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Board of Directors
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Item Subject Lead Report/ Page Time
Verbal No

1. Welcome and Introductions Chair Verbal - 9:00

2. Apologies for Absence Chair Verbal -

To receive any apologies for absence.

3. Declarations of Interest Chair Verbal -

To receive any changes to the register of
Directors’ interests or consider any conflicts
of interest arising from the agenda.

4. Minutes of the meeting held on 30 April Chair Report 6
2025
To be agreed as an accurate record.

5. Matters Arising / Action Log Chair Report 17
To discuss any matters or actions arising
from the minutes or action log.

6. Chair’s Report Chair Report 18 9:05
To receive the report.

7. Chief Executive’s Report Chief Executive Report 20 9:10
7.1 Our Voice Our Future — End of Design Report 24

Phase

To receive the reports
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Item

10.

11.

12.

13.

Subject

Quality Committee Report

To receive the May meeting summary report.

Resources Committee Report

To receive the May meeting summary report.

Group Audit Committee Report

To receive the May meeting summary report.

Trust Priorities Report (TPR)

March 2025 Trust Priorities Report
Performance Summary:

Operational Activity and Performance

Quality & Safety

Lead

Chair of the

Quality
Committee

Chair of the
Resources
Committee

Chair of the
Group Audit
Committee

Chief Operating
Officer

Medical Director
& Chief Nurse

e Workforce Director of
Workforce & OD
« Digital and Information Services Chief Digital
Information
Officer
e Finance Finance Director
Break 10:50
CQC Compliance Update Report Chief Nurse
To consider the report.
Maternity and Neonatal Reports Chief Nurse -
(including CQC Section 31 Update) Executive
Maternity Safety
To consider the report and approve the Champion

Section 31 update.
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Report/ Page
Verbal No
Verbal -
Verbal -
Report 38
Report 39
42
83
102
113
119
Report 132
Report 139

Time

9:30

9:40

9:50

10:00

11:00

11:10
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Item Subject Lead Report/ Page Time
Verbal No
14. Quality Strategy Chief Nurse Report 165 11:20

To approve the strategy.

15. Guardian of Safe Working Hours Annual Medical Director ~ Report 192 11:30
Report
To consider the report.
16. 2025/26 Staff Survey Action Plan Director of Report 200 11:35
Workforce & OD
To consider the plan.
17. Equality and Diversity Annual Report Director of Report 208 11:50

Workforce & OD
To consider the report.

Governance

18. Emergency Preparedness Resilience and Chief Operating Report 252 12:00
Response (EPRR) Action Plan Update Officer

To consider the report.

19. LIMS and Digital Cell Path Implementation  Chief Operating Report 261 12:05
Business Case Officer

To approve the business case.

20. YTHFM Reservation of Powers and Managing Report 285 12:10
Scheme of Delegation and Standing Director
Financial Instructions Revisions

To approve the revisions.

21. Questions from the public received in Chair Verbal - -
advance of the meeting

22. Time and Date of next meeting

The next meeting held in public will be on 25 June 2025 at 9:30am at Scarborough Hospital.
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23.

24.

NHS!
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Subject Lead Report/ Page Time
Verbal No

Exclusion of the Press and Public

‘That representatives of the press, and other members of the public, be excluded from
the remainder of this meeting having regard to the confidential nature of the business
to be transacted, publicity on which would be prejudicial to the public interest', Section
1(2), Public Bodies (Admission to Meetings) Act 1960.

Close 12:15
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NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Minutes
Board of Directors Meeting (Public)
30 April 2025

Minutes of the Public Board of Directors meeting held on Wednesday 30 April 2025 in the
PGME Discussion Room, Scarborough Hospital. The meeting commenced at 9.30am and
concluded at 12.20pm.

Members present:

Non-executive Directors

Mr Martin Barkley (Chair)

Dr Lorraine Boyd (Maternity Safety Champion)

Ms Julie Charge

Mr Jim Dillon

Ms Jane Hazelgrave

Dr Stephen Holmberg

Mrs Jenny McAleese (Via Teams)

Prof Matt Morgan

Ms Helen Grantham, Associate Non-Executive Director (Via Teams)

Executive Directors

Mr Simon Morritt, Chief Executive

Mr Andrew Bertram, Finance Director

Mrs Dawn Parkes, Chief Nurse & Executive Maternity Safety Champion

Ms Claire Hansen, Chief Operating Officer

Dr Karen Stone, Medical Director

Miss Polly McMeekin, Director of Workforce and Organisational Development
Mr James Hawkins, Chief Digital and Information Officer

Mr Chris Norman, Managing Director, YTHFM

Corporate Directors
e Mrs Lucy Brown, Director of Communications
e Mr Mike Taylor, Associate Director of Corporate Governance

In Attendance:
e Mrs Barbara Kybett, Corporate Governance Officer (Minute taker)

Observers:
e Julie Southwell, Elected Governor
e Graham Lake, Public Governor (from 15t May 2025)
e Two members of the public

Board of Directors Public meeting minutes 30 April 2025
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1 Welcome and Introductions

Mr Barkley welcomed everyone to the meeting with a particular welcome to Mr Norman,
Managing Director of York Teaching Hospitals Facilities Management (YTHFM), who was
attending his first Board meeting.

2 Apologies for absence

There were no apologies for absence.

3 Declaration of Interests

There were no new declarations of interest.

4 Minutes of the meeting held on 26 March 2025

The Board approved the minutes of the meeting held on 26 March 2025 as an accurate
record of the meeting.

5 Matters arising/Action Log

The Board noted the outstanding actions which were on track or in progress. The following
updates were provided:

BoD Pub 52 Progress the use of a Board development seminar for a Board discussion on
risk appetite.

Mr Barkley would find a suitable opportunity in the Board Development Seminar
programme for a discussion on risk appetite.

BoD Pub 54 Explore options to provide more accurate ethnicity data for the Health
Inequalities section of the TPR.
No update was provided on this action.

BoD Pub 57 Change TPR to show target for 3rd/4th degree tears in assisted births as
less than one per cent.

Mr Hawkins advised that the target should be zero and he would ensure that this was
changed in the Trust Priorities Report.

BoD Pub 58 Seek support from the York and North Yorkshire Mayor with regards to the
Trust becoming an Anchor Institution on the East Coast.

Mr Morritt commented that the action was to progress forming a network with other Anchor
Institutions. A meeting with the York and North Yorkshire Mayor was being progressed.

Mr Barkley reported that he had applied to join Scarborough Neighbourhood Board

BoD Pub 61 Seek further clarification on the “smoking at booking” and “smoking at 36
weeks” metrics in the Scarborough maternity scorecard.

Mrs Parkes advised that Ms Wells-Munro had included clarification in her report and would
expand on this when she presented the paper. The action was closed.

BoD Pub 62 Ensure that Staff Survey responses are sent directly to all managers and
supervisors.
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Miss McMeekin confirmed that this had been completed.

BoD Pub 63 Present a report on the actions undertaken from the 2024/25 Staff Survey
improvement plan.
This had been circulated to the Board prior to the meeting.

BoD Pub 64 Email Mr Barkley the data about deaths from strokes for the last four
available quarters.

Mr Barkley advised that he had received this information and had arranged a meeting with
Dr Bebb, Assistant Medical Director, for further discussion on the mortality data.

6 Chair’s Report
The Board received the report.

Mr Barkley advised that costed proposals for an independent developmental Well Led
review had now been received from four organisations. A decision would be made shortly
in order for the review to be undertaken at the end of Quarter 1.

7 Chief Executive’s Report
The Board received the report.

Mr Morritt highlighted:

e continuing pressures on acute services, compounded by viruses circulating in the
community, and paid tribute to staff for maintaining services in the face of these
challenges;

e the detail included in his report on national and regional NHS system changes and
in particular, the requirement on providers to produce a plan for a 50% reduction in
corporate growth recorded since 2018/19;

e the “readiness assessment” currently underway to prepare the organisation for the
introduction of a framewaork for a systemic approach to continuous improvement;

e the size of the capital programme for 2025/26 which exceeded that of 2024/25; Mr
Morritt reported that the move into the new Urgent and Emergency Care Centre
(UECC) at Scarborough Hospital was now underway.

Board members were, as always, inspired by the Star Award nominations. Mr Barkley was
pleased to note the number of colleagues working in administrative roles who had been
nominated.

8 Quality Committee Report

Dr Holmberg reported that meetings of the Quality Committee were now reflective of its
confidence that appropriate improvement work was being undertaken. He advised that
representatives from Care Groups were now attending meetings which would add value to
the discussions. He highlighted the key points from the meeting held on 22 April 2025
beginning with the Medicine Care Group’s presentation. There had been discussion on the
gap against the trajectory of key performance metrics in Urgent and Emergency Care.
Support from regional colleagues was in place and trajectories for improvement had been
agreed with them. Dr Holmberg expressed some concern that improvement was weighted
towards the last two months of the financial year which would add additional pressure.
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Dr Holmberg reported that Gastroenterology and Cardiology services were of greatest
concern to the Care Group. Cardiology patient pathways, particularly those of the Rapid
Access Chest Pain Clinic, would be reviewed to reduce waiting times. Care Group leaders
were pleased to report the appointment of a Palliative Care consultant on the East Coast
to support the seven day service.

Dr Holmberg reported that the Committee had again discussed the reasons for the high
levels of non-elective Caesarean Sections, notably at Scarborough Hospital. He provided
details and noted that the Committee had asked for assurance in the form of nationally
benchmarked data. The Committee had also discussed how full compliance with the
Maternity Incentive Scheme would result in a refund of insurance payments to the Trust of
c£1m, and to what extent this would offset the investment necessary for full compliance
with the Scheme, particularly in terms of the staff shortfall.

In a correction to Dr Holmberg'’s report, Mrs Parkes noted that the Quality Strategy had
been agreed at meeting, not the Care Strategy.

9 Resources Committee Report

Mr Dillon highlighted the key discussion points from the meeting of the Resources
Committee on 15 April 2025:
e the number of 12 hour trolley waits had risen from that recorded in February;
e there were backlogs in the Cardiology service due to recurrent faults in CT
equipment; there had been discussion on how this would be addressed,;
e the average ambulance handover time had significantly reduced;
e there continued to be reductions in the overall spend on agency staff;
e the pilot Hub established by the Yorkshire Ambulance Service to divert attendances
at Emergency Departments to more appropriate settings was being discontinued,
due to the prohibitive cost, and other options would be explored.

Mrs Parkes highlighted that the Trust was no longer under a Direct Support Programme for
non-registered nursing staff: this was a significant success. She noted that the increase in
12 hour trolley waits had resulted mainly from the number of wards closed to new
admissions due to infection control measures.

10 Trust Priorities Report (TPR)
The Board considered the TPR.
Operational Activity and Performance

Ms Hansen advised that the improvements in some Urgent and Emergency Care
performance metrics resulted from the implementation of tests of change.

In response to a question, Ms Hansen confirmed that the c2000 patients added to the
Referral To Treatment (RTT) waiting list had been transferred from the non-RTT waiting
list, as a consequence of validation work which had been taking place.

Ms Hansen drew attention to the special cause improvement in the Median Time to Initial
Assessment in the Emergency Departments which had fallen to an average of four
minutes. The number of Type 1 patients, those most in need of emergency care, waiting
more than 12 hours in the Emergency Departments had also reduced to 15.6% of all Type
1 attendances and was the fewest since July 2023.

4
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Dr Boyd noted that the percentage of patients seen by a doctor within 60 minutes of
arriving at the Emergency Department was low and questioned the impact of this on
prompt treatment for conditions such as sepsis. Dr Stone advise that, as patients were
triaged promptly, serious conditions would be identified at this stage. Ms Hansen added
that the low percentage of patients seen by a doctor within 60 minutes of arrival was
nevertheless a concern. A new acuity tool was being employed which would facilitate
quicker assessments by a doctor. Dr Stone flagged some uncertainties around the
accuracy of the times of assessment which were being recorded.

Professor Morgan asked about the reasons for the increase in attendances at Emergency
Departments and queried whether this was related to the cessation of the Yorkshire
Ambulance Service led Hub. Ms Hansen responded the Hub was still in operation but had
led to the diversion of only around eight ambulances per day. The next step was to deploy
more GPs in the Ambulance Control Centre. The increase in attendances at Emergency
Departments was being seen nationally.

In response to a question, Ms Hansen explained that the metrics showed an increase in
Emergency Care attendances of all types as this figure reflected an increase in GP out of
hours appointments and those offered by Urgent Treatment Centres.

Dr Holmberg raised a concern about the metric relating to patients receiving clinical post
take within 14 hours of admission. He sought assurance that patients most in need of this
service were receiving it, and the clinical risk was therefore minimised. Ms Hansen
explained that there were roster challenges in the medical establishment, leading to a
reliance on locums to cover sickness absence. Work was being undertaken to address the
issue. The metric had also been impacted by infection control measures. Ms Hansen
added that the ongoing work on right sizing the estate would also positively impact on the
clinical post take metric. Mrs Parkes emphasised that patients were always under the care
of nursing staff who would escalate to clinicians when appropriate.

Mr Barkley drew attention to the community bed occupancy figure which was below the
optimum. Ms Hansen responded that the Trust was collaborating with Place colleagues to
review the community bed stock, with the aim of increasing the number of patients
receiving care for at home.

Mr Barkley asked about the impact of the Multi-Agency Discharge Event (MaDE) which
took place from 23 to 30 April. Ms Hansen advised that there had been clear evidence of
impact, and she provided some details.

In response to a question, Ms Hansen advised that the Cancer performance figures for
March would be better than those reported for February. She highlighted the significant
improvement in the Faster Diagnosis Standard and 31-day treatment standard delivered
by the Urology Service. Cancer performance in the Colorectal and Gynaecology remained
a concern.

Mr Barkley noted the improvements in Cancer performance which had been aided by NHS
England recovery funding and asked how these might be sustained. Ms Hansen confirmed
that the activity could not be sustained without extra funding but there also needed to be a
review of referrals to Cancer services, some of which were not appropriate. Mr Barkley
suggested that the Clinical Lead for Cancer and the Head of Cancer Services should be
invited to brief the Board, given the importance of the service. Dr Stone would progress
this.
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Action: Dr Stone

Ms Hansen added that there was still work to do to reduce waiting times for Cancer
services; however, the Trust was no longer required to attend tiering meetings with
regional and national colleagues as they had confidence in the plans for improvement.

Moving to the Referral To Treatment scorecard, Mr Barkley highlighted that there were still
patients waiting over 65 week waits which needed to be addressed. Ms Hansen explained
that this was due to demand on the Neurology service, and she explained the plans in
place to increase capacity and reduce waiting times.

Ms Charge referred to the narrative on Outpatients and Elective Care and queried the
work on the improvement plan for the Rapid Access Chest Pain clinic. Ms Hansen
explained that Medicine Care Group leaders had prepared the plan, but she had
requested further work before it was presented for approval.

In response to a question, Ms Hansen explained that the Outpatient Follow-up Partial
Booking list had increased due to patients being moved from other lists. She was pleased
that the national focus was now on the reduction of all waiting lists, as this was the right
approach for patients; work via specialty deep dives had already begun on ensuring that
all patient pathways were as efficient as possible.

Ms Hansen reported that the Trust had received confirmation that Bridlington Hospital had
been awarded Surgical Hub accreditation. The report was very complimentary of the staff
and the work of the department. Mrs McAleese and Ms Grantham had attended the visit
day and agreed that it had been extremely positive.

Mr Barkley raised a number of queries about the factors impacting diagnostic performance
and asked that Ms Hansen bring further details of plans to respond to the next meeting:
e the shortage of healthcare scientists within Cardiology;
e Endoscopy nurse staffing at York Hospital which was challenged due to a mix of
vacancies and sickness absence;
e the surveillance backlog causing a sharp decrease in Colonoscopy performance.
Action: Ms Hansen

It was noted that CT performance was impacted by equipment issues. Specifically, a CT
scanner at Scarborough Hospital had been decommissioned earlier than expected, before
the new Urgent Treatment Centre was open. The new CT scanner in the UECC at
Scarborough was now being used. Ms Hansen cautioned that even with all three scanners
in operation in Scarborough, capacity would still not meet demand. The capacity gap in
York was similar, despite a new arrangement with York St John University to use its
facilities.

Dr Boyd drew attention to the 2-hour Urgent Community Response compliancy rate which
was above the year end target in March. Ms Hansen explained that the high percentage
was being achieved at the expense of other community service waiting times and was
therefore not sustainable. A full review of community services was required.

Ms Hazelgrave highlighted the low rate of occupancy of Virtual Ward beds. Ms Hansen
explained that this was related to workforce capacity. A review of Virtual Wards was taking
place at a regional level.

Board of Directors Public meeting minutes 30 April 2025
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Quality and Safety
Board members were pleased to note the downward trend in Clostridioides difficile cases.

Ms Hazelgrave highlighted the increase in complaints to the Trust. Mrs Parkes responded
that one of the main themes was waiting times.

Maternity
Mrs Parkes explained that the Smoking at booking, at 36 weeks and at time of delivery
metrics referred to different cohorts of women.

Ms Hazelgrave queried why the number of births at York Hospital was significantly lower
than the number of bookings. Dr Stone responded that the numbers were subject to
seasonal variation and to pregnancies not being sustained to term.

Workforce
Miss McMeekin referenced the growth in Whole Time Equivalents in the workforce.

There was some discussion on the government’s change to the minimum salary threshold
for skilled worker visa applications which had risen to £25k per annum. This equated to the
top of the Band 3 range and covered only basic pay. Miss McMeekin noted that many
members of staff employed on lower bands had spousal visas and would therefore not be
affected.

Miss McMeekin reported that the Trust had successfully moved all its medical agency
bookings to Direct Engagement (DE), which would prove more cost-effective and was a
significant milestone for the Trust.

Digital and Information Services

Mr Barkley asked for further information about the Environmental Information Regulation
(EIR) requests referenced in the report. Mr Hawkins explained that Environmental
Information Regulations (EIR) provided public access to environmental information held by
public authorities. The regulations ensured that important data related to topics such as air
and water quality, pollution, waste management, and land use planning were available to
everyone.

Finance

Mr Bertram reported that, after NHS England normalisation adjustments, the Trust ended
the 2024/25 financial year with a £9k surplus, from the £38m deficit recorded in Income
and Expenditure. Mr Bertram drew attention to the impairment of £28m relating to the new
Scarborough Hospital UECC.

Mr Bertram highlighted the positive Elective Recovery Fund performance and the
reduction in agency spend.

With regard to the capital programme, Mr Bertram reported that £2m of lease renewals
had been brought forward from 2025/26 to 2024/25 following successful negotiation of an
additional £2.2m from NHS England. forward

11 CQC Compliance Update Report

Mrs Parkes presented the report. She advised that there had still been no information from
the CQC as to when the report of the January inspection would be received. An
engagement meeting had been held on 8 April at which no concerns were raised.

7
Board of Directors Public meeting minutes 30 April 2025

Page |12



12 Maternity and Neonatal Report (including CQC Section 31 Update)

Ms Wells-Munro presented the report and highlighted the following:

e there had sadly been two antenatal stillbirths in February 2025;

e the Trust’s perinatal mortality rate for births in 2023 was detailed in the paper;

e there had been no new cases meeting the criteria for referral to the Maternity and
Newborn Safety Investigations (MNSI); of the open cases, two draft reports had
been received and any safety recommendations would be shared with the Quality
Committee;

e there were no new Patient Safety Incident Investigations (PSlIs) in February 2025;

e the rate of Post-Partum Haemorrhage (PPH) over 1500mls had reduced to 2.4% in
February 2025;

e there continued to be concerns around the capacity of the Perinatal Mental Health
Team; temporary resource had been secured for the internal team but there
remained significant gaps in support from the Tees, Esk and Wear Valley Trust;

e the final report from the latest Local Maternity and Neonatal System (LMNS) visit on
12 February 2025 was still awaited;

e Year 7 of the Maternity Incentive Scheme had been launched on 28 April, along
with a new Savings Babies Lives Care Bundle; the implications of both were being
worked through.

Ms Wells-Munro drew attention to the smoking cessation data contained in the report and
confirmed that the data in the TPR on women smoking at booking, at 36 weeks and at the
time of delivery referred to different cohorts. She reported that smoking cessation
activities, which had previously been led by Local Authorities, were now being brough in-
house, as the funding to Local Authorities had been withdrawn. An options paper was
being prepared. Ms Wells-Munro explained that funding for in-house tobacco dependency
schemes was provided by the ICB and Maternity Services would now receive an allocation
from this.

Returning to the report, Ms Wells-Munro highlighted recent successes, which included a
further scan room added to the Antenatal Day Assessment Unit and a further Caesarean
Section list. A third Maternity and Neonatal Engagement Day was held on 20 March at
which themes were identified which would inform an action plan. The “pebbles in your
shoes” activity identified challenges including IT and remote access, parking and
administrative support.

Ms Wells-Munro reported that £230k would be transferred into the Maternity Services
budget; this funding had been released as a result of the Clinical Education review and
would support the appointment of four WTE midwives, two at each hospital. Ms Wells-
Munro advised that the Executive Committee had approved the new swipe in and out
access for the Maternity Unit at Scarborough Hospital supported by the placement of a
nighttime ward clerk for a fixed term of 12 months. A full security review and risk
assessment of both units would be undertaken, to be presented to the Executive
Committee in June.

Mr Barkley asked Ms Wells-Munro to provide details at the next meeting about recently
published changes to national maternity guidelines. Ms Wells-Munro noted that ringfenced
funding for Maternity Services had been reduced by NHS England.

Action: Ms Wells-Munro

Mrs Parkes highlighted that PPH rates had stabilised over the last 12 months and were
now within the normal range, which was a result of the improvement work undertaken to
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reduce them. She advised that the review of maternity scrub nurses was still ongoing; she
hoped to have a final recommendation approved in May by the Executive Committee.

The Board approved the CQC Section 31 Update.

13 Workforce Race Equality Standard (WRES) and Workforce Disability Equality
Standard (WDES) Annual Reports

Miss McMeekin presented the paper, noting that only two actions remain not fully
completed in terms of the Workforce Race Equality Standard:

e Advertise jobs using a variety of recruitment platforms: a variety of platforms had
been explored but most were too costly; the Trust was being supported by
Jobcentre Plus to widen its recruitment opportunities;

e BME representation on recruitment panels: the logistics of this were being worked
through.

Miss McMeekin advised that a six-month review of the BME leadership programme had
been undertaken. There had been 30 attendees and 17% had since secured promotion of
one or two bands.

Miss McMeekin reported that there were no actions outstanding in relation to the
Workforce Disability Equality Standard; new actions had been identified which Miss
McMeekin outlined.

14 Trust People Strategy 2025-2030

Miss McMeekin summarised the engagement which had been undertaken to reach the
draft version of the People Strategy. She highlighted the five key ambitions which would
be the focus of the Strategy and invited comments on the paper.

Ms Hazelgrave queried whether the Strategy would be accompanied by timescales. Miss
McMeekin responded that the Strategy would be underpinned by a detailed operational
plan, with key metrics. She confirmed that there would be a workforce plan with links to
operational planning.

Mrs Parkes asked if the delivery plan would include an ambition for a more diverse
workforce and build on strategies in place to improve retention. Miss McMeekin advised
that policies were being drafted which would reinforce equality and inclusion, and these
elements would be included in the delivery plan.

Mr Barkley asked that the Trust’s strategic priorities be cross referenced in the Foreword
and suggested that Miss McMeekin’s signature be included next to Mr Morritt’s. The
Strategy also needed to reference organisational development and to include a scorecard.

Mr Barkley queried the fifth key ambition, Harnessing digital advancements to improve
how we work, in terms of its impact on job satisfaction. There was further discussion. Dr
Stone noted that the systems, processes and devices with which staff interacted needed
to be the most appropriate and easily accessible, and this in itself would contribute to their
job satisfaction. Mrs Parkes added that effective use of data could lead to better staff
morale when it demonstrated improvement. Mr Hawkins suggested that a people element
could also be added to the Digital Strategy. Miss McMeekin noted that the digital ambition
in the Strategy related specifically to HR systems as the Electronic Staff Record was due
to be replaced during the lifetime of the Strategy. There would be an expectation that staff
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would use manager and self-service functions and there was much work to be done to
bridge this gap.

It was agreed that the fifth key ambition would remain in the Strategy, with a revision of the
wording and the addition of further context and detail around interactions with digital
services in general, not only those relating to HR.

Other amendments agreed were as follows:
e more explicit reference to inclusion in the preamble
e the addition of a scorecard with key metrics.

The Board of Directors approved the People Strategy, subject to the amendments
discussed.
Action: Miss McMeekin

15 Trust Digital Strategy 2025-2030

Mr Hawkins presented the Trust Digital strategy and drew attention to the six key priorities.
He commented that progress against the priorities would need to be measured against a
scorecard, but this would depend on the capacity of the Digital team.

Ms Hazelgrave questioned if there was likely to be any progress in connecting patient
records with those of primary care. Mr Hawkins explained that the Trust would continue to
use the Yorkshire Humber Care Record, but the Trust was unlikely to lead any initiatives to
connect patient records across the system as this would need be informed by discussions
across the ICB. There was some discussion on the introduction of a single patient record
within the next five years, which Mr Hawkins considered was unlikely.

The following amendments to the Strategy were agreed:
« the deletion of the page entitled Strategic Aims
« the addition of a paragraph describing the digital experience of patients.

In addition, a scorecard would be developed to accompany the Strategy.

The Board of Directors approved the Digital Strategy, subject to the amendments
discussed and the development of an accompanying scorecard.
Action: Mr Hawkins

16 2024/25 Q4 Board Assurance Framework

Mr Taylor presented the paper, noting that there had been no movement in scores.
Updates were recorded in red text.

There was a brief discussion on the merits of including information about the 2024/25
financial year under PR6 Failure to deliver financial balance to deliver the 2025/26 annual
plan of the Trust’s Strategy 2025-2030 and on the fact that the scoring of the risk was the
same before and after mitigation. It was noted that the Board would spend time discussing
risk appetite at a future Board Development Seminar.

The Board of Directors approved the Q4 Board Assurance Framework.
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17 Questions from the public received in advance of the meeting
There were no questions from members of the public.
18 Date and time of next meeting

The next meeting of the Board of Directors held in public will be on 21 May 2025 at
9.00am at York Hospital.
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Action Ref.

Date of Meeting

Item Number

Title

Action (from Minute)

Executive Lead/Owner

Notes / comments

Due Date

Reference (Section under which the item was discussed)
BoD Pub 47 (24/25) 29-Jan-25 12 Trust Priorities Report Circulate the action plan for improvement in waiting times for the Rapid |Chief Operating Officer Update 26.02.25: Ms Hansen advised that the action plan needed |Jun 25 from Feb 25 Delayed
Access Chest Pain clinic to be reviewed with the Care Group before it was shared with the
Board. The action was deferred to March.
Update 26.03.25: Ms Hansen advised that the action plan was
being progressed by the Medicine Care Group and once finalised
would be reported to the Quality Committee in April and the
Board in June.
BoD Pub 49 (24/25) 29-Jan-25 13 Equality Delivery System Report Keep the Resources Committee apprised of the progress of the EDS Director of Workforce and OD May-25 On Track
action plans.
BoD Pub 52 (24/25) 29-Jan-25 18 Progress the use of a Board development seminar for a Board discussion |Chair of the Board Update 30.04.25: Mr Barkley would find a suitable opportunity in |Feb-25 Delayed
Quarter 3 2024/25 Updated Board Assurance on risk appetite the Board Development Seminar programme for a discussion on
Framework risk appetite.
BoD Pub 54 (24/25) 26-Feb-25 10 Trust Priorities Report Explore options to provide more accurate ethnicity data for the Health  |Chief Operating Officer/Chief Nurse Update 26.03.25: Ms Hansen and Mrs Parkes would progress work |Apr 25 from Mar 25 Delayed
Inequalities section of the TPR on the collection of ethnicity data and which metrics to report in
the Health Inequalities section of the TPR, and refer to Mr
Hawkins with any system changes as appropriate.
BoD Pub 57 (24/25) 26-Feb-25 11 Maternity and Neonatal Report (including CQC Section |Change TPR to show target for 3rd/4th degree tears in assisted births as [Chief Digital and Information Officer/Chief Nurse Update 26.03.25: Mr Hawkins advised that he needed a discussion |Apr 25 from Mar 25 Delayed
31 Update) less than one per cent with Mrs Parkes to determine the correct target or baseline.
Update 30.04.2025: Mr Hawkins advised that the target should be
zero and he would ensure that this was changed in the TPR.
BoD Pub 58 (24/25) 26-Mar-25 6 Chair's Report Seek support from the York and North Yorkshire Mayor with regards to |Chief Executive Update 30.04.25: Mr Morritt commented that the action was to  |May-25 On Track
the Trust joining a network of Anchor Institutions on the East Coast. progress forming a network with other Anchor Institutions. A
meeting with the York and North Yorkshire Mayor was being
progressed.
BoD Pub 59 (24/25) 26-Mar-25 8 Quality Committee report Update the Board on progress to address the serious concerns raised by |Chair of the Quality Committee May-25 On Track
the major trauma peer review report
BoD Pub 60 (24/25) 26-Mar-25 11 Trust Priorities Report Present an options paper on improvements to Audiology waiting times to|Chief Operating Officer May-25 On Track
the Resources Committee
BoD Pub 64 (24/25) 26-Mar-25 14 Staff Survey Annual Report Present the 2025/26 Staff Survey action plan. Director of Workforce and OD May-25 On Track
BoD Pub 1 30-Apr-25 10 Trust Priorities Report Invite the Clinical Lead for Cancer and the Head of Cancer Services to Medical Director May-25 On Track
present at a future Board meeting
BoD Pub 2 30-Apr-25 10 Trust Priorities Report Present further details of plans to address: Chief Operating Officer May-25 On Track
sfhe shortage of healthcare scientists within Cardiology;
eBndoscopy nurse staffing at York Hospital which was challenged due to a
mix of vacancies and sickness absence;
eEhe surveillance backlog causing a sharp decrease in Colonoscopy
performance.
BoD Pub 3 30-Apr-25 12 Maternity and Neonatal Report Provide details at the next meeting about recently published changes to |Director of Midwifery May-25 On Track
national maternity guidelines.
BoD Pub 4 30-Apr-25 14 People Strategy Ensure that the People Strategy is amended as discussed. Director of Workforce and OD May-25 On Track
BoD Pub 5 30-Apr-25 15 Digital Strategy Ensure that the Digital Strategy is amended as discussed and that an Chief Digital and Information Officer Jun-25 On Track

accompanying scorecard is developed
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Chair’s Report to the Board — May 2025
1. | have continued to visit various wards and services at York, and Scarborough
Hospitals and a community team, as well as have several 121s including a meeting
with the MP of the Scarborough constituency. Through conversations with
colleagues during these visits | pick up valuable insight and issues which | share
with relevant Executive Directors as appropriate.

2. | have completed the annual appraisal of the Chief Executive and the appraisals of
non-executive Directors of the Board are scheduled to take place over the next 4
weeks. | will undertake these with Rukmal Abeysekera, our Lead Governor.

3. Interviews took place at the beginning of May to select a new Non-Executive
Director to replace Dr Holmberg whose second term of office finishes imminently.
The Council of Governors approved the recommendation of the appointment panel
to appoint Noel Scanlon subject to the usual checks including “fit & proper person”
checks. The Council also approved the recommendation to appoint Dr Richard
Reece as an Associate NED for 12 months, again subject to the usual checks.

4. | have had introductory 121s with two of our three newly elected Governors. An
appointment for me to meet with the third is being arranged. Their terms of office
started 15t May. Disappointingly, not all our vacancies have been filled. Further
elections will take place in the autumn to try to fill the vacancies and seek new
Governors to replace those whose term of office ends in September.

5. Earlier this month | chaired the Trust’s Charitable Funds Committee and a week
later attended Thank You events held at York Hospital and Scarborough Hospital
for Donors. The events gave me the opportunity to thank the donors who attended
and even more importantly there were presentations by colleagues in the Trust who
work in services whose patients have benefitted from the items that have been
bought through their (and others) fundraising activities. A relative also spoke
movingly and brilliantly about the importance of the Autumn project which is aimed
at improving the experience for patients and their relatives who are very near the
end of their life. Our Charitable Funds team organised the events superbly.

6. With our Chief Executive | Chaired the Committee in Common meeting of the acute
Trusts in the Humber & North Yorkshire ICS. The main items that were discussed
included a provisional end of year report about the work of the Collaborative, the
priorities for this new financial/planning year, the handling of a significant reduction
in funding of the Collaborative’s team, an update on Community Diagnostic Centres
and a briefing from the Director of Procurement about savings achieved in 24/25
year and prospects of savings for this new year.

Martin Barkley
Trust Chair
13.05.2025
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of a new interim Chair for the ICB.

Recommendation:
For the Board of Directors to note the report.

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)

Chief Executive’s Report April 2025
Page |20



No X Yes [

(If yes, please detail the specific grounds for exemption)

Report History
(Where the paper has previously been reported to date, if applicable)

Meeting/Engagement Date Outcome/Recommendation

Chief Executive’s Report May 2025
Page |21



Chief Executive’s Report

1. Scarborough Urgent and Emergency Care Centre opens its doors

| could not be prouder to start my update by reporting that Scarborough’s Urgent and
Emergency Care Centre is fully open for business.

As a Trust, we have invested £47 million to build the new flagship Urgent and Emergency
Care Centre at Scarborough Hospital. Commonly referred to as the UECC, the centre
includes a two-storey new build, combining and expanding the current emergency
department, same-day emergency care, and the acute medical unit, along with critical care
and other services to care for the most critically ill patients.

Services have moved across to the UECC in a phased approach at the end of April,
ending with the new emergency department accepting patients from Thursday 1 May.

There are far too many people to thank everyone individually in this report, so many
people from every team in the trust have been involved in getting us to this point. It
genuinely has been a collective effort, and the approach to solving the challenges and
delays we encountered is an example of teamwork at its absolute best. Moving a complex
range of 24/7 services is no mean feat, and it is testament to the dedication and focus of
the teams when planning these moves and preparing staff in advance that this was a slick
operation.

| firmly believe that the new facility will be a genuine healthcare innovation for the people
of Scarborough and surrounding areas and will completely transform the experience for
our patients and colleagues.

My thanks and congratulations go to everyone involved.
2. Accreditation success for Bridlington Surgical Hub

More good news. We have received confirmation that Bridlington Hospital’'s elective
surgical hub has been accredited by the Getting It Right First Time (GIRFT) programme
following a rigorous process culminating in a visit from the GIRFT team on 11 April.

GIRFT’s focus is on facilitating the development of surgical hubs, with the aim of improving
patient flow and utilisation. This is a tremendous achievement for the team and a real
boost for our Bridlington-based services.

Professor Tim Briggs, Chair of GIRFT and NHS England’s National Director for Clinical
Improvement and Elective Recovery, wrote in his confirmation letter that “the team who
visited your hub were impressed with the professionalism and enthusiasm of your staff and
it was obvious that they were keen to take advantage of the benefits that the accreditation
scheme offers.”

As with the UECC moves, the planning, teamwork and attention to detail demonstrated by
the team throughout the accreditation process has been exemplary, and everyone
involved should be justly proud of this achievement.

Once again, a huge thank you and congratulations to the team.

Chief Executive’s Report May 2025
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3. Model ICB Blueprint published

Following the announcement in March of the requirement for ICBs to reduce their running
costs by 50%, NHS England has shared a draft Model ICB Blueprint.

The purpose of the draft is to help ICBs develop their plans to achieve the reduction
requirement. There will be further refinement to the document and wider engagement will
take place with stakeholders over the coming weeks, however the draft should be used to
inform the plans that ICBs are in the process of developing to meet the cost-reduction ask.

The document sets out the purpose of ICBs and what their core functions should be to
deliver that purpose, the enablers and capabilities required for success, and the support
and guidance that will be available for ICBs to manage the transition locally. It lists all
current functions provided by ICBs and groups them by the required change that needs to
be considered as part of this process, i.e. functions that need to grow to deliver the
purpose and objectives, functions that could be selectively retained or adapted, and
functions to review for transfer, for example to regional teams or to providers.

The revised running cost envelope has been set at £18.76 per head of population, and
plans must be submitted by the end of May outlining how each ICB intends to achieve this.
The plans will then go through national moderation (involving a confirm and challenge
process) to support consistency of approach and sharing of opportunities. The reduction in
ICB costs to meet this target must be delivered by the end of Q3 2025/26 and recurrently
into 2026/27.

We are also expecting the publication of a Model Region Blueprint in the coming weeks.
4. New Chair appointed for Humber and North Yorkshire ICB

Jason Stamp has been appointed interim Chair of NHS Humber and North Yorkshire
Integrated Care Board, on an initial six-month basis.

Jason has been a Participant member of the Board since its inception and is the
strategic lead for the development and integration of the voluntary sector into the work
of the Humber and North Yorkshire Health and Care Partnership.

He is also the SRO of the Partnership’s Workforce Transformation programme,
Breakthrough HNY.

Date: 21 May 2025
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Executive Summary:

The report provides an overview of what has been achieved in the Design Phase of the
Our Voice Our Future Cultural Change Programme and outlines the next steps being
taken as we move into the Delivery Phase of the Our Voice Our Future Cultural Change
Programme.
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Our Voice Our Future — End of Design Phase
1. Introduction and Background

Following the 2022 staff survey results, York and Scarborough Teaching Hospitals
Foundation Trust (YSTHFT) recognised the need for cultural transformation,
acknowledging that strengthening leadership and culture improves patient and staff
experiences.

The NHS England (NHSE) Culture & Leadership Programme, a four-stage continuous
improvement model, was implemented to help develop a compassionate and inclusive
culture through collective leadership. A team of Change Makers was established to
‘discover’ what it is like to work in the organisation using a range of different tools and
stakeholder feedback.

The findings of the Discovery Phase were analysed against the six cultural elements
needed for a compassionate and inclusive culture and three key areas for
improvement were identified:

1. Values led and inclusive leadership and management
2. Communication and engagement
3. Quality improvement and learning

Each key area for improvement, known through the Design Phase as a pillar, has
been assigned support from a Director and the Change Makers have been developing
ideas for change. The plans produced have been summarised as ‘Plans on a Page’
(appendices 1 to 7).

Now the Design Phase is complete the Change Makers, with support, are looking to
bring these plans to life in the organisation.

2. Considerations

The Change Makers will now move the Our Voice Our Future Programme into the
Delivery Phase, the final stage in the framework. The Delivery Phase of the
programme is initially intended to last for twelve months, dependent on the projects to
be delivered during this period.

3. Current Position
3.1 Three Pillars Plans on Pages Overview

The Design phase of the NHS England Culture and Leadership Programme has
supported the change makers to develop seven plans on pages within three pillar
areas.

Pillar 1: Values Led Leadership and Management
(Director Sponsor: Dawn Parkes)
e Ensuring Manager Wellbeing and Peer Support in embedded in
everyday practice
e Ensuring Time and Space is protected for Compassionate Leadership

Our Voice Our Future — End of Design Phase
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e Accountability and Professional Behaviours in Leadership
Pillar 2: Quality Improvement and Learning
(Director Sponsor: Adele Coulthard)

e Enhancing Learning & Career Development Opportunities

e Making Quality Improvement a Core Element of Change
Pillar 3: Communications and Engagement
(Director Sponsor: Lucy Brown)

e Improving Trust-wide Corporate Communications

e Kind, Values-Based Communication — Trust-wide Approach

Each Director Sponsor has supported the development of the plan on a page for their
pillar. The detailed plans on pages can be found in appendices 1 to 7.

As we move into the delivery phase all the plans on pages will be reviewed by all the
Director Sponsors to ensure they align to the organisation’s strategy and to identify if
any similar improvement projects are underway across the organisation which could
compliment delivery to reduce duplication.

3.2 Director Sponsors

A meeting took place on Thursday 1 May 2025 with the overarching Executive Director
Sponsors and pillar Director Sponsors for programme. The focus of the meeting was to
agree the support required from the Sponsors as we move into the 12-month delivery
phase of the programme.

It was agreed that the Director Sponsors would:

e Attend the change maker engagement day on 19 May 2025 to outline their support
moving into the delivery phase

e Pillar Director Sponsors have agreed to meet with their pillar project groups monthly
to support developing the detailed action plans and agree timelines to deliver the
plans on pages

3.3 Communications

It has been identified that the Our Voice, Our Future Cultural Change Programme
requires a relaunch as we move into the delivery phase.

A change maker engagement day is being held on 19 May 2025 and part of the
session will focus on developing the communications plan for the delivery phase of the
programme.

The communications development session will focus on:

e Developing immediate key messages for release in May 2025 and June 2025

e Brainstorm communication ideas to feed into the 12-month delivery phase
communication plan

e Review and agree the communication outputs required to support delivery of the
12-month delivery phase communication plan

e Draft a governance process to support delivery of the communications plan and
provide an escalation route for Change Makers if required

Our Voice Our Future — End of Design Phase
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All outputs from the Change Maker engagement day on 19 May 2025 regarding
communications will be discussed with the corporate communications team to support
further development, finalisation and delivery of the 12-month delivery phase
communication plan.

3.4 Recruitment

The NHS England Culture and Leadership Programme recommends that a second
recruitment drive takes place as we move into the delivery phase to increase the
number of Change Makers.

As part of the Change Maker engagement day on 19 May 2025, we will also have a
session focussing on the 2" recruitment campaign as this will form part of the key
communication pieces for May 2025 and June 2025.

The recruitment session will focus on:

e Reviewing the recruitment documentation from the first Change Maker recruitment

drive and incorporate feedback from the change makers to improve this for the 2"

recruitment drive

Agree the Change Maker commitment for the 12-month delivery phase

Propose a timeline for the 2" recruitment drive

Outline a governance process for recruitment and selection of change makers

Draft key messages and posters to support advertising the opportunity to become a

change maker

e Discuss how the programme could develop a ‘Change Champion role’ to support
people to be involved in specific pieces of improvement work if they are unable to
fully commit to the Change Maker programme, but would still like to be involved

3.5 Detailed Action Plans and Timelines

It was agreed at the meeting with the Director Sponsors on 1 May 2025 that the
detailed action plans and associated timelines to deliver the plans on pages will be
completed by 31 July 2025. Some plans, such as ‘Improving Trust Wide
Communications’, will have commenced prior to this date.

The Programme Lead, Programme Team, Quality Improvement Team and
Organisational Development Team will support the pillar project groups to develop the
detailed project plans applying quality improvement and project management principles
and using documentation and tools used by the organisation.

See appendix 8 for infographic outlining overarching timeline for moving into the
delivery phase.

4. Summary

For the next three months, as we move into the delivery phase of the NHS England
Culture and Leadership Programme we will:

e Establish monthly meetings with the Director Sponsors and Change Makers to
support the delivery phase

¢ Develop a communications plan for the delivery phase

e Promote a second recruitment campaign for additional Change Makers

Our Voice Our Future — End of Design Phase
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e Develop detailed action plans and agree timelines for delivery
5. Next Steps

The Delivery Phase of this programme is recommended to run in a Trust for 12 months.
The programme is built on a continuous improvement framework so during this time
consideration should be given as to how the Trust wants to take forward ‘Our Voice,
Our Future’ beyond 12 months, recognising the time it takes for cultural change in any
organisation.

Regular updates and assurance on project plans will be provided to Trust Board on a
guarterly basis.

Date: 12 May 2025

Our Voice Our Future — End of Design Phase
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Appendices

e Design Phase: Plans on Pages (appendices 1 to 7)

e Infographic of Overarching Timeline for moving into the Delivery Phase (appendix
8)

Appendix 1

Pillar 1: Values Led Leadership & Management — Ensuring Manager Wellbeing and Peer
Support is embedded in everyday practice Plan on a Page (1 of 3 in Pillar 1)

Pillar: Values Led Leadership and Management

Project Title (Project Ambition) : Ensuring Manager Wellbeing and Peer
SOt Support in embedded in everyday practice

Director Sponsor: Dawn Parkes

Aim / Our Ideas for Change \ Resources we will need

All our managers feel supported, valued

and have access to safe, practical and Leadership Opportunities Awareness Campaign: E?ﬁlrl:]m;]%n;g; l:szgzir:t': 3 22; N:g;?g:lfd
wellbeing-focused spaces to develop Partner with OD to collate and promote all current comms support for campaign d‘elive and
and thrive in their leadership roles. leadership development offers through internal g .

- . additional ‘change makers’ or peer support
comms, digital staffroom, and team briefings. facilitators to sustain forums and coaching

Showcase “leadership pathways” and map offers
/ learning options aligned to role types. ’
/ \ Development of Leadership & Manager Forums:
Why This Matters Create peer-led forums offering psychological
safe peer learning, and shared leadership . .
Managers play a pivotal role in staff experiences. This will be open to all as everyone How we will communicate
experience, team culture and is a leader whether the manage people or not.
improvement. Many report burnout, We will use a mix of digital, face-to-face,
isolation and lack of time/space for Change Makers Leadership Blog Series. Launch and print communication channels to
reflective practice. Improving this a monthly blog series written by change makers, ensure messages reach all staff
support will enhance compassionate spotlighting leadership stories, challenges, and effectively.
leadership and team morale. learnings.

- J
/ Change Metrics \ / Next Steps \

Manager feedback (survey/focus group), Forum test & learn, leadership opportunity
take-up of forums/events, mapping, ODIL access review.
sickness/retention data, ODIL
attendance. N
( Risks

Protected time, engagement levels.

N AN AN /
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Appendix 2

Pillar 1: Values Led Leadership & Management — Ensuring Time and Space is Protected
for Compassionate Leadership Plan on a Page (2 of 3 in Pillar 1)

Pillar: Values Led Leadership and Management

Project Title (Project Ambition) : Ensuring Time and Space is protected for
Our Compassionate Leadership

Director Sponsor: Dawn Parkes

Future

Aim
Enable leaders at all levels to have
protected time, support and

manageable span of control to lead
compassionately.

4 A

From the feedback received the ability
to lead has been subject to reactive
pressure and poor balance between
operational and people leadership time.

Why This Matters

N J
/ Change Metrics \

Engagement scores, retention,
absenteeism, team feedback, pulse
survey results.

/ Our Ideas for Change

Effective Leadership Structures and Governance:
Set up a working group to review current
management structures to assess if they are
operating effectively, in line with good governance,
distributed leadership, delegated authority

and accountability. As a result, we envisage rolling
out a best practice approach across all teams in the
Organisation ensuring training and support is
available if required.

Recruitment & Selection Refresh: Develop tools to
encourage a greater focus on Trust values during
recruitment and selection of leaders to would
demonstrate a commitment to maintaining and
promoting the organisation's core beliefs and
ethical standards. This could be done through a
Embed values and compassionate leadership
behaviours into person specs, interview questions
and onboarding support.

Onboarding Refresh: Refresh the induction process
by building in the line manager development
programme with a clear process to access this a
new manager / leader in the organisation.

o /

Team Connection Model: Develop regular

structured team meeting frameworks that promote
psychological safety, learning and belonging.

Risks

Resource availability, span feasibility, manager
workload.

Resources we will need

Changemaker resource to develop
working group, facilitation resource for
team connection model rollout, budget for
onboarding materials, and potential
additional leadership roles or time backfill
to implement protected time plans
effectively.

How we will communicate

We will use a mix of digital, face-to-face,
and print communication channels to
ensure messages reach all staff
effectively.

4 I

Formation of working group, Forum test &
learn, onboarding review.

Next Steps

N J
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Appendix 3

Pillar 1: Values Led Leadership & Management — Accountability and Professional
Behaviour in Leadership Plan on a Page (3 of 3 in Pillar 1)

Pillar: Values Led Leadership and Management

Project Title (Project Ambition) : Accountability and Professional Behaviour in
SRl Leadership

Director Sponsor: Dawn Parkes

( Aim \ i eed
/ " o Resources we will ni
All leaders model values-based

) . : Analytics resource for dashboard
behaviour, with transparency in Accountability Dashboard: Share anonymised development, Comms and content support

addressing unprofessional conduct. quarterly trends of issues raised/resolved to build for infographics and micro-learning.
transparency and improvement learning.

\ / Feedback Loop for Concerns: Ensure closure
comms, leadership reflection and learning follow-
up are embedded into processes.

/ Why This Matters \ ‘Did You Know' Comms: Infographics and micro-

learning on escalation, resolution pathways and
supportive routes.

Poor leadership behaviours impact How we will communicate

morale, safety and trust. Staff feedback
highlights inconsistent accountability. We will use a mix of digital, face-to-face,
and print communication channels to
ensure messages reach all staff
effectively.

\_ J
/ Change Metrics \ / Next Steps N\

Reduction in behavioural issues raised, \ Feedback loop design, dashboard

improved survey responses on prototype
respect/civility, increased policy use.

Risks

Time to shift culture, line manager capacity to model

\ / and uphold standards. K /
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Appendix 4

Pillar 2: Quality Improvement and Learning — Enhancing Learning and Career
Development Opportunities Plan on a Page (1 of 2 in Pillar 2)

Pillar: Quality Improvement and Learning
Project Title: Enhancing Learning & Career Development Opportunities

QOur
Future Director Sponsor: Adele Coulthard
/ Ai \ :
= / Our Ideas for Change \ Resources we will need
Improve staff experience of learning, Communications and digital design
training and development opportunities, Learning Opportunities Audit: Identify available support. learning space provision. budaet
and increase visibility and access to offers across departments and map gaps in forpgi it'al Ieamig gqui r’;ent (heédseg
career prqgression pathways across the content, accessibility, and promotion. |icensges) additio%a| chgngemake, '
organisation. ; 53 i capacity for local learning promotion,
Awareness & Access Campaign: Communications project coordination support
\ j plan to promote available opportunities (via i

intranet, staff brief, digital platforms), development
\ of a careers microsite.

K Why This Matters

Barrier Reduction Review: Explore protected time X .
How we will communicate

Staff feedback consistently highlights a for training, access to funding, quiet learning
perceived lack of development space, and digital access tools (e.g., headsets, _ . G
opportunities and limited visibility of Iaptops). Wewilluse a mbxof digital, face:to-face,

) " . and print communication channels to
career progression routes, impacting

morale, engagement, and retention. Learning Hub & ESR Integration Review: Improve ensure messages reach all staff
capture and visibility of development activity effectively.
reporting.

