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Minutes 
Board of Directors Meeting (Public) 
24 September 2025 
 
Minutes of the Public Board of Directors meeting held on Wednesday 24 September 2025 
in the PGME Discussion Room, Scarborough Hospital. The meeting commenced at 
9.30am and concluded at 12.40pm. 
 
Members present: 
 
Non-executive Directors 

• Mr Martin Barkley (Chair) 

• Dr Lorraine Boyd (Maternity Safety Champion) 

• Ms Julie Charge 

• Ms Helen Grantham 

• Ms Jane Hazelgrave 

• Mrs Jenny McAleese 

• Dr Richard Reece, Associate Non-Executive Director  
 
Executive Directors 

• Mr Simon Morritt, Chief Executive 

• Mr Andrew Bertram, Finance Director 

• Dr Karen Stone, Medical Director 

• Mrs Dawn Parkes, Chief Nurse 

• Ms Claire Hansen, Chief Operating Officer 

• Mr James Hawkins, Chief Digital and Information Officer 

• Miss Polly McMeekin, Director of Workforce and Organisational Development 

• Mr Chris Norman, Managing Director, YTHFM 
 

Corporate Directors 

• Mrs Lucy Brown, Director of Communications 

• Mr Mike Taylor, Associate Director of Corporate Governance 
 

In Attendance: 

• Ms Stefanie Greenwood, Freedom to Speak Up Guardian (For Item 14) 

• Ms Sascha Wells-Munro, Director of Midwifery (For Item 16) 

• Mrs Barbara Kybett, Corporate Governance Officer (Minute taker) 
 
Observers: 

• Ms Madelaine Warburton, Observer on behalf of NHS Providers’ Well-Led Review 

• Ms Rukmal Abeysekera, Lead Governor 

• Dr Graham Lake, Elected Governor – Public  

• Ms Mary Clark, Elected Governor – Public 
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1  Welcome and Introductions 
 
Mr Barkley welcomed everyone to the meeting, noting that this was Mr Morritt’s last Board 
meeting as the Trust’s Chief Executive.  
 
2  Apologies for absence 
 
Apologies for absence were received from: 
Mr Noel Scanlon, Non-Executive Director 
 
3 Declaration of Interests 
 
There were no new declarations of interest.  
 
4 Minutes of the meeting held on 30 July 2025 
 
The Board approved the minutes of the meeting held on 30 July 2025 as an accurate 
record of the meeting. 
 
5 Matters arising/Action Log 
 
The Board reviewed the outstanding actions which were on track or in progress. The 
following updates were provided:  
 
BoD Pub 54 (24/25) Explore options to provide more accurate ethnicity data for the Health 
Inequalities section of the TPR. 
Mrs Parkes advised that the Health Inequalities Steering Group was developing a set of 
metrics to reflect the NHS Performance Assessment Framework. Mr Barkley stressed that 
the metrics would be of no value if ethnicity data was not collected from patients. He 
questioned why this administrative process was still not being consistently implemented.  
Ms Hansen explained that the process had been refreshed but the implementation was not 
managed consistently. This would be addressed by a reconfiguration of Care Group line 
management which would be discussed in the Private Board meeting.  

Action: Ms Hansen 
 
BoD Pub 60 (24/25) Present an options paper on improvements to Audiology waiting 
times to the Resources Committee. 
Ms Hansen advised that this had been addressed as part of a deep dive of Diagnostics 
undertaken by the Resources Committee and would continue to be monitored by the 
Committee. The action was closed.  
 
BoD Pub 7 Amend narrative summaries to show bullet points of highlights and concerns 
instead. 
This would happen from October reports onwards. 
 
BoD Pub 21 Ensure that patient quintiles are included in the relevant graphics in the 
Learning from Deaths report.   
Dr Stone advised that these had not been included in the report as the data could not be 
presented in any format which would prove valuable. The action was closed.  
 
BoD Pub 23 Email the Board to confirm that the sharp rise in 12 hour trolley waits in the 
spring of 2024 was due to a change in data collection.   
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Ms Hansen reported that, in the most up to date SPC chart, the data from the spring of 
2024 no longer appeared anomalous. The action was closed.  
 
BoD Pub 24 Ensure that information about challenged specialties is included in the 
Cancer performance narrative of the TPR.  
Ms Hansen advised that high level information had been included in the Cancer section of 
the Trust Priorities Report. The Cancer Board had refreshed its approach to specialty 
improvement plans, and it was suggested that this should a deep dive area for the 
Resources Committee. The action was closed. 

