of the organisation’s overall
internal control framework.

Poor system of internal control.

Due to absence of effective controls and
procedures, no reliance can be placed on
their operation. Failure to address inyear affects the quality of the
organisation’s overall internal control
framework.

Non compliance and/or compliance with
inadequate controls.

Recommendation Significance
High

A weakness where there is substantial risk of loss, fraud, impropriety, poor value for money, or failure to achieve organisational objectives. Such risk could lead to an adverse
impact on the business. Remedial action must be taken urgently.

Medium

A weakness in control which, although not fundamental, relates to shortcomings which expose individual business systems to a less immediate level of threatening risk or poor
value for money. Such a risk could impact on operational objectives and should be of concern to senior management and requires prompt specific action.

Low

Areas that individually have no significant impact, but where management would benefit from improved controls and/or have the opportunity to achieve greater effectiveness
and/or efficiency.
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APPENDIX V – TERMS OF REFERENCE
BACKGROUND

Yeovil District Hospital became a NHS Foundation Trust in June 2006 after an assessment by Monitor, which included its
governance and risk management processes. The Trust considers that it is now timely for these processes to be reviewed again, to
ensure they are fit for purpose in the light of changes that have occurred to the Trust and its external environment.

PURPOSE OF REVIEW

The purpose of this review is to provide a detailed analysis of the Trust’s current Committee structures and information flows,
assessing them against best practice in the NHS and elsewhere. The analysis will include options for making processes more
efficient, with the aim of reducing the burden on executives and non executives, while still meeting the requirements of public
accountability. The outcome will be a report and presentation to the Board, in order that recommendations for improvement can
be discussed and agreed.
Based upon the risk assessment undertaken during the development of the internal audit operational plan, through discussions
with management, and our collective audit knowledge and understanding the key risks associated with the area under review
are:

KEY RISKS

• The Trust’s current Committee structures may be inefficient, resulting in too much time preparing and discussing detailed
information and not enough on key strategic risks; and
• The Board (and/or its sub Committees) may not receive the right information to allow informed discussion of key risks and
issues; and
• The Trust’s Committee processes may not accord with best practice on public accountability.

The scope of the review will include:
SCOPE OF REVIEW

• The Trust’s committee structures, including the role of each Committee, clarity of terms of reference, composition of the
Committee and frequency of meetings;
• Mapping the information flows between the Trust’s various Committees, to ensure information is cascaded appropriately
(including the capture and reporting of risks) and there is no inefficiency; and
• Focussing in particular on the impact of the above on the effectiveness of the Board

13

APPENDIX V – TERMS OF REFERENCE
EXCLUSIONS

APPROACH

This audit will not look in detail at clinical governance arrangements, as this will be covered by separate audits. However, it
will consider the reporting of clinical issues in overview, eg as part of our assessment of information flows, committee
structures and Board reporting.

We will work with the Company Secretary and management to map all relevant Committees and the information flows. We
will focus in particular on information received and considered by the Board and its main sub Committees but will also chart
other operational committees. We will meet with a selection of Board members, including key non executives such as the
chairs of the Audit Committee, Non Clinical Risk and Clinical Governance Assurance Committees.
We will produce a report with recommendations for improvement and present this to a future Board meeting.

MANAGEMENT
COMMENTS

These are reflected in the scope.

LOCATIONS

Fieldwork will be performed at the YDH site.
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APPENDIX V – TERMS OF REFERENCE
DOCUMENTATION
REQUEST

KEY CONTACTS

Papers for the Board and its various sub Committees, as well as key executive groups covering their last two meetings.