% A
/ Change Metrics \ / Next Steps \

Staff Survey feedback — questions Working group formation, Gap analysis,
relating to learning and career awareness campaign rollout
progression.

Risks

Access to protected time, funding for resources, digital

k J inequality. \ )
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Appendix 5

Pillar 2: Quality Improvement and Learning — Making Quality Improvement a Core Element
of Change Plan on a Page (2 of 2 in Pillar 2)

Pillar: Quality Improvement and Learning

Our
Future

Aim
Ensure QI principles and tools are
embedded in all change initiatives to

drive systematic, measurable
improvement.

/

Effective change is underpinned by
structured improvement methodology.
Barriers to using QI tools limit potential
impact and sustainability.

Why This Matters

N
-

Improvement barometer survey results
(2022-2024 trends), QI project spread
and success rates, staff engagement
with tools.

J
~

Change Metrics

= /)

Project Title: Making Ql a Core Element of Change
Director Sponsor: Adele Coulthard

/ Our Ideas for Change

QI Training Mapping: ldentify who has completed
QSIR/other QI training and their application in
projects.

Quick Tools for Teams: Promote simple QI tools
(58, waste walks, visual boards) via
changemakers.

Team QI Agenda: Embed QI discussions in team
meetings with prompt templates.

Improvement Conversations: Use visuals, posters
and post-it idea walls to engage teams in
continuous improvement ideas.

\ /

Limited staff time and capacity, competing priorities.

Risks

Resources we will need

QI coaching time, materials budget
(posters, toolkits), digital resource hub,
project management support, comms
input for visibility of successes.

How we will communicate

We will use a mix of digital, face-to-face,
and print communication channels to
ensure messages reach all staff
effectively.

/ Next Steps \
Working group formation, QI staff map,
changemaker training refresh, launch

team QI toolkit.

N
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Appendix 6

Pillar 3: Communications and Engagement — Improving Trust-wide Corporate
Communications Plan on a Page (1 of 2 in Pillar 3)

Pillar: Communications and Engagement

oiir Project Title: Improving Trust-wide Corporate Communications
Future Director Sponsor: Lucy Brown
/ Aim \ / Our Ideas for Change \ Resources we will need
Pillar aim Communications Audit: Survey and Time for staff to engage in audit, printing
To provide a Trust wide standardised approach to review Staff Brief, Staffroom, Bulletins, and distribution, QI methodology input.
effective and kind communications based on Trust Exec blogs, newsletters, screensavers, Resource and capacity within the
values and behavior in corporate, face to face and social media etc. Engagement through Communications team to act on staff
digital communications by March 2026. ward visits, canteen areas, digital hub, feedback.
menti, staff huddles, team meetings,
Project aim entrance ways.
To review and refresh the current corporate
communications to develop effective Focus Groups & Analysis: Gather
communications that meets the needs of all staff by qualitative insight to inform SMART 2
March 2026. action planning following the results of How we will communicate
\ / the Comms Audit. Testideas.
We will use a mix of digital, face-to-face,
Comms Refresh Plan: Update and print communication channels to
Why This Matters templates, frquency and relevance of ensure messages reach all staff
channels following feedback from the effectively.
Communications are a vital enabler of culture, audit. /
connection and staff engagement. Current formats
and delivery mechanisms need review and
refresh. 2 Risks )

The discovery stage board report highlighted c i ications t

“Staff can be resistant to change, and the apacity in communications team. \

importance of communicating change clearly and Engagement with the offline workforce for Next Steps

effectively was stressed as a way to ensure buy-in complgtlon ofthejaudit
\Capacny of Changemakers

Survey launch, focus groups, comms

from colleagues” and “There is a pressing need :
redesign phase.

for a refreshed and clearly articulated vision. <
Colleagues have expressed the need for more [ Change Metrics \
clarity, direction, and communication on the vision
of the Trust and a stronger effort to align the vision Staff survey results, communication

with their roles and departments.” Reoccurring reach and engagen;ent data, qualitative

feedbackl fro_m §taff was for ‘better staff feedback.
communication’. Communications audit in 12 months. K /

K P,

Our Voice Our Future — End of Design Phase
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Appendix 7

Pillar 3: Communications and Engagement — Kind, Values-Based Communication (Trust-
wide Approach) Plan on a Page (2 of 2 in Pillar 3)

Pillar: Communications and Engagement

QOur
Future Director Sponsor: Lucy Brown
Aim \
Pillar aim

To provide a Trust wide standardised
approach to effective and kind
communications based on Trust values and
behavior in corporate, face to face and digital
communications by March 2026.

Project aim
To promote and standardise effective kind
communications on a digital and face to face

2026

/

Communication impacts trust, safety and
morale. Inconsistent tone and approach
undermine our values.

Why This Matters

The discovery stage board report highlighted
“Staff can be resistant to change, and the
importance of communicating change clearly
and effectively was stressed as a way to
ensure buy-in from colleagues”™ and “There is
room for improvement in cross-site team
communication and collaboration between
different departments.”

/

level to meets the needs of all staff by March/

‘\

7

\

/ Our Ideas for Change \

Kindness in Communication Campaign:

Awareness materials, videos, stories, and
tips.
Review of training currently available.

Standardised Communication Toolkit:
Snapshot cards on 12 themes (Netiquette,
meetings, phone etiquette, newsletters,
etc).

Face to face and Digital Etiquette Training:
Embed in induction, leadership forums and
team sessions.

Comms Roadshow & Hub Presence:
Promote campaign via posters, hubs,
screensavers and drop-in engagement
events.

Leadership Modelling & Messaging: Use

Project Title: Kind, Values-Based Communication — Trust-wide Approach

e

Dedicated project working group with
dedicated lead/PM.

Resources we will need

Communications and design resource,
printing and display materials budget.
Communications for promotion.

senior leaders to role model kind
Qﬂmunication behaviours.

Risks

Engagement levels, time for training and

- ~ adoption. Finalise toolkit content, plan comms
Change Metrics campaign launch, embed into leadership
i comms.
Staff survey results and free text comments. Capacity of Changemakers
A

-

How we will communicate

We will use a mix of digital, face-to-face,
and print communication channels to
ensure messages reach all staff
effectively.

~

Next Steps

/

To begin 3 months after launch of
communications audit.

Working group to launch the project.

_/

Our Voice Our Future — End of Design Phase
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Appendix 8
Infographic of Overarching Timeline for moving into the Delivery Phase

OUR VOICE OUR FUTURE - CHANGE MAKERS or o scr ]

Teaching Hospitals
Future NHS Foundation Trust

Change Makers Timeline for immediate next steps to support moving into the delivery phase

30" April 2025 1* May 2025 13" May 2025 19" May 2025  21% May 2025 9" June 2025  31®July 2025

) L
& ‘9
Plans on pages are Meeting with the Director Change Maker board Changemaker Trust Board meeting Change Maker Detailed action plans
finalised following the Sponsors to discuss: paper itted to Er Day at takes place and Engagement Day at for the 3 Pillar areas
3 pillar groups board. This will outline the stadium. feedback will be the stadium: developed
meeting with their + Director Sponsor the finalised plans on requested to support
Director Sponsors support moving into pages and where we Director Sponsors conversations at the To include:
the delivery phase are heading next in the attending 9:00-10:00 Change Maker
+ Steer on approach to delivery phase, Engagement Day on + Feedback from
2" recruitment drive touching on: Focus for the rest of 9" June 2025. the board
for Change Makers the day: discussions on
. Steer on the - Support of the 21% May 2025
approach for the Director Sponsor - Communication « Remainder of the
communications plan + Development of the plan for the session to be
for the delivery phase communications. delivery phase determined by
« Next steps for plan for the delivery - Develop Change progress of the
development of phase Maker recruitment detailed action
detailed action plans . Approach to plan plans and the
and timelines to recruitment of May Change
support delivery additional Change Maker
« Support of the Makers Engagement Day
transformation team - Development of the Actions
through the delivery detailed action
phase plans to support

delivery phase

Our Voice Our Future — End of Design Phase
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NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

" 4

Committee Report

Group Audit Committee

Report from:
Date of meeting: | 13/05/2025
Chair: Jane Hazelgrave

Key discussion points and matters to be escalated from the discussion at the meeting:

ALERT
e YTHFM audit plan has been reprofiled into next financial year. A limited
assurance opinion was given for Backlog maintenance mostly associated
with timing and implementation of the 6-facet survey.

e Trust — 2 reported with limited assurance (OD and continuous Improvement,
GDPR)

ASSURE

e Draft AGS and those charged with governance statements reviewed and
approved with minor changes.

e External audit work in progress. No major concerns were raised at this
point.

¢ Internal audit

e YTHFM 11 recommendations closed. Significant assurance reported for
UECC build project management.

e YTHFM Scheme of Reservation was approved noting the changes were
mostly associated with the new procurement act and training was advised
for committee members.

e Trust — 28 actions closed. Three reports with significant assurance
(Mortality Rate Analysis, BAF, eRoster).

ADVISE
e Draft Annual report was presented with issues being directed to Mike Taylor
outside of the meeting. External Audit confirmed they had received the
financial statements and were in the process of auditing. These will form
part of the Annual report.

RISKS DISCUSSED AND NEW RISKS IDENTIFIED
e Impact of overdue IA actions on the Head of Internal Audit opinion.
e Role of Group Audit Committee in review of BAF and Risk register and how
these fit in with wider governance structures at the Trust.
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Executive Summary

Priority Metrics

Metric Name

ED - Ambulance average
handover time (number of
minutes)

ED - Median Time to Initial
Assessment (Minutes)

ED - Emergency Care Standard
(Trust level)

ED - Total waiting 12+ hours -
Proportion of all Type 1
attendances

ED - 12 hour trolley waits

Cancer - Faster Diagnosis
Standard

Cancer - 62 Day First Definitive
Treatment Standard

RTT - Total Waiting List

RTT - Waits over 65 weeks for
Incomplete Pathways

Reporting Month: Apr 2025

2025-04

2025-04

2025-04

2025-04

2025-04

2025-03

2025-03

2025-04

2025-04

Variation | Assurance

®@ © ® O

@ @ (

Current

Month

34

63.8%

19.8%

628

70.6%

68%

45621

38

Monthly
Trajectory

45

68.7%

17.1%

7%

70%

48010

Year End
Target

29

78%

8.9%

80.1%

75%

38952

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Executive Summary:

The April 2025 Emergency Care Standard (ECS) position was 63.8%, against
the monthly target of 68.7%.

Average ambulance handover time in April 2025 was ahead of trajectory at 34
minutes 27 seconds. The trajectory was to be below 45 minutes 18 seconds.
York ED handover average was 23 minutes 12 seconds, showing real
improvement for the second consecutive month since the W45 ambulance
handover went live on 5t March 2025.

Please note; in line with national reporting deadlines cancer reporting runs
one month behind. The Cancer performance figures for March 2025 saw
performance against the 28-day Faster Diagnosis standard (FDS) of 70.6%, this
failed to achieve the monthly improvement trajectory of 77%.

62 Day waits for first treatment March 2025 performance was 68% an
improvement on the 66.8% seen in February 2025, however the monthly
trajectory of 70% was not achieved. The Trust has, as part of the 2025-26
Operational Planning, submitted trajectories to achieve the national ambition
of 80% for FDS and 75% for 62 Day waits for first treatment by March 2026.

At the end of April 2025, the Trust had thirty-eight Referral To Treatment
(RTT) patients waiting over sixty-five weeks down from forty at the end of
March 2025.
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Operational Activity and Performance

NHS|

York and Scarborough

Acute Narrative Teaching Hospitals

NHS Foundation Trust

Headlines:

The April 2025 Emergency Care Standard (ECS) position was 63.8%, against the monthly target of 68.7%. Statistically this is the
10 consecutive month below the two-year rolling average. In the latest available national data (March 25) the Trust was 99t
out of 121 providers of Type 1 ED. For the North East & Yorkshire region the Trust was 18t out of 22 providers.

Average ambulance handover time in April 2025 was ahead of trajectory at 34 minutes 27 seconds. The trajectory was to be
below 45 minutes 18 seconds. Average ambulance handover time is calculated by taking the total combined handover times
divided by the number of ambulances that attended the Trust’s Emergency Departments. This performance was within the
monthly variance that has been seen over the last twenty-four months.

Factors impacting performance:

The impact of the Norovirus outbreak at York was also felt across the UEC pathway, with reduced flow out of the hospital and
less ability to implement continuous flow to the wards from ED.

W45 ambulance handover went live on 5th March 2025 at York ED which has positively impacted performance.

The average non-elective Length of Stay (LoS) for patients staying at least one night in hospital was seven days during April
2025. This met the trajectory to have an average LoS for this cohort of less than 7.1 days submitted as part of the 2025/26
annual planning process.

The proportion of patients discharged on their ‘Discharge Ready Date’ (DRD) was 87.3%, slightly behind the trajectory of 88%
submitted as part of the 2025/26 annual planning process. The average delay (humber of days after the DRD that a patient was
subsequently discharged) was 3.6 days, just ahead of the submitted trajectory of 3.7 days.

The number of non-elective admissions continues to be a challenge, above the upper control limit for the second consecutive
month.

Actions:

Please see following pages for details.

Reporting Month: Apr 2025 Page [43




Summary MATRIX 1 oo

Acute Flow: please note that any metric without a target will not appear in the matrix below T

[ PASS [ HIT or MISS ‘Q};ﬂ [ FAIL ]

' I N ™
* ED - Emergency Care Attendances
SPECIAL CAUSE * ED - A&E Attendances - Types 2 & 3
IMPROVEMENT * ED - Proportion of Ambulance handovers waiting > 45
mins
A vy AR S
4 M ED - A&E attendances - Type 1 \\ /: ‘\\

ED - Total waiting 12+ hours - Proportion of all Type 1

ED - Proportion of Ambulance handovers waiting > 240 s

mins .
ED - Ambul hand fi ber of * ED - 12 hour trolley waits
COMMON ) - Ambulance average handover me [number o e e e [N E R
CAUSE [ minutes)
NATURAL
VARIATION

2
o
<
<
>

Q:: More options

\ NG AN J
( N[ N ‘\ FI*— ED - Emergency Care Standard (Trust level) \\
SPECIAL CAUSE
CONCERN

®©
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NHS

York and Scarborough
Scorecard Teaching Hospitals

NHS Foundation Trust

Acute Flow (1)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi
Metric Name Assurance | Current Month | Monthly Trajectory | Year End Target
ED - Proportion of all attendances having an initial assessment within 15 mins 2025-04 [r’_‘x T2.4%
I
LY ’,
ED - Proportion of all attendances seen by a Doctor within 60 mins 2025-04 . F 24.4%
" 1 1
% F]
ED - Total waiting 12+ hours - Proportion of all Type 1 attendances 2025-04 19.8% 17.1% 8.9%
ED - Total waiting 12+ hours - Actual number of all Type 1 attendances 2025-04 FA 2064
'..-\- -’I
ED - 12 hour trolley waits 2025-04 628 0
ED - Emergency Care Attendances 2025-04 @ 17739 15942 16377
ED - Emergency Care Standard (Trust level) 2025-04 @ 63.8% 6B.7% 78%
ED - A&E attendances - Type 1 2025-04 " ( ] ) 10350 10707 10999
L ] e
ED - Emergency Care Standard {Type 1 level) 2025-04 @ 41 8% 55% 69.2%
ED - A&E Attendances - Types 2 & 3 2025-04 @ 7349 5235 5378
ED - Median Time to Initial Assessment (Minutes) 2025-04 P 4
LY r
ED - Conversion Rate (Proportion of ED attendances that result in an admission to hospital) - Type 1 only | 2025-04 o 27T 45 6%
"l 1 '
% )
Proportion of SDEC attendances transferred from ED 2025-04 [f'_‘xl 67.7%
LY #
Proportion of SDEC attendances transferred from GP 2025-04 . P 26.4%
L] ] 1
% F]
Proportion of ED attendances streamed to SDEC Within 60 mins 2025-04 . tr"_“x 49.1%
L 1
LY ’,
Proportion of SDEC admissions transferred to downstream acute wards 2025-04 £, 14.1%
]
4 '

Reporting Page |45




KPIs — Operational Activity and Performance

Acute Flow (1)

Executive Owner: Claire Hansen

Variation Assurance

ED - Emergency Care Standard (Trust level) @

Latest Manth

7 2025-04

Value

63.8%

Target

78%

Jul B33 Jan 1024 Jul 2024 Jan 2025

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of L.3.

Variation Assurance

ED - Emergency Care Standard (Type 1 level)

M e C b cescccccceccccccccccccccccccccccccccomeees Latest Month
2025-04
Value
o 41.8%
Target
40
Jl 2023 Jan 2024 Il 2024 Jan 2025 69.2%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 1.8.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: To monitor waiting times in Emergency Departments and Urgent Treatment Centres.
Target: SPC1: NHS Objective to improve A&E waiting times so that no less than 78% of patients
are seen within 4 hours by March 2026. SPC2: Modelling showed that to achieve 78% as a Trust
Type 1 performance needs to be at least 69%.

Actions:

The new clinically-led Task and Finish groups to support improvements at our
Front Doors and through our urgent care pathways are operational, as follows:

ED Streaming.

ED processes (including ambulance handovers).

Urgent Treatment Centres.

Emergency Department Ambulatory Care (EDAC).

Acute Assessment (including SDEC / Integrated Assessment).
Workforce Modelling.

VVVVYYVYY

Using data and frontline expertise, several tests of change have been agreed by
the multidisciplinary groups. Planning, communication and engagement activity
has taken place, these below changes are being rolled out 15t — 12th May 2025:

>  All GP letters direct to SDEC or specialty, not ED.

»  All self-presenting patients should be directed to the UTC unless they
clearly require ED.

»  Additional GP (Minor lliness) hours at York UTC.

>  Establish Emergency Department Ambulatory Care (EDAC).

Page |46




KPIs — Operational Activity and Performance

Acute Flow (2)

Executive Owner: Claire Hansen

Variation Assurance

ED - Emergency Care Attendances

______________________________________________ Latest Maonth
2 N M 2025-04
Value
1o 17739
______________________________________ Target
o Jul 2023 Jam 2024 Jud 2024 Jam 2025 1637?

The indicator is worse than the target for the [atest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 662.0.

Variaticn Assurance

______________________________________________ Latest Month

B ff\ N 2025-04
10500 /'!\\'/ H}f J‘IJI"\\. Value
10000 .__/\_N \Ill'l 10390

Target

ED - A%E attendances - Type 1

Jud 2023 Jan 2024 Jul 2024 Jan 725 1[}999
The indicator iz better than the target for the latest month and is within the contral limits.

The latest months value has improved from the previous month, with a difference of 464.0.

Reporting Month: Apr 2025

NHS|

York and Scarborough
Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: SPC1: To monitor demand in A&E. SPC2:

Target: SPC1: Monthly activity plan as per chart. SPC2: Monthly activity plan as

per chart.

Actions:

* The North Yorkshire and York Coordination Hub (led by the Yorkshire
Ambulance Service) has now closed. To mitigate this, YAS are planning
to increase clinical input to their operational centre and hoping to
develop a read-only version of the call stack so that other community
partners (for example the York Frailty Hub) can intervene where
appropriate. Progress against these ambitions is being reported to the
Community Improvement Group (CIG) monthly, attended by multiple
community partners and chaired by the Trust’s Deputy Chief Operating

Officer.

Page |47




KPIs — Operational Activity and Performance

Acute Flow (3)

Executive Owner: Claire Hansen

Variation Assurance

e ©

ED - 12 hour trolley waits

_______________________________________________ Latest Month
- /\x 2025-04
B \. \l"'. Value
500 v ‘\/ -,./'/- 698
. Target

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 89.0.

Variation Assurance
ED - Total waiting 12+ hours - Proportion of all Type 1 attendances | @ .E

Latest Month

2025-04

Value

19.8%

Target

8.9%

The indicator is worse than the target for the latest month and is within the control limits.

ﬁ\/\\/‘\\_‘

Jul 2023 Jul 2024

The latest months value has deteriorated from the previous month, with a difference of 4.2.

Reporting Month: Apr 2025

NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: To monitor long waits in A&E.

Target: SPC1: Zero patients to wait over 12 hours from decision to admit to being
admitted. SPC2: Less than 8.9% of patients should wait more than 12 hours by end of
March 2026.

Actions:

* The proportion of twelve-hour trolley waits (time from decision to admit
to time of admission) and Type 1 patients spending over 12 hours in our
Emergency Departments deteriorated against the previous month but
were within the control limits.

* The reduction in discharges and reduction in open beds during the
Norovirus outbreak contributed to this deterioration, though it was
already recognised that further improvement to twelve-hour
performance is needed and planned through the task and finish groups.

* A set of Quality Standards has been drafted with input from clinical and
other frontline colleagues. A schedule of engagement work is now
underway to ensure these standards are meaningful to key stakeholders
and will then go through a formal governance process for sign-off. The
overarching principle of these standards is to keep patients moving
forward in their healthcare journey, with a core principle of no
‘backwards’ movement. Once established and embedded, these Quality
Standards should contribute to a reduction in waiting times for inpatient
beds.
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KPIs — Operational Activity and Performance

Acute Flow (4)

Executive Owner: Claire Hansen

Variation Assurance

ED - Conversion Rate (Proportion of ED attendances that result in

an admission to hospital) - Type 1 only (2ee
42 Latest Month
) . 202504
Value
4 (s}
45.6%
42 No Target

Jan 2024

Jul 2024 Jan 2025

The latest months value has deteriorated from the previous month, with a difference of 0.3.

Variation Assurance

® S

Number of non-elective admissions

Latest Month
B000
e A \/\ 2025-04
TO00 Value
e 7638
it Target
L= = 5
1 2003 Jan 2024 Jud 2004 Jan 2025 6272

The indicator is worse than the target for the latest month and is not within the control limits.

The latest months value has improved from the previous month, with a difference of 379.0.

Reporting Month: Apr 2025

NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: SPC1: To understand the inpatient demand generated by Emergency
Department patients. SPC2 : To monitor acute inpatient demand.
Target: SPC1: No Target. SPC2: Monthly activity plan as per chart.

Actions:

* The Emergency Department Ambulatory Care model is designed to
support a reduction in emergency admission rates; it applies an
appropriate risk management approach by frontloading senior input into
clinical management plans. It is anticipated that this leads to a reduction
in diagnostics and admissions.

* Audits are being planned to check the assumptions made in the planning
phase, and a quality improvement methodology to continuously improve
the services will be applied.
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Acute Flow (2)

Scorecard

Executive Owner: Claire Hansen

Metric Name

Operational Lead: Abolfazl Abdi

Variation Assurance

NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Current Month

Monthly Year End Target

Trajectory

ED - Conversion Rate (Proportion of ED attendances that result in an admission to hospital) -

Type 1 only
Number of SDEC attendances

Proportion of SDEC attendances transferred from ED

Proportion of SDEC attendances transferred from GP

Proportion of ED attendances streamed to SDEC Within 60 mins

Proportion of SDEC admissions transferred to downstream acute wards

Mumber of RAFA attendances (York Only)

Number of attendances at SAU (York & Scarborough)

ED - Proportion of Ambulance handovers within 15 mins

ED - Proportion of Ambulance handowvers waiting > 30 mins

ED - Proportion of Ambulance handovers waiting > 45 mins

ED - Proportion of Ambulance handovers waiting > 240 mins

ED - Number of ambulance arrivals

ED - Ambulance average handover time {number of minutes)

Reporting

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

D

)

L ]
- "
| I
L ')
e
| !
% #
N
e
| I
" ¥
P
| i
% #
#T
1 1
% ¢
£
| I
5 ¢
-

& L]
| |

#

45 6%

2452

67 7%

26.4%

49 1%

14 1%

141

851

29 9%

35.8%

16.6%

1.1%

4673

34

0%

0%

45 29
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KPIs — Operational Activity and Performance

Acute Flow (5)

Executive Owner: Claire Hansen

Varigtion Assurance
ED - Proportion of all attendances having an initial assessment -

within 15 mins E-':I-":I

- Latest Maonth
. . _
............................ f‘\,/* 2025-04
5O / Value
) mzf‘4' 72.4%
V!Hi'rq‘:‘ ) :’ g WU TTTTmTmmmosmssmsmsmmmees Mo Target
a0 i’

Jul 2023 Jam 2024 Jul 2024 Jan 2005
The indicator is equal to the baseline for the latest month and is not within the control limits.

The latest months value has improved from the previous month, with a difference of 1.2,

ariation Assurance

Mumber of SDEC attendances
N
............................................... Latest Month
- " n_ 2025-04
AU A VA WA
P \\‘; T
2300 r 2452
Mo Target

The latest months value has deteriorated from the previous month, with a difference of 91.0.

Reporting Month: Apr 2025

NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: SPC1: To monitor waiting times in A&E. Patients should be assessed promptly by within
15 minutes of arrival based on chief complaint or suspected diagnosis and acuity. SPC2: SDEC is the
provision of same day care for emergency patients who would otherwise be admitted to hospital.
Target: SPC1: 66% assessed within 15 mins. SPC2: No target.

Actions:

* We continue to see improvement in the proportion of patients having an
initial assessment within 15 minutes of arrival to our Emergency
Departments, outside the upper control limit for the fourth successive
month.

* At Scarborough there has been a reduction in this time to initial
assessment since the introduction of Emergency Department
Ambulatory Care (EDAC) which coincided with the move to the new
build. This will be monitored to understand if a permanent
improvement. Patients who are deemed on arrival to need emergency
care (more intervention than the UTC - but who are considered unlikely
to require admission) are seen promptly in EDAC, with dedicated
workforce in daytime hours. After an appropriate settling in period to
allow EDAC to embed, audits will be undertaken to determine whether
additional focus is required.

* Recruitment is currently underway for an Acute Physician for Medical
SDEC. The Acute Assessment task and finish group is progressing options
for removing elective ‘bring back’ patients from our SDEC units to free
up capacity for more unscheduled care. Implementation dates will be
proposed and discussed at the next meeting on the 22" of May. The
group is also considering the most appropriate opening hours of Medical
SDEC.
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KPIs — Operational Activity and Performance

Acute Flow (6)

Executive Owner: Claire Hansen

Varigtion Assurance

ED - Number of ambulance arrivals o

Latest Month

2025-04

Value

4673

Mo Target

A000

Jan 2024

Jul 2024

The latest months value has improved from the previous month, with a difference of 58.0.

Varigtion Assurance

© &

Latest Month

2025-04

Value

16.6%

Target

0%

ED - Proportion of Ambulance handovers waiting > 45 mins

L]

i}

10

Jul 2023 lan 2024 Jul 2024 Jan 2025
The indicator is worse than the target for the latest month and is within the contral limits.

The latest months value has improved from the previous month, with a difference of 0.9.

Reporting Mo

NHS|

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: SPC1: To monitor Ambulance demand in A&E. SPC2: Proportion of ambulances which
experience a delay in transferring the patient over to the care of ED staff.
Target: SPC1: No target. SPC2: Patients arriving via an ambulance should be transferred over to the

care of ED staff within 15 minutes of arrival. 0% should wait over 45 minutes from arrival to
handover.

Actions:

* The proportion of ambulance handovers waiting over 45 minutes fell
again in April. At York, the W45 initiative, which aims to eradicate
handover delays over 45 minutes, has been fully implemented and the
average handover time throughout April 2025 was below 24 minutes.

* The W45 initiative is launching in Scarborough on 21t May 2025.
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KPIs — Operational Activity and Performance NHS

York and Scarborough
Acute Flow (7) Teaching Hospitals

NHS Foundation Trust

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi
Variation Assurance Rationale: : Proportion of ambulances which experience a delay in transferring the patient over to
ED-P rtion of Ambul hand ting > 240 mi — the care of ED staff.
- Froporton mbulance handovers warkng mins O @ Target: Patients arriving via an ambulance should be transferred over to the care of ED staff within
15 minutes of arrival, 0% should wait over 240 minutes.
- Latest Momnth
________________________________________________ As per previous page
3 2025-04
2 Value
1 \‘/ \/‘ \/ 1.1%
0 Target
________________________________________________ .
Jul 2023 Jam 2024 Jull 2024 Jan 2025 D ‘é

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 0.8.

This space is left intentionally blank
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York and Scarborough
Scorecard Teaching Hospitals

NHS Foundation Trust

Acute Flow (3)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi
Metric Name Month Variation Assurance Current Month Monthly Year End Target
Trajectory
Patients receiving clinical Post Take within 14 hours of admission 2025-04 80.4% 0%
Patients with Senior Review completed at 23:59 2025-04 . I«’ ™ 46.4%
- |
\
Inpatients - Proportion of patients discharged before Spm 2025-04 @ 65.5% 7058
Inpatients - Lost bed days for patients with no criteria to reside 2025-04 @ If" ™y 1130
)
\ ¥
Inpatients - Proportion of adult G&A beds occupied by patients not meeting the criteria to 2025-04 . @ 15.9% 14 9% 12.5%
reside >
Mumber of non-elective admissions 2025-04 @ 7 7638 6156 6272
Mumber of zero day length of stay non-elective admitted patients 2025-04 @ £ 2391 24232 2464
Inpatients - Super Stranded Patients, 21+ Lo5 (Adult) 2025-04 . | "™y 122
LW [l
s
Overnight general and acute beds open 2025-04 @ 375 844 832
Of those overnight general and acute beds open, proportion occupied 2025-04 . 7 Q3% 22%
Ty i
Community bed occupancy/favailability 2025-04 = & a2% 2%
B Ty
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Acute Flow (8)

Executive Owner: Claire Hansen

\ariation Assurance

Latest Month

Inpatients - Proportion of patients discharged before 5pm

B 2025-04
______________________________________________ Value
) goo A *  65.5%
4 / \'_‘ .\i\'/‘ Target
I N . AU
Jul 2023 lan Hp4 Il 324 Jan 25 ?U%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 0.2

Variation Assurance

Latest Month

Inpatients - Lost bed days for patients with no criteria to reside

1130

Mo Target

The latest months value has improved from the previous month, with a difference of 185.0.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: Understand flow in the acute bed base.
Target: SPC1: Internal target of 70%. SPC2: No target.

Actions:

* The team is planning for a weekly Long Length of stay reviews at both
sites via Teams with ward teams to dial in at 10 minute intervals. Will
focus on 14-day length of stay, criteria to reside patients. Reviews took
place during MaDE week in April 2025. Work underway to ensure all
staff groups can attend.

* Lost bed days for patients with no criteria to reside has been above the
two-year monthly average since July 2024 despite a reduction in the
proportion of patients not meeting the criteria to reside. The Business
Intelligence has carried out an in-depth analysis of these figures and
concluded the two metrics should not be compared for correlation as
they are fundamentally different. More work is being done to
understand the data.

* Anissue of data quality has been raised, with a percentage of patients
not having a criteria to reside code entered. The specialty level data is
being reviewed to support teams to input codes more consistently.
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Acute Flow (9)

Executive Owner: Claire Hansen

Variation Assurance

Inpatients - Super Stranded Patients, 21+ Lo% [Adult) @
Latest Month
160
/ 2025-04
* \ - Val

o J [, A

\ /' v v \\ 122
130 MNo Target

ul 2023 m 4 Jul 21024 Jan 20

The indicator is equal to the baseline for the latest month and is within the control limits_

The latest months value has improved from the previous month, with a difference of 4.3.

Variation Assurance

Latest Month

2025-04

v ‘\/ﬁ \/’\ 1:.|:%

Inpatients - Proportion of adult G&A beds occupied by patients not
meeting the criteria to reside

Target

12.5%

The indicator is worse than the target for the latest month and is within the control limits.

Jul 2023 Jan 2024 Jul 2024 Jan 2025

The latest months value has improved from the previous month, with a difference of 0.9.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Abolfazl Abdi

Rationale: Understand the numbers of beds which are not available for patients who do
meet the criteria to reside and therefore which are unavailable due to discharge issues.
Target: SPC1: No Target. SPC2: Internal aim to achieve less than 12.5% by March 2026.

Actions:

* As at week ending 4th May 2025 the NCTR performance shows
deterioration to 16.4% against trajectory of 14.7%. Super Stranded ratio
of occupancy underachieved at 17.3% against trajectory of
14.8%. Stranded ratio of occupancy at 46.1% achieved against trajectory
of 46.4%. One main reason is understood to be impact of Norovirus
outbreak.

¢ A Multi-Agency Discharge Event (MaDE) took place from 23 to 30t
April 2025 inclusive. This coincided with the Norovirus outbreak which
limited the impact on quantitative figures however there were positive
gualitative outcomes, particularly at Scarborough. A pilot trialling a
streamlined notification process (compared with a full Trusted
Assessment Form) was successful in facilitating quicker and more
effective patient transitions from the DCC to the brokerage in North
Yorkshire. This was trialled with 10 patients and resulted in several
patients being discharged 1-2 days earlier and one patient being
discharged 5 days earlier than traditional methods. This is thanks to
multi-agency collaboration. Consideration is being given to the next
appropriate steps for this trial, which is a step towards our ambitious
Discharge to Assess model.
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York and Scarborough
Cancer Narrative Teaching Hospitals

NHS Foundation Trust

Operational Activity and Performance

Headlines (please note; in line with national reporting deadlines cancer reporting runs one month behind):
* The Cancer performance figures for March 2025 saw performance against the 28-day Faster Diagnosis standard (FDS) of 70.6%, this failed to achieve
the monthly improvement trajectory of 77%.

* 62 Day waits for first treatment March 2025 performance was 68% an improvement on the 66.8% seen in February 2025, however the monthly
trajectory of 70% was not achieved. The Trust has, as part of the 2025-26 Operational Planning, submitted trajectories to achieve the national ambition
of 80% for FDS and 75% for 62 Day waits for first treatment by March 2026.

* Performance against both targets was above the monthly average for the last two years however there was no statistical change as performance was
within the expected variance.

* The Trust has, as part of the 2025 Operational Planning, submitted compliant trajectories to achieve the national ambition of 80% for FDS and 75% for
62 Day waits for first treatment by March 2025.

Factors impacting performance:

* March 2025 saw 2,926 total referrals across all cancer sites in the trust, averaging 94 referrals per calendar day. Colorectal, Breast and Head and Neck
had the highest number of referrals per cancer site. Gynaecology saw the highest volume of monthly referrals (284) in two years.

* The following cancer sites exceeded 77% FDS in March 2025: Breast, Haematology, None Site Specific, and Skin pathways.

* The following cancer sites exceeded 70% 62-day performance in March: Breast, Haematology and Skin. Head and Neck, Lung, Upper Gl and Urology
achieved above their internal trajectories. The expected impact from January and February FDS dip in performance is a contributing factor to 62 day
performance in March.

* 31-day treatment standard was 97.3% overall. 292 15t treatments were delivered in March, with 8 patients breaching. Urology had the highest volume
of treatments delivered (72) and achieved 100%. Breast delivered 50 treatments and achieved 100%. Colorectal had the largest number of breaches (7).

* At the end of March, the proportion of patients waiting over 104+ days equates to 2% of the PTL size, a consistent percentage trend with February but
an increase of 45 patients. Colorectal and Urology are areas with the highest volume of patients past 62 days with/without a decision to treat but are
yet to be treated or removed from the PTL.

Actions:
* Please see following pages for details.
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CANCER NHS|

York and Scarborough
Scorecard Teaching Hospitals

NHS Foundation Trust

Executive Owner: Claire Hansen Operational Lead: Kim Hinton
Metric Name Month Variation Assurance Current Month Monthly Year End Target
Trajectory
Cancer - Faster Diagnosis Standard 2025-03 o 70.6% F7% 80.1%

Cancer - 62 Day First Definitive Treatment Standard 2025-03

] 68% 70% 75%

-
Cancer - Number of patients waiting 63 or more days after referral from Cancer PTL 2025-04 £ 153
]

Proportion of patients waiting 63 or more days after referral from cancer PTL 2025-04 - If” '“\I 7 1%
F- e
\
Cancer 31 day wait from diagnosis to first treatment 2025-03 . ? 97.2% 96.1%
e =
Taotal Cancer PTL size 2025-04 ™ 2167

Proportion of Lower Gl Suspected Cancer referrals with an accompanying FIT result 2025-04

OO

75% 80.1% 80.2%
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Cancer (1)

Executive Owner: Claire Hansen

Variation Assurance
@ &
el

Latest Month

2025-03

Value

70.6%

Targst

80.1%

The indicator is worse than the target for the latest month and is within the control limits.

Cancer - Faster Diagnosis Standard

Jul B3 Jan 1024 Bul 2004 Jan 235

The |ztest months value has deteriorated from the previous month, with a difference of 1.5

Varigtion Assurance
Latest Month

2025-03

Walus

68%

Targst

75%

Cancer - 62 Day First Definitive Treatment Standard

i 2023 Ran 2024 Jul 2024 Jan 2025

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 1.2.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Kim Hinton

Rationale: SPC1: Faster Diagnosis will facilitate an improvement in the Cancer early detection rate
and thereby increase the chances of patients surviving. SPC2: National focus for 2025/25 is to
improve performance against the headline 62-day standard.

Target: SPC1: 80% by March 2026. SPC2: 75% by March 2026.

Actions:

* Commencement of improvement plans submitted as part of 2025-26
funding, including establishment of frailty pathway in Colorectal, review
of Gynaecology capacity and demand and scoping of feasibility of
straight to test pathway for haematuria patients.

* Care groups working through action plans for improvement, and high-
level cancer demand and capacity for 1t outpatient activity underway
by corporate operations team. Review of all TCl dates and breach
reasons undertaken at tumour site level and care groups undertaking
actions to increase capacity to bring patients forward where clinically
appropriate.

* Working through impact and any required changes in processes to
ensure the Trust aligns with national changes to Cancer Waiting Times
(CWT) standards

* Lung screening programme to commence in Q2 at Bridlington and
mobilisation work underway at pace.

* Awaiting written confirmation and SLA of 2025/26 cancer alliance
funding.
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. York and Scarborough
Referral to Treatment (RTT) Narrative Teaching Hospitals

NHS Foundation Trust

Operational Activity and Performance

Headlines:
* At the end of April 2025, the Trust had thirty-eight Referral To Treatment (RTT) patients waiting over sixty-five weeks.

* The Trust’s RTT Waiting list position ended April 2025 behind the trajectory submitted to NHSE as part of the 2025/26 planning submission: 49,621
against the trajectory of 48,010. However, the Trust is ahead of the trajectory for the proportion of the RTT waiting list waiting under 18 weeks: 56.6%
against 53.6%. By March 2026, the intention is that the percentage of patients waiting less than 18 weeks for elective treatment will be 65% nationally.

* The Trust is ahead of the RTT52 week trajectories submitted within the 2025/26 planning submission; 1,149 waiters and 2.3% of the total RTT Total
Waiting list against the trajectories of 1,296 and 2.7%, respectively. By March 2026, the intention is that the percentage of patients waiting longer than
18 weeks for elective treatment will be less than 1% nationally.

* NHSE has introduced a new metric target for 2025/26 with the ambition set for the Trust to have over 67.1% of patients waiting no longer than 18
weeks for a first appointment by March 2026. The Trust is ahead of the trajectory submitted to NHSE as part of the 2025/26 planning submission with
performance of 60.3% against the end of April 2025 ambition to be above 54.9%.

Factors impacting performance:
* RTT Total Waiting List metric impacted by ongoing validation work on the Outpatient PTL, resulting in circa 2,800 additional RTT clocks being opened in
April. There are no RTT65 week performance risks identified in this work to date.

* Delivery of the 2024/25 elective recovery plan. Initial analysis shows that at the end of April 2026 the Trust was behind the 2025/26 activity plan with a
provisional performance of 96% of the Weighted Value Trust Activity Plan submitted to NHSE. From a financial point of view this equates to a
provisional performance of 97% against the submitted plan, this is linked to the monetary value of the case mix that has been seen during 2025/26.

Actions:
* Please see following pages for details.
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York and Scarborough
Scorecard Teaching Hospitals

NHS Foundation Trust

Referral to Treatment (RTT)

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Metric Name Month Variation Assurance Current Month Monthly Year End Target

Trajectory

RTT - Total Waiting List 2025-04 "_:‘. 49621 43010 38952
RTT - Waits over 65 weeks for Incomplete Pathways 2025-04 38 0 0
RTT - Waits over 52 weeks for Incomplete Pathways 2025-04 1149 1296 389
RTT - Proportion of incomplete pathways waiting less than 18 weeks 2025-04 56.6% 53.6% 60.5%
RTT - Mean Week Waiting Time - Incomplete Pathways 2025-04 I*" "‘~I 17.9
\o_

RTT - Proportion of the incomplete RTT pathways waiting > 52 weeks 2025-04 2.3% 2.7% 1%
RTT - Proportion of patients waiting for first attendance who are waiting under 18 weeks 2025-04 If " If" "‘\I 60.3% 54 0% 67.1%

. M
Proportion of BAME pathways on RTT PTL (5056a) 2025-04 - :_ | ) 1.7%

v '\._\- . _df
Proportion of most deprived quintile pathways on RTT PTL (5056a) 2025-04 a If" _"\I 12%

W \
Proportion of pathways with an ethnicity code on RTT PTL (5058a) 2025-04 h . 66.4%
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Referral to Treatment RTT (1)

Executive Owner: Claire Hansen

Variation Assurance

RTT - Total Waiting List

& Latest Month
A, N L 2025-04
A W / Value
.- ;
45, eesssssssssssssssss=- -8 9-e ‘..‘r',‘_.- - 49 62 1
. Target
"""""""""""""""""""""""""" 38992

lan 2025

Jul 2023 lam 2024 Bul 2004

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 3016.0.

Variation Assurance

® S

Latest Month

2025-04

Value

56.6%

Target

60.5%

The indicator is worse than the target for the latest month and is not within the control limits.

RTT - Proportion of incomplete pathways waiting less than 18 weeks

B0

Jul 2023 lan 2024 Jul 2024 Jan 3025

The latest months value has improved from the previous month, with a difference of L4.

NHS|

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Operational Lead: Kim Hinton

Rationale: SPC1: To measure the size of the Referral to Treatment (RTT) incomplete pathways
waiting list. SPC2: To measure and encourage compliance with recovery milestones for the RTT
waiting list. Waiting times matter to patients.

Target: SPC1: Aim to have less than 38,992 patients waiting by March 2026 as per activity plan.

SPC2: National constitutional target of 92% of patients should be waiting less than 18 weeks. Target

for March 2026 is to be above 60.5%.

Actions:

* The ambitions published in the 2025/26 priorities and operational planning guidance included:
‘Improve patient and list management, including consistent application of the referral to
treatment (RTT) rules suite, utilisation of the national access policy and a strong focus on
validation, so that at least 90% of patients waiting over 12 weeks are validated every 12 weeks.’

The Trust has signed up to participate in the National validation sprint taking place throughout
quarter 1 of 2025 initially. This supports overall elective recovery and the commitment in the
Elective Reform Plan to:

NHS England has made funding available to support providers to increase the validation of
patients within the sprint period by undertaking either one of or a combination of technical,
admin and clinical validation as required within the identified timescales. The baseline provided
by NHSE sets the Trust a minimum of 31,543 during Q1. After four weeks of the sprint, the Trust
is 2% ahead of the baseline expectation in terms of clock stops.

* The Trust is part of cohort 2 of the national Further Faster (FF) Programme, several specialties
perform well against the key metrics including the did not attend (DNA) rate, pre-referral triage
and advice and guidance. The Trust has reduced the number of RTT patients waiting 52 weeks by
70%, against the average in cohort 2 of a 50% reduction. The Trust continues to do very well on
missed appointments, pre referral triage and high level of Advice and Guidance. All these
metrics are meeting national standards and more. The Trust is one of 6 Trusts in the North East
and Yorkshire region who have agreed to participate in the NHSE accelerating PIFU programme.
The PIFU pathways the Trust are developing as part of this programme are Gynaecology,
Gastroenterology, Cardiology and ENT. The regional launch of the programme is on the 10t of
June 2025.

* The 2025/26 plan has been developed with a greater focus on productivity and efficiency and
was presented to Board in April 2025. The programme and progress against the ambitions are
managed through the Elective Recovery Board.
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Referral to Treatment RTT (2)

Executive Owner: Claire Hansen

Variation Assurance

© &

Latest Month

2025-04

! Value

RTT - Waits over 65 weeks for Incomplete Pathways

The indicator is worse than the target for the latest month and is not within the control limits.

The |atest months value has improved from the previous month, with a difference of 2.0.

Variation Assurance

© &

Lat=st Manth

2025-04

Value

RTT - Waits over 52 weeks for Incomplete Pathways

EL

1K

Jul 2023 lan 2024 Jul 2024 1an 2025 389
The indicator is worse than the target for the latest month and is not within the comtrol limits.

The latest months value has deteriorated from the previous month, with a difference of 92.0.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Kim Hinton

Rationale: To measure and encourage compliance with recovery milestones for the RTT waiting
list. Waiting times matter to patients.

Target: SPC2: National ambition to have 0 patients waiting more than 65 weeks SPC2: Aim to
have less than 389 patients waiting more than 52 weeks by March 2026 as per activity plan.

Actions:

* The Trust’s internal weekly Elective Recovery Meeting monitors and challenges
performance against the trajectories for RTT52 and RTT65 weeks.

* Internal Elective Recovery Fund (ERF) Process established. In 2024/25 ERF was
paid for any activity undertaken above fixed payment baseline and was
uncapped, therefore any additional elective activity attracted 100% tariff
payment. This year the ERF has been capped, and additional financial
governance is required to ensure this funding is spent on activity to deliver the
elective improvement trajectories.

As a result of this change in the way ERF has been allocated in 2025/26 a
process to manage the distribution of this funding across care groups has been
developed to strengthen the financial and performance governance. To
reinforce this, a central process has been developed for Care Groups to apply
to access this funding rather than it being allocated at the start of the year and
drawn down as per previous years.

The process includes the identification of the need to undertake additional
activity, an application process, an ERF panel and communication of outcome.

* The Trust has seen continued capped theatre utilisation improvement and is
the highest performing Trust with utilisation above 85% in March 2025 within
the ‘Further Faster 2’ cohort.

Page |66




KPIs — Operational Activity and Performance NHS

York and Scarborough
Referral to Treatment RTT (2) Teaching Hospitals

NHS Foundation Trust

Executive Owner: Claire Hansen Operational Lead: Kim Hinton
Variation Assurance Rationale: To measure and encourage compliance with recovery milestones for the RTT waiting
RTT - Proportion of the incomplete RTT pathways waiting > 52 list. Waiting times matter to patients.
weeks @ Target: SPC1: National ambition to have no more than 1% of a Trust’s RTT TWL waiting over 52
weeks by the end of March 2026.
Latest Month
a
Actions:
2025-04
value Please see previous page.
’ 2.3%
] Target
Jul 2023 lan 2024 Jul 2024 lam 2025 1%

The latest months value has remained the same from the previous month, with a difference of 0.0.
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q . . York and Scarborough
Outpatients and Elective Narrative Teaching Hospitals

NHS Foundation Trust

Outpatients & Elective Care

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Headlines:

* At the end of April 2025, the Patient Initiated Follow Up (PIFU) was above the improvement trajectory of 3.9% at 4.1%, this was not a statistical change
as the performance was within the monthly variance seen over the last two years.

* Rapid Access Chest Pain (RACP) seen within 14 days was at 12.1% which remains significantly below the target of 99%.

* The number of patients overdue follow up partial booking remains a special cause concern.

Factors impacting performance:

* Delays in roll out of PIFU pathways across specialities due to issues with call handling capacity. Alternative patient contact methods being considered.

* The outpatient delivery group is being refreshed as part of the 2025/26 elective recovery plan to put greater focus on PIFU and referral for expert input,
which is aligned to the national demand management priority.

* RACP improvement plan has been developed by the Medicine Care Group with scrutiny of the impact of the actions undertaken through the
Performance Review and Improvement Meetings (PRIM).

Actions:

* Please see following pages for details.
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Outpatients & Elective Care

Scorecard

Executive Owner: Claire Hansen

Metric Name

Month

Variation

Operational Lead: Kim Hinton

Assurance

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Current Month

Monthly

Trajectory

Year End Target

Outpatients - Proportion of appointments delivered virtually (5017a)

Outpatients - DNA rates

Outpatients: 1st Attendances (Activity vs Plan)

Outpatients: Follow Up Attendances (Activity vs Plan)

Qutpatient procedures

Outpatients: Follow-up Partial Booking (FUPB) Overdue (over 6 weeks)

Outpatients - Proportion of patients moved or discharged to Patient Initiated Follow Up (PIFU)
Trust waiting time for Rapid Access Chest Pain Clinic (seen within 14 days of referral received)
All Patients who have operations cancelled, on or after the day of admission (including the day
of surgery), for non-clinical reasons to be offered another binding date within 28 days*

Day Cases (based on Activity v Plan}

Electives (based on Activity v Plan)

Proportion of elective admiszions which are day case

Reporting

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

COOOREOOEO®®E

COEOOOOECOOO®

20.9%

4.3%

18534

430585

14722

27251

41%

12.1%

7296

653

91.8%

15915

35738

39%

7325

674

25%

17454

38846

8144

816

B5%
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Outpatients (1)

Executive Owner: Claire Hansen
\arigtion Assurance

Outpatients - DMA rates

Latest Month

2025-04

Value

4.3%

Target

5%

Jud 2023 fan 2024 Jud 2024 fan 2025

The indicator is better than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 0.1

Variation Assurance
$

Latest Month

= 2025-04

Qutpatients - Proportion of patients moved or discharged to Patient

Initiated Follow Up (PIFU) \
L

vl
o value

. _ 4.1%

Target

5%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 0.3.

Reporting

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Kim Hinton

Rationale: SPC1: Need to reduce instances where people miss their outpatient appointments (‘did not attends’
or ‘DNASs’) to improve patient experience, free up capacity to treat long-waiting patients and support the delivery
of the NHS’s plan for tackling the elective care backlog. SPC2: Helps empower patients to manage their own
condition and plays a key role in enabling shared decision making and supported self-management in line with
the personalised care agenda.