Action: Ms Hansen/Ms Grantham 
 
BoD Pub 25 Provide a briefing on service decant plans. 
Mr Norman reported that an options appraisal for the decant of Maternity Services at 
Scarborough Hospital, due to the roof project, would be discussed on 26 September. He 
provided further details of some of the options. The roof project would also provide 
opportunities to improve the environment in Maternity Services which would address 
concerns raised by the CQC. Mr Norman advised that the recommended decant plan 
would be presented to the Executive Committee for approval. He assured the Board that 
the Director of Midwifery and relevant clinical teams had been fully involved in the decant 
plan and that the plan would deliver in time to access the national funding. Ms Hansen 
highlighted that the impact on patients of the decant plans would be analysed to determine 
any impact on performance trajectories. NHS England had been kept fully sighted on the 
complexities of the project and the potential impact on performance. Mr Norman agreed to 
update the Board next month.  

Action: Mr Norman 
 
6 True North Report 
 
Mrs McAleese expressed concern that the majority of True North metrics were not 
showing improvement which did not reflect the number of completed actions in the Quarter 
1 Annual Operating Plan update and thus raised questions that the actions were not the 
right ones to address the True North metrics. Ms Hazelgrave also queried whether the 
trajectories were realistic. Executive Directors were confident that the actions in place 
would prove successful and Mrs Parkes gave the example of C.Difficile infections which 
had been significantly reduced over time and the same actions were now being used to 
reduce MSSA infections. There was also discussion on the trajectories and the thresholds 
used for the RAG rating.  
 
Mr Barkley noted that the performance metrics for the Scarborough Hospital Emergency 
Department (ED) were disappointing given the investment in the new Urgent and 
Emergency Care Centre. Ms Hansen responded that her team held fortnightly 
performance meetings with the Scarborough ED team; focus for improvement included the 
model of care and the medical staffing. Ms Hansen was also prioritising 12 hour waits as 
performance had deteriorated; a Rapid Process Improvement Workshop on continuous 
flow had been commissioned. Mrs Hansen noted that the ED at York Hospital had also 
been supporting other Trusts as there had been pressure on EDs across the system.   
 
Mr Barkley congratulated on behalf of the Board all those colleagues who had been 
involved in the successful go-live of the new Laboratory Information Management System. 
Ms Hansen added that the smooth implementation was also testament to the partnership 
working with primary care.   
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With reference to the Continuous Improvement update, Mr Barkley advised that a 
Business Case would be presented at the Private Board meeting in October.   
 
7 Chair’s Report 
 
The Board received the report. Mr Barkley welcomed the appointment of Ms Abeysekera 
as a Non-Executive Director. She would join the Board formally once a new Lead 
Governor had been elected.  
 
8 Chief Executive’s Report 
 
Mr Morritt referred to the following:   

• the first segmentation scores and associated performance dashboard and league 
tables from the new National Oversight Framework had been published; as part of 
this Framework, the Board was required to complete a self-assessment due by 22 
October which would be key to the segmentation process; 

• the new NHS Planning Framework had been released; further detailed guidance 
was awaited;  

• the National Adult Inpatient Survey results for 2024 had been published; the Trust’s 
outcomes were broadly similar to the previous year; Mrs Parkes confirmed that 
Care Groups were drafting improvement plans based on the results which would be 
presented to the Quality Committee;  

• Jason Stamp had been appointed as the Chair of the Humber and North Yorkshire 
ICB;  

• Star Award nominations for August and September.  
 
9 Quality Committee Report 
 
Dr Boyd highlighted the key discussion points from the meeting of the Quality Committee 
on 16 September 2025:  

• the impact on the Dermatology Service of the withdrawal of Dermoscopy services 
by some GP practices; 

• the issue of the withdrawal of the out of hours patient transport service was still 
unresolved; 

• evidence was presented of improved compliance with the Mental Capacity Act and 
Deprivation of Liberty requirements which the Committee welcomed;    

• evidence was presented of improvements in the identification and treatment of 
sepsis;  

• the CSCS Care Group had presented to the Committee and had escalated a risk 
relating to the replacement of the Pharmacy cold store: Executive Directors at the 
meeting had agreed to progress this project; the Committee had discussed 
escalation processes and the importance of frequent evaluation of the capital 
programme in response to changing priorities;  

• the Committee had noted a theme from Care Group presentations in relation to 
the digital interface between specialist software and the new Nervecentre 
Electronic Patient Record (EPR) and had highlighted the importance of a clear 
governance structure to underpin the implementation of the new EPR.  