BDO LLP
Greg Rubins

Audit Partner

t: 0238 088 1892
e:greg.rubins@bdo.co.uk

Rachael Tomlinson

Audit Manager

t: 0207 893 3027
e:rachael.tomlinson@bdo.co.uk

Tim Newman

Chief Finance and Commercial
Officer

t:
E:tim.newman@ydh.nhs.uk

Simon Chase

Company Secretary

t: 01935 384348
E:simon.chase@ydh.nhs.uk

The Trust
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APPENDIX V – TERMS OF REFERENCE
PROPOSED TIMETABLE

SIGN OFF

Audit Stage

Date

Commence fieldwork

23/09/2013

Number of audit days in plan

15

Planned date for closing meeting

18/10/2013

Planned Board date for presentation of findings

tbd

On behalf of BDO LLP:

On behalf of the Trust:

Signature:

Greg Rubins

Signature:

Title:

Partner

Title:

Date:

2nd September 2013

Date:
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Appendix
Board of Directors
18 December 2013

Report to:

Board of Directors

Report from:

Company Secretary

Paper for Approval:

Additional Constitutional Amendments

Date:

18 December 2013

1. Introduction
(a) The Council of Governors has been concerned for some time to ensure that there was
effective representation from, and for, the Rest of Somerset and England constituency.
Since Caro Morgan stepped down there has been no elected governor.
The Chairman, Lead Governor and Company Secretary have considered the options for
improving the situation and have taken advice from Bevan Brittan regarding the solution set
out below.
The Board should note that it is essential for a public member to live within the boundaries of
the public constituency they wish to represent. The definitions currently mean that if you live
in one of the named Somerset or Dorset constituencies you cannot be eligible for the “Rest
of…” constituency. The changes below in section A propose that there is a dual residency
eligibility for such people and that if they have unsuccessfully contested a recent election,
they could opt to change their constituency to “Rest of…” This would trigger an election
process in that constituency. Please see the detail of the changes below. This proposal was
agreed by the Council of Governors at their meeting on 6 December 2013.
(b) A further change is proposed in section B below. This will ensure that the minimum age
for becoming a governor remains 18 years, as at present. Otherwise, the age would drop to
14, the current minimum age for becoming a member. This proposal was agreed by the
Council of Governors at their meeting on 6 December 2013.
(c) The third change is set out in section C below and proposes a different approach to
‘Significant Transactions’. The Health & Social Care Act gave a new legal duty to governors
to approve ‘significant transactions’. The Board of Directors previously agreed not to
describe ‘significant transactions’ in the constitution – an attempt to make arrangements as
simple as possible. Governors proposed an alternative approach and this was agreed by the
Council of Governors at their meeting on 6 December 2013. Further details are set out
below.
A – TO SECURE IMPROVED REPRESENTATION
In order to make the election of a public governor for the Rest of Somerset and England
constituency more likely, the following amendments to the Constitution, highlighted in yellow,
are proposed;
6.2

Public Constituency

6.2.1 Subject to paragraph 6.4 below, an individual is eligible to become a Member of a
Public Constituency listed in column 1 of Annex 1 if he or she lives in the area specified for
that constituency in the corresponding entry in column 2 of Annex 1, and is not eligible to
become a Member of the Staff Constituency and is not a Member of another Public
Constituency.

6.2.1.1 Any member of the first five public constituencies identified in column 1 of
Annex 1 is eligible to have their membership transferred to the Rest of Somerset and
England constituency, subject to the provisions of section 7.3.5 below.
7.3

Council of Governors – election of Governors

7.3.1 Elections for elected members of the Council of Governors shall be conducted in
accordance with the Election Scheme using the first past the post system. Thus, where
appropriate, the alternative rules marked “FPP” (First Past the Post) should be used.
7.3.2 The Election Scheme as published from time to time by the Department of Health
form part of this Constitution. The Election Scheme current at the date of the Trust's
Authorisation are attached at Annex 3.
7.3.3 A subsequent variation of the Election Scheme by the Department of Health shall not
constitute a variation to the terms of this Constitution for the purposes of paragraph 20 below
of the Constitution.
7.3.4

An election, if contested, shall be by secret ballot.