Target: SPC1: Internal target of less than 5%. SPC2: Above 5% by March 2025.

Factors impacting performance:

¢ OQutpatient bi-directional text messaging continues to positively impact DNA rates
which remained below the two-year average at 4.3% in April 2025. Recent monthly
performance shows consistent delivery.

Actions:

e OQutpatient Procedure Code (OPCS) project is ongoing to improve outpatient procedure
coding with Care Groups using reports to target specific areas where correct recording
has not occurred. Significant improvements have been seen in the Surgery and Cancer,
Specialist and Clinical support Services Care Group. Further work planned for the
Medicine and Family Health Care Groups.

* RACP improvement plan has been developed by the Medicine Care Group with scrutiny
of impact of actions undertaken through the Performance Review and Improvement
Meetings (PRIM). Plan encompasses:

York
» Chest pain nurses have relocated to a stable base, improving continuity.
» Recruitment underway for 15-hour Band 4 admin post to release nurse time.
Maintain consultant support for nurse-led service.
> Regularly timetable patient bookings to avoid batching.

Scarborough
» Full-time locum now in place; recovery trajectory aims for compliance by
August 2025.
» Secure consultant cover and expedite substantive appointment.
> Reassess outpatient room use to avoid RTT clashes.
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Operational Activity and Performance

NHS|

York and Scarborough

Diagnostics Narrative Teaching Hospitals

NHS Foundation Trust

Headlines:

The April 2025 Diagnostic target position for patients waiting less than six weeks at month end was 62.7%, against the trajectory of 68.9%. Performance was below the two
year monthly average for the first time since June 2024 but was within the expected variance control limits.

Factors impacting performance:

CT1 at Scarborough has been permanently decommissioned due to recurrent faults which left just one functional CT. CT2 injection arm at Scarborough developed a fault in
April so could deliver limited activity, this has now been fixed but will have impacted performance. Continued intermittent breakdowns of CT1 and 2 at York impact delivery
of activity. Acute CT demand continues to impact on capacity for elective work. MRI has also seen a reduction in performance due to increased fast track and RTT >52 week
wait escalations, staffing gaps, and a reduction in Nuffield capacity. A review of acute demand is planned with medical and surgical care groups.

MSK backlog continues to be the main driver of NOUS performance. This is a long-term issue, and a Consultant Radiologist has handed their notice in which will compound
the issue from June 2025. Reporting demand continues to outstrip capacity. Reliance on in-house radiologist insourcing and outsourcing to external providers. Locum in
place now so should start to address this over the next month.

Endoscopy; since January 2025 there has been either no consultant or solo locum consultant cover at Scarborough, which has impacted on the ability to deliver planned lists.
Elective lists have had to be cancelled on both sites to accommodate York consultants travelling to Scarborough on occasion to provide acute cover. Nurse staffing on both
sites has been reduced since January 2025 due to a mix of vacancies and sickness. The service has been unable to staff all job planned and ECP lists in Bridlington.

Staffing challenges in Cystoscopy have led to last minute cancellations of lists during April 2025.

Workforce challenges continue at Scarborough within Cardiology and Cardio-Respiratory, with a lack of qualified candidates. Due to issues with our outsourced provider, a
cohort of echocardiography patients at Scarborough were identified that required re-scanning, this was carried out in April 2025 with the remaining capacity focused on
delivering cancer and acute work which impacted on elective performance.

Nurse vacancy in Urodynamics continues to impact on capacity to deliver elective activity.

Sickness in paediatric audiology team affecting capacity with limited locum availability for paediatric audiologist. Data Quality issues with audiology data leading to potential
inaccuracies in the DMO01 return. Ongoing meetings with Bl team to resolve. Reviewing if referral reason and cancellation rules are all being appropriately applied. Inability to
recruit to audiology posts due to lack of suitable candidates, especially at the East Coast.

Actions:
Please see page below.
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Diagnostics: please note that any metric without a target will not appear in the matrix below e

ASSURANCE

PASS ( HIT or MISS @] |: FAIL :]

Ty

4 N Diagnostics - Proportion of patients waiting <6 weeks AVA Diagnostics - Proportion of patients waiting <6 weeks \.
from referral - DEXA Scan from referral - Echocardiography
SPECIAL CAUSE Diagnostics - Proportion of patients waiting <6 weeks * Diagnostics - Proportion of patients waiting <6 weeks
IMPROVEMENT from referral - Sleep studies from referral - Flexi Sigmoidoscopy
- J AN J
N N : : = N2 . | _
Diagnostics - Propartion of patients waiting <6 * Diagnostics - Proportion of patients waiting <6 weeks
weeks from referral - CT from referral
g Diagnostics - Proportion of patients waiting <6 * Diagnostics - Proportion of patients waiting <6 weeks
= COMMON weeks from referral - Non-obs Ultrasound from referral - MRI
é CAUSE / Diagnostics - Proportion of patie r‘t'-‘ wa'rting <6 * Diagnostics - Proportion of patients waiting <6 weeks
< NATURAL w_eek_s frq?m referral -_Neuraph?smlog\r _p~:er|pheral from referral - Urodynamics
> Diagnostics - Proportion of patients waiting <6 * Diagnostics - Proportion of patients waiting <6 weeks
VARIATION weeks from referral - Cystoscopy from referral - Colonoscopy
* Diagnostics - Proportion of patients waiting <6 weeks
from referral - Gastroscopy
N

. S/
- a

VAN /

- T
Diagnostics - Proportion of patients waiting <6 weeks * Diagnostics - Proportion of patients waiting <6 weeks
SPECIAL CAUSE from referral - Barium enema from referral - Audiclogy
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DIAGNOSTICS — National Target: 95%

Scorecard

Executive Owner: Claire Hansen

Metric Name

Month

Variation

Operational Lead: Kim Hinton

Assurance

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Current Month

Monthly

Trajectory

Year End Target

Diagnostics - Proportion of patients waiting <6 weeks from referral

Diagnostics - Proportion of patients waiting <& weeks from referral - MRI

Diagnostics - Proportion of patients waiting <6 weeks from referral - CT

Diagnostics - Propartion of patients waiting <6 weeks from referral - Non-obs Ultrasound

Diagnostics - Proportion of patients waiting <6 weeks from referral - Barium enema

Diagnostics - Proportion of patients waiting <6 weeks from referral - DEXA Scan

Diagnostics - Proportion of patients waiting <6 weeks from referral - Audiology

Diagnostics - Proportion of patients waiting <& weeks from referral - Echocardiography

Diagnostics - Proportion of patients waiting <6 weeks from referral - Neurophysiology

peripheral

Diagnostics - Proportion of patients waiting <6 weeks from referral - Sleep studies

Diagnostics - Proportion of patients waiting <6 weeks from referral - Urodynamics

Diagnostics - Proportion of patients waiting <6 weeks from referral - Colonoscopy

Diagnostics - Proportion of patients waiting <6 weeks from referral - Flexi Sigmoidoscopy

Diagnostics - Propartion of patients waiting <6 weeks from referral - Cystoscopy

Diagnostics - Proportion of patients waiting <& weeks from referral - Gastroscopy

Reporting

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

OIOGIOI0GIOGIDIGIVIOIOO]E

COOOOOO®

®OC

GOOO®

62.7%

58.4%

60.7%

68.5%

51.1%

79.9%

47%

70.1%

96.4%

79.1%

68.6%

53.8%

74.4%

91.9%

90.5%

84 3%

54 8%

80.6%

81%

83.2%

79.6%

82.7%

90%

78%

75%

90.1%

67 9%

94 7%

95 8%

95.2%

94 6%

95.3%

90%

95.1%

94 5%

90%
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KPIs — Operational Activity and Performance

Diagnostics (1)

Executive Owner: Claire Hansen

ariation Assurance
\:_:/

Latest Momth

Diagnostics - Proportion of patients waiting <6 weeks from referral

. 2025-04
""""""""""""""""" .
70 ..;.___.,/ \‘f -.\‘.
- - 62.7%
50 d g A . : o «’f . Target
e e I 82.7%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 5.7.

This space is left intentionally blank

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Kim Hinton

Rationale: Maximise diagnostic activity focused on patients of highest clinical priority.
Target: Increase the percentage of patients that receive a diagnostic test within 6 weeks
to above 82.7% by end of March 2026.

Actions:

Endoscopy:

* The Scarborough Gastro team are adding another full-time locum, start date is to be confirmed
but anticipated to be early May and this will provide an improvement to performance.

* The York Gastro team have also added an additional consultant on a 3-month contract, which
will provide a further 2 — 3 endoscopy sessions a week from May.

*  Workforce plan in progress for the next 3 years and currently focused on bolstering nurse
staffing. York have successfully recruited to 5 RN posts; East Coast staffing remains a challenge.

Imaging:

* Capital programme scheme worked up to replace all 3 scanners at York. CT3 at York will be
replaced January 2026. CT1 and CT2 will not be until financial year 2026/27. Contract awarded to
deliver cardiac CT to get through backlog, start date TBC but expected to be imminent. This will
deliver improved CT performance. Temporary mobile unit was brought in to broach the gap until
the new CT in the Scarborough UEC opened. This is now up and running but the mobile unit will
remain in place for a further 2 week overlap to provide some additional cover.

* New York MRI (MRI3) scanner in 2025 from NHSE funding, order placed; location finalised for
South entrance at the back of VIU. MRI scanner should be active by Autumn 2025. York St John
MRI BC approved - looking at June 2025 start date. Will need insourced radiographer capacity to
support roll out due to timescales for recruitment and training

* DEXA recovery is underway, and performance improvement is visible in the April data.

* MSK sonographer training being supported to take on soft tissue ultrasound from MSK backlog —
aim for go live in June.

*  Successful recruitment of a new Gl specialist Consultant Radiologist, though start is not
anticipated until September 2026 due to fellowship programme.

Physiological:

* Anew echocardiographer started in Scarborough in mid-April, and a second will begin mid-May.
Recovery plan is in place to fully recover position by the end of the financial year.

* Nurse post recruited to for Urodynamics which will support performance recovery, start date in
June. The post will require a 3—6] month training period.

* Requested investment in 3 WTE audiologist posts as part of 25/26 planning to deliver DMO1.
Order to be placed in May 2025 for 2 x pop-up booths (one for Malton and one for Bridlington)
to deliver additional audiology capacity.
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CONCERN

Children & Young Persons: please note that any metric without a target will not appear in the matrix below: i ConCER
ASSURANCE
> =~ ~
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for incomplete pathways
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h. A . RN v
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* Children & Young Persons: RTT - Total Waiting List
COMMON * Children & Young Persons: RTT - Proportion of
= CAUSE [ incomplete pathways waiting less than 18 weeks
o NATURAL
g VARIATION
g
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Children & Young Persons NHS

York and Scarborough
Scorecard Teaching Hospitals
NHS Foundation Trust

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi (Acute)/Kim Hinton (Elective)
Metric Name Variation Assurance Current Month Monthly Year End Target
Trajectory

Children & Young Persons: ED - Patients waiting over 12 hours in department 2025-04 10 aQ
S’ -

Children & Young Persons: ED - Emergency Care Standard (Type 1 only) 2025-04 O 81.4% 95%
L

Children & Young Persons: RTT - Total Waiting List 2025-04 O 4260 3947 3206
¥~

Children & Young Persons: RTT - Proportion of incomplete pathways waiting less than 18 2025-04 62.2% 92%

weeks )

Children & Young Persons: RTT Waits over 52 weeks for incomplete pathways 2025-04 @ @ 32 52 a
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KPIs — Operational Activity and Performance

Children & Young Persons

Executive Owner: Claire Hansen

Variation Assurance
Children & Young Persons: RTT Waits over 52 weeks for incomplete

pathways (\__-J U
Latest Month

300 2025-04

Value

The indicator is worse than the target for the latest month and is not within the control limits.
The latest manths value has deteriorated from the previous manth, with a difference of 3.0

Variation Assurance
Children & Young Persons: ED - Emergency Care Standard (Type 1
FF 5

only) K__,/I

Latest Month

2025-04
B Value
81.4%
Target
w223 a2l w2024 lan2lS 95%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 6.8

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Kim Hinton/Abolfazl Abdi

Rationale: SPC1: To measure and encourage compliance with recovery milestones for the
RTT waiting list. Waiting times matter to patients. SPC2: To monitor waiting times in A&E
and Urgent Care Centres.

Target: SPC1: Aim to have zero patients waiting more than 52 weeks by end of September
2025. SPC2: NHS Objective to improve A&E waiting times so that no less than 78% of
patients are seen within 4 hours by March 2026.

Factors impacting performance:

SPC1: The Trust delivered the trajectory for RTT52 weeks wait for patients aged
under eighteen with 32 against an external trajectory of 52.

SPC2: ECS performance for CYP deteriorated from 74.6% in March 2025 to 81.4%
in April 2025 however this is not a statistical improvement remaining within the
unstable variance seen over the last two years.

Actions:

SPC1: The Trust’s internal weekly Elective Recovery Meeting monitors and
challenges performance against the trajectory for RTT52 weeks wait for patients
aged under eighteen. The Trust has submitted plans to NHSE as part of the
2025/26 planning submission to achieve zero by the end of Q2 2025/26.

SPC1: Going further for children waiting times for surgery, Surgical Care Group ran
significant volumes of additional CYP capacity in the school half-term holiday
during February 2025 and are planning the same in May. Regular additional day
case lists at Scarborough are being explored.

SPC2: Actions planned:
> Review of the pathway for children aged 0-17 years requiring admission has
been completed to ensure patients are ready for transfer in appropriate
timescales and promptly transferred to the appropriate Children/Adult Ward
as per the Continuous Flow Model.

» Paper was submitted to Executive Committee in April 2025 providing
transition plan for responsibility for CYP patients seen in ED to move to the
Medicine CG from the Family Health CG.
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Community: please note that any metric without a target will not appear in the matrix below
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* Number of open Virtual Ward beds
* Total Urgent Community Response (UCR) referrals
SPECIAL CAUSE * Number of people on waiting lists for CYP services
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NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Executive Owner: Claire Hansen

Meitric Name

Operational Lead: Abolfazl Abdi

\Variation Assurance

Current Month Monthly
Trajectory

Year End Target

Number of open Virtual Ward beds

Proportion of Virtual Ward beds occupied

Community Response Team {CRT) Referrals

Total Urgent Community Response (UCR) referrals

2-hour Urgent Community Response (UCR) care Referrals

2-hour Urgent Community Response (UCR) Compliancy %

Number of Adults (18+ years) on community waiting lists per system

Number of CYP {0-17 years) on community waiting lists per system

Mumber of District Nursing Contacts

Mumber of Selby CRT Contacts

Number of York CRT Contacts

Referrals to District Mursing Team

Number of people on waiting lists for CYP services per system who are waiting over 52 weeks

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

QEOOEROLOEGEOO®

469 522

1941

21376

2587

3936

2105

659 702

566

Page |80




NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Executive Owner: Claire Hansen

Variation Assurance

Number of open Virtual Ward beds s

Latest Month

el lefefelia defepelefefaatale_ gn. gu. gu. Su gu e ju e ey 2025-04
Value

33

Target

The indicator is equal to the target for the latest month and is not within the control limits.

The latest months value has remained the same from the previous month, with a difference of 0.0.

Variation Assurance
Proportion of Virtual Ward beds occupied

Latest Month

2025-04

Value

712.7%

Target

Jull 2023 Jan 2024 Jud 2024 Jan 2025 ?9%
The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 12.1.

Operational Lead: Abolfazl Abdi

Rationale: To monitor demand on Community virtual wards.
Target: SPC1: Trust is commissioned to deliver 33 virtual ward beds. SPC2: Aim to achieve
79% virtual ward bed occupancy as per activity plan.

The ambition for the virtual ward utilisation rate is 79%; at the most recent
snapshot occupancy was 72.7%, an improvement on recent months but with no
statistical change as performance was within the variance seen over the last two
years.

Frailty Virtual Ward (FVW): One key area of focus is building on the weekend
model; second Trust grade medic to join 6th May 2025 to support this. The
development of a new IV antibiotic and IV frusemide pathways as a step up for
patients in their own home is underway, with skills development in progress. This
IV antibiotic pathway is yet to be agreed with microbiology.

Heart Failure (HFVW): Full model design for the ED in-reach pilot is underway.
Two rounds of recruitment have been unsuccessful, decision has been taken to
delay until June 2025, while changes in guidance and approach are being agreed.
Team met with GIRFT cardiology clinical lead to review the HFVW and now waiting
for final GIRFT report. .

Vascular (VVW): Capacity is available for patients who can benefit from waiting at
home for onward diagnostics or treatment, but it is not expected to be routinely
‘full’ as it depends on the number of suitable patients. There is not ‘spare’
capacity, the model uses pre-existing resource.

Cystic Fibrosis (CFVW): Some patients benefit from staying at home during a
period of being acutely unwell, and the system allows a virtual model of care for
up to three patients. There is not 'spare’ capacity, the team works differently to
support appropriate patients, and numbers will remain low due to the niche
admission criteria.
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Executive Owner: Claire Hansen
Variation Assurance
Community Response Team (CRT) Referrals o

l\r.).l

Latest Month

2025-04

Value

502

No Target

The latest months value has improved from the previous manth, with a difference of 49.0.

o . Varigtion Assurance
Number of people on waiting lists for CYP services per system who

are waiting over 52 weeks

Latest Month

2025-04

Value

699

Target

Jul 2023 Jan 2024 Jul 2024 Jan 2025 0
The indicator is worse than the target for the latest month and is not within the control limits.

The latest months value has improved from the previous month, with a difference of 18.0.

Operational Lead: Abolfazl Abdi

Rationale: To monitor demand on Community services.
Target: SPC1: No target. SPC2: zero waiting over 52 weeks by end of March 2026 as per
activity planning submission.

Factors impacting performance:

SPC1: Referrals to Community Response Teams remain above the average
control for the 11t consecutive month. The continued development of the
Frailty Crisis Hub will likely have further impact on referrals with the YAS
pathway developments.

SPC2: The number of Children and Young People waiting over 52 weeks
decreased to 699 at the end of April 2025, the 9t consecutive month that it has
been below the average control limit with the last three months below the
lower control limit. The Trust has submitted, as part of the 2025/26 planning
process, a trajectory to achieve zero against this metric by March 2026.

Actions:

SPC1: There is ongoing conversations with the South Hambleton and Ryedale
and Selby Primary Care Networks re the UCR model and creating better
integration with primary care to ensure better equity of service. The
Community Teams delivered 38,886 care contacts during April 2025, ahead of
the trajectory of 37,390 submitted as part of 2025/26 annual planning.

SPC2: SLT are discussing an insourcing option with an Independent Sector
supplier to provide support for the telephone triage system, further meeting
scheduled in May 2025. Recruitment following business case approval has
been successful and new starters now in post.
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Summary MATRIX 1

NEUTRAL

CONCERN

Quality and Safety: please note that any metric without a target will not appear in the matrix below

HIGH CONCERN

ASSURANCE
( Sl ) @
PASS )L HIT or MISS I FAIL )
¢ ™ -
l'/"_‘ Harmful Incidents per thousand bed days Y 0
SPECIAL CAUSE
IMPROVEMENT
p y l\_ vy k\_ )
a ) '
( N (/: Total Number of Trust Onset MSSA Bacteraemias \‘. f ﬂ\“
* Total Number of Trust Onset MRSA Bacteraemias
- * Total Number of Trust Onset C. difficile Infections
o COMMON * Total Number of Trust Onset E. coli Bacteraemias
E CAUSE / * Total Number of Trust Onset Klebsiella Bacteraemias
= NATURAL * Total Number of Trust Onset Pseudomonas
<>t Aeruginosa Bacteraemias
VARIATION * Pressure Ulcers per thousand Bed Days
* Patient Falls per thousand Bed Days
AN * Medication incidents per thousand bed days
* Patient Safety Incidents per thousand Bed Days
* Monthly SHMI
* Monthly HSMR k
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York and Scarborough
Scorecard (1) Teaching Hospitals
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Quality & Safety

Executive Owner: Dawn Parkes Operational Lead: Sue Peckitt
Metric Name Variation Assurance Current Month Monthly Year End Target
Trajectory

Total Number of Trust Onset MSSA Bacteraemias 2025-04 12 7 7
- e’

Total Number of Trust Onset MRSA Bacteraemias 2025-04 1 a
p -y -

Total Number of Trust Onset C. difficile Infections 2025-04 12 12 12
j T

Total Number of Trust Onset E. coli Bacteraemias 2025-04 17 14 14
o N

Total Number of Trust Onset Klebsiella Bacteraemias 2025-04 4 5 &
N, -

Total Number of Trust Onset Pseudomonas Aeruginosa Bacteraemias 2025-04 1 1 2
 _— o

Pressure Ulcers per thousand Bed Days 2025-04 39 4
N, -

Patient Falls per thousand Bed Days 2025-04 6.7 8.7
o j

Medication incidents per thousand bed days 2025-04 5.1 5
L N
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York and Scarborough
Q&S (1) Teaching Hospitals

NHS Foundation Trust

KPIs — Quality & Safety

Executive Owner: Dawn Parkes Operational Lead: Sue Peckitt
Variation  Assurance Rationale: To drive reduction in avoidable health care associated infection (HCAI),
Total Number of Trust Onset MSSA Bacteraemias facilitate patient safety and improve patient outcomes
— Target: National thresholds for 2025/26 have not yet been released but we are assuming
this will be a 5% reduction on the 2024/25 year end position.

0 = e Latest Month
2025-04 Factors impacting performance:
* The Trust has equalled or exceeded all of the year-to-date HCAI targets except for
Value Klebsiella bacteraemia
X7 e d o ———— e S * MSSA bacteraemia - 12 cases recorded in April, 9 cases attributed to Medicine Care
12 Group, 2 attributed to Surgery Care Group, 1 case to the CSCS group. 25% of the cases
Target are attributed to Scarborough Hospital, 17% of the cases are attributed to Community
Units and 58% of the cases are attributed to York Hospital. The Trust is 5 cases over
S e 7 the year ton date objective.
- e e The Trust has recorded 1 MRSA Bacteraemia cases in April against a zero objective. A
The indicator is worse than the target for the latest month and is within the control limits. post infection revie meeting has been held to determine learning and improvement
actions.

The latest months value has deteriorated from the previous month, with a difference of 5.0. . L o . . . X
e 12 Trust attributed Clostridioides difficile cases recorded in April against a trajectory of

12. Of the 12 cases 50% were attributed to York Hospital, 42% attributed to

Variation Assurance Scarborough Hospital and 8% attributed to the community units.
Total Number of Trust Onset C. difficile Infections Actions:

* The care group IPC/AMS meetings are all now established, and they are taking
ownership of improvement requirements.

_ Latest Month * Clostridioides difficile cases are reviewed using PSIRF approach, learning identified is
™ being addressed via the Care Group IPC/AMS meetings.
2025-04 * All MSSA/MRSA bacteraemia undergo a review using a PSIRF approach, learning
identified improvement needed with hand hygiene compliance, IV cannula
Value documentation, ANTT compliance. The move towards care groups leading in these
SRR o N B S - N reviews has commenced.
. oo » 12 * The focus for 2025/26 will be on prevention of avoidable bacteraemia’s. An MSSA

bacteraemia improvement plan in in development and a drive to improve VIP scoring

________________________________________________ and documentation has commenced with an educational video being developed for
Jul 2023 tan 2024 Jul 2024 Jan 2025 12 launch in May 2025.

* All care groups will be represented at the forthcoming HNY ICB workshop on Gram

The indicator is equal to the target for the latest month and is within the control limits. Negative Blood Stream Infections.

The latest months value has deteriorated from the previous month, with a difference of 4.0.

A 3 Trct Priariti MAS SP 1 A~
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Quality & Safety

Executive Owner: Adele Coulthard/ Dawn Parkes ~ Operational Lead: Dan Palmer/ Tara Filby/ Sacha Wells-Munro

Metric Name Variation Assurance Current Month Monthly Year End Target
Trajectory
Patient Safety Incidents per thousand Bed Days 2025-04 50.3 53
Harmful Incidents per thousand bed days 2025-04 @ 16.9 16
Total Number of Never Events Reported 2025-04 @ 3 0
In-Hospital Deaths 2025-04 186
Quarterly SHM| 2024-09 -] 100
Monthly SHMI 2024-12 BB 100
S j —
Quarterly HSMR 2024-12 110.7 100
Monthly HSMR 2025-01 100.3 100
S -
Trust Complaints 2025-04 95
Antepartum Stillbirths 2025-03 2
Intrapartum Stillbirths 2025-03 aQ
e
Early neonatal deaths (0-7 days) 2025-03 1
e
PPH = 1.5L as % of all women - York 2025-03 2.4%
PPH = 1.5L as % of all women - Scarborough 2025-03 1.8%
Proportion of fractured neck of femur patients treated within gold standard timeframe (a 2025-03 38.7%

month in arrears)
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York and Scarborough
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KPIs — Quality & Safety

Executive Owner: Adele Coulthard/ Dawn Parkes/Karen Stone Operational Lead: Dan Palmer/ Tara Filby

Variation Assurance Rationale: The Trust is committed to learning from incidents and complaints and
Harmful Incidents per thousand bed days Q improving the patient experience
L — Target: No target identified as the reporting of incidents/complaints is an indicator of an

open reporting culture

Latest Manth
Factors impacting performance:

""""""""""""""""""""""""""" 202 5—04 Harmful Incidents per 1000 bed days:
0 vl The SPD chart demonstrates that there is no special cause reported. The number of incidents has remained below the mean for
ue 12 months.
=8 On this basis we now need to recalculate the control limits to understand where further standardisation and improvement needs
b " oo . 169 to be made.
w L
L o . Target Throughout the winter period acuity and dependency increased however the number of reported incidents (All incidents) has
remained stable. We have not seen an increase in the level of harmful incidents as a proportion of all incidents.
s Jan sz e Jan s 16 Factors impacting performance:

The number of new complaints has decreased this month. Of the 95 new complaints recorded (versus 110 in March 2025), with
12 being complex complaints:

The latest months value has deteriorated from the previous month, with a difference of 0.9. - ED York (11) - main theme attitude of nursing staff (4) food and hydration (3)

- Frailty assessment unit - main theme attitude of staff (3)

- Emergency Medicine Medical Team York - main theme delay or failure in treatment or procedure (3)

L - General medicine medical Team York - main theme delay or failure in treatment or procedure (3)

Variation Assurance - Ward 25 - main theme communication with patient (3)

Trust Complaints The proportion of twelve-hour trolley waits (time from decision to admit to time of admission) and Type 1 patients spending
over 12 hours in our ED's deteriorated against the previous month but were within the control limits.

The impact of the Norovirus outbreak at York impacting the number of open beds negatively impacted patient flow out of the
hospital and resulted in less ability to implement continuous flow to the wards from ED. The outbreak also resulted in the
_______________________________________________ Latest Month closing of wards in York and Scarborough to visitors which negatively impacted patient experience.
Within Endoscopy since limited consultant cover at Scarborough, has impacted on the ability to deliver planned lists. Elective
202 5_04 lists have had to be cancelled on both sites to accommodate York consultants travelling to Scarborough on occasion to provide
acute cover.

- Value CT1 at Scarborough has been permanently decommissioned and faults with CT2 and continued intermittent breakdowns of CT1
20 and 2 at York has impacted delivery of the service.
. [ ]
- ] 95 Actions:
. e
. o No Target Average ambulance handover time in April 2025 was ahead of trajectory at 34 minutes 27 seconds. “Withdraw at 45” (W45) will

_______________________________________________ be launching in Scarborough in May 2025.

o S Communications and complaints writing workshops are being scheduled for delivery in Q1..

Jul 2023 Jan 1024 hul 2024 lam 3032

A rapid process improvement workshop for concerns and complaints management is being planned to be delivered in Q1
2025/26.
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Summary MATRIX 1 of 3

Maternity Scarborough

2
o
<
<
>

IMPROVEMENT

NEUTRAL

CONCERN

HIGH CONCERN

ASSURANCE
= 5 R
( PASS @ | HIT or MISS I FAIL
rf- -x\l
Women affected by suspension - Scarborough * Planned homebirths - Scarborough
SPECIAL CAUSE L/W Co-ordinator supernumerary % - Scarborough
IMPROVEMENT
- J AN J
' I
( | Bookings 213 weeks (exc transfers etc.) - \. l/t Bookings <10 weeks - Scarborough N
Scarborough * Anaesthetic cover on L/W - Scarborough
Births - Scarborough
COMMON Mo. of women delivered - Scarborough
CAUSE / Maternity Unit Closure - Scarborough
SCBU at capacity - Scarborough
NATURAL 1to 1 care in Labour - Scarborough
VARIATION
\
-
\ ,f AN )
rf /..- \\
SCBU at capacity of intensive care cots - Scarborough * Homebirth service suspended - Scarborough
SCBU no of babies affected - Scarb h
SPECIAL CAUSE 1o OTReniEs Rt
CONCERN
N AN J A Page |90




Summary MATRIX 2 of 3 v

CONCERN

Maternity Sca rborough HIGH CONCERN

ASSURANCE

( ) )
PASS @)l HIT or MISS I FAIL <)
g ™ ™y ™y
SPECIAL CAUSE
IMPROVEMENT
M - VAN J
~, . ; ) -
) Assisted Vaginal Births - Scarborough \ £ \
Elective caesarean - Scarborough '
Emergency caesarean - Scarborough
COMMORN Induction of labour - Scarborough
S CAUSE / HDU on L/W - Scarborough
o) BBA - Scarborough
= NATURAL HSIB cases - Scarborough
E VARIATION Neonatal Death - Scarborough
< Antepartum Stillbirth - Scarborough
> Cold babies - Scarborough
| Preterm birth rate <37 weeks - Scarborough
S Preterm birth rate <34 weeks - Scarborough
Preterm birth rate <28 weeks - Scarborough
1
N J J\ /
- =, oY ™
* Normal Births - Scarborough
COMNCERN
AN iy
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York and Scarborough
Scorecard (2) Teaching Hospitals

NHS Foundation Trust

Maternity Scarborough

Executive Owner: Dawn Parkes Operational Lead: Sascha Wells-Munro
Metric Name Month Variation Assurance Current Month Monthly Trajectory | Year End Target/Baseline Target/Baseline

Normal Births - Scarborough 2025-03 @ 49.1% 57% Target

Assisted Vaginal Births - Scarborough 2025-03 7.1% 12.4% Target
e’ A

C/S Births - Scarborough 2025-03 @ 43.8% 43.4% Baseline

Elective caesarean - Scarborough 2025-03 20.5% 17.8% Baseline

Emergency caesarean - Scarborough 2025-03 23.2% 25.6% Baseline
p l‘h-\_.-"

Induction of labour - Scarborough 2025-03 44.1% 44% Baseline
o/ o/

HDU on LW - Scarborough 2025-03 i 5 Target

BBA - Scarborough 2025-03 1 2 Target
oy p—

HSIB cases - Scarborough 2025-03 0 0 Target

Neonatal Death - Scarborough 2025-03 1 0 Target
e NS

Antepartum Stillbirth - Scarborough 2025-03 1 0 Target
p ) —

Intrapartum Stillbirths - Scarborough 2025-03 0 0 Target
N

Cold babies - Scarborough 2025-03 1 1 Target
p— NS

Preterm birth rate <37 weeks - Scarborough 2025-03 1.8% 6% Target
j - N

Preterm birth rate <34 weeks - Scarborough 2025-03 0% 1% Target
j - N/

Preterm birth rate <28 weeks - Scarborough 2025-03 1.8% 0.5% Target
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Summary MATRIX 3 of 3

NEUTRAL

CONCERN

Maternity Sca rborough HIGH CONCERN

ASSURANCE

= T~
( PASS @) | HIT or MISS I FAIL ]
' ™ ™y ™y
Smoking at booking - Scarborough
SPECIAL CAUSE
IMPROVEMENT
. ; AN J
™ Low birthweight rate at term (2.2kg) - Scarborough \ ..-’/ \
Breastfeeding Initiation rate - Scarborough '
Breastfeeding rate at discharge - Scarborough
COMMON Smoking at 36 weeks - Scarborough
S CAUSE / Smoking at 1:|m_e of dellj.rer'?r - Scarhom_ugh
o) Carbon monoxide monitoring at booking -
= NATURAL Scarborough
< VARIATION Carbon monoxide maonitoring at 36 weeks -
st: Scarborough
> PPH = 1.51 as % of all women - Scarborough
l Shoulder Dystocia - Scarborough
h—y 3rd/4th Degree Tear - normal births - Scarborough
3rd/4th Degree Tear - assisted birth - Scarborough
Informal Complaints - Scarborough
Formal Complaints - Scarborough |
\ J AN /
- =, AT ™
SPECIAL CAUSE
CONCERN
A iy

-
p
L
p
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Maternity Scarborough

Scorecard (3)

Executive Owner: Dawn Parkes

Metric Name

Operational Lead: Sascha Wells-Munro

Variation

Assurance

Current Month

Monthly Trajectory

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Year End Target/Baseline

Target/Baseline

Low birthweight rate at term (2.2kg) - Scarborough

Breastfeeding Initiation rate - 5carborough

Breastfeeding rate at discharge - Scarborough

smoking at booking - Scarborough

sSmoking at 36 weeks - Scarborough

Smoking at time of delivery - Scarbarough

Carbon monoxide monitoring at booking - Scarborough

Carbon monoxide monitoring at 36 weeks - Scarborough

SI's - Scarborough

PPH = 1.5L as % of all women - Scarborough

Shoulder Dystacia - Scarborough

3rd/4th Degree Tear - normal births - Scarborough

3rd/4th Degree Tear - assisted birth - Scarborough

Infarmal Complaints - Scarborough

Formal Complaints - Scarborough

Reporting

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2023-10

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

0.9%

71.4%

43.2%

12.8%

91.4%

75.6%

0%

0%

0%

75%

B5%

6%

6%

6%

95%

05%

0%

0%

Target

Target

Target

Target

Target

Target

Target

Target

Target

Baseline

Target

Target

Target

Target

Target
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York and Scarborough
Scorecard (1) Teaching Hospitals

NHS Foundation Trust

Maternity Scarborough

Executive Owner: Dawn Parkes Operational Lead: Sascha Wells-Munro
Metric Name Monthly Trajectory | Year End Target/Baseline Target/Baseline

Bookings - Scarborough 2025-03 ® o4 169 Target
L

Bookings <10 weeks - Scarborough 2025-03 74 4% 90% Target
N,

Bookings 13 weeks (exc transfers etc ) - Scarborough 2025-03 10.6% 10% Target
S’ L

Births - Scarborough 2025-03 111 113 Target
- o

No. of women delivered - Scarborough 2025-03 111 112 Target
N L -

Planned homebirths - Scarborough 2025-03

O 2.7% 2.1% Target

@ © 24 3 Target
Women affected by suspension - Scarborough 2025-03 @ 0 4] Target

Homebirth service suspended - Scarborough 2025-01

j _—
Community midwife called in to unit - 5carborough 2025-03 © 0 3 Target
Maternity Unit Closure - Scarborough 2024-12 2 a Target
\--\_,-—’. \,_\_\__,/
SCBU at capacity - Scarborough 2025-03 4 1 Baseline
>~ -
SCBU at capacity of intensive care cots - Scarborough 2025-03 @ 11 40 Baseline
-,
SCBU no of babies affected - Scarborough 2025-03 @ 1 0 Target
) _—
1to 1 care in Labour - Scarborough 2025-03 1005 100% Target
| _— |
LW Co-ordinator supernumerary % - Scarborough 2025-03 @ 100% 100% Target
S’
Anaesthetic cover on L/W - Scarborough 2025-01 O 5 10 Target
h —
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Summary MATRIX 1 of 3

NEUTRAL

Maternity York CONCERN

HIGH CONCERN

ASSURANCE

Y

PASS HIT or MISS FAIL

®
' Ty

£
\, i

—\\
7\
~

-
* SCBU at capacity - York
* i -
SPECIAL CAUSE L/W Co-ordinator supernumerary % - York
IMPROVEMENT
\ / . VAN J
- ™
( | ,/: Bookings - York ‘\. / \
* Bookings <10 weeks - York
* Births - York
COMMON * MNo. of women delivered - York
= CAUSE ‘( * Planned homebirths - York
. i .
o Homebirth service suspended - York
= NATURAL * Women affected by suspension - York
E VARIATION * Maternity Unit Closure - York
§ * SCBU at capacity of intensive care cots - York
* SCBU no of babies affected - York
*

1to 1 care in Labour - York

(N
\ J
- ™,

SPECIAL CAUSE
CONCERN

® ©

\ AN A VAN Page [96
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York and Scarborough
Scorecard (1) Teaching Hospitals

NHS Foundation Trust

Maternity York

Executive Owner: Dawn Parkes Operational Lead: Sascha Wells-Munro
Metric Name Monthly Trajectory | Year End Target/Baseline Target/Baseline

Bookings - York 2025-03 287 245 Target
S’ N’

Bookings <10 weeks - York 2025-03 T7.7% 90% Target
| T

Bookings 13 weeks (exc transfers etc. ) - York 2025-03 ® 1.4% 10% Target
j —

Births - York 2025-03 210 245 Target
L _— W

No. of women delivered - York 2025-03 206 242 Target
N’ -

Planned homebirths - York 2025-03 0% 2.1% Target

Homebirth service suspended - York 2025-03 f 3 Target
| _—_

Women affected by suspension - York 2025-03 1 4] Target
\_\_\___/- j S_—

Community midwife called in to unit - York 2025-03 © 0 3 Target
S’

Maternity Unit Closure - York 2025-03 0 a Target
\--\_,-—’. \,_\_\__,/

SCBU at capacity - York 2025-03 @ 0 0.2 Baseline

\___'_'_,"

SCBU at capacity of intensive care cots - York 2025-03 29 22 Baseline
S N’

SCBU no of babies affected - York 2025-03 3 4] Target
M ) -

1to 1 care in Labour - York 2025-03 1005 100% Target
| _— L -

LW Co-ordinator supernumerary % - York 2025-03 @ 100% 100% Target

L

Anaesthetic cover on L/W - York 2025-01 10 10 Target

h —
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Summary MATRIX 2 of 3
Maternity York

2
o
<
<
>

SPECIAL CAUSE
IMPROVEMENT

ASSURANCE

IMPROVEMENT

NEUTRAL

CONCERN

HIGH CONCERN

@0

4 N

COMMON
CAUSE /
NATURAL
VARIATION

NN

h, !

PASS @) HIT or MISS ) FAIL
™
* Induction of labour - York
SN

|

Normal Births - York

Assisted Vaginal Births - York
Elective caesarean - York
Emergency caesarean - York

BBA - York

HSIB cases - York

Neonatal Death - York

Antepartum Stillbirth - York

Cold babies - York

Preterm birth rate <37 weeks - York
Preterm birth rate <34 weeks - York
Preterm birth rate <28 weeks - York

ﬂﬁﬁﬁﬂﬁﬂﬂﬂﬂﬂ-\}f

AN

2N

s - \ \
- ™ ™y A g ™y
* (/S Births - York
SPECIAL CAUSE
CONCERN
\ / < J Page [98
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York and Scarborough
Scorecard (2) Teaching Hospitals

NHS Foundation Trust

Maternity York

Executive Owner: Dawn Parkes Operational Lead: Sascha Wells-Munro
Metric Name i Assurance Current Month = Monthly Trajecto Year End Target/Baseline Target/Baseline

Normal Births - York 2025-03 52.1% 57% Target
L S

Assisted Vaginal Births - York 2025-03 5.2% 12.4% Target
L S

C/5 Births - York 2025-03 @ 42 7% 35.4% Baseline

N

Elective caesarean - York 2025-03 19% 14 8% Baszeline
-

Emergency caesarean - York 2025-03 23.7% 20.6% Baseline
T j

Induction of labour - York 2025-03 @ 37.4% 44 7% Baseline

S

HDU on LW - York 2025-03 7 5 Target

BBA - York 2025-03 2 2 Target
S -

HSIB cases - York 2025-03 ] 0 Target
| - L

Neonatal Death - York 2025-03 0 4] Target
L L

Antepartum Stillbirth - York 2025-03 1 Q Target
h  _—

Intrapartum Stillbirths - York 2025-03 0 Q Target
)

Cold babies - York 2025-03 1 1 Target
M )

Preterm birth rate <37 weeks - York 2025-03 5.7% 6% Target
N | _—

Preterm birth rate <34 weeks - York 2025-03 3.8% 2% Target
N, -,

Preterm birth rate <28 weeks - York 2025-03 0% 0.5% Target
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Summary MATRIX 3 of 3

NEUTRAL

Maternity York R
ASSURANCE
/ Al Ol
L PASS @ L HIT or MISS L)1\ FAIL
s ™ ' ™
SPECIAL CAUSE
IMPROVEMENT
- ' A AN vy
[ \\ /‘ Low birthweight rate at term (2.2kg] - York * Carbon monoxide monitoring at 36 weeks - York \
* Smoking at booking - York
* Smoking at 36 weeks - York
* Smoking at time of delivery - York
COMMON * (Carbon monoxide monitoring at booking - York
% CAUSE / * PPH > 1.5L as % of all women - York
= NATURAL * Shoulder Dystocia - York
I VARIATION * 3rd/4th Degree Tear - normal births - York
n<: * 3rd/4th Degree Tear - assisted birth - York
> ®
*

Informal Complaints - York
Formal Complaints - York

\

)
\\..,_ ) Y,

g
™ ™ T

* Breastfeeding Initiation rate - York * Breastfeeding rate at discharge - York

N
Ya

SPECIAL CAUSE
CONCERN

OO
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Maternity York

Scorecard (3)

Executive Owner: Dawn Parkes

Metric Name

Operational Lead: Sascha Wells-Munro

| Month

Assurance

Current Month

Monthly Trajectory

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Year End Target/Baseline Target/Baseline

Low birthweight rate at term (2.2kg) - York

Breastfeeding Initiation rate - York
Breastfeeding rate at discharge - York

Smoking at booking - York

Smoking at 36 weeks - York

Smoking at time of delivery - York

Carbon monoxide monitoring at booking - York
Carbon monoxide monitoring at 36 weeks - York
Sl's - York

PPH > 1.5L as % of all women - York

Shoulder Dystocia - York

3rd/4th Degree Tear - normal births - York
3rd/4th Degree Tear - assisted birth - York
Informal Complaints - York

Formal Complaints - York

: Apr 2025

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

2025-03

.\..__/.

“ —/.'

"’

0.5%

66.6%

51.9%

4.8%

1%

5.8%

85.4%

73.7%

2.4%

1.4%

0%

0%

75%

65%

6%

6%

6%

95%

95%

4.1%

0%

0%

Target

Target

Target

Target

Target

Target

Target

Target

Target

Baseline

Target

Target

Target

Target

Target
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Summary MATRIX

NEUTRAL

CONCERN

Workforce: please note that any metric without a target will not appear in the matrix below i —

ASSURANCE
e =~
( PASS @ | HIT or MISS S FAIL
( {"* Total Agency Whole Time Equivalent Filled N\ (* Annual absence rate N
* Overall corporate induction compliance * HCSW vacancy rate
*  AAC staff corporate induction compliance * Medical & dental staff corporate induction
SPECIAL CAUSE compliance
. . L
IMPROVEMENT Appraisal Activity
: A AN _/
' B g )
I f/* Monthly sickness absence \\‘ A_ Overall stat/mand training compliance _\\
= ) Over:all EETIETELE * AAC staff stat/mand training compliance
(@) el s rells sl * Medical & dental staff stat/mand training compliance
= COMMON * Registered Nursing vacancy rate
é CAUSE / : AHPIWCEEW:HIE I lled
Total B W Time Equi t Fi
<>: NATURAL otal Ban ole Time Equivalent Fille
VARIATION
\
-
"\_ _/ \ _/ l\.‘_ _/
- ~, a D A ™,
*  Midwifery vacancy rate
SPECIAL CAUSE ey
CONCERN
h. oy

-
p
h
I
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Workforce NHS|

York and Scarborough
Scorecard (1) Teaching Hospitals

NHS Foundation Trust

Executive Owner: Polly McMeekin Operational Lead: Lydia Larcum
Metric Name Variation Assurance Current Month Monthly Year End Target
Trajectory

Monthly sickness absence 2025-03 4.9% 5%
S -

Annual absence rate 2025-03 @ 5% 4.3% 4.3%

12 month rolling turnover rate Trust (FTE) 2025-04 @ 8.3% 10%

Owerall vacancy rate 2025-04 6.5% 6%
‘\_\___.- |

HCSW vacancy rate 2025-04 @ @ 3.8% 5%

Midwifery vacancy rate 2025-04 @ 1.1% 0%

Medical and dental vacancy rate 2025-04 7 7% 6%
\-\_o-" S

Registered Nursing vacancy rate 2025-04 6.3% 5%
| — o

AHP vacancy rate 2025-04 B 1% 5.5%

Total Agency Whole Time Equivalent Filled 2025-03 @ 108 151

Total Bank Whole Time Equivalent Filled 2025-03 686.5 557

OWVERALL: Percentage of rosters approved six weeks before start date 2025-03 @ 18.6% 100%

NURSING & MIDWIFERY: Planned versus delivered hours (net hours) per Whole Time 2025-03 3633.1 0 0

Equivalent o

NURSING & MIDWIFERY: Percentage of actual clinical unavailability versus percentage of 2025-03 31% 22% 22%

budgeted clinical unavailabkility (headroom) .

Reporting Page [104




KPIs — Workforce NHS

York and Scarborough
Workforce (1) Teaching Hospitals

NHS Foundation Trust

Executive Owner: Polly McMeekin Operational Lead: Lydia Larcum

Variation Assurance . . . . -
Rationale: Reduce absence resulting in greater workforce availability.

Monthly sickness absence Target: 4.7%

Latest Month

/ 2025-03 Factors impacting performance and actions:

Value Monthly sickness decreased slightly from February (0.2% reduction). Anxiety and

4.9Y% stress-related illness continued to be the highest contributor to absence with just
over a quarter of all sickness being in this category (115.08 WTE). Absence related

- Target to gastrointestinal problems rose slightly from 7.9% to 10.1% (36.86 WTE to 45.24
"""""""""""" A 5os WTE), while cold/’flu accounted for 10% of all absences in March.
The indicator is better than the target for the latest month and is within the control limits. Work is ongoing to reduce absence and support coIIeagues' weIIbeing Recent
The latest months value has improved from the previous month, with a difference of 0.2. developments include:
Variztion  Assurance » The introduction of text message reminders for colleagues booked to attend
Annual sbsence rate @ o Occupational Health (OH). Although only operational for a few weeks, this

already appears to be contributing to a small reduction in DNA rates.
* Our Employee Assistance service now includes an online platform, Ele, which
has thousands of supportive resources to encourage colleagues to take time for

Latest Month

----------------------------------------------- 2025-03 their health and wellbeing. This is free to access, 24/7, to all colleagues.
________________ Sl = ______"_'_-_._ — - Value * A hybrid model of peer and OH vaccinators has been agreed for the 2025 ‘Flu
: Vaccination Campaign, with the incentive of one day annual leave as part of a
5% prize draw to encourage uptake.
44 Target
The latest results from the National Quarterly Pulse Survey showed a higher
20 e 2024 Jul 2z e 20 4.3% response rate amongst Trust staff (8%) than in the previous quarter (6%). The
The indicator is worse than the target for the latest month and is within the control limits. Trust’s scores for engagement are below the NHS average; however, there was
The latest months value has deteriorated from the previous month, with a difference of 0.1 some improvement including the overall engagement score which was 6.01. It was

5.64 in the previous quarter and 5.42 in April 2024.
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KPIs — Workforce

Workforce (2)

Executive Owner: Polly McMeekin

Variation Assurance

© &

Latest Month

2025-04

Value

8.3%

[ | s & -
........................ =P I oo iy . N Target
.-'.-- )

10%

The indicator is better than the target for the latest month and is not within the control limits.

12 month rolling turnover rate Trust (FTE)

........................

The latest months value has improved fram the previous month, with a difference of 0.2.

Wariation Assurance
Overall vacancy rate

Latest Month

2025-04

Value

. . -’ 6.5%

———————————————————— e Target

6%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 0.4.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Lydia Larcum

Rationale: Reduce turnover resulting in greater workforce availability.
Target: Turnover 10% Vacancy Rate 6%

Factors impacting performance and actions:

Recruitment restrictions remain in place through the enhanced vacancy
control process. At the end of March 2025, the Trust was 2.3% (226 WTE)
above its 2024-25 planned workforce size. This is largely attributable to a
combination of filling vacancies and covering absences. The substantive
workforce grew by 8 WTE from February. Bank workforce also increased by
13 WTE although this was exceeded by a reduction in agency workforce (14
WTE).

The vacancy reduction in April shown in the chart opposite is attributable
to a 29 WTE reduction in budgeted establishments.

Following new directions from NHS England, the Trust is currently in the
process of revising its operational plans for 2025-26. The new instructions
include a requirement to achieve a £5.4 million reduction in the cost of
corporate services. This forms part of a wider programme of cost
improvement that includes commitments to reduce the size of the
temporary workforce (bank and agency) by 117 WTE in the 12-months to
March 2026.
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KPIs — Workforce NHS

York and Scarborough
Workforce (3) Teaching Hospitals

NHS Foundation Trust

Executive Owner: Polly McMeekin Operational Lead: Lydia Larcum
Variation Assurance Rationale: Reduce vacancy factor resulting in greater workforce availability.
Medical and dental vacancy rate Target: M&D vacancy rate 6%, AHP vacancy rate 8.5%

Latest Month

------------------------------------------------ Factors impacting performance and actions:

2025-04
_ velee In April, the Trust welcomed 12 new medical staff including four permanent
""""" A7 A Y’ it Wbl il 7.7% consultants within Gastroenterology, Palliative Care and Dermatology.
_______________________________________________ Target
[ o In addition, 14 offers of employment in medical posts were made, including
s s 6% five consultant posts, with two being for permanent posts in General
The indicator is worse than the target for the latest month and is within the control limits. Su rgery.

The latest months value has deteriorated from the previous month, with a difference of 0.2
The Trust is starting to receive trainee grids in preparation for August
Variation Assurance changeover.