 
Mr Bertram assured the Board that the funding to replace the Pharmacy cold store had 
been allocated in the 2025/26 capital programme. The delay had arisen from the lack of 
project management capacity.   
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Mr Hawkins provided further context to the specific digital interface issues raised at the 
Quality Committee meeting, which related to the Ophthalmology software, Medisight and 
to the electronic Prescribing and Medicine Administration System (ePMA). He assured the 
Board that the retention of current digital interfaces was enshrined in the contract with 
Nervecentre. All decisions relating to the development of the new EPR were reviewed by 
the Clinical and Operational Design Authority, with any escalations going to the EPR 
Executive Steering Group. There would be extensive user testing and the Nervecentre 
product was a long term resource for the NHS which would be built on.  
 
Mr Hawkins advised that the Digital team was working with both the Chief Pharmacist and 
the Ophthalmology Department to mitigate issues with the ePMA module on Nervecentre 
and the Medisight system respectively. An integration engine had also been procured 
which would support more effective digital interfacing.  
 
Ms Hansen noted that opportunities for the use of Artificial Intelligence were a focus for a 
number of clinical areas and the Digital team needed to have capacity to respond to  
developments which would increase productivity. The EPR procured by the Trust would 
support these opportunities and had capacity to be further developed.  
 
Ms Grantham queried how the cultural changes needed to ensure successful 
implementation of the new EPR were being managed. Mr Hawkins responded that the 
Digital team was collaborating with clinical teams to design processes which would be 
consistent across the Trust’s different sites. A team of clinicians had been seconded to the 
project, but it would be important to manage expectations. In terms of a communication 
strategy, these clinicians would act as Nervecentre EPR champions in addition to advising 
on implementation. Mr Hawkins advised that communications on the implementation of 
Tranche 1 were about to be launched which would increase general awareness.  
 
In terms of Board assurance around the new EPR, it was noted that progress reports were 
presented to the Digital Sub-Committee, and escalations were to the Resources 
Committee. Mr Hawkins advised that external assurance was provided by NHS England 
who undertook formal reviews on a regular basis. These could be shared with the Board 
for information.  

Action: Mr Hawkins 
 

10 Resources Committee Report  
 
Ms Grantham advised that the Committee’s agenda had been revised to incorporate deep 
dives on priority areas. The meeting held on 16 September 2025 had focussed on 
Diagnostics as performance metrics had been deteriorating. The Committee heard that 
there were issues with ageing equipment and staffing capacity. Mitigations were discussed 
along with planning for capital priorities. Ms Grantham noted that the Committee would not 
review the TPR in detail but would focus on Trust priority metrics which were not meeting 
their trajectories. The Committee had also discussed the latest financial position and had 
received positive reports on nursing workforce priorities, the Winter Plan and progress 
towards full eRostering. Ms Grantham advised that the six-facet survey currently being 
undertaken would be reviewed by the Committee, along with any impact on capital 
priorities.  

 
In response to Mr Barkley’s question, Ms Hansen agreed to provide the number of patients 
transferred to the Return To Treatment (RTT) waiting list as a result of the recent 
validation work.  

Action: Ms Hansen 
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Ms Hansen confirmed that the validation work had been completed but more might arise 
from the transfer of waiting lists to the Nervecentre EPR. Mr Hawkins agreed that this was 
likely to be the case but highlighted that the validation work already undertaken been 
extremely valuable.  
 
Mr Barkley noted the deterioration in Cancer performance. Ms Hazelgrave reported that 
the Committee had discussed the performance trajectories which had been agreed with 
NHS England and had requested more detail on in-house trajectories. Ms Hansen advised 
that there may be an opportunity to review the previously submitted trajectories. Mr Morritt 
observed that, as Cancer performance metrics varied from month to month depending on 
a number of factors, he would advise caution when considering changing trajectories.  
 
11 Group Audit Committee Report 
 
Ms Hazelgrave provided a summary of the meeting of the Group Audit Committee held on 
9 September 2025: 

• the internal audit plan was slightly behind schedule due to capacity issues within 
Audit Yorkshire; three changes to the audit plan had been agreed;  

• auditors could not issue the audit certificate for the 2024/25 external audit until 
confirmation had been received from the National Audit Office that no further work 
was required on the Whole of Government Accounts; this was a national issue for 
all auditors;   

• the Committee had received progress reports from the internal auditors; Ms 
Hazelgrave provided details;  

• the Committee had approved the Treasury Management policy and had reviewed 
losses and special payments; 

• the Committee received an update on new legislation which made failure to prevent 
fraud an offence, and on the work taking place to ensure compliance;  

• the role of Committee in reviewing the Board Assurance Framework and the 
Corporate Risk Register was discussed, and further clarification of roles and 
responsibilities was sought;  

• Mr Hawkins had attended the meeting and contributed to a detailed discussion of 
Cyber Security; the Digital Sub-Committee would receive a benchmarking report in 
relation to the Data Security and Protection Toolkit; 

• the number of overdue internal audit actions had reduced, which was positive.  
 