7.3.5 If, at any time, there is no elected public governor for the Rest of Somerset and
England public constituency, the following provisions shall apply:
7.3.5.1 Candidates who were unsuccessful in the most recent contested election(s)
for other public constituencies may choose to transfer their membership to the Rest
of Somerset and England constituency on the understanding that they will stand in
the next election held in that constituency.
7.3.5.2 More than one such unsuccessful candidate may have their membership
transferred.
7.3.5.3 Members who have their membership transferred on this basis may not have
their membership transferred back to their original constituency.
7.3.5.4 If one or more transfers take place, the Trust shall hold a further election
process for the Rest of Somerset and England constituency as soon as possible.
7.5.3.5 The purpose of these provisions is to secure representation for the members
of the Rest of Somerset and England constituency and that consideration must
determine the application of these provisions.
Annex 1
Constituency
Rest of Somerset and
England

Minimum
number of
Members

Area
The area of England excluding
including the parts included in
the other constituencies described
above

B – TO MAINTAIN COVERNOR COMPETENCE

25

Number of
Governors
1

The revisions agreed by the Board of Directors and proposed to the Council of Governors
would have the effect of reducing the qualifying age for governors to just 14. It is proposed to
restore the provision below to maintain the minimum age at 18 years.
The Constitution, at section 7.10 Governor Disqualification should have added back
section 7.10.1.7 which reads: “he is under 18 years of age”
C – SIGNIFICANT TRANSACTIONS
After some discussion before the meeting, and after gaining legal advice from Bevan Brittan,
the Council of Governors at their meeting on 6 December approved the following
amendment regarding ‘Significant Transactions’.
The Board is asked to note the following points;
•

The description used here is the Monitor definition which was in the Compliance
Framework and continues in the Risk Assessment Framework.

•

‘Significant transaction’ is a distinct category from mergers, acquisitions, separations and
dissolutions, which is the point of the references in 1.3.1 below. These have to have the
support of the Council of Governors anyway.

•

The final words highlighted in 1.3.4 were accepted by the Council of Governors, but they
questioned the necessity for this additional exclusion. It was accepted that the view of
the Board of Directors would be decisive on the matter.

Therefore it is proposed:
At section 22.2 of the Constitution delete the current text and insert:
"'Significant Transaction has the meaning ascribed to it in Annex 4 of the Constitution."
Append new Annex 4 as follows:
"1.1 A Significant Transaction is a transaction which meets any of the following criteria:
Ratio
Assets
Income

Consideration
to total Trust Capital

Description
The Gross Assets subject to the transaction
divided by the gross assets of the Trust.
The income attributable to:
• the assets; or
• the contract
associated with the transaction divided by the
income of the Trust.
The Gross Capital of the company or business
being acquired/divested, divided by the Total
Capital of the Trust following completion, or the
effects on the Total Capital of the Trust
resulting from a transaction.

Percentage
>25

>25

>25

1.2 For the purposes of this Annex 4:
“Gross Assets” is the total of fixed assets and current assets;
“Gross Capital” equals the market value of the target’s shares and debt securities, plus the
excess of current liabilities over current assets; and
“Total Capital” of the Trust equals taxpayers’ equity.

1.3 Notwithstanding the above provisions and for the avoidance of doubt, a Significant
Transaction does not include:
1.3.1 transaction pursuant to: Sections 56, 56A 56B and 57A of the 2006 Act; or
1.3.2 contracts in place, from time to time, with NHS Somerset Clinical Commissioning
Group (or its successor organisation); or
1.3.3 contracts in place, from time to time, with any other Clinical Commissioning Groups, or
the NHS Commissioning Board; or
1.3.4 contracts in place, from time to time, with Public Health England and local authorities."
2. RECOMMENDATION
The Board of Directors is asked to APPROVE these additional constitutional changes and to
AGREE on the exclusion or inclusion of the phrase “and local authorities” in section 1.3.4 of
Annex 4 of the constitution.