AHP vacancy rate

At the start of May, the Trust welcomed six internationally educated nurses
Latest Manth following their successful completion of the Bridging Course, created in
conjunction with schools of nursing in Kerala, India. The nurses have

--------------------------------------- 2025-04 started their OSCE training and preparing for their exam next month.
__________________________________________ Value
- e = i i i i joi
. o P 2.1% 17 Pre-Registration Allied Health Professionals are due to join the
____________ ?_._.____-""1___""_"_"_"________ Farget organisation over the summer months.
‘ .
Jull 2024 lam 2025 85%

The indicator is better than the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 1.4.
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KPIs — Workforce

Workforce (4)

Executive Owner: Polly McMeekin

Variation Assurance
— =~
@ S

Latest Month

HCSW vacancy rate

2025-04
"""""""""""""""""""""""""" Value
0,
.T' R R - . -y 98!’6
Diiiiizzizziiiziiiiiziiiiiiooee®oooooooo e
5%

The indicator is worse than the target for the |latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 0.2.

Variation Assurance
Midwifery vacancy rate Q
P

Latest Month

2025-04

Value

1.1%
Target
0%

The indicator is worse than the target for the latest month and is within the control limits.

The latest months value has improved from the previous month, with a difference of 1.4.

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Lydia Larcum

Rationale: Reduce vacancy factor resulting in greater workforce availability.
Target: HCSW vacancy rate 5%, Midwifery vacancy rate 0%

Factors impacting performance and actions:

Following the recent completion of nursing inpatient establishment
reviews, plans are being made to look at increasing use of Long Day shifts
on wards. This has the potential to make rosters more efficient and reduce
the level of establishments for Health Care Support Workers (HCSWs) and
Registered Nurses (RNs). This would allow for some budget to be re-
allocated to increase the level of time allocated for ward management. A
further impact of the reconfiguration is that it would reduce vacancy rates
with HCSW vacancies falling by as many as 41 WTE (-3.2% from the current
vacancy rate).

There are currently 26.89 WTE HCSWs undertaking pre-employment checks
with the Trust. A further 14.53 WTE HCSWs are booked onto upcoming
Academy programmes.

As part of the ongoing monitoring of Nursing Associates it was agreed to
include the number of Nursing Associates employed by the Trust in the
TPR. Although the headcount remains the same between March and April
(66) the WTE has increased slightly from 60.07 to 60.67 WTE.
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Workforce (5)

Executive Owner: Polly McMeekin

Operational Lead: Lydia Larcum

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

WTE Funded WTE Temporary WTE Variance between Requested and WTE Variance between Total Filled and
Establishment |WTE Vacancy |WTE Sickness |Staffing Requested Vacancy & Sickness WTE Filled by Bank  |WTE Filled by Agency  |Vacancy & Sickness
Nursing
Jan-25 2599.84 143.44 128.03 333.00 61.53 176.50 74.80 -20.17
Feb-25 2589.30 126.35 122.54 288.80 39.91 180.90 54.90 -13.09
Mar-25 2599.22 125.62 117.04 314.20 71.54 212.90 54.90 25.14
HCA
Jan-25 1277.11 121.98 62.43 319.80 135.39 240.80 0.00 56.39
Feb-25 1264.72 100.18 59.15 277.30 117.97 216.10 0.00 56.77
Mar-25 1278.48 123.17 56.03 292.20 113.00 243.00 0.00 63.80
M&D
Jan-25 1106.04 65.44 52.10 160.31 42.77 81.10 56.43 19.99
Feb-25 1103.85 63.71 49.49 147.13 33.93 78.70 49.31 14.81
Mar-25 1105.25 82.47 47.49 153.00 23.04 93.90 51.60 15.54

Factors impacting performance and actions:

The Nursing eRostering Assurance Group and Medical Temporary Staffing Review Group continue to monitor KPIs to ensure temporary staffing use is being managed effectively and to
explore opportunities for improvement.

The Collaborative Bank has gone live, enabling nursing staff to book shifts across partnering organisations in the region. The Trust is yet to receive any bookings but continues to work
with system partners around the development of the Collaborative Bank and increasing staff membership. The next step of the collaborative is to explore expanding the service to cover
medical roles.

At the end of April, the Trust completed the transition to bring the management of medical agency use in house. Historically, this service has been provided by a master vendor

contract, which attracted a service fee for the organisation. By bringing the service in-house, the Trust is predicted save over £120k per annum and will have direct control of the
relationship with agency suppliers, supporting the negotiation of rates and helping to reduce agency costs further. Through transition to an in-house service, the Trust has put in place
the system and processes to maintain the 100% direct engagement (DE) rate for medical agency bookings. DE is considered the most cost-effective approach for agency bookings.

The Trust has been monitoring the number of administrative bank shifts undertaken each month. 642 shifts were worked in April which is a notable reduction from the previous month,
when 732 shifts were worked. With further restrictions introduced around vacancy control, the organisation will continue to monitor this activity closely.
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York and Scarborough

Teaching Hospitals
Workforce (6) NHS F%undatifn Trust
Executive Owner: Polly McMeekin Operational Lead: Lydia Larcum
) Variztian  Assurance Rationale: Ensure maximum availability of workforce through effective rostering,
NURSING & MIDWIFERY: F"lal'inEdIUElSl.IS nlljelwered hours (net hours) Q supporting reduction in temporary stafﬁng reliance.
per Whole Time Equivalent Ry )
— Target: Net hours fewer than 12.5 hours per person.

Clinical Unavailability within budgeted headroom.

Latest Month

FARY J,f 2025-03 Factors impacting performance and actions:
el | \ ./ The Trust has self-assessed at Level 4 of the NHS England Level of Attainment Standards
Valus for eRostering within nursing in-patient ward areas.
. \ 3633.1
v e . * Within nursing in-patient ward areas, the latest data shows only 50% of rosters were
S B Nl il arget published on time (down from 85%), with 41% of rosters for non-IPUs (down from 55%).
""""""""""""""""" ¥ 0 The aim is to publish 100% of rosters with at least 6 weeks’ notice.
fan s ul s fan s The utilisation of self-rostering or the auto-roster function is low at present. Ward 31 have
The indicator is worse than the target for the latest month and is within the control limits. recently Stopped piloting self rostering. The Trust is exp|oring ways to increase take-up, to
The latest months value has improved from the previous month, with a difference of 2425.6. release efficiencies and support a better work life balance for staff.
0y
Number of % of areas Number.of % of rosters
Variztion Assurance % of rosters If X G areas using auto-rostered
NURSING & MIDWIFERY: Percentage of actual clinical unavailability self-rostered areas sets using au o-. auto-roster where function
. . o rostered roster function .
versus percentage of budgeted clinical unavailability {headroom) [ O function used
)
3.5% 2 21% 12 33.02%
________________________________________________ Latest Month
2 o 0 a1 a6 2%
m -
A L, 202503 o 0 os 53 o
an & ’.""i’ F \l /.\ LY ot Value
™ "--.-" ’ \" 4 h . . .
L4 - - v -— 31% 74% of the workforce are now on HealthRoster. The Trust is aiming to have 90% of the
L clinical workforce on eRostering by Summer 2025. There are just two staffing groups
................................................ Target remaining to achieve this.
The indicator is worse than the target for the latest month and is within the control limits. Nursing and MidWifery 99% AHP 99%
_ : ) ) Additional Clinical Services 91% Healthcare Scientists 69%
he latest months value has deteriorated from the previous month, with 2 difference of 3.0.
Sci and Technical 94% Medical and Dental 58%
Admin and Clerical 55% Estates and Ancillary 4%
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NHS Foundation Trust

Executive Owner: Polly McMeekin  Operational Lead: Will Thornton/ Lydia Larcum

Metric Name

Variation

Assurance

Current Month

Monthly

Trajectory

Year End Target

Overall stat/mand training compliance

Overall corporate induction compliance

AAC staff stat/mand training compliance

AAC staff corporate induction compliance

Medical & dental staff stat/mand training compliance

Medical & dental staff corporate induction compliance

Appraisal Activity

Percentage recommending the Trust as a place to work (quarterly - data source is PULSE, Staff

Survey data omitted for Q3)

Percentage recommending the Trust as a place to receive treatment (quarterly - data taken
from PULSE, Staff Survey data omitted for Q3)

: Apr 2025

2025-04

2025-04

2025-04

2025-04

2025-04

2025-04

2024-12

2025-04

2025-04

®(

(
b

BOO®

@

{.
\

C

OO®

88.2%

39.6%

37.3%

92.3%
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KPIs — Workforce

Workforce (7)

Executive Owner: Polly McMeekin

Variation Assurance

Overall stat/mand training compliance I :

Latest Month

........ e iiiiiiiiii... 2025-04

a8 > Value
87%
Target

90%

......

The indicator iz worse than the target for the latest month and is within the control limits.

The latest months value has remained the same from the previous maonth, with a difference of 0.0,

Variation Assurance

Overall corporate induction compliance

&

00000 00000ee LHesthMonth

2025-04

Value

""""""""""""""""""""""""""" 96%

Target

95%

Reporting Month: Apr 2025

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Will Thornton & Gail Dunning

Rationale: Trained workforce delivering consistently safe care
Target: Mandatory Training 90% and Corporate Induction 95%

Factors impacting performance and actions:

From April, the Trust adopted a new target for statutory and mandatory
training compliance. The 90% target strives for a 3% increase in the level
of completion from the current position. There are some key groups that
form the focus of improvement plans, including YTHFM, medical and
dental, and bank staff. It is anticipated that the recent national agreement
for portability of mandatory training for staff moving between NHS
organisations will also support improvements in compliance in the
medium-term.

Within the current compliance position of 87%, classroom-based subjects
continue to show a lower-level of completion than those which are
provided via elearning. The Level 3 Safeguarding Children (Core)
programme, strands of the resuscitation training programme and the
higher-level Mental Capacity Act training are all the subject of review due
to completion rates which are 15% or more below target.
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Summary MATRIX

NEUTRAL

Digital: please note that any metric without a target will not appear in the matrix below H,GC: :f,,ii':,w

ASSURANCE

7 aai =
L PASS @) [ HIT or MISS )| [ FAIL
e ™ e ™y
SPECIAL CAUSE
IMPROVEMENT
. ) "o AN /
4 h * Number of P1 incidents® \ l'/ ‘\u
* Percentage of FOIs and EIRs responded to within 20
working days (monthly)
COMMON
> CAUSE /
o NATURAL
g VARIATION
<
> |
-y
A / N AN /
-
* Percentage of patient Subject 4 N (€ N
Access Requests (SAR) processed
SPECIAL CAUSE within 1 calendar month {monthly)
CONCERN
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Digital & Information Services (DIS)

Executive Owner: James Hawkins Operational Lead: Steve Lawrie/Rebecca Bradley

Metric Name Variation Assurance Current Month Monthly Year End Target
Trajectory
Mumber of P1 incidents® 2025-04 3 a
Ly N
Total number of calls to Service Desk 2025-04 @ 4322
Total number of calls abandoned 2025-04 1060
")
Mumber of information security incidents reported and investigated 2025-04 37
|
Mumber of patient Subject Access Requests (SAR) received (monthly) 2025-04 364
Mumber of patient Subject Access Requests (SAR) completed (manthly) 2025-04 372
Percentage of patient Subject Access Requests (SAR) processed within 1 calendar month 2025-04 c T2% 80%
(monthly)
Mumber of FOIs and EIRs received {monthly) 2025-04 85
N,
Mumber of FOIs and EIRs completed {monthly) 2025-04 29
Percentage of FOIs and EIRs responded to within 20 working days (monthly) 2025-04 E0% 80%
- j -
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Digital & Information Services (DIS)

DIS (1)

Executive Owner: James Hawkins

Varigtion Assurance

Mumber of P1 incidents™®

Latest Month

2025-04

Value

The latest months value has improved from the previous month, with a difference of 1.0.

Variaticn Assurance
&

Total number of calls to Service Desk

Latest Month

2025-04
Valus
e, 4322
- L Mo Target

The latest months value has improved from the previous month, with a difference of 74.0.

NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Operational Lead: Stuart Cassidy
Rationale: Reduction in P1 Incidents and Service Desk Calls are a proxy for better digital service

Target: 0 P1 Incidents

Factors impacting performance:
3x P1 incidents occurred.

1. 4/4 Scarborough Bleep system fault occurred around 0015 and was resolved by 0254. This
was not reported to IT Support and dealt with between Switchboard and Multitone Support.

2. 4/4 York Bleep system fault occurred following a site visit by 3" party support. Identified
after they left, workaround implemented using secondary antennae, and then resolved when
engineer returned to site.

3. 30/4 Network performance issues affecting external internet-based sites, e.g. Badgernet.
Planned technical changes resulted in some unexpected behaviours and caused some users’
accounts to become locked out. Duration 2 hours. Workarounds were implemented to
minimize disruption on 30/4 and fixes tested and fully applied by 2/5

Actions:

Telephone call performance has stabilised following disruption to staffing levels after internal
promotions.

The telephone queue provides information on both the caller’s place in the queue, and also a
“message of the day” for any high-impact incidents, along with encouraging staff to use the online IT
Self Service route for non-urgent support.

Staff waiting on hold may choose to hang up after hearing the recorded messages if their issue is not
urgent and then call later, or may choose to use the IT Self Service route to support instead.

We will continue to promote the use of IT Self Service as a route to support for non-urgent faults and
service requests. This can provide access 24/7 to knowledge articles and request forms that help
capture all the relevant details to enable IT support services to be delivered efficiently and
effectively.

We aim to mitigate any increased support demand related to planned project work by clear
communications and directing users to online support routes. E.g. e-mail archives are being migrated
from P:\ to the Online Archive, which may result in some support queries.

Page [116




NHS|

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Digital & Information Services (DIS)

DIS (2)

Executive Owner: James Hawkins

ariation Assurance

Mumber of information security incidents reported and investigated

Latest Month

2025-04

Value

37

n Mo Target

The latest months value has deteriorated from the previous month, with a difference of 9.0.

Variation Assurance
Mumber of patient Subject Access Requests (SAR) received (monthly)
-

Latest Month
&0

2025-04
Value
200 .
364
e - Mo Target
Jul 202 Jan 2024 Jul 2024 lan 2025

The latest manths value has deteriorated from the previous month, with a difference of 95.0.

Reporting M

: Apr 2025

Operational Lead: Rebecca Bradley

Rationale: Monitoring of information security incidents and ensuring these are
investigated and actioned as appropriate.

Number of information security incidents reported and investigated

Factors impacting performance:
There has been a small increase in incidents during April.

Actions: Trends will be communicated to staff and root cause analysis will be completed
on all incident investigations.

Rationale: Monitoring of Subject Access Requests received to ensure the Trust is
managing its statutory obligations under the UK GDPR.

Number of Subject Access Requests (SAR) submitted by patients

Factors impacting performance:

The reporting for SARs has changed to only include patient access requests. Previous
reports have also included police requests, access to health records (deceased patients)
and ad hoc external requests which are no longer included in this count.
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Digital & Information Services (DIS)

Executive Owner: James Hawkins Operational Lead: Rebecca Bradley
Variation Assurance Rationale: Ensuring the Trust responds to % Freedom of Information (Fol) request and
Number of FOIs and EIRs received (monthly) Environmental Information Regulation (EIR) requests in line with legislation
_— Target: 80% Freedom of Information (Fol) request and Environmental Information

Regulation (EIR) requests responded to within 20 days
Latest Month

2025-04 Factors impacting performance:.
. valus Number of FOIs Received
85 o
The number of Fols the Trust received in April has increased.
Al Mo Target
“““““““““““““““““““““““““ Actions: N/A
Jul 2023 Jam 2024 Jul 2024 Jan 2005

Percentage of FOIs responded to within 20 working days

The latest months value has deteriorated from the previous month, with a difference of 20.0.
Requests being sent out on time has decreased; this has been impacted by staff absences

within the 1G team but remains on target.

Variation Assurance
Percentage of FOIs and EIRs responded to within 20 working days
(monthly)

Latest Maonth

Y . " 202504
Value
80%
Target

an 2024 i 2024 Jan 2025 80%

The indicator is equal to the target for the latest month and is within the control limits.

The latest months value has deteriorated from the previous month, with a difference of 11.0.
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Summary Dashboard and Income & Expenditure

Finance (1)

OPERATIONAL FINANCIAL PLAN 2025/26
SUMMARY INCOME & EXPENDITURE POSITION

. The Trust Submitted its Operational Financial Plan to

. £'000
NHSE on 30" April 2025. The plan presented a balanced INCOME
income and expenditure (I&E) position as per the table Operating Income from Patient Care Activities
opposite. NHS England 85,178
Integrated Care Boards 693,623
o ] Other including Local Authorities, PPI etc.. 8,780
. The Trust's balanced position forms part of a wider HNY 787.581
ICB balanced I&E plan. Other Operating Income
R&D, Education & Training, SHYPS etc.. 93,320
. The Trust has a planned operational I&E surplus of £1.3m, Total Income 880,901
but for the purposes of assessing financial performance
NHSE remove certain technical adjustments to arrive at Wf Expendit S
. . . ross Uperating endiure - "
the underlying financial performance. Less: CIP 55290
. Total Expenditure -867,345
. It should be noted that the Trust's projected balanced
position is after the planned delivery of a significant OPERATING SURPLUS / (DEFICIT) 13,556
efficiency programme of £55.3m. Finance Costs (Interest Receivable / Payable / PDC Dividend)| -12,196
. . . SURPLUS / (DEFICIT) FOR THE YEAR 1,360
. The plan is designed to assist the Trust meet all the
required performance targets in 2025/26 ADJUSTED FINANCIAL PERFORMANCE
MNet Surplus / (Deficit) 1,360
Add Back
I&E Impairments 5,000
Remove capital donations / grants I&E impact -6,360
ADJUSTED FINANCIAL SURPLUS / (DEFICIT) 0

Reporting Month: April 2025
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NHS Foundation Trust

Key Indicator Previous Current Trend Actual
Month Month HETIRA D) Variance
A 4 o B [T O
n/a -£0.9m n/a n/a Clinical Income 789,810 65,818 65,952 134 789,810
CIOETEIES 91,000 7591 6828  -763 91,090

Other Income

Corporate CIP
Delivery Variance to n/a £1.0m n/a n/a Total Income 880,901 73408 72779  -629] 880,901

Plan (£26.6m target)

Summary Dashboard and Income & Expenditure

Core CIP Delivery
Variance to Plan n/a -£0.9m n/a n/a
(E27.3m Target)

Pay Expenditure -607,934 -48,188 -49,260  -1,072 -607,934
-76,139  -6,345  -6,484 -139  -76,139
Supplies & Services -93,893 -7,808 -7,208 599 -93,893
Other Expenditure -143,139 -11,972 -10,275 1,697 -143,139
Outstanding CIP 53,761 1,975 0 -1975 53,761

Total Expenditure

Business Case CIP
Delivery Variance to n/a -£0.1m n/a n/a
plan (£1.4m target)

Variance to Agency n/a -£0.3m n/a n/a
Cap

Operating Surplus/(Defict) | 13556 1,070 449 1,519 13556
Position n/a £38.1m n/a n/a Other Finance Costs -12,196  -1,016 -817 200 -12,196
Capital Programme n/a -£0.4m n/a n/a NHSE Normalisation Adj -1360 -530 -121 409 -1360

Adjusted suplus/(Defic) | 0479 -1 s 0

Tfhe I&E table confirms an actual adjusted deficit of £1.4m against a planned deficit of £0.5m, leaving the Trust with an adverse variance to plan
of £0.9m.

Variance to Plan

At this early stage of the financial year the forecast is that the Trust will take mitigating actions that will successfully deliver a balanced position.
This will be kept under review as the year progresses.
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Key Subjective Variances: Trust

Favourable

Variance / (adverse) Main Driver(s) Mitigations and Actions
£000

NHS (£2,950) NHSE under trade linked to services which have been delegated to ICB to  Confirm contracting arrangements and ensure
England commission. There is a corresponding over trade on ICB line below. plans and actual income reporting align.
income

ICB Income £3,053 See above See above

Employee (E1,072)  Agency, bank and WLI spending is ahead of plan to cover medical To continue to control agency spending within the
Expenses vacancies. cap into 2025/26. Work being led by HR Team to
apply NHSE agency best practice controls,
continued recruitment programmes (including
overseas recruitment). Vacancy control measures

now in place.
Clinical £599 Favourable variance is linked to a delay in implementation of the To continue to control non-pay expenditure within
Supplies & Scarborough CDC, lower than anticipated expenditure on consumablesin  budget

Services SHYPS and lower than anticipated spend on insulin pumps in Medicine.

(£1,975) The Corporate Programme is £1.0m behind plan, the Core Programmeis  Continued focus on delivery of the CIP overseen
£0.9m behind plan and the Business Case Programme is £0.1m behind by the Efficiency Delivery Group.
plan.

Other Costs £1,697 Linked to reserve balances and is largely the result of delays to planned To continue to monitor
initiatives.

Reporting Month: April 2025




Cumulative Actual Financial Performance vs Plan INHS
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NHS Foundation Trust

Cumulative Actual Financial Performance vs Plan
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Plan ==@=— Actual

The income and expenditure plan profile shows an expected cumulative deficit throughout the year with a balanced
position achieved in March 2026. The improvement in quarter 4 is due to an expected acceleration of delivery of the
efficiency programme.

The actual I&E performance in April 2025 is a deficit of £1.4m compared to a planned deficit of £0.5m. This represents
an adverse variance to plan of £0.9m.

Reporting Month: April 2025
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Care Group Forecast

Year to Date 2025/26 Care Group Financial Position

Annual
" YTD
Adjusted |YTD Budget| YTD Actual . . . .
Care Group Budget Variance Key Drivers of YTD Adjusted Variance
000 | 000 | £000 | 000 [ £000 [ £000

Cancer Specialist & Clinical Support Services Group 228,089 19,342 18,403 938 19,360 956 Underspend driven by Scarborough CDC Delay and vacancies in other areas this are partially offset by CIP behind plan
and increased expenditure on Outsourced Histopathology and Radiology

Family Health Care Group 84,240 7,111 7,291 -180 7,167 -124 £44k relates to the premium cost of covering medical vacancies, £38k Community Nursing overspend, £177k Midwifery
overspend, £121k other pay underspend, £24k unachieved CIP.

[Tl 184,079 15543 15968 426 15733 -235 £202k relates to the YTD pressure of the unachieved CIP target.

Surgery 156,303 13,189 13,890 -701 13,241 -649 £243k adverse variance relates to Resident Doctors pay costs over budget; £221k WLI spend over budget/ capacity gap

£151k unachieved CIP & £42k unfunded nursing cost pressures - Ward 25 & Day Unit.

Mo | el sum s s sss0| s

Full Year 2025/26 Care Group Forecast Financial Position

Forecast Forecast
Annual :
Adiusted Prior to Post Forecast
Care Group Btjx o Mitigating | Actions | Mitigating| Variance Key Drivers of Forecast Variance
E Actions Actions

Cancer Specialist & Clinical Support Services Group 228,089 227,269 0 227,269 820 Forecast deterioration largely due to expected increase in diagnostic costs (Pathology,Radiology and Endoscopy) based on previous
6 month run rate and CIP planning gap, offset largely by ongoing vacancy expectation.

Family Health Care Group 84,240 86,701 0 86,701 -2,461 £272k relates to the premium cost of covering medical vacancies, £451k Community Nursing overspend, £1.491m Midwifery
overspend, £1.2m other pay underspend, £1.450m unplanned CIP.

184,079 193,018 -166 192,853 -8,773 £5.1m relates to the CIP planning gap, and £2.2m relates to unachieved Vacancy Factor.

156,303 166,844 0 166,844  -10,542 £3m over-spend on Resident Doctors including premium cost of covering vacancies; £2.6m WLI spend over budget including Theatre
capacity gap (weekends); £2m unachieved CIP; 2.6m unachieved vacancy factor & £0.5m unfunded nursing cost pressures - Ward 25
& Day Unit.

T I T T I
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Agency, Workforce, Elective Recovery Fund

Finance (6)
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Agency Cap =@ Actual

Establishment Year to Date Expenditure

| Budget | Acual | Variance | Budget | Actual | Variance |
L wre |owre | owre | e | e | £ ]

2,571.29 2,464.09 107.20 12,582 12,809 -227

Registered Nurses

Scientific, Therapeutic and Technical 1,308.11 1,239.96 68.15 6,359 6,249 110
upport To Clinical Staff 1,939.78 1,707.96 231.82 5,816 5,532 283
Medical and Dental 1,107.94 1022.65 85.29 12,654 13,900 -1,246
Non-Medical - Non-Clinical 3,211.14 2,898.60 312.54 10,942 10,580 362
Reserves -356 0 -356
192 191 il

TOTAL

Trust Performance Summary vs 2025-26 Trust Plan

Care Group Analysis Activity only in the Scope of ERF (EL, DC, OPFA, OP Procedures, A and G) Excludes LVA ICBs
Weighted Value
Trust Plan
Trust Plan Month 01 Phase Activity to
Weighted Value as per NHSE Month 01 Actual
Care Group At 25/26 prices submit Variance -
CSCS £28,204,234 £2,220,644 £2,054,253 -£166,391
Family Health £13,429,031 £1,057,726 £810,803 -£246,923
Medicine £24,598,488 £1,937,076 £2,218,334 £281,257
Surgery £100,315,152 £7,899,243 £7,600,385 -£298,858
Corporate (Advice and Guidance) Est £10,756,568 £847,430 £658,452 -£188,978
Corporate Adjustment to plan £62,419 £1941 £0 -£1,941
All Care Groups £177,365,893 £13,964,060 £13,342,227 -£621,833

Reporting

April 2025

NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Agency Controls

The Trust has an agency reduction target of 40% based on 2024/25 outturn.
Expenditure on agency staff in April is £1.178m against a plan of £0.831m,
representing an adverse variance of £0.347m.

Workforce

This table presents a breakdown by staff group of the planned and actual
workforce establishment in whole time equivalents (WTE) and spend for the
year. The table illustrates that the key driver for the operational pay
overspend position is premium rate spend against Medical and Dental staff.

Elective Recovery Fund

We continue to report on Elective Recovery Performance on an early ‘heads-up’
approach using partially coded actual elective activity data and extrapolating this
for the year to date before applying average tariff income to the activity. Care
Group weighted activity plans for 2025/26 are aligned to the associated elective
income within the contract values agreed with Commissioners.

Given the potential limits on Elective Recovery Funding in 2025/26, it is important
to closely monitor the position to ensure weighted activity plans are not exceeded
at Trust level without ICB Commissioner discussion and authorisation. Additional
system funding may become available in year if other system providers are under
their agreed plan and elective resource can be redirected.

At Month 1, ERF performance is under the planned level of weighted ERF activity
by £622k.




Cost Improvement Programme

Finance (7)

Cumulative Delivery and Planned Savings Profile v Target
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Efficiency Programme

The total trust efficiency target is £55.3m, £1.6m has been achieved
in full year terms and the month 1 YTD position is £2m behind plan.
The programme has plans totalling £49.7m giving an unidentified
planning gap of £5.6m.

Corporate Efficiency Programme

The Corporate efficiency programme has a Target of £26.6m, no
delivery has been achieved in month 1 and it is £1m behind plan YTD
at month 1.

Core Efficiency Programme

The Core efficiency programme has a Target of £27.3m, £1.6m has
been delivered in full year terms and the month 1 YTD position is
£0.9m behind plan.

Business Cases
Business case efficiencies have a Target of £1.4m, no delivery has

been actioned in month 1, and it is £0.1m behind plan YTD at month
1.
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Current Cash Position and Better Payment Practice Code (BPPC)

The Group’s cash plan for 2025/26 is for the cash balance to reduce through the year resulting in a closing balance of £33.4m at the end of
March 2026.

The table below summarises the planned and actual month end cash balances.

Month Mth 1 Mth 2 Mth 3 Mth 4 Mth 5 Mth 6 Mth 7 Mth 8 Mth 9 Mth10 Mth11 Mth12
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
EE 48,728 43,285 39,402 41,443 42,294 35,924 29,962 34,122 33,845 32,386 35,435 33,442

(Closing Cash Balance Forecast 2025 - 26

The cash forecast graph illustrates the cash position based on the
actual cash balance at the end of April, at £38.1m against a plan
balance of £48.7m, which is £10.6m adverse to plan.

This is mainly due to reduction of creditors earlier than planned.

At this stage, we are not expecting a requirement for cash support in
2025/26, however this will be closely monitored alongside the delivery
of the Trust’s I&E plan and the efficiency program as any slippage will
impact cash reserves, and a cash support application may have to be

Cash £m)

made.
Better Payment Practice Code 100% 92%
The BPPC is a nationally prescribed target focussed on ensuring the
timely payment by NHS organisations to the suppliers of services and
products to the NHS. The target threshold is that 95% of suppliers =0% %
should be paid within 30 days of the receipt of an invoice.
The graph illustrates that in April the Trust managed to pay 90% of its e T e o B —-—=T 7 T ¥ p——"=T e

suppliers within 30 days.

Reporting Month: April 2025
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Current and Forecast Capital Position

The board approved capital plan for 2025/26 is £88m. After adjustments for donated & grant funded schemes and the planned disposal of Clarence
Street, net CDEL for the year is £80.7m. The main schemes within the plan are:

. £28m - Scarborough RAAC

. £8m — York VIU / PACU / Hybrid Theatre

. £8.4m — Electronic Patient Record

. £4.8m - Scarborough Hospital PSDS4 Decarbonisation Project (Salix Grant)
. £3.5m — Backlog Maintenance

. £1.5m — DIS Investment Programme

. £5m — Capital Prioritisation Process

. £7.8m — Leasing programme Equipment, Vehicles, Buildings

2025/26 Capital Position Annual Variance
Plan to Plan

£000s £000s

HUSIRe Bl 56,525 466 673 207 The M1 position is £435km ahead of plan.

IFRS 16 Lease Funded Schemes 7,838 - - -

Depreciation Funded Schemes 16,626 366 594 228 This is mainly due to the VIU/PACU/HT schemes running
ahead of the plan phasing.

Charitable & Grant Funded Schemes 7,213 18 4 (14)

Total Capital 88,202 850 1,271 421 There are no significant issues to report at M1.

Less Charitable & Grant Funded (7,213) (18) (4) 14

Schemes

Less Sale of Clarence Street (325) - - -

Total Capital (Net CDEL) 80,664 832 1,267 435

Reporting Month: April 2025
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NHSE shared a draft letter regarding 2024/25 closedown and 2025/26 arrangements, focusing
on the efficiency programme:

Key deadlines include:

e corporate reduction plans by end of May

* no unidentified CIP in plans by end of May
e and no high-risk schemes by end of June.

Fortnightly reporting on CIP position and monthly oversight meetings will be required.
Plans are categorised by risk:
® high (opportunities)

medium (plans in progress)

® low (fully developed plans).

Non-compliance of efficiency governance arrangements by end of Q1 risks losing £16.5m deficit
support funding; from Q2 onwards, failure to deliver the plan also risks losing support.

NHSE will not provide cash support in 2025/26

Reporting Month: April 2025
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Trust Objectives

To provide timely, responsive, safe, accessible effective care at all times.

To create a great place to work, learn and thrive.

[] To work together with partners to improve the health and wellbeing of the
communities we serve.

[] Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

[] To use resources to deliver healthcare today without compromising the health of
future generations.

To be well led with effective governance and sound finance.
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Inclusion (EDI) (please document in report)

Effective Clinical Pathways

Trust Culture O Yes
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Transformative Services [ No

Sustainability Green Plan
Financial Balance
Effective Governance
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oggoogod

Executive Summary:

This report provides an update on activity linked to the Health and Social Care Regulator,
the Care Quality Commission.

At the time of writing this report, the Trust has not received the draft report following the
onsite inspection on 14 and 15 January 2025. An improvement plan based on the CQC
feedback received, and from review of the evidence sent to support the inspection, is
being drafted.

There are three actions which remain open from the 2022/23 inspection. Position
statements on all three actions are due to be presented at the Journey to Excellence
meeting on 12 May 2025.

There have been no new CQC cases received this month.

Care Quality Commission (CQC) Update Report
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Recommendation:

For members of the Board of Directors to note the Care Group clinical audit plans for

2025/26.

Report Exempt from Public Disclosure

No X Yes [

Report History

Meeting/Engagement

Date

Outcome/Recommendation

Patient Safety and Clinical
Effectiveness Sub-Committee

14 May 2025

Not presented at the time of
submitting the paper.
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1. CQC Activity

A Trust led after action review of the January 2025 CQC on-site inspection was held on 1 April
2025. The aim of this session was to obtain learning from when the CQC were on-site, the
collation of the supplementary evidence requested by the CQC and the communication during
and after the on-site visit. The agreed actions from this session are included in Appendix A of
this report.

The Trust has yet to receive any further feedback from the CQC following the inspection in
January 2025. The Quality Governance team is drafting an improvement plan feedback from the
CQC during the inspection, and from review of the evidence requested to support the
inspection.

The next CQC engagement meeting is scheduled to take place on Wednesday 28 May.
2. Journey to Excellence Group

The Terms of Reference for the Journey to Excellence Group has been revised and was
presented for approval at the meeting on 28 April 2025. Some minor amendments to the
membership and attendance were suggested, but the updates included:

e Receiving assurance on the oversight of themes from actions from the CQC
Improvement Plan from 2023.

e Progress with the internal and external Well Led assessments and action plan.

e Actions from the January 2025 inspection.

e Updates on the NHS England segmentation process.

There are six actions which remained open from the 2022/23 CQC onsite inspection. The Head
of Compliance and Assurance presented a position statement on three improvement actions
from the 2022/23 inspection at the meeting held on 28 April 2025. All three actions were
approved for closure by members of the Journey to Excellence Group, these were:

e Action 25: The trust must ensure that all staff groups in Medical Care, Maternity and Urgent
and Emergency Services complete designated mandatory training sessions. Including:
- Safeguarding, PREVENT, Adult Life Support and Advanced Life Support (MC York and
Scarborough)
- Theatre recovery training, practical obstetric multi-professional training and saving babies
lives version 2 (Mat York and Scarborough)
- ED Medical Staff, esp. Safeguarding, learning disabilities and dementia (Scarborough)

e Action 29: The trust must ensure that there are sufficient allied healthcare professional,
nursing, midwives and medical staff in Medical Care and Maternity to keep people safe.

e Action 35: The trust must ensure that the urgent and emergency service improves
compliance in sepsis screening, especially for patients receiving antibiotics within an hour.
They must also ensure ED medical staff improve their overall training compliance rate in
sepsis screening and all ED staff complete screening for patients at risk of sepsis (to better
recognise and respond to warning signs of deterioration).

Care Quality Commission (CQC) Update Report
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The position statements have been shared with the CQC. A position statement on the remaining
three open CQC improvement actions are scheduled for approval at the meeting on 12 May
2025.

3. CQC Cases / Enquiries

The CQC receive information from a variety of sources in relation to the quality of care provided
at the Trust. This information can be related to known events, for example patient safety
incidents (PSI’s), formal complaints and Datix incidents, or unknown events, such as concerns
submitted directly to the CQC from either patients, staff, members of the public, or other
organisations. Following receipt of such information, the CQC share the concerns with the Trust
for review, investigation, and response. The CQC monitor themes and trends of enquiries
received, and these can inform inspection and other regulatory activity.

The Trust has not received any CQC cases since the last report was written (31 March 2025).

At the time of writing, the Trust had three open cases / enquiries. The enquiry dashboard can be
viewed in Appendix B. The three cases are linked to:
e The maternity section 31 monthly update
e A complex complaint relating to the Emergency Department at Scarborough Hospital. An
investigation is underway and an update on the investigation will be provided to the CQC
in June 2025.
e A Patient Safety Incident Investigation into a never event is in progress and will be
shared with the CQC when approved. The report is due to go to the PSII Review Group
on 2 July 2025.

4. CQC Updates

Chief Executive Sir Julian Hartley has posted in his latest blog immediate actions that the CQC
are taking to improve how they work — including increasing assessments, speeding up
registration processes, and responding more quickly to concerns. It also highlights the cultural
changes underway, including the development of ‘the CQC Way’ and their focus on stronger
leadership. Julian shares his commitment to building a more effective and trusted regulator, with
a clear vision for delivering safe, high-quality care.

Click the link to Read the blog

5. Recommendations

The Board of Directors is asked to:
e Note the current position regarding the recent CQC inspection activity.
e Note the current position of the open CQC enquires.

Care Quality Commission (CQC) Update Report
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Post CQC Review — After Action Review
1 April 2025

An After Action Review took place following the unannounced CQC onsite inspection at
York Hospital on 14 & 15 January 2025. The session was led by the Director of Quality,
Improvement and Patient Safety and the Head of Compliance and Assurance.

The session was spilt into three sections:

1. Onsite Inspection

e Communication upon arrival
Management of the Inspection Team
Communication during the inspection
Feedback from wards / services inspected
Staff Interviews

2. Management of the Evidence Request
e Receipt of evidence request
e Management of the evidence collation
e Summary sheets
e MS Teams and daily check in

3. Communication
e Use of MS Teams / WhatsApp
e Verbal feedback following the inspection
e Reporting through Trust governance

The session was attended staff from the Medicine Care group and Heads of Service e.g.
Safeguarding, Health and Safety and Patient Safety. The aim of the session was to learn
from the inspection and improve the Trust response to onsite inspection activity.

The actions captured following the session are recorded in the table below:

Action ~ Owner Timeframe
Clarify with the CQC who can be on their contact list for AC/ES May 2025
unannounced inspection activity. This was the Chief Nurse
(Dawn Parkes), the Director of Quality Improvement and
Patient Safety (Adele Coulthard) , and the Head of
Compliance and Assurance (Emma Shippey) at 8am.
Clarify with the CQC who can receive the email with the AC/ES May 2025
information regarding the inspection. This was the Chief
Executive (Simon Morritt), Chief Nurse (Dawn Parkes), the
Director of Quality Improvement and Patient Safety (Adele
Coulthard) , and the Head of Compliance and Assurance
(Emma Shippey) at 8am.

Confirm the how it will be communicated that the CQC are AC/ES/DP | May 2025
onsite (WhatsApp message sent)
Clarify those who should be included in the CQC WhatsApp | ES/AC/DP | May 2025

group.

Draft standard communications which will be sent when the ES May 2025
CQC are on-site.
Arrange for the CQC on-site message to be shared on the SJ May 2025

8:30 operations management call.
Care Quality Commission (CQC) Update Report
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Action ~ Owner Timeframe
Clarify what information needs escalating from the Care AC/ES/SJ | June 2025
Group throughout each day of the inspection, and how this

should be done, from the areas visited by the CQC. Possible

use of action cards.

Arrange for CQC visitor badges, with no access rights, to SJ May 2025
always be available at the York and Scarborough hospital

sites.

Clarify the rooms which need to be booked when the CQC SJ May 2025
attend the York, Scarborough or Bridlington sites.

Identify if any additional ‘standby’ resource can be made AC/ES July 2025
available for the Care Group and Corporate Teams

throughout and in the days following inspection activity.

Draft an interview proforma for the CQC to complete SJ May 2025
documenting who they will need to speak to during and

following the inspection, plus the purpose of the meeting.

Agree what information will be communicated internally, and | AC/ES/DP | May 2025
the recipients of that information, during CQC inspection.

Ensure sufficient resource is available for a thorough review AC/ES July 2025
the CQC evidence request within 24 hours of receipt, and

for the timely submission of any items for clarification,

Include in the SOP that leads for the evidence request to be ES June 2025
confirmed during the daily Teams call.

Clarify the CQC evidence request sign off process. AC/ES/DP | June 2025
Proactively consider the types of information which will be ES/SJ July 2025
requested by the CQC as part of an evidence submission

and identify the lead for this i.e. training figures.

Plan a desktop mock inspection exercise of what would AC/ES August
happen on the day and days following a CQC unannounced 2025
inspection.

CQC SOP to be updated following the agreement and ES June 2025

delivery of the actions from the AAR.

Care Quality Commission (CQC) Update Report
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Appendix B
CQC Cases / Enquiries (1 May 2024 to 30 April 2025)

Number of Open CQC Enquiries / Cases
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Number of Enquiries Received
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Executive Summary:

This report provides an update on the progress of improvements in the maternity and
neonatal service as well as provide monthly key quality and safety metrics for the
services for the month of March 2025.

Recommendation:
The Board is asked to receive the updates from the maternity and neonatal service for
February and approve the CQC section 31 report before submission to the CQC.

Maternity and Neonatal Safety Report
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Introduction

This report outlines locally and nationally agreed measures to monitor maternity and
neonatal safety, as outlined in the NHSE document ‘Implementing a revised perinatal
quality surveillance model’ (December 2020). The purpose of the report is to inform the
Trust Board and the LMNS Board of present or emerging safety concerns or activity to
ensure safety with a two-way reflection of ‘ward to board’ insight across the multi-
disciplinary, multi-professional maternity and neonatal services team.

The maternity and neonatal services continue to review and monitor improvements in key
quality and safety metrics and this paper provides the Trust Board with the performance
metrics for the month of March 2025.

Annex 1 provides the current delivery position for the service against the core national
safety metrics.

Perinatal Quality Surveillance Model

In line with the perinatal quality surveillance model, we are required to report the
information outlined in the data measures monthly to the Trust Board. Data is for the
month of March 2025.

Perinatal Deaths
In March 2025 there was 1 stillbirth at 27 weeks at York and there was 1 neonatal death
from a multiple pregnancy at 26 weeks at York.

MBRRACE-UK perinatal mortality report for births in 2023 has published. The report
concerns stillbirths and neonatal deaths among the 3,910 babies born within the Trust in
2023.
Trust stillbirth rate — 2.88/1000 births, this is within 5% mortality rate when compared with
the group average.
* Trust neonatal mortality rate — 0.91/1000 births, this is 5% to 15% lower mortality
rate when compared with the group average.
* Trust perinatal mortality rate — 3.78/1000 births, this is within 5% mortality rate when
compared with the group average.

Trusts whose mortality rates are up to 5% higher or up to 5% lower than the average
group should carry out a review of their data quality and possible contributing local factors
that might explain the high rate. The Maternity Services submit a quarterly PMRT report to
private Board which includes local factors, themes and action plans.

The eleventh MBRRACE-UK Perinatal Mortality Surveillance Report published in May
2025. The report includes perinatal deaths from 2023.
Key messages:

o Extended perinatal mortality rates decreased across the UK in 2023 (UK extended
perinatal mortality rate: 4.84 per 1,000 total births). The long-term reduction in
perinatal mortality is driven largely by a reduction in stillbirths.

o Compared with rates in 2022, stillbirth rates per 1,000 total births in 2023 were
lower across the UK: 3.22 (UK); 3.27 (England); 2.95 (Scotland); 3.32 (Wales); and
2.51 (Northern Ireland).

e There were decreases in the neonatal mortality rate per 1,000 live births in England,
Wales and Northern Ireland compared with 2022: 1.63 (UK); 1.62 (England); 1.61
(Scotland); 1.79 (Wales); and 1.66 (Northern Ireland).

Maternity and Neonatal Safety Report
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Socioeconomic disparities continued to be a major concern, with stillbirth rates for babies
born to mothers from the most deprived areas remaining significantly higher than those
from the least deprived areas, despite an 8% decline. Neonatal mortality disparities also
widened, with rates increasing for the most deprived populations and decreasing for the
least deprived.

Ethnic disparities in perinatal outcomes persisted. Stillbirth rates declined for Black and
White babies but increased by 10% for Asian babies. Black babies remained more than
twice as likely to be stillborn as White babies. Neonatal mortality rates decreased across
all ethnicities but remained highest for Asian and Black babies.

These findings highlight continued progress in reducing perinatal mortality but underscore
the need for targeted interventions to address disparities by socioeconomic status,
ethnicity, and gestational age. Recent MBRRACE-UK reports have made national level
recommendations in support of these aims, but focused work at local provider, network
and commissioner level may be required to understand and tackle these issues in an
effective manner.

A review of the national findings will be undertaken with a comparison against local data.
This will be presented at the Maternity Assurance Group and Quality Committee in June
2025.

Maternity and Newborn Safety Investigations (MNSI)

In the month of March there were no new cases that met the criteria for referral to MNSI
for investigation. Of the three open cases one final report has been received, one draft
report has been received and the third report is expected late May.

The Trust received 9 Safety recommendations, and an action plan will be developed and
submitted to the Patient Safety Learning Response Group (Historically SI group).

Patient Safety Incident Investigations (PSII)

In the month of March there were no new PSlIs declared. There remain four ongoing
cases. There are four overdue PSlIs. Two draft PSlls has been shared with the family, one
PSII has been submitted for sign off and one is awaiting approval from the medical
director.

Moderate Harm Incidents and above

The postpartum haemorrhage (PPH) rate was 2.8% (9 cases) in March 2025. The data
demonstrates there has been a reduction in the Trust rolling average over 12 months for
PPH =1500mls from the national digital dashboard. All cases of PPH over 1500mls have
been reviewed at the multidisciplinary Maternity Case Review meeting. A postpartum
hemorrhage sprint audit commenced in January 2025 to measure against key quality PPH
indicators, and this is the third consecutive month of the audit. The monthly PPH sprint
audit is presented at the monthly Labour Ward Forum, Maternity Directorate Group and to
the Family Health Care Group Board. A PPH task finish group has been re-established and
a business case for Carbetocin will be developed. Carbetocin is recommended to be given
to women who have a caesarean section in the prevention of postpartum haemorrhage.

Quality and Safety
There are 238 incidents overdue, the oldest is July 2024. This is a reduction of 23 There
are 11 after action reviews and 4 pathway reviews. There were 2 completed after action
reviews in April.
Capacity of the Quality and Governance Lead due to absence within the Family Health
Care Group Governance team and a deficit of substantive posts required to the Maternity
guality and safety framework is having an impact on timely review of incident and patient
safety learning responses.
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There are 35 outstanding cases to be reviewed at the avoiding term admissions group.
There have been challenges with quoracy at the meeting from Obstetrics and Paediatrics
which has contributed to the backlog. This means there are open and overdue incidents
which date back to January 2025 which have not had a multidisciplinary review and
impacts on Safety Action 3 for the Maternity Incentive Scheme with completing timely
reports to be shared with the Safety Champions. There have been 2 sprint days organised
to address the backlog.

There are a total of 19 overdue guidelines (decrease 10 since April) and 6 overdue
Standard Operating Procedures. This is a signficant improvement since the position in
December 2024 of 72 out fo date documents.

CQC Section 31 Progress Update

Annex 2 provides the March 2025 monthly update to CQC on the service progress against
the Section 31 concerns and key improvement workstreams in place in the maternity and
neonatal improvement programme. The Trust Board are asked to approve this submission
to CQC.

There were no CQC information requests made in March 2025.

Perinatal Mental Health

There continues to be capacity issues within the Amethyst Midwifery Perinatal Mental
Health Team, although significant work is being undertaken to address this internally and
clinical supervision continue to be provided by the Trusts Clinical Psychology team, which
is proving hugely beneficial to the team in the absence of the support from Tees Esk and
Wear Valley Trust (TEWV). The Local Maternity and Neonatal System along with the
Integrated Care Board have undertaken a full review of the TEWYV service looking at four
key areas: referrals and acceptance rates/thresholds, workforce including. staff capacity
and skills, serious clinical incidents, and support to Midwives. Interim measures have been
put in place, but unfortunately not with specific perinatal expertise. There remains a delay
of up to 12 weeks from referral for women to be assessed by the team, urgent referrals are
being seen in and around 6 weeks. There continues to be capacity issues in the team due
to high levels of sickness and maternity leave. This means there is a delay in women
receiving expert support from TEWV and adding to additional pressure on the Amethyst
Perinatal Mental Midwives. This risk is on the risk register with a score of 16.

Safeguarding

The Maternity Services have seen a significant rise in the number of babies that are
placed into the care of the Local Authority from birth. This significant rise in complex
safeguarding has increased the organisations statutory duty to meet the Section 11 of the
Children Act 2004.

The Children Act (1989 and 2004) and Working Together to Safeguard Children (2018 and
2023) specify that the Trust Board has a legal responsibility to safeguard and promote the
welfare of children and young people, and all staff within the organisation have a
statutory responsibility to safeguard and promote the welfare of children. In recognition of
the increased demand of the safeguarding requirements and in order to mitigate any risk
of not being compliant with Section 11 the Maternity Services have recently appointed a
Lead Safeguarding Midwife, part of who’s role and function will be to ensure the Trust
discharge its statutory duty.

Maternity and Neonatal Safety Report

Page |143



Babys placed in the care of the Local Authority at Birth

35

30 31

25

20

15

12
10

2021-2022 2022-2023 2023-2024 2024-2025

NHSE Review and Reset Meeting

On the 28th April 2025 a review and reset meeting took place with the Maternity Services
Support Programme, LMNS and the Regional Chief Midwifery Officer. The Trust
attendance included the Chief Nurse, Non- Executive Safety Champion, Director of
Midwifery, MNVP and other members from the senior midwifery leadership team and
specialist midwives. It was acknowledged that the team were aware of the challenges
faced especially around the financial challenges aligned to Midwifery staffing and the
considerable vacancy gap. It was agreed that a further review and reset meeting would
take place in three months to review the progress and improvements especially around the
midwifery workforce. It was agreed by all key stakeholders that the service was not ready
to transition into the sustainability phase of the programme due to the ongoing risk posed
by carrying a large vacancy rate for a complex high risk clinical service. It was agreed to
move from six monthly meetings to quarterly in view of the progress made regarding
midwifery workforce.

Maternity Incentive Scheme

The Maternity Incentive Scheme report and action plan was presented at the Trust Board
in January 2025, confirmation is awaited from NHS Resolution as to the funding the Trust
will receive to deliver the action plan which is expected in May/June. All funds received
have been approved by Board and are directly linked to delivering safety actions to ensure
delivery of each MIS standard is achievable, with exception of the risk to the funding
workforce gap being achieved. Year 7 of the Maternity Incentive scheme was launched on
the 28" April 2025.

Overview of Safety Actions:

Safety Action 1. PMRT quarterly report has been submitted to Trust Board in November
2024 and February 2025. Currently on track for compliance for Year 7.

Safety Action: 2: Currently on track for compliance for Year 7.