There was a brief discussion on the Trust’s compliance with the Failure to Prevent Fraud 
legislation. Ms Hazelgrave noted that the Trust was already compliant with the majority of 
the standards and, in general, the NHS was successful at recognising and countering 
fraud. Mr Bertram advised that he had asked the Counter Fraud Manager to prepare a 
paper for the Board which would provide assurance on the actions being taken and would 
set out the Board’s responsibilities in terms of the legislation.   

Action: Mr Bertram 
 
12 Trust Priorities Report (TPR) 
 
The Board considered the TPR. 
 
Operational Activity and Performance 
Mr Barkley drew attention to the reduced number of 12 hour trolley waits. Mr Hawkins 
advised that this was the lowest number since December 2021.  
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Mr Barkley highlighted the underutilisation of community beds. Ms Hansen explained that 
the decision by the Yorkshire Ambulance Service (YAS) to cease its out of hours patient 
transport service at very short notice was hindering use of community beds. This was a 
significant issue for the Trust. A meeting with YAS and the ICB was scheduled for 30 
September. Ms Hansen would update the Board at the next meeting.  

Action: Ms Hansen 
 
Ms Hansen agreed with Mr Barkley that the RTT patients waiting over 65 and 52 weeks 
must be reduced to zero by December in order to achieve this requirement. She assured 
the Board that each individual patient was being tracked and would provide an update to 
the Board at the next meeting.   

Action: Ms Hansen 
 
Mrs McAleese referred to the “factors impacting performance” in the Outpatients and 
Elective Care narrative: Delays in roll out of PIFU pathways across specialities due to 
issues with call handling capacity. Alternative patient contact methods being investigated 
by the Y&S Digital team with completion expected in during Q2 2025/26. Mr Hawkins  
advised that an upgrade to the telephony system had been procured which would improve 
capacity in the next few months. Mr Hawkins would provide a more detailed timeline.  

Action: Mr Hawkins 
 
Ms Hansen advised that plans to improve waiting times for the Rapid Access Chest Pain 
Clinic had been refreshed; she was not confident that the improvement evidenced in the 
metric was sustained.  
 
Mr Barkley queried the origin of outpatient referrals which were not from GPs or consultant 
to consultant.  Ms Hansen explained that these could be from a range of other 
professionals such as Allied Health Professionals. However, the number was higher than 
she expected so she would ask for some analysis to be undertaken. Mr Bertram agreed 
that the referral data reflected a complex picture. Ms Hansen confirmed that referrals were 
triaged and advised that her team was undertaking a review of elective improvement plans 
at specialty level. She also confirmed that Care Group directors had been encouraged to 
reject inappropriate referrals.  
 
Quality and Safety 
Mrs Parkes highlighted the significant reduction in the rate of C.Difficile infections which 
was a success story for the Trust.   
 
Maternity 
Workforce 
Digital and Information Services 
There were no comments or questions on these sections of the TPR.  
 
Finance 
Mr Bertram reported that the Month 5 position was an adverse variance to plan of £0.2m 
which was due to the costs of the recent resident doctors’ industrial action. The Trust had 
undertaken a total of £4.5m of elective activity over the funded level; it was assumed that 
this income would be received but Mr Bertram cautioned that there may need to be a 
reduction in elective activity due to financial constraints in the second half of the year.  
 
Mr Bertram advised that, at Month 5, £15m of the £55m Cost Improvement Programme 
target had been delivered in full year terms. He was increasingly concerned about the 
number of schemes which were not being delivered within the timescales, and a time out 
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session with senior leaders had been scheduled with the aim of refreshing the programme 
to ensure more timely delivery.   
 
Mr Bertram referred to the 2025/26 forecast outturn and recovery action plan which had 
been required by NHS England and was contained in the report. The recovery actions 
reduced the residual risk to £5.1m. 
Ms Hazelgrave noted that there was a continuing risk around accruing for the sparsity 
payment for Scarborough Hospital and Elective Recovery Fund income from 2024/25. Mr 
Bertram agreed that the Elective Recovery Fund income was a concern, but he was 
working with the ICB to identify resource to support payment of the sparsity fund. Mr 
Barkley proposed that further discussion on the financial position should be scheduled for 
the Board Development Seminar in December.  
 
13 Quarter 1 Annual Operating Plan Progress Report 
 
The report was received and noted.  
 
14 Freedom to Speak Up Annual Report 
 
Ms Greenwood joined the meeting to present the report and highlighted the following:  

• there had been a steady rise in Freedom To Speak Up (FTSU) cases over the last 5 
years; 

• culture remained a significant concern across the organisation, with a majority of 
FTSU cases relating to inappropriate behaviours, bullying, staff wellbeing and 
patient safety. 

 
Ms Greenwood summarised details relating to staff groups raising concerns which were 
contained in the report. Given the increase in cases, she recommended an increase in 
FTSU Guardian capacity.  
 
A query was raised about the closure rate of FTSU concerns. Ms Greenwood explained 
that a concern would only be closed once the staff member who had raised it was satisfied 
with the outcome or when a related HR process had run its course.  
 
Miss McMeekin asked if more Fairness Champions could be trained. Ms Greenwood 
responded that her role did not allow sufficient time for training, and in addition, Fairness 
Champions had limited capacity to commit to FTSU concerns, as the work was in addition 
to their substantive roles.    
 
Miss McMeekin noted that the new leadership framework would support managers in 
addressing concerns, but she queried how managers would be aware of FTSU concerns 
given the confidential nature. Ms Greenwood explained that general information about 
FTSU themes could be shared with departmental leads.  
 
Mr Barkley referred to Ms Greenwood’s recommendation in her report Ensure leaders at 
all levels visibly champion psychological safety and model respectful behaviours and 
encouraged Ms Greenwood to refer concerns raised about leaders to the Chief Executive, 
whilst maintaining the confidentiality of the member of staff raising the concern.  
 
Mrs Parkes questioned why students were included in FTSU data. Ms Greenwood 
explained that this was in response to a national directive. Students raising concerns 
about the Trust with their university would be asked to raise them direct with the Trust.  
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Mrs Parkes noted that it would be helpful for the data on professional groups speaking up 
to be shown as a percentage of the workforce.  
 
Ms Grantham asked if staff performance reviews covered expectations of appropriate 
behaviours. Miss McMeekin responded that staff appraisals were in line with Trust values 
and would be aligned with the national competency framework.  
 
Ms Greenwood was thanked for her report, and she left the meeting.  
 
15 CQC Compliance Update Report 
 
Mrs Parkes reported that, following the CQC inspections in January, the improvement plan 
developed in response to the six identified breaches of regulations had been submitted to 
the CQC and had been agreed.    
 
16 Maternity and Neonatal Reports (including CQC Section 31 Update) 
 
Ms Wells-Munro presented the report and highlighted:  

• a new risk around delayed specialist care and transfer to specialist neonatal 
units for babies born at Scarborough due to the time and distance for Embrace 
transport to reach the maternity unit; this could result in poor outcomes for babies;  

• the new Maternity Outcomes Signal System (MOSS) developed by NHS England 
and currently being piloted by some Maternity Services; Ms Wells-Munro explained 
the purpose of the new system and how it would operate;  

• the Trust was on track to be compliant with seven of the ten safety actions in Year 7 
of the Maternity Incentive Scheme; 

• recruitment events to increase midwifery staffing levels had taken place at the 
beginning of September; 24.5 Whole Time Equivalent (WTE) midwives had been 
recruited to fill the roster gap, and further recruitment would take place; Ms Wells-
Munro confirmed that newly appointed Band 5 midwives would be starting on a 
staggered basis.  

 
There was further discussion on resource to address the midwifery staffing gap. Mrs 
Parkes reiterated that the 24.5 WTE midwives recently recruited would only fill current 
vacancies. A further 7 WTE midwives would be recruited in January to begin to address 
the establishment gap.  
 
In response to Mr Barkley’s query about the vacancies for Maternity Support Workers, Ms 
Wells-Munro explained that the process of reviewing Band 2 and Band 3 job descriptions 
once complete would inform future recruitment. She outlined the strategies being used to 
cover the current vacancies.    
 
Returning to her report, Ms Wells-Munro highlighted:  

• a fourth engagement day would take place in November to progress actions within 
the culture score action plan;   

• in terms of the Single Improvement Plan, the focus in August, September and 
October was on “business as usual” key priorities which would impact on progress 
towards meeting actions within the timeframe set out in the plan; Ms Wells-Munro 
assured the Board that any deferred actions would not impact on quality or safety.  