Safety Action 3: This safety action is non-compliant due to the requirement of no
transitional care model in place. Recruited a Transitional Care Nurse, due to commence in
post end of February 2025. Business case required for Transitional Care staffing model.
Quality improvement project identified for ATAIN.
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Safety Action 4 Temporary Staffing team implemented the RCOG guidance on
engagement of long-term locums by end of February 2025. Monthly audit of consultant
attendance for clinical situations commenced in February 2025. Audit demonstrates full
compliance.

Anaesthetic staffing is not compliant with the Safety Action 4 at Scarborough. The
standard is a duty Anaesthetist is immediately available for the obstetric unit 24 hours a
day and should have clear lines of communication to the supervising Anaesthetic
Consultant at all times. Where the Duty Anaesthetist has other responsibilities, they should
be able to delegate care of their non-obstetric patients in order to be able to attend
immediately to obstetric patients. (Anaesthesia Clinical Services Accreditation (ACSA)
standard 1.7.2.1). At Scarborough the out of hours Anaethetists cover Maternity and Acute
Services. This means there are occasions the Anaesthetist cannot attend Maternity
immediately and delegate care of their non-obstetric patients.

Safety Action 5: This Safety Action will remain non-complaint for the foreseeable future
until the required investment outlined in the midwifery business case is received.

Safety Action: 6: Currently on track for compliance for Year 7.

Safety Action 7: A review the meeting requirements the Maternity and Neonatal Voice
Partnership Chair attends is being undertaken due to the additional MIS requirements.
Safety Action 8: Training will be monitored monthly with oversight in the Perinatal Quality
Surveillance Model.

Safety Action 9: Maternity and Neonatal Safety Champions meetings and walk rounds
have been set up for 2025. First meeting took place in February 2025. The Maternity
Claims Scorecard was presented at the Maternity Directorate and Quality Committee in
February 2025.

Safety Action 10: Currently on track for compliance for Year 7.

Saving Babies Lives Care Bundle Update

The Saving Babies Lives Care Bundle has been updated to Version 3.2 with several
changes to interventions/outcome measures. Version 3.2 has been published in response
to evaluation of version 3.1, following feedback from Providers and updates to national
guidelines.

Key Changes:

e Element 2: to bring in line with publication of RCOG’s Small for Gestational Age and
growth restricted fetuses in May 2024. Alongside changes to Element 2, guidance
from the Chief Scientific Officer on the use of digital blood pressure monitoring in
pregnancy is being refreshed to broaden the range of valid monitors available to
Trusts through the supply chain.

e Element 4: to clarify and simplify requirements around clinical review in particular
fresh eyes in view of frontline clinical feedback.

e Element 5: updates to interventions and associated measures to match the National
Neonatal Audit Programme standards and minimise the need for local audits and to
reflect the longer term shortage of validated quantitative fetal fibronectin test kits
following hologic decision to discontinue production and remove requirements
relating to midwifery continuity of carer in view of revised Cochrane evidence.

¢ Element 6: replacing requirements around use of continuous glucose monitoring
with the use of hybrid closed loop systems for women with type 1 diabetes in line
with publication of the diabetes programmes 5 year implementation strategy for
hybrid closed loops.
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The national team are working on an updated tool which should be available from June
2025. The update will reduce the audit burden for providers. Some audits will be
removed/reduced, and some will be aligned with existing data sets (e.g. National Neonatal
Audit Programme) to reduce the need for manual audits and evidence collection.

Improvement and Transformation

The York and Scarborough respiratory syncytial virus (RSV) offer, and uptake is 69%. There
have been no admissions to Paediatrics Intensive Care Unit (PICU) with Bronchiolitis in the
last 12 months and a reduction in admission to paediatrics overall (previously >4 admissions
to PICU per year).

Success in March 2025

Two Governance Co-ordinators commenced in post

Neonatal Governance Nurse commenced in post

Cross-site Transitional Care Lead Neonatal Nurse commenced in post

Community Midwives for Equitable Health commenced in post

Following a successful recruitment, we appointed to the job-share interim Acute

Intrapartum Matron cross-site position for 12-months to cover maternity leave.

e Aninternal Neonatal BadgerNet kick-off meeting took place on the 24th April to
identify key stakeholders to support the implementation of Neonatal BadgerNet
cross-site. A meeting with System-C will now be scheduled to discuss next steps
with the identified project team.

e Induction of Labour guideline now fully implemented on both sites

e The connectivity issues with the Central Monitoring on the York Site have been
addressed following the ports and cables being replaced

e The Standard Operating Procedure for Hope Boxes has been ratified and is now
available on Staffroom

e A video has been developed and published on the trust website advising service
users of how to access the Maternity unit in Scarborough out of hours through the
new Urgent and Emergency Care Centre building
https://www.youtube.com/shorts/hzPrMuUSRJA

e All Serious Incidents have now been completed and approved

e The Hot Topics schedule for 2025/26 has launched with good engagement. The hot
topics being discussed during Q1 & Q2 are:

1. Communication and care of mothers when they have babies on the Special Care
Baby Unit

2. Service User Communications

3. Diabetes Pathway

4. Emerging topic: Fetal medicine pathway

The Maternity and Neonatal Single Improvement Plan (MNSIP)
The 2025/26 delivery dates align to the clinical specialty strategy and focus on priority 1
actions only
« 2 Milestone actions are off track
All actions with delivery dates in Q1 & Q2 have been reviewed to identify if any are at risk
« 1 High Level action has been marked as at risk (details on next slides)
e 4 Milestone actions have been marked as at risk (details on next slides)
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High Level Actions with a 2025/26 End Date
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Milestone Actions with a 2025/26 End Date:
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Risks

1. A midwifery staffing gap has been identified following the midwifery workforce
review and BirthRate+ findings in 2024. There is a risk that staff will not have
capacity to continue to support developing and implementing the Maternity and
Neonatal Single Improvement Plan. This will result in high-level and milestone
actions going off track and will also result in non-compliance with national reporting
requirements (MIS/SBLCBV3). 2025/26 prioritisation and delivery dates have been
aligned to focus resource on delivery of the priority 1 actions. However, delivery
dates were agreed as part of the speciality clinical strategy and annual planning
process with the anticipation that investment would be received in 2025/26 to
support increasing the midwifery staffing establishment in line with BirthRate+
report (2024). Therefore, the likelihood of actions going off track despite the revised
delivery dates remains high.

2. There is a risk that the additional workforce reviews underway will result in gaps
being identified in the other staffing establishments (Obstetrics, Neonatal,
Operational, Anaesthetics and Admin establishments). If additional workforce gaps
are identified, it may result in non-compliance with national staffing standards such
as BAPM. Workforce reviews and recommendations are being conducted in line
with national best practice standards and initial findings will be shared with the
Senior Responsible Owners to escalate to the Trust Senior Leadership Team and
agree appropriate action if applicable. A review of the frontline neonatal nursing
workforce at York and Scarborough has identified a shortfall of £1,500,000
recurrently to align the services to national safe staffing requirements. Further
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reviews are scheduled. Obstetric reviews and operational reviews are scheduled to
conclude in 2025/26, and findings will be presented to the Maternity Directorate.

3. There is a risk that the Quality and Patient Safety Framework cannot be fully
embedded due to gaps identified in the Midwifery and Quality and Governance
establishments. The staffing requirements to support full implementation were
outlined within the Midwifery Business Case submitted to Board of Directors in
2024, a decision regarding the outcome of the business case has not yet been
reached. Therefore, ability to fulfil the national Quality Agenda remains
challenged and has an ongoing impact to patient safety.

4. There is a risk that the recent estates structural issues at Scarborough’s Maternity
Unit may result in delays to the overall progress of the Single Improvement Plan. To
ensure standardisation across the service and reduce clinical variation,
improvement changes must be applied to both site. The process of where services
will be provided during the repairs are still in development and not finalised though
will involve staff and service users before any final decisions are made. It is
anticipated there will be a reduction in ability to support continued delivery of the
improvement plan should the service require decanting.

5. There is a risk the equipment requirements outlined in the Capital Priotisation return
25/26 for maternity and neonates may not be approved during the financial review
and therefore planned improvements dependent on funding may not be progressed.
The return was submitted in December 24 for financial review. The Trusts Head of
Capital Planning has produced a paper that will be shared in Februarys Executive
Committee for consideration. The risk will be further understood once the position is
shared with operational teams.

6. The programme team have been assigned to take on the oversight and delivery of
an additional programme of work within the organisation. This reduces their
capacity to support the delivery of the Maternity & Neonatal Single Improvement
Plan. As a result, there is a risk that this may impact the programme team’s ability
to support maternity and neonatal teams to deliver the improvement work in line
with the 2025/26 delivery dates. The programme team are monitoring the impact of
the additional programme of work and will escalate any issues accordingly.

Recommendations to Trust Board
To note the contents of this report and agree the CQC section 31 submission in Annex 2

Date: 13" May 2025
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Annex 1 Summary of Maternity & Neonatal Quality & Safety Metrics Delivery March
2025
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Assisted Vaginal Births - Scarborough: TOTAL
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NHS

York and Scarborough

Teaching Hospitals
Annex 2 NHS Foundation Trust

Report to: Maternity Assurance Group

Date of Meeting: 13" May 2025

Subject: Maternity CQC Section 31 Update

Director Sponsor: Dawn Parkes - Chief Nurse & Executive Maternity Safety
Champion

Author: Donna Dennis, Deputy Director of Midwifery
Sascha Munro Wells, Director of Midwifery and Strategic
Clinical lead for Family Health, Maternity Safety Chamion

Status of the Report (please click on the appropriate box)

Approve ] Discuss [X] Assurance X Information [_] A Regulatory Requirement X

Trust Priorities Board Assurance Framework
X Our People X Quality Standards

X Quality and Safety [ ] Workforce

[ ] Elective Recovery Safety Standards

[ ] Acute Flow Financial

DIS Service Standards
Integrated Care System

=
[]
[ ] Performance Targets
[]
[]

Summary of Report and Key Points to highlight:

On the 25 November 2022, the CQC, under Section 31 (S31) of the Health and Social
Care Act 2008 imposed conditions on the Trust registration in respect of maternity and
midwifery services. This Trust updates the CQC monthly on the 23 of the month with
progress against the S31 notice.

Recommendation:
e To approve the May 2025 monthly submission to the CQC which provides assurance
on progress and impact on outcomes in March 2025.

Report History

Meeting Date Outcome/Recommendation

Maternity and Neonatal Safety Report

Page |151



CQC Section 31 Progress Update

Maternity Services at York and Scarborough NHS Teaching Hospitals Foundation Trust
have embarked on a programme of service and quality improvements.

This report provides assurance on the progress to date in delivering against the

improvement plan for the purpose of the monthly submission to CQC following the Section
31 Notice.

Al. Managing and responding to risk

In March 2025 there was a woman who had an arterial line inserted in theatre during her
caesarean section. She was cared for on the labour ward by a Midwife who was trained to
care for women with arterial lines. The decision was made by a Consultant Anaesthetist for
the woman not to be transferred to the High Dependency Unit and the woman was cared
for by the Midwife, ODP and Anaesthetist. The arterial line was removed within 12 hours.

A.2 Fetal Monitoring
A.2.2 Fetal Monitoring Training

Current Fetal Monitoring compliance figures, by site, set against the target of 85% at the
end of March 2025 are outlined below.

Staff Group York Scarborough
Midwives 92% (165/180) 96% (80/83)
Consultants 100% (17/17) 78% (7/9)
Obstetric medical staff 100% (10/10) 71% (5/7)

The were two Obstetric Consultants who were not complaint in March, and this has been
escalated to the Clinical Director for Obstetrics and Gynaecology. Compliance will
continue to be monitored at the Maternity Directorate, Quality Assurance Committee and
Trust Board. A review of the process for booking Obstetricians onto the training is being
undertaken to ensure training is completed within a 12-month period.

Statistical Process Control Charts 1 & 2 demonstrate a special cause for improvement for
Midwives on both sites since 2023.

Fetal Monitoring Training Compliance - Midwives -York Hospital starting 01/04/23
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Chart 2

Fetal Monitoring Training Compliance - Midwives -Scarborough Hospital starting 01/04/23
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The Consultants fetal monitoring training compliance is shown below in Charts 3 & 4 for
both sites. The Scarborough site demonstrates common cause variation and in view

compliance remains below the 90% target the Clinical Director of Obstetrics will undertake

a review of the Consultants booking process.

Chart 3
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Chart 4

Fetal Monitoring Training Compliance - Consultants-York Hospital starting 01/04/23
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Charts 5 & 6 demonstrate all other Obstetric fetal monitoring compliance. The resident
doctor intake during September 2024 has impacted on the obstetric training compliance. A
trajectory is in development to ensure that resident doctors are booked onto training

sessions. The LMNS has been asked to lead on a passport for mandatory training for
Obstetricians and Anaesthetists.

Chart 5
Fetal Monitoring Training Compliance - All Other Obstetricians -York Hospital starting 01/04/23
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Chart 6

Fetal Monitoring Training Compliance - All Other Obstetricians -Scarborough Hospital starting 01/04/23
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A.2.3 Fresh Eyes

During the November CQC inspection, a review of eleven patient records was undertaken
and evidence to support the completion of hourly fresh eyes was found in only one record.
It was also noted that staff were not interpreting, classifying, or escalating CTG
appropriately. The documentation recorded on CTG’s was poor and not in line with NICE
guidelines.

Since the inspection, the Maternity services has reviewed the fetal monitoring
documentation and aligned this with NICE guideline NG229 (Fetal Monitoring in Labour).
The guidance is embedded in BadgerNet, and system changes have been made to
support the pathway. Saving Babies Lives V3 states that “At the onset of every labour,
there is a structured risk assessment undertaken which informs the clinicians
recommendation of the most appropriate fetal monitoring method at the start of labour

Table 1 Compliance with Fresh Eyes

Compliance with Fresh Eyes for
Continuous Fetal Monitoring

Quarter 2 2023/ 24 27%

Quarter 3 2023/24 25%

Quarter 4 2023/24 28%

Quarter 1 2024/25 40%

Quarter 2 2024/25 44%

Quarter 3 2024/25 44%

Quarter 4 2024/25 44%

Table 1 demonstrates slight improvement from the CQC inspection however not a
sustainable change in 18 months. The Transformation Lead Midwife and Fetal Monitoring
Lead Midwife has developed an action plan in April 2025 with the Fetal Monitoring Lead
Midwife to address improvements. This will be monitored at the Maternity Directorate for
oversight. The fresh eyes compliance has been monitored as part of the LMNS quality
assurance discussions as part of the Saving Babies Lives Care Bundle Version 3
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discussions for Safety Action 6 for the Maternity Incentive Scheme Year 6. The monitoring
of compliance has been removed for Year 7 of the Maternity Incentive Scheme.

A.3 Risk Assessments and Care Plans

All antenatal risk assessments are recorded on BadgerNet. Table 2 highlights the

antenatal risk assessment compliance.

Table 2

Antenatal Risk Assessments
Month York Scarborough
January 2025 98% 99%
February 2025 98% 99%
March 2025 98% 98%

BadgerNet has the facility to pull other risk assessment reports. Table 3-8 demonstrates

compliance over quarter 4 in 2024/25.

Table 3

Antenatal Booking Risk Assessments
Month York Scarborough
January 2025 100% 100%
February 2025 100% 100%
March 2025 100% 100%

Table 4

Intrapartum Risk Assessments
Month York Scarborough
January 2025 100% 100%
February 2025 100% 100%
March 2025 100% 100%

Table 5

Risk Assessment for Growth and Pre-eclampsia
Month York Scarborough
January 2025 100% 99.1%
February 2025 100% 99.8%
March 2025 100% 100%

Table 6

Venous Thromboembolism Risk Assessment at Booking
Month York Scarborough
January 2025 100% 100%
February 2025 100% 100%
March 2025 100% 100%

Table 7

Venous Thromboembolism Risk Assessment on Admission (within 6 hours)
Month York Scarborough
January 2025 2% 84%
February 2025 73% 88%
March 2025 76% 86%
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Table 8
Venous Thromboembolism Risk Assessment Following Birth

Month York Scarborough
January 2025 100% 100%
February 2025 100% 100%
March 2025 100% 100%

The Deputy Director of Midwifery will review the ward process for ensuring antenatal VTE
compliance is completed. VTE compliance will be monitored through the Maternity
Directorate going forwards.

A.4 Assessment and Triage

There was an increase in red flags noted on Scarborough site for a 2 week period. This
was due to a trial of combining Antenatal Day Unit and Maternity Triage. Due to increased
red flags, this trial was discontinued and reverted to the previous model of a separating
Antenatal Day Unit and Maternity Triage, following which, compliance increased, thus
reducing red flags.

Red Flag - not seen within 15 mins of arrival to triage -York starting 01/12/22
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Chart 9
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Table 9 Training compliance
March 2025 April 2025
Midwives 80% 83%
Maternity Support 59% 66%
Workers
Consultants 80% 81%
Other Obstetric 58% 81%
colleagues

Training compliance is increasing month on month. BSOTS training is mandatory before

shifts can be undertaken by Bank or Agency.

B. Governance and Oversight of Maternity Services

B.1 There is oversight at service, division and board level in the management of the

maternity services

A schedule of business has been developed for Quality Committee and Trust Board
reports for Maternity Services to meet the national reporting requirements for the Maternity
Incentive Scheme and the Ockenden recommendations. There have been two quarterly
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reports for the Perinatal Mortality Review Tool (PMRT) presented at Board and the
Maternity claims scorecard has been presented at Quality Committee.

The Maternity and Neonatal Safety Champions meetings were re-established in January
2025.

There has been a refresh of the Maternity Directorate meeting, Labour Ward Forum and
Senior Midwifery Professional Leads Forum. A Maternity Digital Authority Group was
constituted under the authority of the Maternity Directorate in February 2025. The Quality
and Safety Framework Policy for Maternity is in development which will replace the
Maternity Risk Management Policy.

B.2 Postpartum Haemorrhage (PPH)
PPH over 1.5 litres

The reduction in the rate of postpartum haemorrhage (PPH) over 1500mls is a key priority
for the maternity service. The PPH rate for March 2025 was 2.8% of all deliveries across
both sites.

All PPHs are reviewed at the multidisciplinary Maternity Case Review meeting. The

themes identified link to the ongoing improvement workstreams identified in the cluster
review.

Blood Loss Number in March 2025

1.51-1.9 7
21 — 2.4 2
> 2.5 0
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PPH > 1.5L as % of all women - Scarborough: TOTAL

. oﬂ/"“‘\.w/‘_.\\(

PPH > 1.5L as % of all women - York: TOTAL

Jul 2023 Oct 2023 Jan 2024 Apr 2024 Jul 2024 Oct 2024 Jan 2025
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National Maternity Digital Dashboard
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Deliveries (Past 3 months)
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The national digital dashboard demonstrates an overall decline in the Trusts PPH rate over
a 12-month period. The local SPC charts show common cause variation for Scarborough
and York. All the March cases have been reviewed at the Maternity Case Review and no
concerns regarding management was highlighted which would have resulted in a different
outcome. The data demonstrates there has been an overall reduction in PPH 21500mls
when reviewing the Trust rolling average for the 12 months on the national digital
dashboard. The national digital chart demonstrates the Trust is not an outlier compared to
all Trusts in England. A monthly PPH sprint audit commenced in January 2025. The
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monthly PPH sprint audit will be presented at the monthly labour ward forum and Maternity
Directorate Group.

There is a thematic review of postpartum haemorrhages being undertaken by a Consultant

Obstetrician.

Overview of the Monthly Sprint February Audit (7 cases)

FBC taken at 28 weeks 100% (6/6) One case excluded as
birthed at 24 weeks

Was Haemoglobin managed 100% (6/6) One case excluded as
in accordance with guidance birthed at 24 weeks
36-week PPH risk 60% (3/5) 2 women had given birth
assessment completed prior to 36 weeks

PPH risk assessment 100% (7/7)

completed on admission for

birth

Management of third stage of 100% Active management

labour

In Caesarean section 100% (2/2)

consider prophylactic use of
1g Tranexamic acid IV after
delivery of the baby if
moderate to high risk of
bleeding

Postnatal oxytocin infusion ~ 100% (2/2)
should be used when there is

moderate or high risk of

postpartum haemorrhage

PPH proforma fully completed 71% (5/7)
6 out of the 7 women had multiple risk factors for PPH. Actions are in place to address
areas of partial compliance.

B.3 Incident Reporting

There were 7 moderate harm incidents reported in March 2025.

Datix ID Incident Category  Outcome/Learning/Actions Outcome
34051 Neonatal death Initial review at Maternity Case | PMRT will be
from a multiple Review. No immediate safety | undertaken
pregnancy (27 actions identified

week) gestation.
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32853 PPH =21500mls PPH sprint audit started in The PPH rate

33187 January 2025 continues to be

33117 monitored

33753 through the

33188 Maternity
Assurance
Group. The Trust
rolling average
rate has reduced
over 12 months.

33217 Term admission Review at ATAIN Learning included
as part of ATAIN
action plan

Incident grading is reviewed at the Maternity Services daily triage Monday to Friday to
ensure it is accurate and in line with national guidance.

20

T

Moderate Harm and Above Incidents Reported by Month-Maternity starting 01/01/23

Support from Maternity
Improvement Advisor
started
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Process limits - 30
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01/09/24

01/12/24
01/01/25
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Special cause - conce

B.4 Management of Risks

B.4.1.1 Project Updates York

The maternity theatres at York have been refurbished and is operational.

B.4.1.2 Project Updates Scarborough

The use 24/7 security at Scarborough continues until a permanent solution to the baby
tagging issue can be reached.

B.4.2 Scrub and Recovery Roles

There is collaboration across maternity and surgery to review the national requirements of
having two scrub nurses for each list, the potential benefits, and risks in not meeting this
Maternity and Neonatal Safety Report
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standard that may release some staff funding back into maternity services to support
recruitment of midwives as an alternative.

Recruitment update:

Position from 15t March 2025:

Scarborough:

Qualified nursing staff are fully recruited. There are 4.96 WTE vacancy for a Band 2/3 and
interviews have taken place and recruited to 3WTE.

York:
Fully recruited to.
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Trust Objectives

To provide timely, responsive, safe, accessible effective care at all times.

To create a great place to work, learn and thrive.

To work together with partners to improve the health and wellbeing of the
communities we serve.

Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

To use resources to deliver healthcare today without compromising the health of
future generations.

To be well led with effective governance and sound finance.

Board Assurance Framework Implications for Equality, Diversity and
Inclusion (EDI) (please document in report)

Effective Clinical Pathways

Trust Culture ] Yes
Partnerships
Transformative Services No

Sustainability Green Plan
Financial Balance
Effective Governance

1 Not Applicable

KX NKXKXKKX KX

Executive Summary:

The Trust’s Quality Strategy, covering the period 2025-2030, is aligned with the Trust’s
overarching strategy, Towards Excellence, ensuring a cohesive and complementary
approach.

The initial version of the Quality Strategy was prepared and shared with a number of
internal stakeholders and groups as detailed in the strategy document, for comments.
This was done during February and March 2025. Following feedback, the strategy has
been reviewed and adapted. The updated version is now presented alongside this paper
for approval.
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requirements.

The Quality Strategy 2025-2030 outlines our commitment to delivering high-quality, safe,
and patient-centred care. Key points include:

e Strategic Framework: The strategy builds on the 2019-2024 Quality Strategy,
emphasising safety, effectiveness, and positive patient experience.

e Quality Ambitions: Five key ambitions are defined to guide our improvement efforts.

e Annual Quality Goals: Introduction of annual goals to focus on specific
improvement areas.

e Collaborative Approach: Emphasis on working with partners to address health
inequalities and improve population health.

e Regulatory Alignment: Incorporation of national priorities and regulatory

Recommendation:

its content.

The Board of Directors is requested to review the revised Quality Strategy and approve

Report History

(Where the paper has previously been reported to date, if applicable)

Meeting/Engagement Date Outcome/Recommendation
Executive Committee 16 April 2025 Recommended for approval
Quality Committee 22 April 2025 Recommended for approval
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Quality Strategy 2025-2030
1. Introduction and Background

The Trust’'s Strategy, ‘Towards Excellence’ describes the ambitions and objectives of
the organisation for the next 5 years. This paper presents the Quality Strategy as a key
enabler to support the achievement of the overarching Trust’'s Strategy.

The Quality Strategy 2025-2030 aims to provide direction for improving the quality of
services over the next five years. It builds on the previous strategy and incorporates
feedback from various stakeholders. The strategy is aligned with national priorities and
regulatory frameworks, ensuring that our services are safe, effective, and patient-
centred.

This report presents the final draft of the Quality Strategy.
2. Strategy Development & Engagement
The strategy was developed through a comprehensive engagement process involving:

Stakeholder Consultation: Extensive input was gathered from corporate directors,
Care Group Senior Leadership Teams, and other key stakeholders. This included
multiple rounds of feedback to ensure the strategy reflects the needs and insights of
those involved in delivering and receiving care.

Feedback Integration: Comments and suggestions from the consultation process
were meticulously reviewed and incorporated into the strategy. This iterative process
ensured that the final document is robust and reflective of collective insights.

Framework Adoption: The strategy is guided by the National Quality Board Shared
Commitment to Quality, which provides a structured approach to quality improvement.
This framework emphasises the three domains of safety, effectiveness, and positive
experience, supported by leadership and sustainable resource use.

Continuous Improvement: The development process itself was iterative, with regular
reviews and updates based on ongoing feedback. This approach ensures that the
strategy remains dynamic and responsive to emerging needs and challenges.

3. Amendments

This section details the key copy changes made between the versions that have been
presented to Corporate Directors and Executive Committee members. The
modifications aim to refine objectives, enhance clarity, update incorporate the views of
our workforce. Key areas that have been changed following comments received are:

1. To modify the language throughout the document to support the achievement of our
ambitions to the level of ‘good’ as defined by the CQC. This was suggested to be
more achievable and more engaging of staff.

2. We have made extensive reference to the ‘multidisciplinary team’ to emphasise the
importance of this group and to align with our way of working at all levels in the
Trust and to align with Our Voice: Our Future, our culture development programme.

3. Addressed language to make the report more accessible.

Executive Committee 16" April 2025 — Quality Strategy
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Any further changes made during this approvals process to Board will be captured in a
Change Log: Summary of Modifications

4. Alignment with Trust Strategy

The Quality Strategy has been written as an enabling strategy to the Trust’s Strategy
"Towards Excellence’. The Quality Strategy complements the Trust’s Strategic
Objectives and offers supporting ambitions that will move us forward to delivering
‘excellent patient experience every time’. It will deliver this through commitment to the
five ambitions within the Quality Strategy:

1. Deliver high quality, safe and patient-centred care, each and every time.

2. Deliver quality improvements with our staff, multidisciplinary teams, service users,
patients, communities and partners.

3. Embed an evidence-based approach to Quality Improvement

4. Support more people to remain in, or near, their homes whilst receiving care.

5. Strengthen our culture of continuous quality improvement and grow our capability
to deliver this.

5. Monitoring Process

The governance of the Quality Strategy 2025-2030 is designed to ensure robust
oversight, accountability, and continuous improvement in delivering high-quality care.
The governance framework includes the following key components:

Quality Committee: The Quality Committee is the primary board committee
responsible for seeking assurance on the delivery of the Quality Strategy. It oversees
the implementation of the strategy; monitors progress and ensures alignment with the
Trust's strategic objectives.

Sub-Committees and Specialist Groups: Several sub-committees and specialist
groups report to the Quality Committee, each focusing on specific aspects of quality
improvement.

These include:

e Patient Safety and Clinical Effectiveness Sub-Committee: Monitors patient safety
initiatives and clinical effectiveness.

e Patient Experience Sub-Committee: Focuses on improving patient experience and
addressing feedback.

e Health and Safety Committee: Ensures compliance with health and safety
regulations.

¢ Infection Prevention and Control Committee: Oversees infection control measures
and initiatives.

The Quality Governance Framework provides a two-way 'service to board' assurance
mechanism, ensuring that quality improvement efforts are communicated effectively
across all levels of the organisation. This framework includes:

e Ward to Board Assurance: Regular reporting from Care Groups to the Board,
highlighting progress, challenges, and areas for improvement.

Executive Committee 16" April 2025 — Quality Strategy
Page |168



e Quality Assurance Framework: Utilises various qualitative and quantitative
measures, such as patient safety metrics, patient experience feedback, clinical
audits, and benchmarking data, to monitor and evaluate quality performance.

e Annual Quality Goals: The introduction of annual quality goals provides a focused
approach to specific areas of improvement. These goals are reviewed annually by
the Quality Committee to ensure they remain relevant and aligned with the Trust's
strategic priorities.

e Continuous Improvement and Learning: The governance structure supports a
culture of continuous improvement and learning. This includes:

e Executive Deep Dives: Regular in-depth reviews of specific quality issues led by
senior executives.

e Quality Rounds and Peer Reviews: Ongoing assessments and peer reviews to
identify best practices and areas for improvement.

e Staff Engagement: Encouraging staff participation in quality improvement initiatives
through training, workshops, and recognition programs.

External Regulation and Collaboration: The Trust engages with external regulatory
bodies, such as the Care Quality Commission (CQC), to ensure compliance with
national standards and regulations. Additionally, the Trust collaborates with partners
across the health and care system to drive quality improvements and address health
inequalities.

Reporting and Accountability: Progress on the Quality Strategy is reported regularly
to the Quality Committee, the Trust Board, and other relevant stakeholders. The Trust
also publishes an annual Quality Account, detailing achievements, challenges, and
future plans for quality improvement.

By implementing this comprehensive governance framework, the Trust ensures that
the Quality Strategy 2025-2030 is effectively managed, continuously improved, and
aligned with the overarching goal of delivering excellent patient care.

6. Refreshing the Quality Strategy
The Quality Strategy introduces annual quality goals to provide a focus on specific
areas of improvement. These will be revisited annually in the Quality Committee to
determine if they need to be retired or replaced, and the strategy will be updated
accordingly.

7. Recommendations and Next Steps

The Executive Committee is requested to review the revised Quality Strategy, approve
its content and enable it to progress for final approval at Trust Board.

On approval at Trust Board, the Strategy will be published, the action plan will be
finalised.

Date: 16th April 2025
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Introduction from our Chief Nurse and Medical Director
Foreword

We are proud to introduce our Quality Strategy for York and Scarborough Teaching
Hospitals NHS Foundation Trust — a clear statement of our shared commitment to
delivering the very best care for our patients, supporting our colleagues, and
continuously improving the way we work.

Every day, across our hospitals and community services, thousands of colleagues
demonstrate exceptional dedication, compassion, and professionalism. It is thanks to
you that we can make a difference in the lives of so many people. This strategy is
built on that strong foundation — a collective drive to ensure our care is consistently
safe, effective, and person-centred.

We know that there is much to be proud of, but we also recognise there is more to
do. Listening to our patients, families, and staff, we understand where we need to
improve. This strategy is our roadmap — not just for addressing challenges, but for
creating a culture of curiosity, improvement, and learning. Whether that's making
care safer, reducing unwarranted variation, improving access, or strengthening how
we listen and act on feedback — the opportunities to do better are also opportunities
to come together.

We are especially committed to making sure everyone who works with us feels
valued, supported, and empowered to make a difference. The quality of care we
provide is directly linked to how we support each other as colleagues, and this
strategy reflects that understanding. It's not just about metrics and targets — it’s
about people. About you, your teams, and the patients and communities we serve.

This work will take time. It won'’t always be easy. But together, with shared purpose
and collective effort, we can deliver meaningful, lasting change. We hope this
strategy inspires you to be part of that journey — to think boldly, act with
compassion, and keep asking how we can be even better tomorrow than we are
today.

Thank you for everything you do.

Dawn Parkes, Chief Nurse and Karen Stone, Medical Director
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Quality Strategy 2025 to 2030

1. Introduction

The purpose of this Quality Strategy is to set out our approach and provide direction
for driving improvements in the quality of services we provide over the next five
years. The strategy outlines the guiding principles that will shape our work, and the
steps we will take to put these into practice.

Our approach to quality improvement has been developed over many years,
informed by national approaches and provides a developing, supportive and
innovative structure to how we improve. The 2019 to 2024 Quality Strategy provided
a framework upon which to build, standardise and innovate the delivery of high
quality, safe and effective care and the very best patient experience. In this new
strategy we aim to rebuild and invigorate our systematic, systemic and evidence-
based approach to improving quality to reliably deliver excellent patient experience
every time.

The framework we have adopted to support this strategy is based on the National
Quiality Board: ‘A Shared Commitment to Quality’. The diagram below illustrates the
three domains of Safety, Effectiveness and Positive Experience, each of which is
influenced by leadership (Well-led) and resources (Sustainable use of resources)
to support the delivery of high quality, patient centred care for all.

High-quality,

person-centred
care for all

This framework supports us to deliver care that is:

e Safe - delivered in a way that minimises things going wrong and maximises
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things going right; continuously reduces risk, empowers, supports and
enables people to make safe choices and protects people from harm,
neglect, abuse and breaches of their human rights; and ensures
improvements are made when problems occur.

e Effective - informed by consistent and up to date high quality training,
guidelines and evidence; designed to improve the health and wellbeing of a
population and address inequalities through prevention and by addressing
the wider determinants of health; delivered in a way that enables continuous
guality improvements based on research, evidence, benchmarking and
clinical audit.

e Positive experience -

o Responsive and personalised - shaped by what matters to people,
their preferences and strengths; empowers people to make informed
decisions and design their own care; coordinated; inclusive and
equitable.

o Caring - delivered with compassion, dignity and respect

The Care Quality Commission (CQC) inspection in 2023 rated the Trust as
“‘Requires Improvement” overall, with “Good” for ‘caring’. This Quality Strategy
recognises where we need to improve, provides a framework for how we will do this
and sets out the next steps on our journey ‘Towards Excellence’. Our aim is to
improve to good in all aspects of the inspection framework used by the CQC which
will mean that our services are safe, caring, effective, responsive to people’s needs
and well-led.

The external context that shapes our approach has also changed with an increased
expectation that individual organisations will work together as part of systems to
deliver care closer to (or at) home where possible and to continue to provide safe
and effective care against a backdrop of rising demand, constrained funding growth
and increasing patient expectations. This means collaborating with partners across
the system to improve the health of our population and reducing health inequalities,
making the very most of the funding we receive and attracting, retaining and
developing our staff.

In this document we have set out our ambitions for quality in a way that is designed
to be meaningful to our staff, our multidisciplinary teams, patients, carers, the
integrated care system and other stakeholders. We describe what improving to
good means to us and provide an overarching framework to:

¢ Deliver high quality, safe and patient-centred care, every time.

o Deliver quality improvements with our staff, multidisciplinary teams, service
users, patients, communities and partners.

e Embed an evidence-based approach to Quality Improvement

e Support more people to remain in, or near, their homes whilst receiving care.
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e Strengthen our culture of continuous quality improvement and grow our
capability to deliver this.

1.1 Our Trust

We are an acute and community service provider delivering a comprehensive range
of acute hospital, community and specialist healthcare services for more than
500,000 people living in York, North Yorkshire, East Yorkshire and Ryedale - an
area covering 3,400 square miles.

Ouir sites include:

e York Hospital

e Scarborough Hospital

e Bridlington Hospital

e Malton Hospital

e The New Selby War Memorial Hospital

e St Monica’s Hospital Easingwold

e White Cross Rehabilitation Hospital

e Nelsons Court Inpatients Unit

e Several community team bases in the Vale of York including our Community
Diagnostic Centres and facilities at the York Community Stadium

We provide a comprehensive range of district general hospital services, in addition
to regional and sub-regional services including renal and cystic fibrosis services.
The Trust manages community-based services in Selby and District, South
Hambleton and Ryedale and the City of York. This includes community nursing and
specialist services for both adults and children.

We value being the provider of the community services. This enhances our ability
to provide continuity of care, streamlined patient pathways and improves outcomes
by offering us the ability to deliver seamless coordination between hospital and
community-based services. This means we can work to reduce unnecessary
hospital admissions, facilitate early intervention and support holistic, patient-centred
care for both adults and children.

The benefits of being an integrated acute and community provider means we can
promote efficient use of resources, better communication and collaboration across
teams while addressing public health needs through prevention and population
health initiatives.

We have an annual turnover in excess of £800m and a workforce of over 10,000
people, making us one of the largest employers in the locality.
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We created York Teaching Hospital Facilities Management Limited Liability
Partnership (YTHFM) as a subsidiary of our Trust. It has a workforce of over 1,000
people, providing a range of estates and support services, such as catering,
cleaning, portering and security.

During 2023-24, we provided the following activity:

e 115,414 Accident & Emergency attendances

e 100,613 Urgent Care Centre attendances on our sites

e 160,808 inpatient admissions (adults, including maternity)

e 9,921 inpatient admissions (children)

e 121,700 operations or procedures as an inpatient

e 779,908 outpatient attendances (including telephone and video appointments)
e 3,916 babies delivered

e 43,840 new referrals in adult community services

e 4,100 new referrals in paediatric community services

e 1,120 admissions into community units (St Monica’s, Nelson’s Court, Selby)

1.2  Our Ambition and Values

Our Trust Strategic Framework

Our strategy is informed by what our patients, staff and stakeholders, including our
regulators, tell us about the services that we currently provide.

We are clear about our purpose, ambition, strategic objectives and our values and
behaviours. They are the cornerstone of this new five-year strategy ‘Towards
Excellence’.

Our Purpose (why we exist) is:

To deliver excellent healthcare every day

Our Ambition (where we aspire to get to - our True North) is:

To provide an excellent patient experience every time

Our Strategic Objectives (what we will do to achieve our ambition) are:

e To provide timely, responsive, safe, accessible and effective services at all
times.
e To create a great place for our people to work, learn and thrive.
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e To work together with partners to improve the health and wellbeing of the
communities we serve.

e To challenge the ways of today to develop a better tomorrow through research,
innovation and transformation.

e To use resources to deliver healthcare today without compromising the health of
future generations.

e To be well-led with effective governance and sound finance.

To be successful, our workforce will have a clear understanding of the strategic
objectives of the organisation and their role in contributing to their attainment. Our
actions and choices, no matter where we work or what we do in the organisation,
should be aligned with the Trust’s purpose, ambition, and strategic objectives. We
believe that every colleague has an important contribution to make and are
committed to ensuring they are enabled to provide the services our communities
deserve.

Our Values (how we behave and make decisions at work) are:

¢ Kindness
e Openness
o Excellence

The way we do things is just as important and what we do. These values have
been developed in partnership with our staff. To support staff to live our values
every day, we have a behavioural framework defining the standards we should all
expect of ourselves and each other.

The relationship between our Purpose, Ambition, Strategic Objectives, and Values
is shown below; this also incorporates the enabling strategies.
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Our
Purpose
To deliver

excellent
healthcare every day

Our Ambition
To provide an excellent

patient experience every time

Living Our Values
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timely, great place  together with = the ways of resources with effective
responsive, for our partners to today to to deliver governance
safe, people improve develop a healthcare = and sound finance
accessible to work, the health better today
and effective | leamand = and wellbeing = tomorrow without
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Enabling Strategies

o x 4 =z

Research &

Digital Estates Innovation Net Zero

Whilst our Quality Strategy supports delivery of all the strategic aims, it will
particularly enhance the delivery of two of our strategic goals:

e Quality of Care: to provide timely, responsive, safe, accessible and effective
services at all times.

e Our Partnerships: to work together with partners to improve the health and
wellbeing of the communities we serve.

The Quality Strategy is one of several supporting strategies and helps to drive our
wider programme of quality improvement work. This includes:

e Quality Objectives: each year we select Quality Objectives based on our
insight data and in consultation with key stakeholders. These are outlined in
our annual Quality Account.

e Thematic Workstreams: improvement workstreams identified from thematic

review of data including serious incidents, complaints, and inquests to ensure
a Trust-wide approach.

1.3 National Focus and Priorities

There are several factors that influence and inform this Quality Strategy:

10
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The new Ten-Year Plan

In anticipation of the new government’s Ten-Year Plan for the NHS, the healthcare
system needs to shift from:

1. Cure to prevention,
2. Hospital to community
3. Analogue to digital.

These three principles support improvements in patient safety, experience and
outcomes. They will underpin our work to deliver quality improvements to the
services we provide.

This involves providers working more collaboratively to take every opportunity to
enhance quality and provide the care our populations deserve. Many quality issues
across health and care are a result of miscommunication and inefficient processes
because the system is complicated. It is our duty to improve on this, removing
waste and complexities by working together.

York and Scarborough Teaching Hospitals NHS Foundation Trust works
collaboratively with partners across York and the East Coast, and within the
Humber and North Yorkshire Integrated Care System. We are committed to
ensuring that we work with colleagues across health and care including the
voluntary and community sector, to drive and transform the delivery of quality
services, address health inequality gaps and increase the years of life that people
live in good health.

NHS Patient Safety Strategy

There have been significantimprovements made in patient safety over the last 20
years, butthere is still more to do. The NHS Patient Safety Strategy was published in
July 2019 with a vision to improve patient safety, building on two foundations: a
patient safety culture and a patient safety system.

The strategy is underpinned by three strategic aims:

¢ Improving understanding of safety by drawing on intelligence from multiple
sources of patient safety information (Insight)

e Equipping patients, staff, multidisciplinary teams and partners with the skills and
opportunities to improve patient safety throughout the whole system
(Involvement)

e Designing and supporting programmes that deliver effective and sustainable
change inthe most important areas (Improvement)

11
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Summary of the NHS Patient Safety Strategy

Continuously improving patient safety

&, .

Improve our understanding People have the skills and Improvement programmes
of safety by drawing insight opportunities to improve enable effective and
from multiple sources of patient safety, throughout sustainable change in the most
patient safety information. the whole system. important areas.
Insight Involvement Improvement
Measurement, incident Patient safety partners, Deterioration, spread, maternity,
response, medical examiners, curriculum and training, medication,
alerts, litigation specialists, Safety II. mental health, older people,

learning disability, antimicrobial
resistance, research.

' A patient safety culture '

A patient safety system

These three strategic aims are entirely consistent with continuous quality
improvement, and we will use this structured approach to ensure we deliver quality
improvement in a way that engages our staff, multidisciplinary teams, patients and
partners.

e We willmonitor progress against the NHS Patient Safety Strategy through our
Patient Safety and Clinical Effectiveness Sub Committee to our Quality
Committee and Care Group reporting to our Performance Review and
Improvement Meetings.

e We will build the improvement capability of our teams, training them in our
new Patient Safety Incident Response Framework and Quality Improvement
Systems over the next five years.

 We will engage with staff, report on progress and accountability for learning
and improvement through our broader quality governance framework and
performance management structure.

e We will actively participate and collaborate in Humber and North York
Integrated Care Board learning network for Patient Safety.

Regulation
Quiality of care is underpinned by external regulation to check that required standards

12
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are being met and that action is taken when they are not.

We will continue to engage with the Care Quality Commission (CQC) through our
monthly meetings and with other relevant bodies, including the Medicines and
Medical Devices and Healthcare Products Regulatory Agency (MHRA), Health and
Safety Executive (HSE) and the clinical professional regulators, including the
General Medical Council (GMC), the Nursing and Midwifery Council (NMC), the
Health Care Professions Council (HCPC) and the General Pharmaceutical Council
(GPC).

In this new strategy we incorporate the ambitions set out in the revised CQC strategy
published in 2021: a new strategy for the changing world of health and social care:
that strengthens the commitment to ensuring health and care services provided to
people are safe, effective, compassionate, and high quality, with a focus on
improvement, based on four themes: people and communities, smarter regulation,
safety through learning and accelerating improvement.

2. Our Quality Ambitions

As part of our journey ‘Towards Excellence’ we will develop an approach to quality
and improvement in a structured way using the best management system available
to us. The five quality ambitions listed here describe the detail of what improving to
good looks like and will be consistent throughout the lifetime of this strategy.

In addition, we are introducing annual quality goals to provide a focus on specific
areas of improvement. The Quality Committee will review these annually and
determine any changes required.

As an NHS Trust we are required to achieve national quality and constitutional
targets, supported by existing governance arrangements. Our work to improve our
national and constitutional achievement will continue and complement our relentless
focus on our annual quality goals.

We believe by describing what improving to good looks like, supported by
understandable and achievable annual quality goals, our patients, staff and
stakeholders will clearly understand what our ambition is, what success looks like
and how we will get there.

2.1.Quality Ambition 1: Deliver high quality, safe
and patient-centred care each and every time.

This means that we will be:
e Meeting and exceeding the set standards for person-centred, effective, well

13

Page |182



led and safe care, so that we get it right first time for every patient.

e Encouraging a culture of openness, compassion and transparency where
safety and quality incidents are reported, reviewed and learned from, in line
with a just and restorative culture.

e Making timely improvements to continuously progress the quality of care we
provide.

How will we achieve this?
We will:

1. Sustain and strengthen our focus on developing our quality improvement
approach. This will include delivering our Nursing Quality Assurance
Framework, quality rounds, senior leader service visits, Getting It Right First
Time (GIRFT), benchmarking, peer reviews and clinical audit, executive deep
dives and other initiatives.

This will be measured through our staff survey results in relation to how many
staff feel they can share their ideas for improvement and enact them. We will
also measure this via our weekly and monthly audits of using the nursing and
guality assurance framework and outcomes of peer reviews and
accreditations.

2. Support our colleagues to continually improve quality by establishing a York
and Scarborough Teaching Hospitals NHS Foundation Trust continuous
improvement methodology framework, increasing the number of colleagues
trained in the established system and role model compassionate leadership
behaviours to sustain and strengthen our safety culture.

This will be measured by the number of staff trained in our quality
improvement approach and the number of quality improvement projects
presented in new arrangements to share this work with wider trust staff and
multidisciplinary teams

3. Support leaders, managers, clinicians and all our colleagues to explore,
identify and deliver improvement opportunities linked to supporting our quality
approach, helping us achieve our annual quality goals and address our quality
challenges.

This will be measured using triangulated data from a number of areas to help
identify the focus of our improvement areas, supporting staff and
multidisciplinary teams to analyse the data to help them understand where
their improvement attention should be.

4. Focus on patient safety ensuring we deliver the safety improvement
programmes supported by the national patient safety team. The four National

14
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2.2.

Patient Safety Improvement Programmes are:
e Managing Deterioration Safety Improvement Programme
e Maternity and Neonatal Safety Improvement Programme
e Medicines Safety Improvement programme
e System Safety Improvement Programme

The Trusts current Patient Safety Incident Response Framework (PSIRF)
priority areas that are currently part of our PSIRF Plan, are:

e Managing deterioration

e Sepsis care

e Falls prevention

e Pressure ulcer prevention

e Reducing medication errors

e Improving the quality of discharge

e Reducing occurrences of post-partum haemorrhage

This will be measured by the delivery of one thematic review of incidents in
each priority area per year to inform improvement work.

Listen to and act on the feedback from patients and families, and our staff,
delivering high quality patient care aligning improvement activities to outcomes
and patient experience of care.

This will be measured by the number of complaints received and a 10%
increase from baseline, year on year of the number of patients who
recommend the Trust within their Friends and Family Test response.

Quality Ambition 2: Deliver quality
Improvements with our colleagues, service
users, patient, communities and partners

This means that we will be:

Listening to the voice of the patient and our staff as it presents in all
parts of our organisation.

Working with patients, their families and carers, together with our staff
and the wider community as partners in the design, development and
delivery of services.

Personalising care so that people feel listened to, respected and cared
for.

Analysing and using available data to help inform our improvement priorities.
Reducing health inequality gaps and providing care that is equitable.
Making a conscious effort to hear from and understand the needs of our
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seldom heard groups.

How will we achieve this?
We will;

1.

2.3.

Undertake meaningful and inclusive patient and public engagement to
involve, collaborate and coproduce quality improvements with our services
users, patients and communities.

This will be measured by: All service improvements articulate via the project
outline and the Equality Impact Assessment that patients and families have
been involved.

Continuously seek to improve patient experience — analysing FFT scores,
complaints, and other patient experience measures, and acting on the
results.

This will be measured by evidence from Care Group reports to Patient
Experience Sub-committee that demonstrate triangulation of patient
experience feedback into quality improvement activity.

Listen to our patients; ensuring we hear from voices representative of our
diverse patient populations — including underrepresented groups, using a
variety of proactive methods to achieve this including digital and online tools.

This will be measured from the current baseline of patients that access FFT,
Patient Advice and Liaison Services (PALS) and complaints processes via
digital solutions and making use of reasonable adjustment offers.

Contribute and collaborate to place based Health and Care Partnership
Experience of Care networks.

This will be measured by attendance at network meeting by Trust colleagues.

Embed and develop leaders that serve our patients, staff and multidisciplinary
teams through a framework of Compassionate Leadership.

This will be measured through the staff survey results where staff report they
feel engaged and able to make improvements.

Quality Ambition 3: Embed an evidence-based
approach to Quality Improvement.

This means that we will be:
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e Setting ambitious annual quality goals in partnership with our patients and
stakeholders, specific to our Trust and, meaningful to our local populations.

e Reviewing these annual quality goals through our assurance framework
Ward to Board.

How will we achieve this?
We will:
1. Set annual quality goals based on local and nationally available quantitative

and qualitative data.

This will be measured by having agreed quality goals that are based on
available data intelligence.

2. Use the Model for Improvement as our evidence-based approach to
continuous improvement. This will incorporate a clear aim, well defined
measures and space to think far and wide about change ideas; followed by
rapid tests of change using multiple improvement cycles and based on local
and nationally available data such as GIRFT, Model Healthcare System, and
public health information

This will be measured by the number of quality improvement projects
presented at the new arrangements for sharing our progress and the learning
we have had.

2.4.Quality Ambition 4: Support more people to
remain in, or near, their homes whilst receiving
care.

This means that we will be:

e Creating a world-class clinical environment focused on patient experience
and safety.

e Improving health and wellbeing across our population taking a proactive,
preventative approach to improving population health.

e Benefiting from the latest estates infrastructure, technology, teaching,
research, and innovations.

e Addressing our challenges in sustainability and delivering value by
implementing new ideas, services and systems.

e Supporting clinicians and other partners work together to test and deliver
guality improvements using continuous improvement methodologies.

e A leader in healthcare innovation, teaching and quality improvement.

How will we achieve this?
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We will:

1.

2.5.

Work across our Care Groups and multidisciplinary teams, as part of the
Humber and North Yorkshire system, to learn from others making
sustainable improvements to care, including the Collaboration of Acute
Providers, place-based partnerships and local alliances for transformation,
which will include placing a priority on developing new models of community
service provision.

. Champion cross-boundary and more integrated neighbourhood pathways to

put patients inthe centre of their care.

Develop and identify innovative and scalable solutions to address our
challenges and to improve patient care working through entire pathways of
care using a Quality Improvement approach.

Exploit the capabilities and opportunities of information technology.

Accelerate our research, teaching and development; invest in
infrastructure and the clinical environment to pioneer new ways to deliver
high quality care.

All of the above will be measured by evidence of our growing use of
technologies, such as artificial intelligence to help with innovations, and
the growing use of technology to support more people to remain in their
own home rather than come to hospital for care. We will also measure
this by the number of new pathways of community-based care that are
established.

Quality Ambition 5: Strengthen our culture
of continuous quality improvement and
grow our capability to deliver this.

This means that we will be:

Nurturing and supporting our multidisciplinary teams to have quality
improvement skills, knowledge and the tools they need to improve the
care they deliver to patients.

Empowering our multidisciplinary teams, who know their local challenges
best, to become skilled in solving problems in their areas to improve
care.

Building a quality improvement community across all professions who
support each other to deliver and improve quality.

Working with other partners across our places to share our approach to
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quality improvement.

Engaging and enthusing all staff, patients and communities to enable
then to take part in continuous improvement.

Supporting leaders and managers across the organisation to coach and
role model our Trust values and improvement approach.

Sharing learning and celebrating success

Learning from when things go right and view mistakes as a learning
opportunity not as failure.

How will we achieve this?
We will;

1.

Create opportunities for multidisciplinary, cross-department and pan-system
working and cross-pollination of ideas through live improvement work,
projects and training.

This will be measured by the number of quality improvement projects
presented at the new arrangements for the Trust to share the improvements
we are making and the learning we have had.

Expand on our tiered approach to improvement through quality improvement
education, training and coaching to build organisational capability and
capacity across the multidisciplinary team.

This will be measured by the number of staff trained in our quality
improvement approach, and the levels to which they are trained.

Ensure that staff experience leads to more confidence and resilience at work
and that we are the employer of choice.

This will be measured by the staff survey results.

Ensure all staff and multidisciplinary teams can be involved with quality
improvement Rapid Improvement Events, projects, setting local goals, quality
rounds, Schwartz Rounds and the Nursing Quality Assurance Framework
recognition awards.

This will be measured by the number of quality improvement projects
presented at the new arrangements for the Trust to share the improvements
we are making and the learning we have had.

Continue our focus on quality through our embedded quality approach,
including executive led deep dives, senior leader links with services and
quality temperature checks’.

This will be measured by reports received in the Quality Governance
Assurance Meetings

19

Page |188



6. Grow our improvement community to enthuse, empower and enable
colleagues to get involved with quality improvement across and with our
places, creating a culture that values and actively shares learning across the
system.

This will be measured by the establishment of our internal Quality
Improvement Network and the number of staff attending. We will also
measure this through an annual event encouraging teams to showcase their
improvement work.

7. Use our own case studies to share learning about what works well and where
we need to learn from mistakes and failure, recognising the value of sharing
our learning across teams, organisations, and systems.

This will be measured by the number of submissions we make to national
and local award structures with the aim of becoming finalists and
improvement award winners.

3. Quality Governance

Our Quality Strategy is supported by our revised quality architecture, using our
existing and embedded quality assurance framework and governance processes.
Quality improvement will be supported through the Trust’s governance
arrangements, which provides a two-way ‘service to board’ assurance mechanism,
reporting and providing feedback across all areas.

The Quality Committee is the Board Committee with responsibility for seeking
assurance on the delivery of the Quality Strategy. Assurance and monitoring
evidence is shared with the Committee through the following governance structure
highlighted in Figure 3. In support of these high-level committees, we have
specialist groups that report through to the Quality Committee and Trust Board and
take forward specific aspects of work, for example the Health and Safety Committee
and Infection Prevention and Control Committee

The organisations quality ambitions are also supported through a range of key
triangulated qualitative and quantitative measures, including:

e Patient safety measures

e Patient experience measures

e Local and national audits

e Corporate reviews with each clinical division

e Getting it Right First Time (GIRFT)

e Trust quality assurance framework and accreditation processes
e Grand rounds

e Leadership visits/back to the floor days
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e Clinical audit
e Model Healthcare System data
e Reports of national benchmarking studies and confidential inquiries

Figure 3 High Level Quality Governance Structure

Trust Board

Quality Committee

Patient Safety and Clinical Patient Experience Sub —
Effectiveness Sub-Committee Committee

4. Annual Quality Goals

We are introducing the concept of annual quality goals to provide a focus on
specific areas of improvement, and we will revisit these annually in the Quality
Committee to determine if they need to be retired or replaced. We will report on
our progress with delivering our annual quality goals and other important quality
measures such as complaints in our annually published York and Scarborough
Quiality Account.

9. Summary and Next Steps

This York and Scarborough Teaching Hospitals NHS Foundation Trust Quality
Strategy, and the introduction of annual quality goals is a bold but appropriate step
forward for the Trust in delivering more consistent and reliable care to the people we
serve. It will bring clarity to our staff and multidisciplinary teams about our
organisation-wide focus for improving quality and support our partnership working
with the communities and organisations in York and the East Coast and the wider
Humber and North York Integrated Care System.

We will report the improvements we are making and share these with our teams,
patients and the public and the Trust Quality Committee and the Trust Board. We will
set out our successes and challenges in our Annual Quality Account. We will keep
this strategy under constant review and welcome feedback from patients,
communities, partners and our staff to strengthen further our approach in delivering
for all the communities we serve.
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Executive Summary:

e The Guardian of Safe Working Hours (GOSWH) is a statutory, independent role
which exists to ensure compliance with contractual stipulations regarding safe
working hours for resident doctors employed by the Trust and provide assurance of
this to the board.

e The Guardian role saw a changeover during the year, with a new Guardian who
commenced in post in September 2024

e The three key themes in this annual report are:

o A consistent increase in exception reporting compared to previous years,
indicating improved awareness and engagement with the process.
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o Staffing shortages remain a key theme across the year, impacting resident
doctors’ wellbeing and the quality of care provided.

o Exception reports were predominantly submitted for late finishes. There was a
rise in missed breaks, inadequate supervision, and missed training
opportunities.
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1. Introduction and Background

This is the 2024/2025 annual report to the Board from the Guardian of Safe Working Hours
(GoSWH) as required by the 2016 terms and conditions for doctors and dentists in training.
The annual report is for 1 April 2024 to 31 March 2025 and summarises key findings from
the Resident Doctor Forum (RDF) and Exception Reporting data.

The primary role of the GoSWH is to ensure compliance with contractual stipulations
regarding safe working hours for resident doctors employed by the Trust and provide
assurance of this to the board.

The primary source of information about the working hours is from Exception Reporting. All
resident doctors are given access to the online Exception Reporting tool and can highlight
variation in working hours, missed breaks, and missed training opportunities. These reports
are sent directly to the doctor’s supervisor who can award Time Off in Lieu (TOIL) or
payment for additional hours worked or close the report with no further action.

The Director of Medical Education has access to review reports related to training and
supervision.

The GoSWH also holds the position of Chair of the Resident Doctors Forum (RDF). The
Forum has core representation from Medical Employment, Medical Deployment, Medical
Education, Care Group Management, Local Negotiating Committee and British Medical
Association. It is open to all resident doctors working in the Trust.

2. Current Position/Issues
2.1  Exception reporting trends

A complete breakdown by Care Group and department is detailed in Table 1 of the
Appendix. It is worth noting that the specialty recorded reflects the doctor’s primary
base but not necessarily where they worked the shift in question. This is usually the
case in reports related to out-of-hours shifts.

Three hundred and four (304) reports were received in 2024/2025. This has shown a steady
increase compared to the past 2 years where we received 287 in 2023/2024 and 254 in
2022/2023 respectively. This suggests better awareness of the process and greater
engagement by doctors. However, significant challenges persist, particularly staff shortages,
delayed responses to exception reports, and missed training opportunities.

The Medicine Care Group consistently submitted the highest number of reports. This is
consistent with this Care Group hosting the highest proportion of Resident Doctors. Reports
citing immediate safety concerns were received in each quarter, primarily related to
insufficient staffing levels. Foundation Year 1 doctors were the primary reporters, but
reporting from Trust Grade doctors and higher trainees increased due to ongoing promotion
efforts. Timely resolution of reports remained inconsistent, with an average of 43% reviewed
within 7 days across the year.

2.2 Resident Doctors’ Forum (RDF)

Formerly the Junior Doctors’ Forum, the RDF underwent a rebranding in Q3 in line with a
national change in terminology from junior doctors to resident doctors.

Key developments include:
Guardian of Safe Working Hours 2024-2025 Annual Report
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o RDF supported awareness campaigns for exception reporting in departments with
historical underreporting.

o New vice-chairs and site-specific representatives were appointed to strengthen local
engagement.

o ‘Swap Shops’ launched to support shift flexibility around major holidays like
Christmas and Eid.

o Continued advocacy for International Medical Graduates and Locally Employed
Doctors (LEDSs), including induction improvements.

o Repeated calls for consistent delivery of local induction at non-hospital placements.

2.3  Exception Reporting Changes

On 25 April 2025, NHS England announced planned reforms to the framework and
processes for exception reporting. These reforms include modifications to reporting
structures and oversight mechanisms, aimed at enhancing resident doctors’ confidence in
submitting exception reports, as well as revisions to the rules governing the issuance of
fines. The Trust and the Guardian of Safe Working Hours are currently awaiting further
guidance from NHS England, following which the necessary changes will be implemented.

2.4  Guardian Funds

The Resident doctor contract stipulates specific breaches to safe working hours and rest
should lead to a Guardian fine payable by the relevant Care Group. It also details how the
fine should be calculated and shared between the affected doctor and Guardian. The use
of Guardian funds are accessible to all residents via the Resident Doctors’ Forum.

Ten fines were levied in 2024/2025:

Four were levied against the Family Health Care Group (totalling £310.02, £193.76 going
into the Guardian fund), one for Medicine (totalling £89.44, £55.90 going into the Guardian
fund) and five against the Surgery care group (totalling £261.24, £163.32 going into the
Guardian fund). All ten fines related to shifts that went over the maximum 13 hours.

The predominant reason for exceeding the maximum working hours was handover issues
(starting or ending late), as well as two emergency surgeries, and one due to the clocks
going forward.

The end of year balance from fines levied is £1,671.44, of which £500.00 has been
ringfenced. Details presented below:
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Guardian Funds: 2024/2025 activity

Detail |+ Balance
Opening balance on 1 April 2024 £1,493.14
(+) Guardian fines +£412.98 £1,906.12
(-) Purchases made in this quarter - £234.68 £1,671.44
Closing balance on 31 March 2025 £1,671.44
Ringfenced funds +/- Available
Balance
Purchase for York Doctors’ Mess -£500.00 £1,171.44

Available funds on 31 March 2025 £1,171.44

3. Discussion

This annual report presents a detailed picture of the pressures impacting safe working
hours for resident doctors, reflected in both the rise in exception reporting and the nature
of the issues flagged - primarily persistent staff shortages, late finishes, missed breaks,
and delayed supervision.

Recommendations for Consideration:
The following items are areas recommended for action. Many of these will be taken
forward by the GOSWH and others are for consideration by the Trust to

3.1 Promoting Exception Reporting

The continued rise in exception reporting, reflects growing awareness and engagement.
However, underreporting remains an issue in certain departments due to cultural or
structural barriers. To further support and normalise the practice of exception reporting:

e Introduce and promote anonymous exception reporting, particularly in departments
where discouragement has occurred.

e Sustain awareness campaigns and ensure all new resident doctors, receive clear
guidance on exception reporting during induction.

¢ Reinforce the importance of exception reporting among supervisors and departments

3.2  Workforce Planning and Deployment

Staffing shortages remain a recurrent theme, driving late finishes, missed breaks, and
insufficient supervision. Exception reporting data offers a valuable lens through which
workforce pressures can be analysed.

e Develop a Trust-wide workforce resilience plan to address persistent staffing gaps and
prioritise high-risk departments identified through exception reporting trends.

¢ Integrate exception reporting analytics into workforce planning meetings to inform rota
design, recruitment efforts, and shift allocation.

e Finalise and implement terms and conditions for Locally Employed doctors, ensuring
consistent recognition and support to stabilise workforce numbers.

3.3 Resident Doctors’ Wellbeing

The nature of exception reports this year, including increases in reports of missed breaks,
inadequate supervision, and missed training highlight sustained pressures that adversely
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affect resident doctors' wellbeing. Persistent understaffing remains a critical factor behind
these concerns, impacting morale, training, and overall safety.

e Collaborate with workforce and operational leads to ensure safe staffing levels are
consistently maintained, particularly during periods of high demand or known workforce
deficits, in order to reduce excessive workloads and protect resident doctor wellbeing.

e Ensure structured induction and support for all doctors, including those on non-hospital
placements.

e Continue investment in wellbeing initiatives e.g. rest facilities, peer support schemes.

Desired Outcome

o Foster a culture where exception reporting leads to meaningful change, not just
documentation.

o Reduce safety-related incidents and burnout by stabilising workforce capacity.

« Improve training quality, morale, and wellbeing among resident doctors.

« Provide the Board with a clearer picture of service pressure points to inform strategic
planning.

4. Summary

Exception reporting rose across all quarters this year, with 304 reports submitted in total.

The Medicine Care Group remained the primary source of exception reports.

Doctors’ wellbeing and training access are being impacted by poor staffing levels.

Guardian fines were primarily due to over 13-hour shifts during delayed handovers,

emergency cases and service pressures.

e Response delays to exception reports by supervisors remain an issue, with only 43%
addressed in the contractually required time.

e The Guardian’s role in safeguarding working hours remains vital to ensure quality of care
and resident doctors’ morale.

e The Trust and the Guardian of Safe Working Hours are awaiting further guidance from

NHS England, following which the necessary changes to the Exception Reporting

process will be implemented.

Date: 8 May 2025
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Appendix 1: Exception reporting data for 2024-2025

Table 1: Exception reports by department

Care Group/ department

No. exceptions

No. exceptions

No. exceptions

Dental Core Trainees
Dental Foundation Trainees
ENT

General Surgery

General Surgery (Colorectal)
General Surgery (Gastro)
General Surgery (Upper GI)
General Surgery (Urology)
General Surgery (Vascular)
Oral & Maxillofacial Surgery
Trauma and Orthopaedics

raised closed open

Family Health 44 42
Obstetrics & Gynaecology 41 39
Paediatrics 3 3

Medicine 179 179
Acute Medicine 32 32
Cardiology 48 48
Diabetes & Endo 9 9
Elderly Medicine 25 25
Elderly/Acute 1 1
Emergency Medicine 7 7
Gastroenterology 20 20
General Medicine 1
Haematology 2
Palliative Medicine 1
Renal Medicine 10
Respiratory
Stroke/Rehab

Surgery
Anaesthetics

w AN
Klrlodv|w|o|o|k|o|w|k|w (S|~ BIFN -

CSCS

General Psychiatry

Total Raised

w
Ol |-
=

w
w AN
S|P &P e e em |k o|wl- w| & |~ g

NOO |O0O|0|O|0|0|0|0|00|0|0(0O |O(0|0 |00 |0(O|0|0(O|0 00|00 [O|IN|IN

Table 2: Exception reports by grade

Grade No. exceptions in Proportion of No. exceptions Proportion of
previous financial | reports financial raised this reports this

year year financial year financial year

F1 169 59% 144 47%

F2 49 17% 15 5%

CT1-2 /IM1-2/ ST1-2 63 22% 112 37%

IMT3/ ST3+ 6 2% 33 11%

Total 287 100% 304 100%
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Table 3: Exception reports by type
Type No. Proportion No. Proportion
exceptions | of reports | exceptions | of reports
in 23/24 23/24 raised 24/25
24/25

Late finish 218 76% 223 73.3%

Late finish & early start 14 4.9% 0 0%

Early start only 1 0.34% 0 0%

Missed breaks 15 5.2% 27 8.9%

Late finish and missed breaks 16 5.6% 15 4.93%

Difference in working pattern 3 1.03% 4 1.32%

Missed breaks & Difference in working pattern 0 0% 2 0.66%

Unable to achieve minimum 11 hours rest 0 0% 1 0.33%

Inadequate supervision 4 1.4% 10 3.3%

Inadequate supervision & late finish 0 0% 1 0.33%

Inadequate clinical exposure 1 0.34% 4 1.32%

Inadequate supervision & unable to achieve 3 1.03% 4 1.32%

breaks

Inadequate supervision & unable to attend 1 0.34% 0 0%

scheduled teaching/training

Unable to attend scheduled teaching/training 2 0.7% 7 2.3%

Unable to attend scheduled teaching/training & 2 0.7% 1 0.33%

late finish

Unable to attend schedule teaching/training & 0 0% 1 0.33%

late finish & missed break

Unable to attend clinic/theatre/session 4 1.4% 3 1%

Unable to attend clinic/theatre/session & missed 0 0% 1 0.33%

break

Teaching cancelled 1 0.34% 0 0%

Difficulty completing workplace-based 1 0.34% 0 0%

assessments (WPBAs) & Inadequate clinical

exposure/experience

Difficulty completing workplace-based 1 0.34% 0 0%

assessments (WPBAs) & Inadequate clinical

exposure/experience & Inadequate supervision &

Lack of feedback

Total 287 100% 304 100%

Table 4: Exception reports (response time)

Addressed within Addressed Addressed in longer Still open
48 hours within 3-7 days than 7 days

FY1 28 39 76 0

FY2 3 7 5 0

CT1-2/ST1-2 21 18 69 2

IMT3/ST3+ 6 9 18 0

Total 58 73 168 2

43% addressed within 7 days (59% in 2023/2024)
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York and Scarborough
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NHS Foundation Trust

Report to: Trust Board

Date of Meeting: 21 May 2025

Subject: Staff Survey Improvement Plan — responding to 2024 results

Director Sponsor: Polly McMeekin — Director of Workforce & Organisational
Development

Author: Vicki Mallows — Workforce Lead

Status of the Report (please click on the appropriate box)

Approve [1 Discuss XI Assurance [ Information Regulatory Requirement []

Trust Objectives

To provide timely, responsive, safe, accessible effective care at all times.

To create a great place to work, learn and thrive.

[] To work together with partners to improve the health and wellbeing of the
communities we serve.

[] Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

[] To use resources to deliver healthcare today without compromising the health of
future generations.

[ To be well led with effective governance and sound finance.

Board Assurance Framework Implications for Equality, Diversity and
Inclusion (EDI) (please document in report)

Effective Clinical Pathways

Trust Culture Yes
Partnerships

Transformative Services [J No

Sustainability Green Plan
Financial Balance
Effective Governance

1 Not Applicable

ODOoo0dXd

Executive Summary:

It is recognised that the survey results show significant gaps in staff experience when
comparing our own Trust to that of our peers (including from an equality, diversity and
inclusion perspective). The results have relevance to patient experience, patient safety
and quality of care, as well as staff experience and retention.

It is also acknowledged that the participation rate has dropped from 43% in 2022 to 36%
in 2024 and is 13% below average and 35% below our highest peer Trust i.e. our
understanding of what it is like for all staff to work in the Trust is significantly less
representative than it could be.

Staff Survey Improvement Plan — responding to 2024 results
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The attached overall Staff Survey Improvement Plan (Appendix 1) incorporates
feedback from Staff Networks, Staff Governors, Union Representatives, and Corporate
Directors; common themes from plans received from Care Groups, Corporate
Directorates, and YTHFM; and some ongoing actions from the last financial year.

Recommendation:

The Board is asked to consider the proposed actions and provide feedback. All
Directors are asked to take responsibility for the actions that relate to their own staff /
areas of delivery; and to hold themselves and each other to account for delivery of this
plan.

Report Exempt from Public Disclosure

No X Yes []

(If yes, please detail the specific grounds for exemption)

Report History

Meeting/Engagement Date Outcome/Recommendation

Executive Committee 07 May 2025 Additional action identified to
strengthen the celebration of
successes

Resources Committee 20 May 2025 Unknown at the time of
submitting this paper
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Staff Survey Improvement Plan —responding to 2024 results

1. Introduction and Background

The 2024 Staff Survey results have been shared across the organisation and formally
reported to this Board earlier in 2025.

Appendix 1 outlines the proposed overall Trust Staff Survey Improvement Plan which
incorporates feedback from Staff Networks, Staff Governors, Union Representatives,

and Corporate Directors; common themes from Care Groups, Corporate Directorates,
and YTHFM; and some ongoing actions from the last financial year.

2. Considerations

Proposed actions relate to the following key themes:

¢ Organisational culture (the Our Voice Our Future programme)

e Growing management and leadership capability across the organisation,

including team development and effectiveness.

e Ensuring the new Trust strategy is embedded across the organisation with clarity
around goals, objectives, roles and responsibilities, at team and individual level.
Embedding continuous and quality improvement
Health, safety and wellbeing
Creating a great place to learn and progress
Increasing participation in the annual survey to ensure the results are more
representative of the whole workforce.
¢ Increasing the celebration of successes.

3. Current Position/Issues

The organisation has not incentivised completion of the annual survey for the last two
years. In that time, we have seen our participation rate drop from a high of 43% in
2022 when we last offered an incentive (2% below average, 26% below our highest
peers) to 36% in 2024 (13% below average and 35% below our highest peer Trust).

It is also recognised that the survey results show significant gaps in staff experience
when comparing our own Trust to that of our peers (as per the results previously
reported to the Board earlier in 2025). The results are applicable to patient experience,
patient safety and quality of care, as well as staff experience.

4. Summary

The proposed actions are designed to improve staff experience (and therefore
retention), and to increase participation levels to ensure we have a more
representative understanding of what it is like for all colleagues to work here.

5. Next Steps

The Board is asked to consider the proposed actions and provide feedback. All
Directors are asked to take responsibility for the actions that relate to their own staff /
areas of delivery; and to hold themselves and each other to account for delivery of this
plan.

Date: 08 05 2025
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NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

2024 Staff Survey Results - Improvement Plan - Listening to Employee Voice: Our Voice Our Future

The actions below have been drawn from the overall Staff Survey results for the organisation, including the themes from the free text comments; and common themes from action plans

shared by Care Groups, Corporate Directorates and YTHFM.

EXECUTIVE | OPERATIONAL
ACTION SPONSOR LEAD(S) MEASURES TIMESCALES PROGRESS
Compassionate and Inclusive
Culture
o a voice that
Sheper=e ™ e
Create a compassionate and inclusive culture where people Simon Jenny Flinton, | To improve the staff survey scores in 2025: Two-year Board to review and agree the recommendations
want to come to work. Morritt, Polly | Gail Dunning & | ‘We are compassionate and inclusive’ to programme for | of the Design phase in May 2025.
McMeekin Alex Kilbride increase from 6.9 to 7.2 in 2025; and ‘Staff completion
Continue with Our Voice Our Future, the NHSE Cultural and Engagement’ to increase from 6.3 to 6.8 in 2025 2025/26 Delivery phase to commence in June 2025.
Leadership Programme. Implement the Delivery phase of (to match the peer group average scores in
the programme to develop our future culture. 2024).
To increase the response to ‘| would
recommend my organisation as a place to work’
from 45% in 2024 to 50% in 2025 and 53% in
2026 (as per scorecard metric).
To increase the response to ‘If a friend or
relative needed treatment | would be happy with
the standard of care provided by this
organisation’ from 43% in 2024, to 48% in 2025
and 51% in 2026 (as per scorecard metric).
Leadership and Management
Capability
Sl S e
Further support and development for all line managers to Polly Lydia Larcum To increase the “‘Team working’ sub-score from Ongoing As of 28.04.2025 966 people have attended Line
grow management and leadership capability. To include: McMeekin & Gail Dunning | 6.3to 7.1 in 2026 (to match best peer result in 2025/26 Manager Development Training (phase 1).
e Developing team effectiveness (including a sense of 2024)
‘team’). To support with this fully continue to roll out Management Fundamentals Training to
and utilise the Insights Profiling. To increase the ‘Line management’ sub-score commence in July 2025. This will include how to
e Collaborative working (across teams, from 6.6 to 7.3 in 2026 (to match the best peer robustly identify and manage capability
CGs/Directorates, and staff groups) result in 2024) (performance).
e Communicating effectively
e Showing respect and appreciation for staff (valuing To reduce the ‘experienced discrimination from
their contribution) managers/team leaders or other colleagues’
e Ensuring early resolution to staff concerns and question from 9.2% to 4.4% in 2026 (to match
complaints the best peer result in 2024)

; ; _ . To reduce the ‘experienced harassment, bullying Ongoing Further developments and additions made to the
;:—r?epr;OaT]g[g]ee?r&g\tg(t;ﬁ:\smtz)er)gg;rh:n:lrrr]\i Eagsg&;t(r)rfglﬂgggi All directors te;?g?rzsg:fre or abuse at work from Managers’ question from 2025/26 Line Manager Toolkit, with a Payroll Booklet also
understand and deliver on their responsibilities. Groups 13.2%_ to 5.2% in 2026 (to match the best peer added and a Recruitment specific booklet in

Corporat’e result in 2024). development.
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To review the Trust’s Leadership Framework and

Directorates, and

To increase the response to ‘| am confident that

associated documentation e.g. 360 feedback to ensure it YTHFM my organisation would address my concern’ The Trust’s Leadership framework already
remains in line with NHS expectations following the from 35% in 2024, to 40% in 2025 and 42% in includes a self-assessment tool which all staff can
publication of the national management and leadership 2026 (as per scorecard metric). use for self-reflection and discussion with line
framework expected in the Summer 2025. manager / coach / mentor etc. OD actively
promote the self-assessment on all leadership
To promote Managers and leaders each year to have 180- programmes and include 1:1 or small group
degree feedback against the Trust’'s Leadership Framework discussions on their individual reports & areas of
to inform their appraisal and development plan. strength and for development.
Strengthen the celebration of successes at organisational, Lucy Brown Leadership Increase the response to ‘The recognition | get September
service, team and individual level i.e. recognise and teams in Care | for good work’ question from 49% in 2024 to 2025 and
appreciate the contributions of all colleagues. Groups, 60% in 2026 (to match peer best in 2024). ongoing
Corporate
Directorates, and | Increase the response to ‘The extent to which
YTHFM my organisation values my work’ question from
37% in 2024 to 53% in 2026 (to match peer best
in 2024).
Delivery of the Trust Strategy,
Goals and Objectives
a'voice that
g=€:am counts
All managers to ensure that the new Trust vision, purpose All directors Leadership To increase the response to ‘The team | work in
and strategy is shared widely and ensure each team has teams in Care | has a set of shared objectives’ from 70% in 2024
clear shared goals and objectives, each person is clear on Groups, to 80% in 2026 (to match the best peer result in
the purpose of their role and understanding of own and co- Corporate 2024).
workers’ roles and responsibilities. Directorates, and
_ YTHFM To increase the response to ‘Team members Review of structures commenced April 2025,
Review of management structures to remove unnecessary understand each other's roles’ from 68% in 2024 actions to be agreed.
bureaucracy including duplication of roles and to 76% in 2026 (to match the best peer result in
responsibilities, barriers to effective communication. 2024).
T Back to the Floor Friday to be expanded to
Inc[)eallse Igz?dersthlfp V|S|g_|ll‘:y at altlhlevelz_ls tto encour_?ge Feedbacr through staff survey free text include middle management. Diaries to be
verbal and face to face dialogue thus limiting emai comments cleared on Friday mornings.
communication.
. - i A ment from E ive Di hat all staff
Empower staff networks and trade unions by providing Feedback from Trade Unions, Staff Governors greement fro xoe cutive Directors that all sta
ble time t t Trust obiecii 1 th | d Staff Network can spend up to 10% of their working time on
reasonable time to support Trust objectives in these roles. and Staff Networks. activities to support wider priorities within the
Trust e.g. staff networks.
Trans!tion the off-line wprkf_orce to be online to receive key Digital reporting to monitor uptake. Digital Hub now operational.
organisational communications.
Continuous Quality Improvement M
learning
Systematically embed QI methodology. Continuous delivery Dawn Adele Coulthard | To increase the response to ‘| am able to make Ongoing One-day introduction to QI programme available
of introductory and specialist Improvement Training Parkes improvements happen in my area of work’ from 2025/26 to all staff.

(Five-day QSIR practitioner programme provides more
advanced training.)

48% in 2024, to 53% in 2025 and to 54% in
2026 (as per scorecard metric).

Cohort 6 of QSIR training in progress April 2025.
Five staff re-accredited by AQUA and licensed to
deliver specialist training (QSIR)
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Strive for continuous improvement within the workplace and
enable individuals to innovate and make change happen.

All business cases and process changes to include details
of plans for stakeholder and staff engagement.

Agreed to work with an external partner to
undertake a readiness assessment of the Trust’s
ability to use and embed an approach to
continuous improvement to support delivery of the
Trust strategy and True North objectives. The
readiness assessment will be complete by
06.06.2025 when decisions will be made about
how to proceed with delivery of our quality
management system.

Health, Safety & Wellbeing

Q&

We are
safe and
healthy

We are .
compassionate

andinclus

ive

Staff Wellbeing Rooms to be implemented at York,
Scarborough and Bridlington Hospitals

Revisit multi-disciplinary support provided to teams upon
death of a colleague or a patient (and external signposting
where someone has a personal bereavement).

Increase confidence in staff that managers will support them
with safety concerns relating to workplace violence and
sexual misconduct.

Every day a healthy main course will be available in the
Trust’'s hospital restaurants that costs (tbc — inflation busting
meal price for staff)

A new site development plan for York Hospital will be in
place by the end of the 25/26 year including where we might
locate a purpose-built staff changing and shower facility. It is
acknowledged that the absence of such a facility at a major
hospital is not acceptable.

In the interim — existing York Hospital facilities to be
mapped so that availability and access can be promoted,;
charitable / other funding to be utilised to make minor
improvements.

Polly
McMeekin

All directors

Chris
Norman

All directors

All directors

Alex Cowman

Dr Yvonne
Doherty

Darren Miller,
Jenny Flinton

Malcolm Veigas

Sal Katib & Dan
Braidley

To improve the ‘We are safe and healthy’ score
from 5.8 in 2024 to 6.1 in 2025 (to match the
peer average in 2024)

To reduce ‘experienced physical violence from
patients’ from 15% in 2024 to 6.4% in 2026 (to
match best peer in 2024)

To reduce ‘unwanted behaviour of a sexual
nature in the workplace from patients’ from 9.6%
in 2024 to 0.8% in 2026 (to match best peer in
2024)

To reduce ‘unwanted behaviour of a sexual
nature in the workplace from staff / colleagues’
from 5.2% in 2024 to 1.5% in 2026 (to match
best peer in 2024)

November
2025

July 2025

September
2025

The space at BDH is due to open during May
2025. Spaces identified at SGH & YH but work
has not started. YH location relocated to current
consultant room. Charitable funds must be used
by August 2025.

Working group established in Sept 2024 to create
a more accessible and responsive policy.
Bereavement pathway / resources poster near to
completion.

The Trust has launched the Sexual Misconduct

Policy and an anonymous reporting tool. Sexual
Misconduct training is available for all to access

on Learning Hub.

This has been attempted previously [Fix the
Basics work post-pandemic]. Food and overhead
costs prevented this from being sustained.
YTHFM would require subsidy to be able to
deliver this.

Scarborough-based staff are able to use the
changing and shower facilities in the new UECC
building.

Page |205




Learning, Development & Career
Progression

We are
always We are

learning e e
Create a great place to learn: Polly Will Thornton Increase the ‘Development’ sub-score to 6.8 in Change Maker project to understand the barriers
e Increase awareness of different types of McMeekin, Rachael 2025 (i.e. match the best peer result in 2024) faced when accessing learning and development
development opportunities that are available and Karen Stone, Snelgrove opportunities.
how to access them. Dawn Emma George
o Reduce barriers to learning. Parkes Professional leads are developing career
e Demonstrate how we invest in staff development — progression pathways — e.g. nursing ‘from acorns
publicise what is being done / stats etc to oak trees’, Research & Innovation has a map in
e Provide details of career development opportunities draft which will not only outline options but
on staff room. signpost to support with those aspirations and
e Improve the quality of appraisal conversations by Increase the ‘Appraisals’ sub-score to 5.5 in October 2025 | development needs.
changing the appraisal template, providing further 2025 (i.e. match the best peer result in 2024)
guidance and support for effective appraisals and
removing the cascade requirement.

Timely Resolution of Complaints

We are

safe and

healthy We are a
compassionate
and inclusive

Adjustments to be made to the infrastructure for both the Polly Jenny Flinton Increase the ‘Compassionate leadership’ sub- July 2025 The No Excuse for Abuse online reporting form
Civility, Respect and Resolution (CRR) and Conduct and McMeekin score from 6.7 in 2024 to 7.5 in 2026 (to match was launched in March to encourage full reporting
Disciplinary policy to ensure investigations into allegations best peer result in 2024) of all behavioural concerns as survey results
are conducted comprehensively, swiftly and appropriate indicate that problems are more prevalent than
feedback is provided to key witnesses. the cases reported via HR/unions/FTSU Guardian
To increase the response to ‘| am confident that etc. The form includes an anonymous reporting
my organisation would address my concern’ function.
from 35% in 2024, to 40% in 2025 and 42% in
2026 (as per scorecard metric). In addition to the No Excuse for Abuse form we

already have the Freedom to Speak Up Guardian
in terms of raising concerns and reporting
inappropriate behaviours that people feel unable
to escalate via their manager.

Information will be shared through Trust
communications to demonstrate accountability
and to highlight any trends in cases.

Staff Voice
a voice that
counts
Increase the annual staff survey participation rate to ensure | All directors Leadership Target — increase from 36% in 2024 to 51% in November
the results are more representative of the whole workforce teams in Care | 2025 (i.e. match the NEY average in 2024) 2025
by using incentives: Groups,
Corporate
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A range of weekly prize draws to support individual
completion e.g. coffee/meal vouchers, shopping
vouchers, one week of annual leave.

A directorate-based incentive based on most
increased participation rate (clinical directorates and
corporate directorate) — with prizes to be spent on
wellbeing.

Directorates, and
YTHFM

‘Our Voice Our Actions’ comms to be produced prior to the September

next survey at Directorate level to ensure relevance to local 2025

areas

Flexible Working
We work
flexibly
Improve roster management to increase staff availability Dawn Associate Chief | Increase percentage of shifts locked down September The Trust has increased the number of nursing
and promote flexible working. Parkes Nurses /Amy 2025 ward rosters being published 6 weeks in advance,
Messenger recently achieving 96%. Work is underway to
improve the percentage for non-inpatient units
and to look at the finalisation of shifts for
payment.
Self-rostering pilots to be evaluated and learning December Self-Rostering is being piloted in 3 ward areas
rolled out. 2025 with ambition to widen the pilot in 25/26 and look
at the use of auto roster functionality as well.
Physical Work Environment
Introduce a programme of de-cluttering over the summer. CEO and all Leadership
directors teams in Care
Groups,
Corporate
Directorates, and
YTHFM
Review clinical space usage to ensure services are in the All directors Sal Katib Programme of work led by Sal Katib to ensure
right spaces. October 2925 that clinical space is appropriately allocated
and ongoing '

Last updated: 08.05.2025
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NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Report to: Board of Directors

Date of Meeting: 21 May 2025

Subject: EDI Annual Report (Public Sector Equality Duty) 2025

Director Sponsor: Polly McMeekin, Director of Workforce and Organisational
Development and Dawn Parkes, Chief Nurse

Author: Virginia Golding, Head of Equality, Diversity and Inclusion (EDI)

Status of the Report (please click on the appropriate box)

Approve [1 Discuss XI Assurance [1 Information [1 Regulatory Requirement

Trust Objectives

To provide timely, responsive, safe, accessible effective care at all times.

[] To create a great place to work, learn and thrive.

To work together with partners to improve the health and wellbeing of the
communities we serve.

[] Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

[] To use resources to deliver healthcare today without compromising the health of
future generations.

[ To be well led with effective governance and sound finance.

Board Assurance Framework Implications for Equality, Diversity and
Inclusion (EDI) (please document in report)

Effective Clinical Pathways

Trust Culture Yes
Partnerships

Transformative Services [J No

Sustainability Green Plan
Financial Balance
Effective Governance

1 Not Applicable

OO0 XOKX O

Executive Summary:

This annual report provides the Resources Committee with assurance that the Trust is
meeting its legal requirement to comply with the Public Sector Equality Duty (PSED) and
gives an overview of the work to meet its Equality Objectives, which are produced every
four years. The Trust’s objectives cover the period 2024-2028.

The objectives focus on EDI Compliance, Workforce, Services and Building
Environments.

EDI Annual Report (PSED) April 2025
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The summary in the Annual Report demonstrates that the Trust is meeting its
compliance requirements and is either making improvements and/or addressing the
disparities as required.

Recommendation:
To note the work that has been undertaken to meet the Equality Objectives and
compliance with the PSED.

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)

No X Yes [

(If yes, please detail the specific grounds for exemption)

Report History
Resources Committee 21/05/25

Meeting/Engagement Date Outcome/Recommendation
N/A

EDI Annual Report (PSED) May 2025
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EDI Annual Report (PSED) May 2025

1. Introduction and Background

This report is being presented to the Resources Committee for assurance before
submission to the Trust’s Board of Directors for approval, as it is a legal requirement to
comply with the Public Sector Equality Duty (PSED.) The Trust has an obligation to
produce an annual report stating the work that has been conducted to meet its Equality
Objectives, which are produced every four years. The Trust’s objectives run from 2024-
2028.

The Equality Act 2010 introduced a general equality duty requiring organisations to have
due regard in the exercising of their functions, these are to:

1. Eliminate discrimination, harassment, and victimisation

2. Advance equality of opportunity between people who share a protected
characteristic and people who do not

3. Foster good relations between people who share a protected characteristic

and those who do not

The Public Sector Equality Duty places additional specific duties on public authorities,
including NHS Trusts, this is to:

Publish sufficient information to demonstrate compliance with the general duty by 31
January 2012 and thereafter annually.

2. Current Position/Issues
It is evident in the report that significant continuous progress is being made to meet
the objectives. Teams are working in collaboration internal and externally and year-
on-year analysis will identify the impact being made.

3. Summary

To provide assurance the Trust is compliant in meeting its requirements and is
making significant improvement in meeting its Equality Objectives.

4. Next Steps

Continue to implement interventions to meet the Equality Objectives and address
areas of improvement.

Date: 24 April 2025

Appendix 1 — EDI Annual Report (PSED) May 2025

EDI Annual Report (PSED) May 2025
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Glossary of Terms

Accessible Information Standard AIS
Black and Minority Ethnic BME
Electronic Staff Record ESR
Equality Delivery System EDS 2022/EDS
Equality, Diversity and Inclusion EDI
Gender Pay Gap GPG
Integrated Care System ICS
Lesbian, Gay, Bisexual, Transgender, Questioning and other identities LGBTQ+
National Health Service NHS
National Health Service England NHSE
Public Sector Equality Duty PSED
Race Equality Network REN
Very Senior Manager VSM
Workforce Disability Equality Standard WDES
Workforce Race Equality Standard WRES
York Teaching Hospital Facilities Management YTHFM
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Introduction

York and Scarborough Teaching Hospitals NHS Foundation Trust provides a
comprehensive range of acute hospital, community and specialist healthcare
services for approximately 800,000 people living in and around York, North
Yorkshire, North East Yorkshire and Ryedale - an area covering 3,400 square miles.

We manage 8 hospital sites and have a workforce of around 12,000 staff, inclusive
of bank, substantive and fixed-term staff, working across our hospitals within the
community and York Teaching Hospitals Facilities Management (YTHFM.)

Our hospitals

e York Hospital
e Scarborough Hospital

e Bridlington Hospital

e Malton Hospital

e The New Selby War Memorial Hospital
e St Monica's Hospital Easingwold

¢ White Cross Rehabilitation Hospital

e Nelsons Court Inpatients Unit

York and Scarborough Teaching Hospitals NHS Foundation Trust is a diverse
employer and provider of care. Our aim is to create a culture of inclusion where
everyone feels valued and respected for who they are and what they bring to our
organisation.

Our Public Sector Equality Duty (PSED) Annual Report highlights the progress we

have made from April 2024 to March 2025 in line with our Equality Objectives which
cover the period 2024-2028.
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The Equality Act 2010 and the Public Sector Equality Duty (PSED)

The Equality Act 2010 introduced a general equality duty requiring organisations to
have due regard in the exercising of their functions.

These are to:

1. Eliminate discrimination, harassment, and victimisation.

2. Advance equality of opportunity between people who share a protected
characteristic and people who do not.

3. Foster good relations between people who share a protected characteristic and
those who do not.

We are required to do this by:

1. Removing or minimising disadvantages suffered by people due to their protected
characteristic.

2. Taking steps to meet the needs of people from protected groups where these are
different from the needs of other people.

3. Encouraging people from protected groups to participate in public life or in other
activities where their participation is disproportionately low.

4. Taking the steps needed in meeting the needs of disabled persons that are
different from the needs of persons who are not disabled; and include steps to
take account of disabled person’s disabilities.

5. Having due regard towards the need to foster good relations between persons
who share a relevant protected characteristic and persons who do not share it, to
tackle prejudice and promote understanding.

The Protected Characteristics covered by the Equality Act 2010 are:

e Age

e Disability

e Gender Reassignment

e Marriage and Civil partnership
e Pregnancy and Maternity

e Race

e Religion or Belief

o Sex

e Sexual Orientation
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The PSED places additional specific duties on public authorities, including
NHS Trusts, these are to:

Publish sufficient information to demonstrate compliance with the general duty by 31
January 2012 and thereafter annually.

The NHS Equality Delivery System (EDS 2022)

Implementation of the EDS 2022 is a requirement on both NHS commissioners and
NHS providers.

The EDS is an improvement tool for patients, staff and leaders of the NHS. It
supports NHS organisations in England - in active conversations with patients,
public, staff, staff networks, community groups and trade unions - to review and
develop their approach in addressing inequalities in health access, experiences,
impact and outcomes through three domains: Services, Workforce Health and
Wellbeing and leadership. It is driven by data, evidence, engagement and insight
and has been amended to be brought into line with the NHS Long Term Plan, and in
response to COVID-109.

Organisations must work with partners and stakeholders across the Domains. Each
Outcome is to be scored based on the evidence provided. Once each Outcome has
been scored an improvement plan is developed and implemented.

EDS Domain 1 - Commissioned or provided services

Outcome 1A: Patients (service users) have required levels of access to the service.
Outcome 1B: Individual patients (service users) health needs are met.

Outcome 1C: When patients (service users) use the service, they are free from harm.
Outcome 1D: Patients (service users) report positive experiences of the service.

EDS Domain 2 - Workforce health and well-being
Outcome 2A: When at work, staff are provided with support to manage obesity,
diabetes, asthma, COPD and mental health conditions.
Outcome 2B: When at work, staff are free from abuse, harassment, bullying and
physical violence from any source.
Outcome 2C: Staff have access to independent support and advice when suffering from
stress, abuse, bullying, harassment and physical violence from any source.
Outcome 2D: Staff recommend the organisation as a place to work and receive treatment.
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EDS Domain 3 - Inclusive leadership

Outcome 3A: Board members, system leaders (Band 9 and VSM) and those with line
management responsibilities routinely demonstrate their understanding of,
and commitment to, equality and health inequalities.

Outcome 3B: Board/Committee papers (including minutes) identify equality and health

inequalities related impacts and risks and how they will be mitigated and
managed.

Outcome 3C: Board members, system and senior leaders (Band 9 and VSM) ensure levers
are in place to manage performance and monitor progress with staff and
patients.

Our Commitment to Equality, Diversity and Inclusion (EDI)

York and Scarborough Teaching Hospitals NHS Foundation Trust is dedicated to
encouraging a supportive and inclusive culture where all our patients can receive
high quality, person-centred healthcare which meets their needs. It is within our best
interest to promote diversity and eliminate discrimination amongst our workforce in
the development of services and our hospital environments. We are working hard to
engage and listen to our colleagues to ensure that we continuously support the
development of an inclusive culture in line with our Trust Value.

We are committed to taking our responsibilities seriously in providing equity and
fairness to all our staff, ensuring we provide no less favourable treatment on the
grounds of the 9 protected characteristics.

The aim of this report is to not only meet the requirement of the Equality Act 2010
and PSED, but to also highlight areas of good practice and any gaps that the Trust
needs to focus on. It is important for us to comply but also move beyond this by
creating a culture of inclusion.

York and Scarborough Teaching Hospitals NHS Foundation Trust commits to:

e Being an organisation that is welcoming and accessible to all.

e Ensuring that there are no barriers to accessing jobs, training or promotion.

e Engaging with patients, communities and colleagues, whilst working
collaboratively with our partners and stakeholders.

e Not tolerating any forms of discrimination and will challenge it safely wherever
we see it, ensuring that Equality, Diversity and Inclusion (EDI) is everybody’s
business — continuing to embed our values and behavioural expectations; a
‘Just Culture’ and learning environments for all.

e Acting on staff feedback.

e Developing interventions which help our staff to understand and support one
another for the benefit of each other and patients in our care.

The Trust has made good progress by providing dedicated focus on our EDI agenda.
2025 sees the Trust in a different position to where it was three years ago. We
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acknowledge that we are still on a journey but embedding inclusive practices is of
great focus for us.

A

Simon Morritt
Chief Executive

Communication and Engagement

The Trust’s Communications and Engagement approach has at its core, several
communications principles which are rooted within the organisation’s values and
behaviours and aims to ensure that EDI influence our communications approach and
activities. The Trust’'s communications team has continued to work with the Head of
EDI to ensure internal and external communications continue to be inclusive of
people with protected characteristics.

Celebration of Achievement Awards

The Trust’s annual recognition awards took place in September 2024 and included
for the second year running a category for Excellence in Diversity and Inclusion. Ten
nominations were received for an individual or team who had demonstrated an
outstanding commitment to valuing and promoting EDI for patients and/or staff in
order to create a safe and inclusive culture that helps foster a positive experience for
all.

Nominations were judged on the following criteria:

1. Examples of how they have shared knowledge and applied EDI in the
workplace.

2. Demonstrated initiating, leading or supporting a service improvement of EDI in
the workplace.

3. Evidence of the recognisable impact EDI changes have made.

The winner was Amanda Vipond, Consultant; “Amanda has made significant
progress in improving EDI inclusion within the group. She is passionate about this
work, and even though it's early days, her efforts will benefit all staff.”
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Equality Objectives Activity
Equality, Diversity and Inclusion objectives April 2024 — March 2028

Our Equality Objectives for the period April 2024 - March 2028 are based on areas
that we would like to continue to improve and those we know require some
development.

The Trust’s Inclusion Forum has oversight of the progress we are making with our
objectives. The Resources and Patient Experience committees also review progress
with the Trust’s Board of Directors providing final oversight. Inclusion is integral to
our strategies, policies and procedures. Our Trust engages with our staff networks to
improve employment practices, supported by their Executive Director Sponsors and
the Head of EDI, and are involved in the Trust’s decision-making process.

The EDI agenda is embedded into multiple teams’ schemes of work and our EDI
Workstream has operational responsibility for identifying local actions and solutions.

The Trust will continue to engage with our partners, stakeholders, communities and
those in regions further afield to ensure that we listen, involve, learn and act on
information, advice and best practice.
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2024-2028 Equality Objectives

Compliance Workforce

Building Environments

10
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Aim
Our services are accessible to all,

our workforce has equitable
access, experience and outcomes.

To improve the employment
experiences of our ethnically
diverse, Disabled and
neurodiverse staff.

Objective

Ensure all areas of EDI compliance are met
and action plans are implemented to improve
experience. NHSE EDI Improvement Plan
EDS 2022, Workforce Race and Disability
Standards, Accessible Information Standard,
Sexual Orientation Monitoring Standard,
Gender Pay Gap.

Implement an Anti-racism strategy, Workplace
Adjustment policy and guidance on supporting
neurodiverse staff.

Measurable Outcome

Improvement measures/targets set by the
Trust or nationally in relation to the
WRES and WDES are met. (Several
actions within the 2023-2025 WRES
action plan include statistical targets, the
one WDES target for this period has been
met.) Effectiveness of all improvement
interventions is to be analysed through
the standards in 2025.

*Bank WRES Indicator 1 — 0.6% by 2025
WRES Indicator 2 — achieve a relative
likelihood of 1

WRES Indicator 5 — 30.8%, by 2025
WRES Indicator 8 - 2.5%, by 2025

EDS Domain improvement plans are
implemented, reassessed and Domain
scores improved. Year on year
improvement in the Gender Pay Gap.
Year on year reduction in patient
experience complaints.

An improvement in experiences will be
measured through the WRES and WDES
data within the Staff Survey.

*WRES Indicator 5 — annual decrease of
1%

11
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To improve in the equality
monitoring of people who use our
services and the demographics of
our communities.

Foster a healthcare environment
that prioritises equity, inclusivity,
and improved health outcomes for
all individuals, considering socio-
economic, demographic, or other
determinants.

Ensure the Trust’s systems can capture
equality monitoring information in order to
provide insight to improve access, experience
and outcomes of our patients.

Develop a plan that encompasses the overall
Trust Inequality Strategy to address and
mitigate health disparities within the Trust's
catchment area. Implement the plan through
Task and Finish groups.

WRES Indicator 6 — annual decrease of
2%

WRES Indicator 8 — annual decrease of
1.5%

WDES Indicator 8 — annual increase of
1% (in response to the 2023 Staff Survey)
Compassionate and Inclusive
engagement scores — annual increase of
1%

Data is available and accessible to inform
the patient EDI agenda.

Evidence of improvement to be measured
through an internal audit by Patient
Access of patient records to ensure all
fields have been completed. Engagement
with Patient Access team Q1.
Improvement trajectories for each system
to be agreed Q2.