 
A question was raised about bereavement services for parents.  Ms Wells-Munro advised 
that, whilst there were bereavement midwives to support parents in the time immediately 
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after a bereavement, the Trust had no specific internal counselling service staffed by 
trained counsellors. This was a significant gap which she hoped to address.   
 
Ms Wells-Munro reported that the terms of reference for the national review of Maternity 
Services had been updated recently. They were being scrutinised with a view to aligning 
the Single Improvement Plan with them so that any recommendations from the outcome of 
the review could be pre-empted.   
 
The Board approved the CQC Section 31 Update.  
 
17 Winter Plan 2025/26 
 
Mr Barkley observed that this was a comprehensive and well-developed plan. Ms Hansen 
advised that the plan had been reviewed by the Resources Committee. The financial 
impact of the plan was noted and Ms Hansen added that escalation processes would be 
rigorously managed to keep costs to a minimum whilst maintaining the quality and safety 
of services. There was further discussion on the details of the plan.   
 
The Board of Directors approved the Winter Plan for 2025/26.  
 
18 Mortality Review – Learning from Deaths 
 
The Board received the report. 
 
19 Responsible Officer Annual Report 
 
Dr Stone presented the report which demonstrated progress and assurance around 
doctors’ appraisal and revalidation. She highlighted that the deferment rate for revalidation 
in 2024/25 had reduced to 8%, against the national average of 15%. The appraisal rate 
was challenged by a lack of trained appraisers. Dr Stone advised that the transition to new 
software for appraisal and job planning earlier in 2025 had been very successful. In 
response to Mr Barkley’s question, Dr Stone explained that there had been a few non-
engagement notifications referred to the General Medical Council, but these would appear 
in the 2025/26 report. Every effort was made to engage with the individual before this 
process was initiated.  
 
Directors were pleased to note the overall improvement in appraisal and revalidation rates.  
 
20 Emergency Preparedness Resilience and Response (EPRR) Update 
 
The Board extended its congratulations to the Head of Emergency Preparedness 
Resilience and Response and his team for the improved compliance with the national 
standards.   
 
21 Questions from the public received in advance of the meeting 
 
There were no questions from members of the public.  
 
22 Date and time of next meeting 
 
The next meeting of the Board of Directors held in public will be on 22 October 2025 at 
9.00am at York Hospital. 



Action Ref. Date of Meeting Item Number 

Reference

Title

(Section under which the item was discussed)

Action (from Minute) Executive Lead/Owner Notes / comments Due Date

BoD Pub 54 (24/25) 26-Feb-25 10 Trust Priorities Report Explore options to provide more accurate ethnicity data for the Health 

Inequalities section of the TPR

Chief Operating Officer Update 26.03.25: Ms Hansen and Mrs Parkes would progress work 

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. 

Update 30.07.25: Mrs Parkes reported that a suite of health 

inequality metrics were being progressed by the Deputy Chief 

Operating Officer and the Chief of Allied Health Professionals, with 

clinical input. These would be presented to the Quality Committee 

and the Board in September. 

Update 24.09.25: Ms Hansen to provide an update on the 

collection of ethnicity data. 

Oct 25 from Mar 25 Delayed

BoD Pub 7 21-May-25 11      Trust Priorities Report Amend narrative summaries to show bullet points of highlights and 

concerns instead. 

Chief Digital & Information Officer Update 30.07.25: Ms Hansen asked for further clarification on the 

format required and it was agreed that this would be discussed 

outside of the meeting. 

Update 24.09.25: This would be in the October version of the TPR. 

Oct 25 from Jul 25 Delayed

BoD Pub 22 30-Jul-25 6 True North Report Include the annual staff survey results in tbe relevant True North metric  

in Q3 each year.

Director of Workforce and OD Jan-26 On Track

BoD Pub 25 30-Jul-25 11 Trust Priorities Report Provide a briefing on service decant plans. Managing Director, YTHFM Update 24.09.25: Mr Norman provided an update and would 

provide a further update at the next meeting. 

Oct-25 On Track

BoD Pub 26 24-Sep-25 5 Matters Arising/Action Log Schedule a deep dive of Cancer performance for the Resources 

Committee

Chief Operating Officer/Chair of the Resources Committee Nov-25 On Track

BoD Pub 27 24-Sep-25 9 Quality Committee report Share NHSE reviews of the Nervecentre EPR implementation project with 

the Board for information

Chief Digital & Information Officer Oct-25 On Track

BoD Pub 28 24-Sep-25 10 Resources Committee report

Provide the number of patients transferred to the Return To Treatment 

(RTT) waiting list as a result of the recent validation work. 