Evidence-based intervention strategies to
reduce health inequalities will be in place
across the services identified in the
Trust’s health inequalities plan, endorsed
at the Patient Experience Sub-Committee

in Q1.

Undertake an internal baseline audit of
the Accessible Information Standards in

Q3.

Accessible Information Working Group to
develop an improvement plan with clear

12
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Ensure the Trust complies with the  The Trust’s annual access audit schedule is

Inclusive and Accessible Build
Environment Strategy.

progressed, the action plan maintained and
workplan implemented.

trajectories in Q4 — monitoring of the plan
and actions through the Health
Inequalities and Population Health
Steering Group.

Evidence of improvement to be measured
through the reduction in the number of
complaints and concerns about
accessible information — target metrics to
be established in Q4.

Evidence of improvement to be measured
through the reduction of complaints and
concerns related to discrimination will
decline — target metrics to be established
in Q4.

Access guides are up to date, disability
awareness training and the access
programme is delivered, and the Trust’s
access plan implemented.

13
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Inclusive and Accessible Built Environment

Aim: Ensure the Trust complies with the Inclusive and Accessible Built Environment Strategy

The Trust’s annual access audit schedule is progressed, the action plan maintained and workplan implemented.
Access guides are up to date, disability awareness training and the access programme is delivered, and the Trust’s

access plan implemented.

Update for Year 2024-2025

Objective

Progress

Further Actions for
2025/2026

The Trust's annual access
audit schedule is undertaken in
accordance with Appendix 1 of
the Inclusive & Accessible Built
Environment Strategy.

The objective has almost been fully met with access audits
taking place at: Scarborough Hospital, Springhill House,
Centurion House, Clementhorpe Health Centre, St Monica's
Hospital, Easingwold, Acorn Court, Easingwold, Selby Hospital
and Kettlestring Lane. The access audit at Malton Hospital was
not completed and will be completed in September 2025.

The access audit at Malton
Hospital was not completed
and will be completed in
September 2025 in addition
to the approved 2025-2026
access audit programme.

The Trust’s access plan is
updated and distributed to
stakeholders on a quarterly
basis in accordance with the
Inclusive & Accessible Built
Environment Strategy.

The Trust’s Access Plan was in place and has been
communicated widely across the organisation with formal
distribution to stakeholders on: 29 July 2024 and 23 October
December 2024.

The Access Adviser ensured
the plan was distributed to
key stakeholders in March
2025.

14
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The Access Adviser’s
Workplan is implemented.

The Access Adviser workplan is in place and was agreed with
their Line Manager.

No action required.

Disability Awareness training is
provided in line with the agreed
KPI.

No KPI was agreed for the year, the training does not form part
of core skills training (nationally set) and relies upon voluntary
attendance. Thirty sessions were planned and 24 delivered in
2024 at York, Scarborough, and Bridlington Hospital sites, 6
sessions were cancelled due to lack of attendance. 118 Staff
and volunteers attended the 24 sessions that were delivered.
Staff that attended were mostly from nursing, AHP, Healthcare
assistant and patient facing administration roles.

Health & Safety
Committee/Equality &
Diversity Team to consider
making training ‘Required
Learning’ and set
appropriate KPI.

Web and app-based Trust
Access Guides for use by
disabled people and families
are available and accurate.

The guides continue to be published at present, a register is in
place of any changes that need to be made to Access Guides
as and when we alter or extend our built environment.

Access Adviser to monitor
changes and report changes
via Register to the Access
Guide provider throughout
the contract.

A current Inclusive &
Accessible Built Environment
Strategy is in place.

The Inclusive & Accessible Built Environment Strategy is due
for review in July 2025.

Access Adviser to review the
strategy and present to
appropriate group for
approval by July 2025.

15
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Compliance

Aim: Our services are accessible to all, our workforce has equitable access,
experience and outcomes.

Objective: Ensure all areas of EDI compliance are met and action plans are
implemented to improve experience. NHSE EDI Improvement Plan

EDS 2022, Workforce Race and Disability Standards, Accessible Information
Standard, Sexual Orientation Monitoring Standard, Gender Pay Gap.

e EDS Domain 1 EDS Domain staff guidance developed to inform and support
future EDS service reviews.

e EDS Domain 1 reviews conducted for Sexual Health & HIV, Ophthalmology and
Endoscopy between August - November 2024 and report published in February
2025.

e Elements of the EDS embedded within new Care Group Patient Experience
Groups Terms of Reference.

e AIS policy published and communicated to staff.

e Explored use and provision of communication cards within wards and Urgent and
Emergency care. This work will continue into Financial Year 2025/26.

e Co-production, publication and communication of Animals of Trust Property
Policy, Transgender and Gender Diverse Communities Policy.

e AIS Baseline Assessment has been carried out, further enhanced with the
development of the project plan and compliance review.

e A joint procurement process for interpreting/translation service is underway with
North Lincolnshire and Goole and Hull. Tender to go live in April 2025 and
service embedded in July 2025.

e Ongoing development of the staff intranet with guidance and resources to support
staff with meeting EDI compliance.

e Supported the promotion of disability awareness training. 50 staff attended in
person between January 2024 — January 2025.
e Delivered 7 EDI sessions for staff and newly qualified clinical staff (non-medical)

as part of the preceptorship programme.

e The EDI, Human Resources and Organisational Development Teams are on
track with implementing the NHSE EDI Improvement Plan and inform the Humber
and North Yorkshire Health and Care Partnership who monitor this for the region
and also update NHSE.

e EDS Domains 2, Workforce Health and Wellbeing and Domain 3, Inclusive
Leadership were assessed, and peer reviewed in December 2024. Progress in
Domain 2 still requires improvement in 3/4 Outcomes. Domain 3 remains at
Achieving Activity and the Trust is working towards Excelling Activity.
Improvement Plans continue to be implemented. The EDS full report can be
found at: Equality Delivery System (EDS) 2022.
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e Data analysis for the WRES, WDES and Pay Gaps took place in 2024 and will
recommence this year. The full results will be reported on later this year and in
the 2026 EDI Annual Report. From a first glance, WRES Metric 5 has seen a
slight deterioration, Metric 6 has seen a slight improvement and there has been
no reduction in negative experiences for Metric 8.

e There is no longer a national requirement to report on the Medical WRES.
Interventions for the WRES action plan are inclusive of medical staff.

e There is year-on-year improvement with the Gender Pay Gap and there is no
Ethnicity Pay Gap in the entire workforce but there is within Medical and Dental.
The Medical Human Resources team have devised a plan to address this. The
Pay Gaps reports are accessed here: Pay Gaps reports 2025

Workforce

Aim: To improve the employment experiences of our ethnically diverse,
Disabled and neurodiverse staff.

Implement an Anti-racism strategy, Workplace Adjustment policy and
guidance on supporting neurodiverse staff.

The Trust has a Race Equity Group, which comprises of the Chair and Vice Chair of
the Race Equity Staff Network and Global Majority Senior Managers who act as
critical friends to members of the Trust Board. Together they have formed a Race
Equity Alliance.

In February 2025 the Trust implemented an Anti-Racist Steering Group which is
Chaired by the Chief Executive. The purpose of this group is to develop strategies
which address, individual, cultural and structural racism across our organisation. The
group will have responsibility for co-producing and implementing an Anti-racism
strategy or framework. The EDI team have implemented Anti-Racism training,
training on Bullying and Harassment and trained Human Resource colleagues on the
‘Too Hot to Handle’ Report.

The Trust now has a Reasonable (Workplace) Adjustment Guidance for colleagues
and managers to refer to for support. The entire Reasonable Adjustment process
was reviewed and streamlined to be more effective, efficient and supportive. The
guidance was co-produced through a Task and Finish Group that included the
Enable Staff Network, Director of Finance (the network’s Executive Director
Sponsor), representatives of relevant teams and union representatives.

Several colleagues co-produced a Neurodiversity Toolkit for the Trust. This included
meeting with the Enable Staff Network to hear colleague’s lived experience. Other
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Trust’s toolkits were consulted to benchmark against for best practice. The first draft
of the toolkit will be completed in May 2025.

Services

Aim: Foster a healthcare environment that prioritises equity, inclusivity, and
improved health outcomes for all individuals, considering socio-economic,
demographic, or other determinants.

Objective: Develop a plan that encompasses the overall Trust Inequality
Strategy to address and mitigate health disparities within the Trust's
catchment area. Implement the plan through Task and Finish groups.

Due to a change in direction with how the Trust approaches its health inequalities
work, the Steering Group that had responsibility for this is changing its approach.
Therefore, new objectives and measurable outcomes will be co-produced and
reported on in the 2026 EDI Annual Report.

Objective: Ensure the Trust’s systems can capture equality monitoring
information in order to provide insight to improve access, experience and
outcomes of our patients.

e Engagement with the project team for the new electronic patient record system
has taken place to ensure national flags can be implemented.

e Method of reporting on patient Biological Sex and Ethnicity data has been
established.

e Standardised equality monitoring information questions have been developed
and embedded within patient experience questionnaires.

e Currently reviewing system flag and alert types to ascertain data capturing
capabilities.

e FFT captures patient demographics which gives an understanding on the
diversity of feedback.

Objective: Develop a plan that encompasses the overall Trust Inequality
Strategy to address and mitigate health disparities within the Trust's
catchment area. Implement the plan through Task and Finish groups.

¢ Engagement work undertaken to understand the needs of the local community
when accessing the new Urgent and Emergency Care unit in Scarborough and
insights embedded into the implementation plan.

e Reviewed concerns, compliments, comments and complaints which relate to EDI
issues to understand the circumstances, identify improvements, and share best
practice.

18
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e Conducted an audit of the Trust’s interpretation tablets to enhance
communications and informing staff on how to access the tablets and
interpretation service.

e Established an agreement with an alternative interpretation provider for difficult to
source languages in order to meet specific service demands.

e We continue to participate in several internal and external groups to champion
and better understand the needs of all patients.

e Provided EDI guidance or support to services, feeding into service improvement
plans.

e Led on the engagement with patients and stakeholder groups in respect of
patient EDI matters, creating and sustaining relationships with external
stakeholders and their representative groups.

e Facilitated the co-production of a carer's engagement framework, action plan and
contributed to City of York Council carers strategy.

e Contributed to the Trust Health Inequalities Steering group.

Workforce and Patient Equality Monitoring Information

Workforce

The Trust’'s Workforce Equality Monitoring data can be found at Appendix 1. The
data shows the diversity of the staff it employs, which adds to the richness of how it
operates and meets the needs of the communities it provides a service to.

We recognise that there is still work to do to encourage staff to share their personal
diversity information so we have a more comprehensive picture of the internal
demographics and how we can continue to support staff. This is currently being
operationalised at a local level through the EDI Workstream.

Patient

The Trust continues to work to improve data capturing to inform the patient EDI
agenda. Patient equality monitoring information can be assessed against The Office
For Health Improvement and Disparities data (Microsoft Power Bl) to better
understand the catchment population of the Trust. The Trust reports on patient Sex
and Ethnicity data annually. Please see Appendix 1.
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Conclusions and Next Steps

This EDI Annual report provides an overview of the activities undertaken to meet our
2024-2028 Equality Objectives and demonstrates the Trust’s commitment to embed
inclusivity into service provision and employment practices.

Patient EDI Actions for the next financial Year 25/26:

e Publication and promotion of the updated Equality Impact Assessment process.

e Publish guidance for public engagement to support services with engagement
activities.

e Accessible Information task and finish group to continue the work as outlined in
the AIS action plan. AIS KPIs to be agreed.

e Confirm interpreting/translation contract and embed across the Trust, delivering
information sessions and updating communication to staff and public.

e Publication of British Sign Language (BSL) videos and Easy Read of top 5 most
accessed patient information leaflets.

e Review of national flags to be agreed so they can be implemented into CPD.

e Review of other patient record systems to be undertaken to ensure national flags
are embedded.

e Equality monitoring metrics to be established.

e Establish how current patient record systems pull information from GP records.

e Explore capabilities of FFT to gather insights into the disparity of patient
experience.

« Continue to review concerns, compliments, comments and complaints which
relate to equality and diversity issues to understand the circumstances, identify
improvements, and share best practice.

e Analyse the carers engagement survey results and support the development of a
carers improvement plan.

e Support Chaplaincy team in their programme of work to develop a more inclusive
service.

e Improve access to animal spending places across the Trust

e Support services with implementing the use of communication cards and menu
cards

Workforce EDI Actions for the next financial Year 25/26:

e Implement the Neurodiversity toolkit.

e Develop an Anti-racism statement for the Trust.

e Ensure members of the Trust’s Anti-Racism Steering Group complete the
Anti-Racism training.

e Review Human Resources and Freedom to Speak Up Cases which have a
theme of Race.

e Continue to meet the compliance requirements for the Trust and ensure
adequate interventions are in place to improve access, experience and
outcomes.

e Continue to focus on the objectives stated above by ensuring they are
integrated into current streams of work.
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The Trust’s Inclusion Forum, Committees and Board of Directors have oversight,
accountability and responsibility for the Trust’'s EDI compliance requirements and
progress towards meeting its duty under the Equality Act 2010 and PSED.

The Trust’s Equality Objectives for April 2024 - March 2028 can be found here:
Equality Objectives April 2024- March 2028
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Equality, Diversity and Inclusion Annual Report April 2025 - Public

Sector Equality Duty (PSED)

Workforce Equality Monitoring Information

The below data covers York & Scarborough Teaching Hospitals, York Teaching
Hospital Facilities Management (YTHFM) LLP and Bank workers.

Staff in post headcount = 12,643

Disability

Yes, 730, 6%

Not Declared,
1751, 14%

RellglOn Sikhism,
Other, 892, 7% 17,0%

\
/

Judaism, 13, 0%

Jainism, 1, 0%

Atheism, 2293,

Islam, 372, 3% 18%

Buddhism, 103,

I do not wish to 1%

disclose my
religion/belief,
3340, 26%
. ' Christianity,
Hinduism, 184, 5428, 43%

2%

No, 10162, 80%
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Ethnic Group

V.

BME, 1955, 15%

Not Stated, 567,
5%

White, 10121,

80% _\

, Marital Status
Widowed, 106,

1% ‘\Pa&g\”lh. Divorced, 7983,
Unknown, 552, ersnip,

%
4% ”/ = Legaﬁy

Separated, 113,
1%

Single, 4686,
37%
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Gender

Male, 3019,24%

76%

>=71 Years, 54, 1% Age Profile <=20 Years, 155,

66-70, 177, 2% _\ 1%

61-65,907,7% \

21-25, 969, 8%
26-30, 1551,

‘\

56-60, 1278, v
10%

51-55,1400

11%

31-35, 1880,
7 5%

46-50, 1296,

10% \
41-45, 1436, 36_40’ 1940

12%

11% \

Female, 9624,
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Undecided, 22, Sexual Orientation

0%

Bisexual, 206,

Other sexual 2%
orientation not
listed, 23, 0%

Not stated
(person asked
but declined to

Gay or Lesbian,

220, 2%

provide a
response), 2601,
20%
Heterosexual or
Straight, 9571,
76%

Ethnic Origin Headcount Origin vs Total

Any Other Ethnic Group 177 1.40%
Asian British 12 0.09%
Asian Mixed 3 0.02%
Asian or Asian British - Any other Asian background 272 2.15%
Asian or Asian British - Bangladeshi 21 0.17%
Asian or Asian British - Indian 472 3.73%
Asian or Asian British - Pakistani 68 0.54%
Asian Punjabi 1 0.01%
Asian Sinhalese 2 0.02%
Asian Sri Lankan 2 0.02%
Asian Unspecified 7 0.06%
Black British 4 0.03%
Black Mixed 1 0.01%
Black Nigerian 33 0.26%
Black or Black British - African 523 4.14%
Black or Black British - Any other Black background 20 0.16%
Black or Black British - Caribbean 30 0.24%
Black Unspecified 1 0.01%
Chinese 63 0.50%
Filipino 62 0.49%
Malaysian 3 0.02%
Mixed - Any other mixed background 23 0.18%
Mixed - Asian & Chinese 3 0.02%
Mixed - Black & White 1 0.01%
Mixed - Other/Unspecified 23 0.18%
Mixed - White & Asian 52 0.41%
Mixed - White & Black African 52 0.41%
Mixed - White & Black Caribbean 21 0.17%
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Not Stated 567 4.48%
Other Specified 3 0.02%
White - Any other White background 374 2.96%
White - British 8979 71.02%
White - Irish 74 0.59%
White Cypriot (non specific) 1 0.01%
White English 361 2.86%
White Greek 5 0.04%
White Italian 3 0.02%
White Mixed 2 0.02%
White Northern Irish 9 0.07%
White Other European 75 0.59%
White Other Ex-Yugoslav 2 0.02%
White Polish 63 0.50%
White Scottish 16 0.13%
White Serbian 1 0.01%
White Turkish 3 0.02%
White Unspecified 149 1.18%
White Welsh 4 0.03%
Grand Total 12643 100.00%
Gender

Care Group vs Employee Gender Headcount Gender %

419 CG Cancer Specialist & Clinical Support Services Group 2303 18.22%
Female 1785 14.12%
Male 518 4.10%

419 CG Chairman & Chief Executives Office 47 0.37%
Female 38 0.30%
Male 9 0.07%

419 CG Chief Nurse Team 155 1.23%
Female 117 0.93%
Male 38 0.30%

419 CG Digital Information Services 260 2.06%
Female 137 1.08%
Male 123 0.97%

419 CG Family Health Care Group 1563 12.36%
Female 1468 11.61%
Male 95 0.75%

419 CG Medical Governance 143 1.13%
Female 104 0.82%
Male 39 0.31%

419 CG Medicine 2578 20.39%
Female 2018 15.96%
Male 560 4.43%

419 CG Operational Finance 214 1.69%
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Female 128 1.01%
Male 86 0.68%
419 CG Operations Management 264 2.09%
Female 235 1.86%
Male 29 0.23%
419 CG Surgery 1954 15.46%
Female 1472 11.64%
Male 482 3.81%
419 CG Trust Estates & Facilities 6 0.05%
Female 5 0.04%
Male 1 0.01%
419 CG Workforce and Organisational Development 1846 14.60%
Female 1378 10.90%
Male 468 3.70%
419 LLP CG Estates & Facilities 1310 10.36%
Female 739 5.85%
Male 571 4.52%
Grand Total 12643 100.00%
Care Group vs Religion Religious Belief Headcount Religious Belief %
419 CG Cancer Specialist & Clinical
Support Services Group 2303 18.22%
Atheism 481 3.80%
Buddhism 15 0.12%
Christianity 946 7.48%
Hinduism 23 0.18%
I do not wish to disclose my religion/belief 609 4.82%
Islam 55 0.44%
Judaism 2 0.02%
Other 168 1.33%
Sikhism 4 0.03%
419 CG Chairman & Chief Executives
Office 47 0.37%
Atheism 11 0.09%
Buddhism 1 0.01%
Christianity 22 0.17%
| do not wish to disclose my religion/belief 10 0.08%
Other 3 0.02%
419 CG Chief Nurse Team 155 1.23%
Atheism 28 0.22%
Buddhism 2 0.02%
Christianity 84 0.66%
| do not wish to disclose my religion/belief 32 0.25%
Islam 1 0.01%
Other 8 0.06%
419 CG Digital Information Services 260 2.06%
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Atheism 60 0.47%
Buddhism 1 0.01%
Christianity 96 0.76%
Hinduism 1 0.01%
| do not wish to disclose my religion/belief 83 0.66%
Islam 1 0.01%
Judaism 1 0.01%
Other 17 0.13%
419 CG Family Health Care Group 1563 12.36%
Atheism 329 2.60%
Buddhism 8 0.06%
Christianity 709 5.61%
Hinduism 12 0.09%
I do not wish to disclose my religion/belief 352 2.78%
Islam 26 0.21%
Judaism 2 0.02%
Other 123 0.97%
Sikhism 2 0.02%
419 CG Medical Governance 143 1.13%
Atheism 36 0.28%
Buddhism 3 0.02%
Christianity 55 0.44%
Hinduism 2 0.02%
I do not wish to disclose my religion/belief 30 0.24%
Islam 2 0.02%
Judaism 1 0.01%
Other 14 0.11%
419 CG Medicine 2578 20.39%
Atheism 371 2.93%
Buddhism 40 0.32%
Christianity 1238 9.79%
Hinduism 70 0.55%
| do not wish to disclose my religion/belief 575 4.55%
Islam 106 0.84%
Judaism 3 0.02%
Other 173 1.37%
Sikhism 2 0.02%
419 CG Operational Finance 214 1.69%
Atheism 50 0.40%
Christianity 86 0.68%
| do not wish to disclose my religion/belief 55 0.44%
Islam 9 0.07%
Other 13 0.10%
Sikhism 1 0.01%
419 CG Operations Management 264 2.09%
Atheism 53 0.42%
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Buddhism 1 0.01%
Christianity 122 0.96%
I do not wish to disclose my religion/belief 66 0.52%
Other 22 0.17%
419 CG Surgery 1954 15.46%
Atheism 350 2.77%
Buddhism 7 0.06%
Christianity 820 6.49%
Hinduism 45 0.36%
I do not wish to disclose my religion/belief 545 4.31%
Islam 67 0.53%
Judaism 1 0.01%
Other 117 0.93%
Sikhism 2 0.02%
419 CG Trust Estates & Facilities 6 0.05%
Atheism 1 0.01%
Christianity 2 0.02%
I do not wish to disclose my religion/belief 1 0.01%
Other 2 0.02%
419 CG Workforce and Organisational
Development 1846 14.60%
Atheism 353 2.79%
Buddhism 21 0.17%
Christianity 690 5.46%
Hinduism 24 0.19%
I do not wish to disclose my religion/belief 527 4.17%
Islam 88 0.70%
Jainism 1 0.01%
Judaism 3 0.02%
Other 133 1.05%
Sikhism 6 0.05%
419 LLP CG Estates & Facilities 1310 10.36%
Atheism 170 1.34%
Buddhism 4 0.03%
Christianity 558 4.41%
Hinduism 7 0.06%
| do not wish to disclose my religion/belief 455 3.60%
Islam 17 0.13%
Other 99 0.78%
Grand Total 12643 100.00%
Age Profile
Care Group vs Age Profile Headcount Age Profile %
419 CG Cancer Specialist & Clinical Support Services Group 2303 18.22%
<=20 Years 15 0.12%
21-25 144 1.14%
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26-30 247 1.95%
31-35 298 2.36%
36-40 319 2.52%
41-45 308 2.44%
46-50 265 2.10%
51-55 272 2.15%
56-60 230 1.82%
61-65 171 1.35%
66-70 25 0.20%
>=71Years 9 0.07%
419 CG Chairman & Chief Executives Office 47 0.37%
26-30 7 0.06%
31-35 3 0.02%
36-40 5 0.04%
41-45 9 0.07%
46-50 4 0.03%
51-55 5 0.04%
56-60 8 0.06%
61-65 4 0.03%
66-70 2 0.02%
419 CG Chief Nurse Team 155 1.23%
21-25 1 0.01%
26-30 6 0.05%
31-35 14 0.11%
36-40 14 0.11%
41-45 25 0.20%
46-50 24 0.19%
51-55 26 0.21%
56-60 31 0.25%
61-65 11 0.09%
66-70 1 0.01%
>=71Years 2 0.02%
419 CG Digital Information Services 260 2.06%
21-25 9 0.07%
26-30 25 0.20%
31-35 34 0.27%
36-40 31 0.25%
41-45 33 0.26%
46-50 27 0.21%
51-55 42 0.33%
56-60 29 0.23%
61-65 27 0.21%
66-70 2 0.02%
>=71Years 1 0.01%
419 CG Family Health Care Group 1563 12.36%
<=20 Years 3 0.02%
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21-25 110 0.87%
26-30 169 1.34%
31-35 222 1.76%
36-40 214 1.69%
41-45 204 1.61%
46-50 170 1.34%
51-55 190 1.50%
56-60 161 1.27%
61-65 101 0.80%
66-70 14 0.11%
>=71Years 5 0.04%
419 CG Medical Governance 143 1.13%
<=20 Years 1 0.01%
21-25 9 0.07%
26-30 25 0.20%
31-35 18 0.14%
36-40 21 0.17%
41-45 10 0.08%
46-50 16 0.13%
51-55 23 0.18%
56-60 14 0.11%
61-65 5 0.04%
66-70 1 0.01%
419 CG Medicine 2578 20.39%
<=20 Years 33 0.26%
21-25 248 1.96%
26-30 387 3.06%
31-35 453 3.58%
36-40 327 2.59%
41-45 262 2.07%
46-50 273 2.16%
51-55 249 1.97%
56-60 197 1.56%
61-65 115 0.91%
66-70 26 0.21%
>=71Years 8 0.06%
419 CG Operational Finance 214 1.69%
<=20 Years 1 0.01%
21-25 9 0.07%
26-30 13 0.10%
31-35 33 0.26%
36-40 17 0.13%
41-45 27 0.21%
46-50 21 0.17%
51-55 40 0.32%
56-60 35 0.28%
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61-65 17 0.13%
66-70 1 0.01%
419 CG Operations Management 264 2.09%
<=20 Years 1 0.01%
21-25 8 0.06%
26-30 23 0.18%
31-35 36 0.28%
36-40 29 0.23%
41-45 22 0.17%
46-50 27 0.21%
51-55 44 0.35%
56-60 45 0.36%
61-65 27 0.21%
66-70 1 0.01%
>=71Years 1 0.01%
419 CG Surgery 1954 15.46%
<=20 Years 22 0.17%
21-25 161 1.27%
26-30 252 1.99%
31-35 294 2.33%
36-40 221 1.75%
41-45 224 1.77%
46-50 205 1.62%
51-55 220 1.74%
56-60 199 1.57%
61-65 131 1.04%
66-70 20 0.16%
>=71Years 5 0.04%
419 CG Trust Estates & Facilities 6 0.05%
26-30 1 0.01%
31-35 2 0.02%
41-45 1 0.01%
46-50 2 0.02%
419 CG Workforce and Organisational Development 1846 14.60%
<=20 Years 51 0.40%
21-25 207 1.64%
26-30 303 2.40%
31-35 355 2.81%
36-40 197 1.56%
41-45 167 1.32%
46-50 136 1.08%
51-55 124 0.98%
56-60 125 0.99%
61-65 127 1.00%
66-70 42 0.33%
>=71Years 12 0.09%
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419 LLP CG Estates & Facilities 1310 10.36%
<=20 Years 28 0.22%
21-25 63 0.50%
26-30 93 0.74%
31-35 118 0.93%
36-40 145 1.15%
41-45 144 1.14%
46-50 126 1.00%
51-55 165 1.31%
56-60 204 1.61%
61-65 171 1.35%
66-70 42 0.33%
>=71Years 11 0.09%

Grand Total 12643 100.00%

Care Group vs Sexual Orientation

Sexual Orientation
Headcount

Sexual Orientation %

419 CG Cancer Specialist & Clinical Support

Services Group 2303 18.22%
Bisexual 43 0.34%
Gay or Lesbian 49 0.39%
Heterosexual or Straight 1725 13.64%
Not stated (person asked but declined to

provide a response) 468 3.70%
Other sexual orientation not listed 10 0.08%
Undecided 8 0.06%
419 CG Chairman & Chief Executives Office 47 0.37%
Bisexual 2 0.02%
Gay or Lesbian 1 0.01%
Heterosexual or Straight 41 0.32%
Not stated (person asked but declined to

provide a response) 3 0.02%
419 CG Chief Nurse Team 155 1.23%
Bisexual 2 0.02%
Gay or Lesbian 5 0.04%
Heterosexual or Straight 127 1.00%
Not stated (person asked but declined to

provide a response) 20 0.16%
Other sexual orientation not listed 1 0.01%
419 CG Digital Information Services 260 2.06%
Bisexual 8 0.06%
Gay or Lesbian 8 0.06%
Heterosexual or Straight 181 1.43%
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Not stated (person asked but declined to

provide a response) 63 0.50%
419 CG Family Health Care Group 1563 12.36%
Bisexual 29 0.23%
Gay or Lesbian 25 0.20%
Heterosexual or Straight 1239 9.80%
Not stated (person asked but declined to

provide a response) 266 2.10%
Other sexual orientation not listed 3 0.02%
Undecided 1 0.01%
419 CG Medical Governance 143 1.13%
Bisexual 7 0.06%
Gay or Lesbian 6 0.05%
Heterosexual or Straight 111 0.88%
Not stated (person asked but declined to

provide a response) 19 0.15%
419 CG Medicine 2578 20.39%
Bisexual 40 0.32%
Gay or Lesbian 40 0.32%
Heterosexual or Straight 2020 15.98%
Not stated (person asked but declined to

provide a response) 475 3.76%
Other sexual orientation not listed 1 0.01%
Undecided 2 0.02%
419 CG Operational Finance 214 1.69%
Bisexual 3 0.02%
Gay or Lesbian 3 0.02%
Heterosexual or Straight 166 1.31%
Not stated (person asked but declined to

provide a response) 40 0.32%
Other sexual orientation not listed 2 0.02%
419 CG Operations Management 264 2.09%
Bisexual 3 0.02%
Gay or Lesbian 3 0.02%
Heterosexual or Straight 213 1.68%
Not stated (person asked but declined to

provide a response) 45 0.36%
419 CG Surgery 1954 15.46%
Bisexual 14 0.11%
Gay or Lesbian 23 0.18%
Heterosexual or Straight 1448 11.45%
Not stated (person asked but declined to

provide a response) 464 3.67%
Other sexual orientation not listed 2 0.02%
Undecided 3 0.02%
419 CG Trust Estates & Facilities 6 0.05%
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Heterosexual or Straight 5 0.04%
Not stated (person asked but declined to

provide a response) 1 0.01%
419 CG Workforce and Organisational

Development 1846 14.60%
Bisexual 44 0.35%
Gay or Lesbian 39 0.31%
Heterosexual or Straight 1338 10.58%
Not stated (person asked but declined to

provide a response) 418 3.31%
Other sexual orientation not listed 3 0.02%
Undecided 4 0.03%
419 LLP CG Estates & Facilities 1310 10.36%
Bisexual 11 0.09%
Gay or Lesbian 18 0.14%
Heterosexual or Straight 957 7.57%
Not stated (person asked but declined to

provide a response) 319 2.52%
Other sexual orientation not listed 1 0.01%
Undecided 4 0.03%
Grand Total 12643 100.00%

Care Group vs Disability

Disability
Headcount

Disability %

419 CG Cancer Specialist & Clinical Support

Services Group 2303 18.22%
No 1749 13.83%
Not Declared 404 3.20%
Yes 150 1.19%
419 CG Chairman & Chief Executives Office 47 0.37%
No 42 0.33%
Not Declared 3 0.02%
Yes 2 0.02%
419 CG Chief Nurse Team 155 1.23%
No 123 0.97%
Not Declared 19 0.15%
Yes 13 0.10%
419 CG Digital Information Services 260 2.06%
No 175 1.38%
Not Declared 60 0.47%
Yes 25 0.20%
419 CG Family Health Care Group 1563 12.36%
No 1277 10.10%
Not Declared 182 1.44%
Yes 104 0.82%
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419 CG Medical Governance 143 1.13%
No 115 0.91%
Not Declared 20 0.16%
Yes 8 0.06%
419 CG Medicine 2578 20.39%
No 2095 16.57%
Not Declared 362 2.86%
Yes 121 0.96%
419 CG Operational Finance 214 1.69%
No 160 1.27%
Not Declared 37 0.29%
Yes 17 0.13%
419 CG Operations Management 264 2.09%
No 209 1.65%
Not Declared 40 0.32%
Yes 15 0.12%
419 CG Surgery 1954 15.46%
No 1538 12.16%
Not Declared 317 2.51%
Yes 99 0.78%
419 CG Trust Estates & Facilities 6 0.05%
No 5 0.04%
Not Declared 1 0.01%
419 CG Workforce and Organisational

Development 1846 14.60%
No 1497 11.84%
Not Declared 241 1.91%
Yes 108 0.85%
419 LLP CG Estates & Facilities 1310 10.36%
No 1177 9.31%
Not Declared 65 0.51%
Yes 68 0.54%
Grand Total 12643 100.00%

Ethnicity Group

Care Group vs Ethnic Group Headcount Ethnicity Group %

419 CG Cancer Specialist & Clinical Support

Services Group 2303 18.22%
BME 259 2.05%
Not Stated 77 0.61%
White 1967 15.56%
419 CG Chairman & Chief Executives Office 47 0.37%
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BME 1 0.01%
Not Stated 2 0.02%
White 44 0.35%
419 CG Chief Nurse Team 155 1.23%
BME 7 0.06%
Not Stated 3 0.02%
White 145 1.15%
419 CG Digital Information Services 260 2.06%
BME 16 0.13%
Not Stated 6 0.05%
White 238 1.88%
419 CG Family Health Care Group 1563 12.36%
BME 109 0.86%
Not Stated 35 0.28%
White 1419 11.22%
419 CG Medical Governance 143 1.13%
BME 11 0.09%
Not Stated 5 0.04%
White 127 1.00%
419 CG Medicine 2578 20.39%
BME 712 5.63%
Not Stated 112 0.89%
White 1754 13.87%
419 CG Operational Finance 214 1.69%
BME 15 0.12%
Not Stated 2 0.02%
White 197 1.56%
419 CG Operations Management 264 2.09%
BME 6 0.05%
Not Stated 6 0.05%
White 252 1.99%
419 CG Surgery 1954 15.46%
BME 385 3.05%
Not Stated 109 0.86%
White 1460 11.55%
419 CG Trust Estates & Facilities 6 0.05%
White 6 0.05%
419 CG Workforce and Organisational

Development 1846 14.60%
BME 354 2.80%
Not Stated 146 1.15%
White 1346 10.65%
419 LLP CG Estates & Facilities 1310 10.36%
BME 80 0.63%
Not Stated 64 0.51%
White 1166 9.22%
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Grand Total 12643 100.00%
Marital Status
Care Group vs Marital Status Headcount Marital Status %
419 CG Cancer Specialist & Clinical Support
Services Group 2303 18.22%
Civil Partnership 33 0.26%
Divorced 145 1.15%
Legally Separated 17 0.13%
Married 1173 9.28%
Single 823 6.51%
Unknown 92 0.73%
Widowed 20 0.16%
419 CG Chairman & Chief Executives Office 47 0.37%
Divorced 3 0.02%
Married 32 0.25%
Single 12 0.09%
419 CG Chief Nurse Team 155 1.23%
Civil Partnership 1 0.01%
Divorced 12 0.09%
Legally Separated 1 0.01%
Married 102 0.81%
Single 29 0.23%
Unknown 8 0.06%
Widowed 2 0.02%
419 CG Digital Information Services 260 2.06%
Civil Partnership 3 0.02%
Divorced 15 0.12%
Legally Separated 2 0.02%
Married 136 1.08%
Single 91 0.72%
Unknown 9 0.07%
Widowed 4 0.03%
419 CG Family Health Care Group 1563 12.36%
Civil Partnership 21 0.17%
Divorced 125 0.99%
Legally Separated 10 0.08%
Married 849 6.72%
Single 504 3.99%
Unknown 45 0.36%
Widowed 9 0.07%
419 CG Medical Governance 143 1.13%
Civil Partnership 2 0.02%
Divorced 14 0.11%
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Legally Separated 1 0.01%
Married 64 0.51%
Single 55 0.44%
Unknown 7 0.06%
419 CG Medicine 2578 20.39%
Civil Partnership 38 0.30%
Divorced 133 1.05%
Legally Separated 22 0.17%
Married 1262 9.98%
Single 1001 7.92%
Unknown 100 0.79%
Widowed 22 0.17%
419 CG Operational Finance 214 1.69%
Divorced 18 0.14%
Legally Separated 1 0.01%
Married 116 0.92%
Single 68 0.54%
Unknown 7 0.06%
Widowed 4 0.03%
419 CG Operations Management 264 2.09%
Civil Partnership 5 0.04%
Divorced 27 0.21%
Legally Separated 2 0.02%
Married 135 1.07%
Single 82 0.65%
Unknown 11 0.09%
Widowed 2 0.02%
419 CG Surgery 1954 15.46%
Civil Partnership 22 0.17%
Divorced 100 0.79%
Legally Separated 18 0.14%
Married 1035 8.19%
Single 688 5.44%
Unknown 81 0.64%
Widowed 10 0.08%
419 CG Trust Estates & Facilities 6 0.05%
Divorced 1 0.01%
Married 1 0.01%
Single 4 0.03%
419 CG Workforce and Organisational

Development 1846 14.60%
Civil Partnership 22 0.17%
Divorced 96 0.76%
Legally Separated 17 0.13%
Married 746 5.90%
Single 848 6.71%
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Unknown 100 0.79%
Widowed 17 0.13%
419 LLP CG Estates & Facilities 1310 10.36%
Civil Partnership 53 0.42%
Divorced 104 0.82%
Legally Separated 22 0.17%
Married 542 4.29%
Single 481 3.80%
Unknown 92 0.73%
Widowed 16 0.13%
Grand Total 12643 100.00%

Patient Equality Monitoring Information

Sex

Financial Year

Row Labels
Female

Male

Not Known
Not Specified
Grand Total

Ethnicity

Financial Year

2023-24

Sum of Patient Count
58321

52018

3

5

110347

2023-24
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Row Labels
British

Unknown

Not stated

Any other White
background
Any other ethnic
group

Indian

Any other Asian
background
African

Irish

White and Asian
Any other mixed
background
Chinese
Bangladeshi
White and Black
African

White and Black
Caribbean
Pakistani

Any other Black
background
Caribbean
Grand Total

Sum of No of
Patients
50325
44828
7282

6232

350
233

171
165
164
148

144
127
93

91

91
63

39
14
110560
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NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Report to: Board of Directors

Date of Meeting: 215t May 25

Subject: Emergency Preparedness, Resilence and Response Core
Standards Annual Assurance — Action Plan Progess

Director Sponsor: Accountable Emergency Officer - Claire Hansen

Author: Head of EPRR — Richard Chadwick

Status of the Report (please click on the appropriate box)

Approve [] Discuss [_] Assurance [X] Information [_] Regulatory Requirement [X]

Trust Objectives

X To provide timely, responsive, safe, accessible effective care at all times.

X] To create a great place to work, learn and thrive.

[] To work together with partners to improve the health and wellbeing of the
communities we serve.

[] Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

X To use resources to deliver healthcare today without compromising the health of
future generations.

X] To be well led with effective governance and sound finance.

Board Assurance Framework Implications for Equality, Diversity and

Inclusion (EDI) (please document in report)

Effective Clinical Pathways
Trust Culture [] Yes
Partnerships
Transformative Services X] No
Sustainability Green Plan
Financial Balance [ ] Not Applicable
Effective Governance

DAL IR

Executive Summary:

The Emergency Preparedness, Resilience and Response Core Standards Annual
Assurance process was completed in Dec 2024. The Trust has improved full compliance
against the 62 standards from 23% in 2023 to 56% in 2024 although this remains as an
organisational grading of NON-COMPLIANT.

An action plan has been developed to remediate the partially and non-compliant
standards and this report is the first in 2025 that will chart the progress of work against
that action plan.

Significant progress has been made in 2024-2025 in developing the Trust readiness to
respond to emergency and business continuity incidents. There is much more to do in
addition to maintaining the compliant standards already achieved. It is assessed that this
EPRR Core Standards — Progress Report
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year the organisational grading will improve to partial compliance with an aspiration to
maybe attain substantial compliance. Much will depend on how the non-core activity
through the year, i.e. winter planning and incident management, will occupy the EPRR
team.

A further progress report will be submitted to the Resource Committee in Sep 25.

Recommendation:

The Board is requested to note the progress of the work conducted against the action
plan.

Report History
(Where the paper has previously been reported to date, if applicable)

Meeting/Engagement Date Outcome/Recommendation
Resource Committee 20" May 25 Noted

EPRR Core Standards — Progress Report
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EMERGENCY PREPAREDNESS, RESILIENCE AND RESPONSE (EPRR) CORE STANDARDS

— ACTION PLAN PROGRESS REPORT

1. Introduction and Background

NHSE conduct an annual assurance of the Emergency Preparedness Resilience and Response
Core Standards. There are 62 core standards that are grouped into the 10 domains of: Governance,
Duty to Risk Assess, Duty to Maintain Plans, Command and Control, Training and Exercising,
Response, Warning and Informing, Cooperation, Business Continuity and Chemical, Biological,
Radiological and Nuclear. The overall assurance organisational grading is determined as follows:

Organisational rating Criteria

Substantial

The organisation is fully compliant against 100% of the
relevant NHS EPRR Core Standards

The organisation is fully compliant against 89-99% of the
relevant NHS EPRR Core Standards

Partial

The organisation is fully compliant against 77-88% of the
relevant NHS EPRR Core Standards

Non-compliant

The organisation is fully compliant up to 76% of the
relevant NHS EPRR Core Standards

The annual assurance for 2023-2024 reported the following:

Governance

Fully Partially
Compliant Compliant

Risk Assessment

Duty to Maintain Plans

Command & Control

Training & Exercising

Response

Warning & Informing

Cooperation

Business Continuity

CBRN

o|Nwlw|hs|widEiN|o

WP WO|O|FR(O|F
O|00O(0O|O|Fr|O|O|0 |0

This was a fully compliant rating of 23% against the 62 standards and therefore was allocated an
organisational rating of NON-COMPLIANT.

2. Current Position

The annual assurance for 2024-2025 was conducted within a robust governance and assurance
framework coordinated by the Emergency Preparedness, Resilience and Response at the
Integrated Care Board as follows:

Date Action
By 30 Sep 24 Trust submit 1 draft to Integrated Care Board
08 Oct 24 Trust submission subjected to peer review
31 Oct 24 Trust final submission to Integrated Care Board

EPRR Core Standards — Progress Report
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Integrated Care Board and Trust Accountable Emergency Officer confirm
Trust submission

Local Healthcare Resilience Partnership confirm all Trust submissions
within the Integrated Care Board

Integrated Care Board submit report on system compliance as part of
20 Nov 24 Regional Emergency, Preparedness, Resilience and Response Team
assurance process

Regional Healthcare Resilience Partnership confirm final Integrated Care

15 Nov 24

19 Nov 24

02 Dec 24 Board submissions in the North East and Yorkshire Region
Regional Emergency Preparedness, Resilience and Response Team
20 Dec 24 submit North Region Emergency Preparedness, Resilience and Response
Core Standards report to NHS England national team
25 Feb 25 Trust Board of Directors endorse Annual EPRR report

The annual assurance for 2024-2025 reported the following:

Core Standards
Domain Fully Partially Total
Compliant Compliant
Governance 4 2 0 6
Risk Assessment 0 2 0 2
Duty to Maintain Plans 6 3 2 11
Command & Control 2 0 0 2
Training & Exercising 4 0 0 4
Response 7 0 0 7
Warning & Informing 1 3 0 4
Cooperation 2 2 0 4
Business Continuity 5 5 0 10
CBRN 4 8 0 12
Total 35 25 2 62

This is a fully compliant rating of 56% against total standards and therefore remains NON-
COMPLIANT as an organisational rating.

3. Action Plan Progress
The action plan to remediate the partially and non-compliant standards is at Appendix 1. Using the

progress to date on the action plan it is assessed that the change to gradings against the annual
assurance reported position as of May 25 would be:

Domain RAG Feb 25 May 25 Sep 25 Jan 26
(G) 4 5
Governance 2 1

|

G)
Risk Assessment A

i

(G)
Duty to Maintain Plans A

NIN (WO
[l [OV]

(G)
A

Command & Control i i Completed
(G) 4

Training & Exercising iAi Completed
(G) 7

Response A Completed

i
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Domain RAG Feb 25 May 25 Sep 25 Jan 26

(G) 1 1
Warning & Informing (A) 3 3
(S) 2 3
Cooperation iAi 2 1
(S) 5 5
Business Continuity iAi 5 5
(G) 4 4
CBRN / HAZMAT (A) 8 8

’

4. Points to Note On Progress

e Risk Assessment. The Emergency Preparedness, Resilience and Response Risk
Management Policy has been written and awaits endorsement by the Emergency Planning
Steering Group. In addition, the high scoring risks on the Emergency Preparedness,
Resilience and Response risk register need to migrate to the DATIX platform to allow
inclusion in Corporate Operations tracking. These actions will be completed this year.

e Duty to Maintain Plans. The number of plans that require to be held and reviewed annually
is large. The burden on the small EPRR team is significant and action is being taken to move
some of the more stable plans to a 2 or 3 year review timetable. The following plans have
been written/reviewed and are either on circulation or awaiting governance endorsement:

o Trust Incident Plan — review awaiting circulation.

CBRN / HAZMAT Plan — review awaiting circulation.

New and Emerging Pandemic Plan — New plan and on external circulation.

EPRR Risk Management Policy — Circulation complete and awaiting endorsement.

Major Incident Communications Plan — New plan and on internal circulation.

Evacuation Plan — New plan and awaiting endorsement.

The work above will be completed prior to July 25 and the plans review timetable will continue
throughout the reporting period. There are 3 new plans that require external stakeholder
engagement (NHS E, UK Health & Security Agency and Local Authority) that will take time
to complete; these are Infectious Disease Plan, Mass Fatalities Plan and the Mass Counter
Measures Plan. Completion may slip into 2026.

e Warning & Informing. A draft Major Incident Communications Plan has been written and is
with the Director of Communications for review. This plan will be published this year and will
ensure compliance with all standards in this domain.

e Business Continuity. The Emergency Planning Manager (EPM) has been tasked with the
delivery of Business Impact Analyses and developing Business Continuity Plans to
departmental level. This is a significant task and will require a bespoke project that may take
12-24 months to complete.

¢ Chemical, Biological, Radiological and Nuclear / Hazardous Material. The plan has been
updated and reformatted. Once published (Jun 25), this will make most of the partially
compliant standards compliant.

0 O O O O

5. Residual Risks
The residual risks to the completion of the action plan are as follows:

e Emergency Preparedness, Resilience and Response Team Resources. The Emergency
Preparedness, Resilience and Response Team consists of 3 staff members. Competing
“non-core” priorities for the team include responding to incidents such as industrial action,
conducting training, and exercising to comply with core standards, managing the annual work
schedule and running the Emergency Preparedness, Resilience and Response governance
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and assurance processes. To complete the action plan is a significant task that will take time.
Mitigation measures for this risk include:

o ED Clinical educators and Hull & York Medical School educators have been identified
to assist with elements of Emergency Preparedness, Resilience and Response
training such as Chemical, Biological, Radiological and Nuclear / Hazordous Material
and High Consequence Infectious Disease.

o NHS E have rolled out a comprehensive Health Commanders training programme that
has reduced the training burden on the team.

o The more stable plans and policies are being moved to 2 or 3 yearly review schedules.

e Staff Availability. The development and implementation of plans and then the testing of
them through training and exercising of them relies on the availability of clinical and nursing
staff. Operational pressures limit the ability of the Emergency Preparedness, Resilience and
Response Team to engage with subject matter experts and then when it is possible, timelines
for completion of tasks are protracted. In addition, when individual training programmes are
designed, there is a reliance on colleagues taking the opportunity to sign up for those events.
Mitigation measures for this risk include:

o Training and exercising is targeted at senior managers and clinicians to minimise
disruption on the shop floor. Where operation procedures are required to be tested
then longer lead in times to roster staff to activity are considered.

o Work is ongoing to develop training packages that can be delivered on Learning Hub
to minimise the time staff take to conduct training and prevent disruption to services.
Experience this year has indicated that although the opportunities for individual
training have been provided online and in person, the take up from colleagues has
been at best limited.

o Activity conducted when responding to incidents is being recorded on logs to minimise
the need for training and exercising events.

6. Summary

Significant progress has been made in 2024-2025 in developing the Trust readiness to respond to
emergency and business continuity incidents. There is much more to do in addition to maintaining
the compliant standards already achieved. It is assessed that this year the organisational grading
will improve to partial compliance with an aspiration to maybe make substantial compliance. Much
will depend on how the non-core activity through the year, i.e. winter planning and incident
management, will distract the Emergency Preparedness, Resilience and Response team.

A further progress report will be submitted to the Resource Committee in September 25.

Date: 7t May 2025
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Appendix 1 — EPRR Core Standards Action Plan

Ref Domais Zrandard name Srandard Detail Trust Action Plan 202312024 Carried 202312024 Assef._sment Trust Action 2025 Actinnss Tarast ::'_:':;: e (O et
Forward Recommendations Dats .
The Chief Executive Officer ensures that the dccountable Emergency OFficer 3 - The EFRR Core Standards Executive 1- The EFRR Core Standards Executive Committee RC Q- 24 3 - (030442024 Thiz will not change until Board report is submitked.
discharges their responsibilities to pravide EPRR reports to the Board, na Committee and Board of Directars reparts and Broard of Directors reports need to adher o the 3 - [4MW2024] - Carry Forward to nest years action plan.
Iz than annually. need ta adher to the MHS E General MHS E Gieneral Obserwation, (5] 1- [0&f044285) - Complete.
- . . . A Obzervation. [R)
The arganisation publicly states its readiness and preparedness activities in
annual reparts within the arganization's own regulatory reparting
requirements
3 Gorvermance EFRE board ]
reporks
The Board { Governing Bady iz satisfied that the organization has sufficient Complete areview of EFRR Resource | 2 - Complete a review of EFRR Resource versus RC G- 26 2 - [03004425]) - RC o speak to KH and see how this can be taken
5 Governance |EPRR Resource | and appropriate resource to ensure it can fully discharge its EPRR duties. il wersus portfolio and prepare abrief for | partfolio and prepare a brief for AEO [R] A farwardin light of Trust challenges and the political NHSE landscape.
AED
The arganisation haz a process in place bo regularly assess the risks to the 12 - Review EPRR Risk Register and Migrate EFPRR Risk. Register to DATIE - |3 - Rewview EFRR Risk Register and introduce a Risk. | RCACR | 03 - 24 12 [19M202023] - Accept that allrisk assessment forms will take 2024
pepulation it zervez. Thiz process should censider all relevant risk registers introduce a Fisk Assessment form for each | Corporate Ops area Assessment Form for each serial on the register and ta complete therefare EPRF Core Standards likely to remain
including community and natienal risk registers. =zerial on the register and include az a include 2= a thumbnail. Include a check sheet as the AMBER with evidence of progress.
thumbnail. Include a check sheet a5 the first first sheet ba record checks conducted at the EPSG. 12 [0300442024) - RC ! CR to conduct initial risk. assessment on
_ _ sheet to record checks conducted at the [G] RACC and then review what the target completion against dates
T (01T i Ll (RIS EFSEG. (R CR | o4-24 & |shouldbe.
Al seEResrl 4 - Check that EPRR Fisk escalation process is 12 & 13 [14M1102024] - Carry Forward to 2025 action plan,
13- Check that EPRR Risk e=scalation included in the Trust Risk Framework, specifically. (5] 3 [020425] - EPSG Mar 25 directed that this was not required.
process is included in the Trust Risk CR G3-26 4 [0E004425] - Confirmed not included in Trust Risk Framework., It
Framewark specifically. [F) B - Mligrate EFFR Risk Reqgister ta DATIA - Caorporate has been included in EFRR Risk Management Palicy.
Op= area [F)
8 Duty to Rizk Rizk The erganization has o robust methed of reparting, recerding, manitoring, Fleaze see comments For core standard 7 A
Ascess Management communicating, and escalating EPRR risks internally and cxternally
In line with current guidance and legishtion and reflecting recent lessons wirite Mew and Emerging Pandemic Plan | B - Review the Fandemic Plan in line with national RC Q3-24 20 [0300442024) - RC obtained best practice Mew and Emerging
D G New and identificd, the argunization haz arrangements in place te respend to o new guidance, the national IPC manual and relevant P andemic Plan and is amending for Trust use and will then authorise
13 M‘i-“i’; Plans Emerging and emerging pandemic lezszons identified from COVID-13. (5] A through 10 WG,
Pandemics 20 [14M102024] - Carry Forward bo 2025 Action Plan.
RC Q- 25 ¥ [0&04425) - SME Circulation deadline 14 2pr 25
In line with current guidance and legishtion, the organisation haz 21- Capture specific Countermeasures 8 - Capture specific Countermeasures Training in the CH G- 24 211 22 (14M2024) - Carry forward inko 2025 Action Plan.
arrangements in place Training in the central training log. [F] central training log. [F)
to zuppart anincident requiring countermeasures of 3 mass counkermeasur:
14 _Dut_’ 11 Countermeasure deployment . . i . i . L
Maintain Plans = 22 - wirite a new policy o consider mass 3 - write a new policy o consider mass vaccination RC 04 - 24
waccination and izsue of prophylatis. [R) and izsue of prophylatis. [R]
In line with current guidance, requlation and legislation, the erganization has 26 - Implement lockdown training and Update the Lockdown Flan 12 - Implement lockdown training and exercizes to (] G2-26 268 - [0702f2024) Included on EPM work, schedule, Guery - delay
arrangements in place ta cantral access and egress Far patients, staff and exercizes to include: include: SGH exercize bo conduct in new EO.
o Duty to - vigitors to and from the srganization’s premises and key aszets in an 4] Both ED= erercising. A 25 [1411P2024) - Carry Forward to 2025 Action Flan.
Maintain Plans ockdoma | incident. b) Table Top exercize for BC Leads and b) Table Top exercize For BIC Leads and Security, [F] 12 [D204425] - Engagement from E&F proving challenging.
Security. [F] RC G- 28 13 [08004425] - Lockdown Aide Memaire issued on apening of HECC
to prowide an interim salution until plan Aully review.
In line with current guidance and legishtion, the organisation has 26 - wirite Trust Protected Individuals Policy. 14 - wirite Trust Protected Individuals Policy. [G] RC Gi2-26 26 [141102024] - Carry Forward bo 2025 Action Plan.
13 Diuty to PFrotected arrangements in place to respond and manage ‘protected individuals Rl G 14 [02104425] - Documents held by CF from Security and Comms
Maintain Plans Individual= including Very Impartant Persans [WIPs) high prafils patients and visikars couer the requirement.
ko the sike.
The arganization has contributed bo, and understands, itz role in the 27 - wirite Trust Excess Fatalities Policy. [F) RC G2-26 27 [14M102024] - Carry Forward bo 2025 Action FPlan.
13 Diuty b Excess multizgency arrangements far excess deaths and mass fatalities, including & 16 [02I044025] - FC awaiting plan from Christy Rowley which should
Maintzin Planz Fatalitiz= markuary arrangements. Thiz includes arrangements For rizing tide and Mmeet requirement.
sudden onzek events.
The arganisation aligns communications planning and activity with the Dietermine 247 Commes capability and RC Q3-26 17 [02004425] - Included in draft with Comms Team.
33 warsing and Warning amd | organisation's EPRR planning and activity, il include in Incident Comms Flan A
Informing Informing !
The erganization has a plan in place for communicating during an incident 40 - Comms Team to deliver: write Inzident Comms Flan 13 - Comms Team bo deliver: Comms | Q2 - 24 A0 [14011/2024] - Carry borward onto 2025 Action Plan.
which can be enacted. a] Dieliver training on training action card to Team 12 [02004025] - RC to include a comms slide in induction training,
1=t and 2nd On Call and submit Lessons familirisation training and C2 training.
Identified Template For each event, 19 (040030 25] - With Comms team for comment.
on Warsing and b Dgli-.'er in and out_oF hours exercisies to &
Informing practice comms action cards.
] review social media guidance and deliver o] review social media guidance and deliver media
media training to Executive members. [F] training bo Executive members. [R)
RC Qz-25
36 A ) Media Strareqy The org:_:uni;_ation_ha; arrangemcnts in_plac-: 'f‘:' cnable rapid and structured il write Incident Comms Plan BC 03- 25 A 13 [04/05425] - With C:omms team for comment.
nforming communication via the media and zocial media
The Accountable Emergency Officer, or a director level representative with
37 Cooperation LHRF delegated authority [t authorize plans and commit rezources on behalf of il G
P Emgagement | their arganisatian] atkends Local Health Resilicnce Parknership [LHRP) I
meatings.
The organigation has agreed mutual aid arrangements in place cutlining the 43 - Fewiew Trust IRF toinclude a table under | Include mutual 3id arrangements into RC G4 - 24 43 - Carry Forward onto 2025 Action FPlan.
process far requesting, coordinating and maintuining mutual 2id rezources. mutual aid that defines by Incident Level [1-4] | Command and Control Flan and include 21 22 [D804025] - Included in 2025 annual review.
) Mintual Aid These arrangements may include skaff, equipment, services and supplics. how, whi, when and For long mutual is MACA quidance.
£ (B Py Arrangements requested. [F] &
In line with current WHE guidance, these arrangements may be formal and
shauld include the praceszs for requesting Military Aid ko Civil Authoritizs FC 0424

[MACA] via NHE England.
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HHS E Final

ICE Final

frrarrad

(L7 [Dzeh S0 e S (L] Grading Grading Trust Action Plan 202312024 Carried 202312024 Asses_sment Trust Action 2025 Actinnss Grads Tm Ramarkr { Updatar
orem e Forward Recommendations o
ta
The organisation annually assesses and documents the impact of disruption 4E - Feview BEROMNZE BlAz to confirm Separate project required to dewvelop (] G2 - 24 46, 468 & 4T (141102024 - Carry forward to 2025 Action Plan.
b ks services through Business Impact Analysis[zs). compliance with NHS BC Toolkit. (&) =I5
) 464, - Develop a Trust BIA in accordance with 24 - Develop a Trust BIA in accordance with the NHS CR G2 -24
) Buziness the MHS BC Toolkit. [R] EC Toolkit. [R]
Business Impact
3 Costinmit AnalysiziAzzes A A . . . . A
T s_:“ [B1A) 47 - Develop BIAS far all Trust services in 26 - Develop BlAs for all Trust services in accordance CF oz - 25
accordance with the MHS BC Toolkit and the with the MHE BC Toolkit and the review BROMNZE
review BROMZE ElAz. [F] Elasz. [F]
CF o4 - 25
26 - Seperate project required to dewvelop BlAs. [R)
The erganisation har business continuity plans For the management of 48 - Review the EROMNZE BCFs to confirm [ Separate project required to develop BCH CF Qz-23 A8 & 49 [14112024) - Carry Foreard to 2025 Action plan.
incidents. Detailing how it will respond, recover and manage its services compliance with MHS BC toolkit. [A)
during dizrupkions to:
) b _F":‘:'F'I“ o and dat 43 - Develop BCPz in accordance with the 28 - Develop BCP'sin accordance with the MHS BC CR 04 - 25
Buciness Business inparmatian and daka MHS EC toolkit and the BIAS For all zemices toolkit and the BLAs For all services in the Trost, [F)
ar Continuit * premises & & : A
Continuity Plan=s [BC;] = supplicrs and contractors in the Trust. [R) . .
o T and infrastructure 249 - Seperate project required to develop BlAs. [R) CR G3- 26
BCME The erganisation’s BCKE is menitored, measured and evaluated against Fieview required of process and included |30 - Fieview required of process and included in Trust CFH Qz-25 30 [0E0425) - CR to review completion.
50 Busimess Monitori establizhed Key Performance Indicators. Reports on these and the autcome " in Trust BC Flan EC Flan. [F)
onitoring and . . : fu fu Mil - -3
Coatinuity E = of any exercises, and status of anp corrective ackion are annually reparked ta
raluwation the board.
q LS There iz 2 process in place bo assess the effectiveness of the BCME and Fieview required of process and included | 32 - Feview required of process and included in Trust CR Q2 - 26 J0[02M04/25] - CR to review completion.
52 Busines= Continmouz |, tive action ba eng finual i t o the BCAE & & il i ¢ i’ K i’ S k
Continuity [ ake corrective action to ensure continual improvement to the . i in Trust BC Flan EC Flan. [R]
Ascuramce of | e erganisation hag in place a syztem bo asgess the business continuity Fieview required of process and included | 33 - Review required of process and included in Trust CF Q- 25 30 [08004025) - CF to review completion.
E c P | planz of commizsioned providers or zuppliers; and are azzured that these in Trust BC Flan EC Flan. [F)
53 Coatinity Providers f pn:twders business continuity arrangements align and are inkeroperable with o b il B
g their own.
Suppliers BCP=
Hazmat!CERN risk assessments are in pluce which are sppropriats to the Complete CERRM Tent & PRPS Suit Rizk |35 - Complete CERR Tent & FRPS Suit Risk EC-5 | Q3-25 35 [(03f04426) - completed and held by EC-5.
arganisation type Bzsessment Bzzessment. (1G] 36 [030425) - RC to review EC-5 draft.
EC-5 | Q3-25
Hazmat!/CERN Complete a Risk Assezsment around
56 Hazmat/CERN |Riszk o o il minimum staffing numbers to respond to EC-5 | 0Q3-25 a
Azsecsments a CERM incident
Complete actions provided in the CERM
Audit quidance.
The organigation has up ta date specific Haamat!CERM plans and response 85 - Rewiew CERM Flan. [R) RC 03-26 B8 [142024) - carry Forward to 2026 Action Plan.
arrangements aligned to the risk assessment, extending bepond 10R
Hazmat/CERN | arrangments, and which are supported by 2 programme: of regular training
56 Hazmat/CERN | plansing and exercising within the organaization and in conjunction with external o) & 2
ArTangements stakchalders
The crganisation haz adequate and appropriate wet decontamination DOlesign an automated system for EC-5 [ 0Q3-25 40 [03/0425) - Manual process in place whilst automation is
capability that can be rapidly deplayed bo manage self presenting patients, annotating who is CERM trained when a explored.
24 haurs 3 day, T days 2 week [far 2 minimum of Faur patients per haor] - incident occurs.
thiz includsz arvailabeility of staff to catablich the dezentamination Facilitiz #1- Amend CBRM Plan to include guidance providedin| - RS | G325 #1(0/04425) - Guidance included in draft plan,
Decomtaminatio |1y o0 cufficient trained staff on shift ko allow For the continuation of Ame.réddc.eggﬁprl\:lt?j!ncmde guidance | CERM Audit (5]
1] Hazmat/CERN 0 Ca_palt ty decantamination until suppart andber mutual 3id can be provided - fi} fiy Blil providedin udit B
;::_:.hb' ity according b khe arganization's rizk aszessment and planz]
The arganizatianz alzo has plans, training and resources in place to enable
the cammencement of interim drpfwet, and impravised decontamination
wehere RCCCEary.
The arganisation holdz appropriate cquipment b cnsure safs 87 - Feview CERRN Plan to include equipment | Submit 3 full and detailed CERM FRC GL3-26 B7EEE (14H1H2024) - carry forward onto 2025 Action Plan.
decantamination of patients and protection of staff. There iz an accurate huzbandry toinclude registers, audits and equipment inventory to ¥ AS, 42,43 % 44 [02004/25] - RC to meet with EC-S and include in plan.
inventory of equipment required For decontaminating paticnts. Fault finding Flow charts. [F]
Equi ti tionate with th ization's risk b of RC Q- 25
Equipment and | -JPMEnt 17 prapartanats with Hhe arganization s iz assessment o B2 - Engure that process after review is 43 - Ensure that process after review is included into
60 H tICBRM : - such as - 5 A A : . ) ) ) A
azma Supplies :’ji‘:ﬁ["““‘ uch az For the management of nen-ambulant or collipsed included into CERR WG ToFis and Standing CERM G ToFis and Standing Agenda. Link to 57 (3]
Agenda. Link to &7, [F] EC-5 | Q3-25
The arganisation must have an adequate braining resaurce ko deliver CICERM to comply with quidance 47 - CICERM to comply with guidance provided in EC-Z Q-5
Hazmat/CERN training which iz aligned to the arganizational Hazmat!CERN provided in CERRM audit, CERM audit.
HazmatdCBRN | plan and azsociated risk asseszments
63 Hazmat/CBERN | Traisisg A A Tdil A
Resomrce
The arganisation undertakes training Far all staff who are most likely to Undertake a full review of the current 4% - Undertake 3 full review of the current training EC-5 | @2-25 48 [0304425) - EC-5 to confirm acceptable to Corporate Mursing.
come into contack with potentially contaminated patients and paticnts training course once the ThIA has been | course once the THA has been undertaken. (&)
requiring decontamination, undertaken.
Zraff Tr g - Skaff that may make conkact with 2 potentially cantaminated patients,
Recoguition whether in person or over the phone, are sufficiently trained in Initial
64 Hazmat/CERN |and Operational Response [I0R] principles and izolation when neceszary, [This fi fi il 8
Decostaminatio | includes [but iz not limited ta] acute, community, mental health and primary
- care setbings such az minar injury unitz and urgenk treatment cenkres)

Etaff undertaking patient decontaminaktion are sufficiently trained to ensure
a safe sypstem of work can be implemented
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- - HHS E Final ICE Final A A frrarrad
Trust Action Plan 202312024 Carried 202312024 Assessment -
ek [D=reD SR e Erandoudiiietail i Trust Action 2025 Actimmes TN o daTa Remarke # Updates
Forward Recommendations Datas .

Qrganizations must sngure that staff who come in to contack with patizntz Ensure the FRFS suits size selection for EC-5 [ 0Q3-25 49 [03/04425] - EC-5 to confirm guidance with SB.
requiring wek decontamination and patients with canfirmed respiratary individuals aligns to manufacturers
contamination have access bo, and are krained ko use, appropriste PPE. guidance.

65 Hazmat/CERN |PPE Access Thiz includez mainkaining the cxpected number of operational PRPE availbile fi fi Ml o,
far immediate deplayment to zafetly undertake wet decontamination andifor
access bo FEPS [ar equivalent] 2447
Organizations must ensure that the exercizing of Hazmat!CBRM plans and Complete actions az per CERM Audit B0 - Complete actions as per CERM Audit guidance, EC-5 [Q32-25

L Hazmat/CERN arrangements are incorparated in the erganizations EPRR cxercizing and & & hlil guidance [F] 2
testing programme:

EPRR Core Standards — Progress Report

Page |260



NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Report to: Board of Directors

Date of Meeting: 21 May 2025

Subject: Funding to support LIMS and Digital Cell Path Implementation

Director Sponsor: Mark Quinn, Director — CSCS Care Group

Author: Alex Sharp, Network General Manager, Scarborough, Hull,
York Pathology Service

Status of the Report (please click on the appropriate box)

Approve Discuss XI Assurance [ Information [1 Regulatory Requirement L[]

Trust Objectives

To provide timely, responsive, safe, accessible effective care at all times.

To create a great place to work, learn and thrive.

To work together with partners to improve the health and wellbeing of the
communities we serve.

[] Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

To use resources to deliver healthcare today without compromising the health of
future generations.

[ To be well led with effective governance and sound finance.

Board Assurance Framework Implications for Equality, Diversity and
Inclusion (EDI) (please document in report)

Effective Clinical Pathways

Trust Culture LI Yes
Partnerships

Transformative Services [J No

Sustainability Green Plan
Financial Balance
Effective Governance

Not Applicable

OOXXKXOK

Executive Summary:

This business case is to accept funding of £1,060,000 in capital and £216,000 in
revenue via the Digital Diagnostic Capability Program to support the implementation of
the new Laboratory IT system (LIMS), and the implementation and associated training
for digital cell path.

Recommendation:
The recommendation is to approve the business case

Funding to support LIMS and Digital Cell Path Implementation
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Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)

No X Yes [

(If yes, please detail the specific grounds for exemption)

Report History
The business case was approved at Executive Committee on 7" May

Meeting/Engagement Date Outcome/Recommendation
Executive Committee 7t May Approved — due to value to
be confirmed at Board
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SHYPS Digital Diagnostic Funding to Support LIMS and accelerate Digital Cell Path
implementation

1. Introduction and Background

SHYPS has applied for funding from the NHSE Digital Diagnostic Capability
Program (DDCP) to support our LIMS (laboratory Information Management System)
implementation and the Acceleration of Digital Cellular Pathology.

A value of £1,060,000 in Capital and £216,000 in Revenue has notionally been
allocated.

This paper and business case outlines the need for this funding and how the
funding will be allocated.

2. Considerations

There is still a significant amount of work to complete in order to achieve the go-live
as planned and the continued support of external contractor (Omni-Modi) is critical
to achieve this.

The implementation of Digital Cell Path reporting is dependant of the LIMS
implementation. Currently all the hardware and infrastructure is in place. The next
stage is to integrate the PACS capabilities with the new LIMS to ensure patient
information can be securely and accurate linked with the scanned slides/images.
This requires the installation of a further Clinisys product (Specimen Processing
module). Funding will be used to provide external resource to support this
implementation.

Once Digital Reporting capabilities are available, consultants will be required to
validate on the new reporting method. This will include a period of double reporting
(reporting a case using digital methods and tradition glass slides) to reduce the
impact of this on services and patients we will proactively outsource additional
activity for a period of 3 months whilst consultants’ complete validation on digital
methods. This will accelerate the adoption of digital reporting whilst maintaining
existing turnaround times.

The existing laboratory systems are “end of life” with limited “best endeavours”
support and no further development.

3. Current Position/Issues

Without external funding we will need to either source funding from existing budgets
to support the project delivery, or reduce the rate of work and further delay the
implementation.

4. Summary
This BC includes as well as the Capital funding, £216k of revenue support from the
NHSE DDCP fund this will directly offset training requirements and backfill to
develop the Digital Cell Path programme, this is non-recurrent funding in 2025/26
and will all be received and spent within the financial year.

The remaining revenue consequences (£127Kk) relate to the capital charges from

the Capital received.

Funding to support LIMS and Digital Cell Path Implementation
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Both the revenue and Capital elements of this case need to be spent by 31st March
and drawdown from NHSE will match this spend profile

5. Next Steps
Once Approved Locally, case will be discussed at an assurance review panel within

NHSE before MOU'’s are raised

Date: 14/05/2025
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PRIVATE AND CONFIDENTIAL

APPENDIX Ai

Business Case Approvals

» Potential cases should be outlined at Annual Planning

« Business Case Completed (Revenue and/or Capital)

» Care Group Board - Revenue Approval <£50k

* CPMG - Capital Approval <£50k

y

» Chief Executive, usually through the Executive Committee (Revenue) /
CPEG (Capital) - Approval £50k - £500k

y

N\

» Executive Committee - Revenue & Capital Approval £500k - £1m

» Board of Directors - Revenue & Capital Approval >£1m

+ CAP Board / ICB Review of all cases that impact / benefit the wider
ICS

 Post Project Evaluation - 12 months after implementation

€E€ELCECEKEEKK
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Stakeholder Considerations

YTHFM LLP

Digital
Information
Services (DIS)

Care Groups

Sustainability

Commissioners

Other Providers
within the ICS

e|s accommodation required?

e|s cleaning / maintenance of accomodation required?
eAre porters / catering / laundry & linen required?

¢|s maintenance of medical equipment required?

eDoes the change require a system change?

eDoes the change require new digital functionality?
eDoes the change require a new digital solution?
*Has the DIS Change Request Process been followed?

eConsider the impact of your business case on other Care

Groups - have they been engaged where required?

eMandatory consultation for stakeholder groups is
included in section 8 of the business case summary

eDoes the business case impact on the Trust's
sustainability programme?

eWhere additional funding is required this should be
discussed with commissioners (i.e the ICB)

*Does the business case have an impact or provide a
benefit to other provider organisations within the ICS?

Appendix Ai. Main Commentary. May23
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PRIVATE AND CONFIDENTIAL

NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

BUSINESS CASE SUMMARY

Business Case Number 2025-26-007

Business Case Title

SHYPS Digital Diagnostic
implementation

Funding to Support LIMS and accelerate Digital Cell Path

Sponsorship, Management Responsibilities & Key Contact Point

The Business Case ‘Owner’ should be the appropriate Care Group or Corporate Director, or
where appropriate an alternative lead Clinician nominated by the respective Care Group

Director. The ‘Author’ will be

the named manager supporting the owner of the Business Case,

who will have responsibility for the development and writing of the Business Case, and will be
the key contact point for enquiries.

3.1 Sponsorship Confirmation (where neither are the Owner or Author
of the Business Case)

Care Group/ Name Date of Agreement

Corporate Director Mark Quinn 30/04/2025

Care Group Manager Name Date of Agreement
Karen Priestman 30/04/2025

3.2 Management Responsibilities & Key Contact Point

| Business Case Owner: | Dave Oglesby

Business Case Author: | Alex Sharp

Contact Number:

07419779950

Page 3 of 16
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STRATEGIC CASE

The purpose of the strategic section of the business case is to make the case for change and
to demonstrate how it provides strategic fit.

4. Issue(s)to be addressed by the Business Case

Describe the background and relevant factors giving rise to the need for change.

SHYPS has applied for funding from the NHSE Digital Diagnostic Capability Fund
(DDCF) to support our LIMS (laboratory Information Management System)
implementation and the Acceleration of Digital Cellular Pathology.

A value of £1,060,000 in Capital and £216,000 in Revenue has notionally be allocated.

The intended go-live in March 25 was not achievable and the new expected go-live
date is 30" June.

As of 24" April 2024, this remains an achievable date with UAT expected to be
complete on track by 9" May.

There is still a significant amount of work to complete in order to achieve the go-live as
planned and the continued support of external contractor (Omni-Modi) is critical to
achieve this date.

The delay from March to July has also attracted additional professional fees from
Clinisys.

The implementation of Digital Cell Path reporting is dependant of the LIMS
implementation. Currently all the hardware and infrastructure is in place. The next stage
is to integrate the PACS capabilities with the new LIMS to ensure patient information
can be securely and accurate linked with the scanned slides/images. This requires the
installation of a further Clinisys product (Specimen Processing module). Funding will be
used to provide external resource to support this implementation.

Once Digital Reporting capabilities are available, consultants will be required to validate
on the new reporting method. This will include a period of double reporting (reporting a
case using digital methods and tradition glass slides) to reduce the impact of this on
services and patients we will proactively outsource additional activity for a period of 3
months whilst consultants complete validation on digital methods. This will accelerate
the adoption of digital reporting whilst maintaining existing turn around times.

The summary of intended use for this funding is below:

LIMS - CAPITAL

Description Timescale Cost Costinc. VAT
LIMS Programme Delivery & testing Service
plus intensive Go-Live support ApriltoJuly | £415,500.00 £ 498,600.00
Page 4 of 16
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Clinisys CCN, project fees Aprilto July | £200,000 £240,000.0
LIMS Total £ 738,600.00
Digital Cell Path - CAPITAL
Description Timescale Cost Costinc. VAT
3 months additional (30%) outsourcing to
support consultant validation Jan-Mar ‘26 £200,000.00 £ 240,000.00
Project Management fees Junto Oct ‘25 | £80,000 £ 96,000.00
DCP Total £ 336,000.00
Digital Cell Path — REVENUE
Resource Quantity | Cost Total Cost
Laboratory staff training on Scanners and 71 Staff Revenue £14,000
Digital processes
Medical staff training — 2nd Stage 19 Staff Revenue £42,000
validation (Digital and Slide)
6 month Fixed term posts to implement 4 posts Revenue £160,000
and imbed DCP (4 x B4) lab and admin

5. Capacity & Demand Analysis

Where a key issue raised concerns of the availability of sufficient capacity to meet anticipated
demand on the service, it must be supported by a Capacity and Demand analysis to clearly
demonstrate the gap in capacity, with the results presented below. Please refer to the Business
Case guidance document for the guidance and access to the preferred capacity and demand
model. If required, support in completing the model is available through the Corporate
Operations team (contact Andrew Hurren on extension 5639).

n/a

6. Alignment with the Trust’s Strategic priorities

The Trust has identified four strategic priorities that ensure there is a focus for its emerging
priorities and objectives, and assists in the communication to staff, patients and other
stakeholders.

Page 5 of 16
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Indicate using the table below, to what extent the preferred option is aligned with these strategic
priorities. It is expected that the preferred option will align with at least one of the strategic

priorities.

Strategic Priority

Describe how the case is aligned to
the Strategic Theme

Priority 1 — Our People

By introducing new systems, we provide a
modern environment for our highly valued
colleagues to work in, which may help with
retention and to attract prospective
employees also.

Priority 2 — Quality & Safety

A single LIMS will support harmonising
work practices and reducing variation, the
introduction of Digital Cell Path will track
slides better and allow images to be
recalled quicker and future use of Al to
improve capacity

Priority 3 — Elective Recovery

Both the single LIMs and Digital Cell Path
will support improved testing pathways,
reduction in reduced testing for patients

referred between site and improved
turnaround times for histopathology.

Priority 4 — Acute Flow

An improved and more modern LIMS will
allow us to track samples throughout their
pathway and flag urgent samples that need
to be fast-tracked for faster turnaround
times.

Business Case Objectives

Setting robust spending or investment objectives is essential in making a coherent case for
change; the case should identify SMART (Specific, Measurable, Achievable, Relevant, Time
bound) to address one or more of the following generic drivers, see page 23 of the guidance for
full description of drivers. List the business case objectives and the metrics and measures

Appendix Ai. Main Commentary. May23

below:
. o : Quantity | Quantity
Description of objective Metric Before After
Supporting June/July Go-Live for LIMS n/a
Reducing implementation timescale for Digital | Number of | 8 Months 4 Months
Cell Path Months
between
LIMS go
live and
100%
Scanning
Page 6 of 16
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How will information be collected to demonstrate that the benefit has been achieved?

8. Stakeholder Consultation and Involvement:

Identify the key stakeholders (both internal and external to the Trust) essential to the successful
implementation of the Business Case; the extent to which each support the proposal, and where
appropriate, ownership for the delivery of the benefits identified above.

Where external stakeholder support is vital to the success of the Business Case (e.g.
commitment to commission a service), append documentation (letter, e-mail, etc.) evidencing
their commitment. If the Business Case spans more than one Care Group or Directorate the
expected/required close collaboration in such circumstances must be evidenced.

Examples of stakeholders include lead clinicians, support services (e.g. Digital Information
Services (DIS), Capital Planning re: accommodation, YTHFM LLP re Estates & Facilities
support services), Commissioners (e.g. HCV ICB, NHSE, etc.), patients & public, etc.

See page 24 of the guidance for a checklist of potential questions that should be considered
when assessing stakeholder involvement.

A °Not-Applicable’ (N/A) response is not acceptable in this section of the case unless
accompanied by the name of the relevant stakeholder that has confirmed there is no applicable
involvement in the case.

Stakeholder | Confirmation of Stakeholder Support
Mandatory Consultation
Radiology No Impact
Laboratory Medicine (SHYPS) Key Stakeholder
Pharmacy No Impact
AHP & Psychological Medicine No Impact
Theatres, Anaesthetics and Critical Care No Impact
Community Services No Impact
Digital Information Systems (DIS) Key Stakeholder
Sustainability No Impact
YTHFM LLP No impact
Clinical Coding Team No Impact
Page 7 of 16
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ECONOMIC CASE

The purpose of the economic case is to identify the proposal that delivers the best
value for money.

The economic case should identify the preferred option when measured against the
issues identified in section 4 of the strategic case, how it closes the capacity gaps
identified, how it meets the business case objectives outlined in section 7 and how it
meets the Trust’s strategic priorities.

9. Options Considered

List, and describe briefly below the alternative options considered to resolve the issue(s)
presented in Section 4 above. This should just be a factual description of the option, without at
this stage, any comments on the pros and cons of the option. The inclusion of alternative
workforce and clinical models should be considered when generating the list of options. Option
1 should always be Business as Usual (BAU) as a comparison to the options considered

Description of Options Considered

Do nothing (no not accept funding) and accept further delay in LIMs & Digital Cell Path
implementation

Accept the funding from the DDCF to support additional funding to accelerate the LIMS and
Digital Cell Path projects

10. Benefit and Cost Analysis

All identified options must be subject to a Benefit and Cost analysis, using the ‘Investment
Appraisal Scoring Sheet’ (Appendix Aiii) and summarised below:

Summary Benefit Cost Analysis

Option 1|Option 2|Option 3|Option 4[Option 5|Option 6

Objectives Score | 0 0 0 0 0 0
£000 £000 £000 £000 £000 £000

Net Income & Expenditure 0 0 0 0 0 0

Net Present Value I 0 0 0 0 0 0

Net Present Value Per Objective Point Scored (£000) f #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

Overall Ranking (manually enter) r #DIV/O! #DIV/O! #DIV/0! #DIV/0! #DIV/0! #DIV/Q!

Page 8 of 16
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11. The Preferred Option

Detail the preferred option together with the reasons for its selection over the other options.
This must be supported with appropriate description and data in demonstrating how it will
address the issue(s) described in Section 4 above.

The case for the preferred option should include how the option closes any capacity gaps
identified in section 5, with the results of the closed gap after using the preferred capacity and
demand model. This section should also confirm that the preferred option meets the business
case objectives identified in section 7.

The preferred option should be cross referenced to key attributes identified in the Benefit and
Cost Analysis in section 10.

Confirm the preferred option

Accept the funding from the DDCF to support additional revenue and capital spend to
accelerate the LIMS and Digital Cell Path projects

Describe how the preferred option addresses any capacity gaps identified in
section 5

N/A

Describe how the preferred option meets the Trust’s strategic priorities in section 6

The new LIMS and Digital Cell path systems will promote a modern workplace and
systems, they will improve quality and safety by providing improved interoperability
and integrations with other systems and network and opportunity to adopt Al. Turn
around times in Cell Path would be expected to improve with the introductions of
digital cell path and the use of high quality barcodes and automatic sample receipt
will improve turnaround times for acute tests

Describe how the preferred option meets the Business Case Objectives identified
in section 7

Agreeing to accept and allocate the funding will allow the role out of additional zebra
printers which are required to facilitate electronic requesting with the new LIMS
system. The allocated funding will also support the acceleration for Digital Cell path
by funding specific training and staff to adopt and imbed the new (and additional)
laboratory processes.

Describe how the outcome of the IASS in section 10 supports the preferred option?

N/A

12. Consultant, and other Non-Training Grade Doctor Impact

Page 9 of 16
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(Only to be completed where the preferred option increases the level of Consultant / non-
Training Grade input)

12.1 Impact on Consultant/ Non-Training Grade Doctor Workload:

The Trust is committed to reduce the number of Programmed Activities (PAs) being worked
by any Consultant/Non-Training Grade Doctor to a maximum of 11. This section should
illustrate the impact that the additional Consultant/Non-Training Grade input created will
have on the average number of PAs worked in the specialty, the frequency of the on-call
rota, and the PA profile across the whole specialty team. Information is also required of
each Consultant’s/Non-Training Grade Doctor’s actual annual working weeks against the
41 week requirement.

The information below must be accompanied by the Trust’s Capacity Planning Tool,
and the Job Plan, which should be appended to, and submitted with the Business
Case.

Before After

Average number of PAs
On-call frequency (1in)

Consultant/ Non-Training Grade Doctor Team Work Profile
Working Weeks v 41
Week Requirement
Before After Before After

Name of Consultant/ Non- PA Commitment

Training Grade Doctor

12.2 Job Plan Approval:

The Medical Director or Deputy, along with the Medical Workforce Manager must review
all proposed Job Plans for new Consultant posts, as well as any Job Plans of existing
Consultants where the proposed new post would have an impact on current working
practices. The date that the Job Plans were approved must be provided below.

Date of Approval
Comments by either
the Medical Director
or Deputy, or the
Medical Workforce
Manager

13. Accommodation

If the delivery of this Business Case is reliant on the Care Group or Directorate submitting the
case being allocated additional space (e.g. to accommodate new staff or to expand its services)

Page 10 of 16
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the availability of this additional space should be established prior to the submission of the
Business Case for approval.

If assistance is required in assessing the space requirements / availability of space to support
this Business Case then help is available from Tony Burns (01904) 721856 or
tony.burns@york.nhs.uk).

Does the implementation of the Business Yes No
Case require additional space to be found
and allocated? =

Yes No

Has the space identified been confirmed
available?

Have the costs associated with maintaining Yes No

the space been included in the financial
analysis?

Please tick

14. Benefits of the Preferred Option

The identification of the benefit(s) that are expected to arise from the Business Case is crucial
to ensuring that a robust evaluation of the progress and delivery of the Business Case objectives
is possible during any post implementation reviews.

Clearly detail and guantify the expected benefits that will arise from implementing the preferred
option below. The benefits identified must be aligned to the business case objectives in section
7 and be tangible and capable of being evidenced through some form of measurement. The
timings of when the benefits will materialise should be realistic.

It is acknowledged that some benefits may not materialise until at least 6m, dependent on the
purpose of the Business Case and, as the Guidance Manual indicates, in a small number of
instances there may be a need to consider adjusting the timings of the reviews, dependent on
the forecast timeframe for benefit delivery.

Description of Benefit | Metric Quantity | Quantity | At3m* | At6m*| At 12m*
Before After
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| | | | | |

LIMS and Digital Cell Path progress are reported to NHSE via the DDCF NHS Futures site
and specific Benefits survey (6 months post go-live)

15. Risk Analysis:

Identify the key risks to the Trust of proceeding with the preferred option, and what actions
can be taken to mitigate them should they arise.

In light of the difficulties being experienced both locally and nationally in successfully recruiting
across a broad range of staff groups, the author should pay particular attention to the risks
associated with fully recruiting to any new posts identified in the business case, supported by
current market intelligence. Such risks need to be considered in the context of the likelihood
(and timeframe) of the need to use agency or locum staff incurring premium costs for the Trust.

The likelihood of any additional costs of risk after mitigation should be acknowledged in this
section, and its impact recognised in the financial assessment of the case.

Value of
Identified Risk Proposed Mitigation Risk
£000

Page 12 of 16
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COMMERCIAL CASE

The commercial case should demonstrate that the preferred option has considered
additional approval routes required for the purchase of equipment or that a viable
procurement route has been identified where required.

16. Is there arequirement to apply for funding via the Medical Equipment
Resources Group (MERG), linked to this Business Case?

If ‘yes’, the completed and approved MERG form must feature as an attachment to the
Business Case document.

Yes

No X
Please tick

If “Yes’ please state below what proportion of the overall Capital costs associated with
the Business Case (see the Financial Pro-forma), relate specifically to equipment

Overall Capital Costs for the Business Case 1060000

State the value of the Equipment within the above

17. Is there a requirement to involve or liaise with the Procurement
Department with regard to any aspects associated with this Business
Case?

Yes
No

Please tick

If ‘Yes’ please provide a brief summary to evidence the involvement and the outcome.

FINANCE CASE

Page 13 of 16
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The finance case should demonstrate that the business case is affordable and the
relevant source of funding is identified.

18. Financial Summary

18.1 Estimated Full Year Impact on Income & Expenditure:

Summarise the full year impact on income & expenditure for the Care Group or Directorate
as a result of this Business Case. The figures should summarise the more detailed analysis
on the accompanying ‘Financial Pro Forma’.

L Baseline L Revised L Change
£000 £000 £000
Capital Expenditure (-ve) 1,075 -1,075
Income (+ve) 216 216
Direct Operational Expenditure (-ve) 216 -216
EBITDA 0 o 0
Other Expenditure (-ve) 127 127
I&E Surplus/ (Deficit) 0 127 127
Existing Provisions (+ve) n/a i 0
Net |1&E Surplus/ (Deficit) 0 127 127
Contribution (%) [ #DIVIO! 1 -1
Non-recurring Expenditure (-ve) n/a 0

Supporting Financial Commentary:

This BC includes as well as the Capital funding £216k of revenue support from the
NHSE DDCP fund this will directly offset training requirements and backfill to develop
the Digital Cell Path programme, this is non-recurrent funding in 2025/26 and will all
be received and spent within the financial year.

The remaining revenue consequences (£127k) relate to the capital charges from the
Capital received.

Both the revenue and Capital elements of this case need to be spent by 31st March and
drawdown from NHSE will match this spend profile.

18.2 Estimated Impact on Run Rate

Summarise the impact on current monthly income and expenditure run rate as a result of
this Business Case. The current run rate should reference the average monthly income
and expenditure over the last six months. Demonstrate how the run rate will change as a

Page 14 of 16
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result of this business case in full, and at 6 months and 12 months following approval of
the case. Show income as positive figures and expenditure as negative.

current | Revised Change | Change t._‘.hange
Change ate at12 in later
Run rate | Run Rate
months | months | years
£000 £000 £000 £000 £000 £000

Income (+ve)
Clinical |ncome 0
Mon Clinical Income 0 18 0 0
Expenditure (-ve)
Pay 0 -13.33 0 0
Mon Pay 0 -4.67 0 0
Mon Operational expenditure 0 -1 -11 -1
Total 0 0 0 -11 -11 -11

Run Rate Supporting Commentary:

will all be spent by 31st March 2026.

The long term Run Rate implications of this Business Case (£11K) relate to the costs of
capital. There will be no long term revenue implications from the revenue award and this

Appendix Ai. Main Commentary. May23
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MANAGEMENT CASE

The management case should demonstrate that robust arrangements are in place for
the delivery, monitoring and evaluation of the preferred option.

19. Delivery

Describe the process put in place for successful delivery of the preferred solution, this should
include the management of any potential risks, delivery of benefits, recruitment timescales
and budgetary changes.

20. Post Implementation Review (PIR)

Provide a self-assessment of the risk score and summarise below to determine whether a PIR
is required, this will be validated at the time of approval of the business case, by the approving
authority, see section 20 of the business case guidance:

Self-assessment score Level of Risk Outcome

21. Estimated Implementation Date

State the estimated implementation date. This will be used as the start point of the review
period where the Business Case is selected for Post Implementation Review (PIR).

‘ Estimated Implementation Date

22. Date of Completion:

Note: This date should be kept current on each occasion that the documentation is refreshed/
updated.

The use of version control is recommended to aid the auditing and tracking of current
documentation, particularly if the Case spans more than one Care Group or Directorate
with multiple contributors. The ‘Final’ version must be clearly indicated as such.

Date
Version No.
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BUSINESS CASE FINANCIAL SUMMARY

APPENDIX Aii

NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

REFERENCE NUMBER:

2024/25-56

SHYPS Digital Diagnostic Funding to Support LIMS and accelerate Digital Cell Path

TITLE: . .
implementation
l OWNER: Dave Oglesby
l AUTHOR: Alex Sharp
Capital Total Planned Profile of Change
2025/26 2026/27 2027/28 Later Years
£'000 £'000 £'000 £'000 £'000

Capital Investment (-ve) -1,075 -1,075
Equipment (-ve)
Property Transactions (Leases) (-ve)

Capital Notes (including reference to the funding source) :

Capital costs to support LIMS (laboratory Information Management System) implementation Funding available from NHSE Digital Diagnostic Capability Fund

Revenue

(a) Non-recurring set up costs

(b) Recurring
Income

Income from Patient Care Activities:
Other Operating Income

Total Income

Operating Costs:
Pay
Medical
Nursing
Other (please list):
Executive Board & Senior Managers
Support Staff
WLIs

Total Pay Costs

Non-Pay

Purchase of Healthcare from NHS Bodies
Purchase of Healthcare from non NHS Bodies
Clinical Supplies & Services

General Supplies & Services

Drugs

Establishment

Premises - (incl Business rates)

Transport

LLP Costs (Facilities Mgmt & Estates)

Other (please list):

Depreciation
Rate of return

Total Non Pay Costs
Total Operational Expenditure

Impact on EBITDA

Depreciation
Rate of Return
Lease Ammortisation

Overall impact on I&E
Less: Existing Provisions

Net impact on I&E

(+ve)
(+ve)

(+ve)

Revenue Notes (including reference to the funding source) :

Total Change

Planned Profile of Change

Current Revised Change 2025/26 2026/27 2027/28 Later Years
£'000 £'000 £'000 WTE £'000 £'000 £'000 £'000
0 0 0 0 0 0 0
0 0 0 216 0 0 0
0 0 0 216 0 0 0
0 -56
0
0
0
0
0
0 0 0| 0.00 -56 0 0 0
0
0
0
0 -160
0
0
0
0
0 0 0 0 0
0 0 0 -160 0 0 0
0 0 0 -216 0 0 0
0 0 0| 0.00 0 0 0 0
-108 -108 -54 -108 -108 -108
-19 -19 -10 -19 -19 -19
0 -127 -127 0.00 -64 -127 -127 -127
+ favourable (-) adverse
n/a 0
0 -127 -127 -64 -127 -127 -127

+ favourable (-) adverse

This BC includes as well as the Capital funding £216k of revenue support from the NHSE DDCP fund thsi will directly offset training requirments and backfill to develop the Digital Cell

Path programme.
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The remaining revenue consequences (£127k) relate to the capital charges from the Capital received.

APPENDIX Aii

Both the revenue and Capital elements of this case need to be spent by 31st March and drawdown from NHSe will match this spend profile.

Board of Directors Only

Owner Finance Manager Director of Finance
Signed Alex Sharp Neil Barrett
Dated 29/04/2025 07/05/2025
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BUSINESS CASE - ACTIVITY & INCOME

APPENDIX Aii

NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Activity

Fixed Contract Element
Non-elective admissions
Outpatient Follow Ups
A&E
High Cost Drugs

Other (please list):

Variable Contract Element
Elective Inpatients
Elective Day Cases
Outpatient First Attendances
Outpatient Procedures
High Cost Drugs

Income (+ve)

Fixed Contract Element
Non-elective admissions
Outpatient Follow Ups
A&E
High Cost Drugs
Community Services

Other (please list):

Variable
Elective Inpatients
Elective Day Cases
Outpatient First Attendances
Outpatient Procedures
High Cost Drugs

Other NHS Clinical Income

Non NHS Clinical Income

Private patient income
Other non-protected clinical income

Total Income from patient care activities

Other income

Research and Development
Education and Training

Other (please list):
NHSE Digital Diagnostic Capability Fund

Total other income

(+ve)
(+ve)

(+ve)
(+ve)

Total Change

Current

Revised

Change

Planned Profile of Change

o|Oo|Oo|o

oO|Oo|Oo|Oo|Oo

Total Change

Current
£'000

Revised
£'000

Change
£'000

oO|Oo|Oo|Oo|O

o|o|o|o

o

o

o

2025/26 2026/27 2027/28 Later Years
Planned Profile of Change
2025/26 2026/27 2027/28 Later Years
£'000 £'000 £'000
0 0 0 0
0
0 0 0 0
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BUSINESS CASE RUN RATE SUMMARY

APPENDIX Aii

NHS

York and Scarborough
Teaching Hospitals

NHS Foundation Trust

Income

Income from Patient Care Activities:
Other Operating Income

Total Income

Operating Costs:
Pay
Medical
Nursing
Other (please list):
Executive Board & Senior Managers
Support Staff
WoLlIs

Total Pay Costs

Non-Pay

Purchase of Healthcare from NHS Bodies
Purchase of Healthcare from non NHS Bodies
Clinical Supplies & Services

General Supplies & Services

Drugs

Establishment

Premises - (incl Business rates)

Transport

LLP Costs (Facilities Mgmt & Estates)

Other (please list):

Total Non Pay Costs
Total Operational Expenditure

Impact on EBITDA

Depreciation
Rate of Return
Lease Ammortisation

Overall impact on I&E
Less: Existing Provisions

Net impact on I&E

Run rate notes:

(+ve)
(+ve)

(+ve)

Total Change Planned Profile of Change
Current Revised |Change 6 months | 12 months | Later Years
£'000 £'000 £'000 £'000 £'000 £'000
0.00]
0.00 0.00 18.00 0.00 0.00
0.00 0.00 0.00 18.00 0.00 0.00
0.00 -13.33
0.00
0.00
0.00
0.00
0.00
0.00 0.00 0.00f 0.00 -13.33 0.00 0.00
0.00
0.00
0.00
0.00 -4.67
0.00
0.00
0.00
0.00
0.00 0.00 0.00 0.00
0.00
0.00
0.00 0.00 0.00 -4.67 0.00 0.00
0.00 0.00 0.00 -18.00 0.00 0.00
0.00 0.00 0.00f 0.00 0.00 0.00 0.00
-9 -9 -9 -9 -9
-2 -2 -2 -2 -2
0.00 -11 -11 0 -11 -11 -11
n/a 0.00
0.00 -10.58 -10.58 -11.00 -11.00 -11.00

The long term Run Rate implications of this Business Case (£11Kk) relate to the costs of capital. There will be no long term revenue implications from the revenue award and this will all

be spent by 31st March 2026.
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NHS

York and Scarborough

Teaching Hospitals
NHS Foundation Trust

Report to: Board of Directors
Date of Meeting: 215t May 2025
Subject: YTHFM Revision of the Reservation of Powers and Scheme of

Delegations and Standing Financial Instructions

Director Sponsor: Penny Gilyard, Director of Resources
Chris Norman, Managing Director
Author: Penny Gilyard, Director of Resources

Status of the Report (please click on the appropriate box)
Approve Discuss [ Assurance Information [1 Regulatory Requirement []

Trust Objectives

[] To provide timely, responsive, safe, accessible effective care at all times.

[ To create a great place to work, learn and thrive.

[] To work together with partners to improve the health and wellbeing of the
communities we serve.

[ ] Through research, innovation and transformation to challenge the ways of today to
develop a better tomorrow.

[] To use resources to deliver healthcare today without compromising the health of
future generations.

To be well led with effective governance and sound finance.

Board Assurance Framework Implications for Equality, Diversity and
[1 Effective Clinical Pathways Inclusion (EDI) (please document in report)
[0 Trust Culture 0 Yes

[ Partnerships

[0 Transformative Services [ No

[1 Sustainability Green Plan _

[0 Financial Balance Not Applicable

Effective Governance

Executive Summary:

The purpose of the report is to present to Board of Directors, YTHFM’s Reservation of
Powers and Scheme of Delegation and Standing Financial Instructions which have been
reviewed in line with governance arrangements.

YTHFM reviews the corporate governance documents on an annual basis for
recommendation for approval by Management Group and Audit Committee meeting,
YTHFM had confirmed there were no material updates to the SoDs and SFls
documentation however, it was agreed to review against the new procurement act
changes coming through in March this year. This has now been completed.

The documents are a Reserved Matter and require final approval by Board of Directors.

YTHFM Reservation of powers and scheme of delegations
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Recommendation:
The Board of Directors is asked to approve the documents which are available to view in
the For Reference folder on the Teams channel.

Report Exempt from Public Disclosure (remove this box entirely if not for the Board meeting)
No X Yes []

(If yes, please detail the specific grounds for exemption)

Report History
(Where the paper has previously been reported to date, if applicable)

Meeting/Engagement | Date Outcome/Recommendation
Management Group December 2024 Approved subject to
duplicate wording being
removed and change to
procurement rules.

Group Audit Committee December 2024 Verbal Assurance.
Group Audit Committee 13 May 2025 Approved.
Management Group 27" May 2025

Board of Directors 215t May 2025
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Revision of the Reservation of Powers and Scheme of Delegations and Standing
Financial Instructions

1. Introduction and Background

1.1 YTHFM reviews the corporate governance documents on an annual basis for
recommendation for approval by Management Group and Audit Committee. YTHFM
confirmed there were no material updates to the SoDs and SFIs documentation however, it
was agreed to review against the new procurement act changes coming through in March
this year. This has now been completed, and the documents are included (Appendix 1 and
2) for approval by Board of Directors.

2. Considerations
2.1. Reservation of powers and Scheme of Delegations

2.1.2 The following changes are made to the YTHFM'’s reservation of powers and scheme
of delegations. (Amendments in bold).

Area Section and amendment
Scheme of Matters Reserved for Approval of Management Group banking
Management Group arrangements. (SFI 5.1).

(Amendment from SFI 56.1)

All Business Cases revenue investment Any expenditure over £30k must be
advertised under UK procurement
legislation.

(Amendment from £10k). Updated in line
with Procurement Act.

Personnel and Pay Removed - Authority to appoint staff to
post not on the formal Establishment

(duplicate wording)

2.2. Standing Financial Instructions (SFIs)

2.2.1 YTHFM’s SFls have been revised as follows (Amendments in bold).

Area Section and amendment

Page 26 — 9.2 — Choice, Requisitioning, Updated in line with Procurement Act.
Ordering, Receipt and Payment for Goods
and Services

Page 32 — 9.5 — Tendering, Quotation and | Updated in line with Procurement Act.
Contract Procedure

3. Recommendation
3.1 Board of Directors is asked to approve the documents.

Date: 13.5.25
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