Chief Operating Officer/Chief Digital & Information Officer Oct-25 On Track

BoD Pub 29 24-Sep-25 11 Group Audit Committee Report Prepare a paper for the Board to provide assurance on the actions being 

taken and setting out the Board’s responsibilities in terms of the Failure 

to Prevent Fraud legislation

Finance Director Oct-25 On Track

BoD Pub 30 24-Sep-25 12 Trust Priorities Report Update the Board on discssions about the Yorkshire Ambulance Service's 

Out of Hours patient transport service

Chief Operating Officer Oct-25 On Track

BoD Pub 31 24-Sep-25 12 Trust Priorities Report Provide an update on RTT patients waiting over 65 and 52 weeks Chief Digital & Information Officer Oct-25 On Track

BoD Pub 32 24-Sep-25 12 Trust Priorities Report

Provide a detailed timeline of the upgrade of the telephony system

Chief Digital & Information Officer Oct-25 On Track
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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 
 

☐    Effective Clinical Pathways 

☐    Trust Culture 

☐    Partnerships 

☐    Transformative Services 

☐    Sustainability Green Plan 

☐    Financial Balance 

☐    Effective Governance 

  

Implications for Equality, Diversity and 
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Executive Summary: 
This document outlines the introduction and implications of the new offence of failure to 
prevent fraud under the Economic Crime and Corporate Transparency Act 2023, 
effective from September 2025, and the steps taken by York & Scarborough Teaching 
Hospitals NHS Foundation Trust to comply with related fraud prevention 
recommendations. 
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Failure to Prevent Fraud Offence 
 
 

1. Introduction and Background 
 

Legislation 

The Economic Crime and Corporate Transparency Bill received Royal Assent on the 26th 
of October 2023 and introduced a new offence of failure to prevent fraud, which holds 
organisations to account if they profit from fraud committed by their employees or associated 
people. It is hoped that this will also encourage organisations to improve their fraud 
prevention procedures. 

The Statutory Instrument was laid on 6th November 2024 and brought the offence into effect 
on 1st September 2025. The Home Office has published guidance to help organisations 
understand the sorts of procedures they can put in place to prevent fraud. This can be 
accessed via the following link: New failure to prevent fraud guidance published  - GOV.UK 

The offence applies to organisations that meet two out of three of the following: 

• More than 250 employees 

• Excess of £36million turnover 

• £18 million or more in total assets 

An organisation can be criminally liable if one or more of their employees, agents or any 
other associated person commits fraud for the purpose of benefitting the organisation, and 
there were no reasonable fraud prevention measures in place. An offence may also occur if 
the fraud is committed to benefit a client of the organisation.  

The organisation does not need to receive the benefits. Fraud can be complete before there 
has been a financial gain - the intention is sufficient to commit the offence. 

The offence is also complete if the fraudster’s motivation was to benefit themselves or 
another, but this would also result in the organisation inadvertently gaining. For example, a 
person on commission mis-sells for their own gain, but this action creates more sales for the 
organisation. 

The benefit does not have to be financial, for example if a fraud was to disadvantage a 
competitor, it could be within the scope of the offence. 

The person / people committing the offence can have done so off their own back, there is 
no necessity for directors or senior managers at the organisation to have been aware of the 
frauds. 

The offence may sit with another criminal offence, i.e. the person who has committed the 
fraud may be prosecuted separately and the organisation may be prosecuted for failing to 
prevent it. 

https://www.gov.uk/government/news/new-failure-to-prevent-fraud-guidance-published


Failure to Prevent Fraud Offence 

If an organisation has reasonable measure in place to prevent fraud, this will be a defence. 
If a case does go to court, it will be up to the organisation to prove it had measures in place, 
and the court decides if these measures are reasonable.  

Organisations found guilty may receive a fine. Courts must have regards to the impact a 
fine would have on organisations which provide a service to the public sector, such as the 
NHS. 

 
 

2. Considerations 
 

A fraud prevention framework has been created which is intended to be adaptable to 
different organisations. This framework is built around the following six principles: 

• Top level commitment 

• Risk assessments 

• Proportionate risk-based prevention procedures 

• Due diligence 

• Communication (including training) 

• Monitoring and review 

Based around this, the NHS Counter Fraud Authority has published a list of sixty 
recommendations which, if in force,  should help demonstrate where the organisation has 
effective processes and measures in place to combat the potential of being prosecuted 
under this offence. 
 
The Counter Fraud Team is currently undertaking a proactive review of these 
recommendations which has assisted in identifying areas which require additional work.  
Whilst this may seem a substantial undertaking, a number of the recommendations are 
directly aligned to the Counter Fraud Functional Standards where we recorded the 
organisation as being fully compliant for 2024/25. Furthermore, the NHS counter fraud 
strategy has been in place for 25 years, so for some of the recommendations we can easily 
evidence an embedded framework of risk-based counter fraud work. 
 
 

3. Current Position/Issues 
 

Whilst the way the Counter Fraud Team currently works satisfies these principles, we will 

need to make some adjustments to be fully compliant.  

At the time of writing this report, 35/60 of the recommendations are already in place. 

One of the recommendations is “The chief executive officer (or equivalent) making a 
statement about the organisation’s fraud prevention approach and measures.” 

We have drafted the following as a suggested statement if the Board of Directors feels it is 

appropriate to put this on the Trust’s public facing website: 



Failure to Prevent Fraud Offence 

Statement from the  Board of Directors on the Bribery Act 2010 and Economic Crime 
and Corporate Transparency Act 2023 (ECCTA) 
 
The Board of Directors is dedicated to upholding the principles outlined in the Bribery Act 
2010 and the Economic Crime and Corporate Transparency Act 2023 (ECCTA), which took 
effect on 1 July 2011 and 1 September 2025, respectively. These acts aim to combat fraud, 
bribery, and corruption in both the private and public sectors.  
 
At the Trust, we have established strict controls to prevent unethical practices. However, it 
is essential that we remain vigilant and ensure that all our employees, vendors, locums, 
contractors, and any other business partners strictly follow our policies and procedures, 
especially regarding procurement and sponsorship. 
 
We expect everyone associated with the Trust to understand and follow the standards of 
behaviour we uphold. These standards, outlined in our policy, describe the ethics, 
professional conduct, and honesty we demand in business conduct. 
 
If any instances of fraud or bribery are suspected, we would encourage you to report this to 
the Trust’s Counter Fraud Team by emailing yhs-tr.counterfraudyork@nhs.net or reports 
can be made anonymously to the NHS Counter Fraud Authority. Further details can be found 
here - Report NHS Fraud | Home | NHSCFA. 
 
A key part of the Bribery Act and the ECCTA is the commitment from the top level of the 
organisation to prevent fraud, bribery, and corruption. The Board of Directors is fully 
committed to this and will regularly discuss these issues in Board meetings to ensure the 
importance of transparency and openness is consistently communicated. A Board member 
has been appointed to lead our efforts in this area. 
 
On behalf of the Trust, I want to reaffirm our commitment to making sure all staff understand 
their responsibilities in preventing fraud, bribery, and corruption. 

This wording is not mandatory and can be amended, if the Board of Directors are happy for 

the statement to be published.   

In relation to the remaining outstanding recommendations, the Counter Fraud Team will 

endeavour to achieve these with support from the Trust, the NHS Counter Fraud Authority 

and by liaising with peers nationally to ensure that we have a thorough understanding of 

what expectations are. 

It is not mandatory to comply with all sixty recommendations - this list has been a suggested 

approach from the NHS Counter Fraud Authority, and we do not need to formally report back 

on progress or make any submissions to any regulatory bodies.  

Whilst we are not obligated to satisfy all recommendations, the Counter Fraud Team would 

like to endeavour to do so and be able to provide rationale for any which are not achieved. 

 
 
 
 
 
 

mailto:yhs-tr.counterfraudyork@nhs.net
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcfa.nhs.uk%2Freport-fraud&data=05%7C02%7Cmarie.dennis2%40nhs.net%7Cac8281e073a846461d9d08ddfb672866%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638943142652322732%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=favlHK2yVIcKTDCy55Ln2U%2F9oIIcy%2BfIdvrwj0zW7w8%3D&reserved=0
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4. Summary 
 

This report details the new offence of Failure to Prevent Fraud. The Trust’s Counter 
Fraud Team reports partial compliance with 35 of 60 recommendations implemented, 
with plans to update policies, training, risk assessments, and monitoring records. 
A draft statement for the Board of Directors emphasises commitment to the Bribery Act 
2010 and the Economic Crime and Corporate Transparency Act 2023, outlining ethical 
standards, reporting mechanisms for suspected fraud, and top-level accountability.  
 
While compliance with all NHS Counter Fraud Authority recommendations is not 
mandatory, the Counter Fraud team aims to meet them, or provide rationale for any gaps, 
working with national bodies and peers to understand expectations.  

 
 

5. Next Steps 
 

Further work for the Counter Fraud Team will include: 

• Amendments to the Anti-Fraud, Bribery and Corruption policy 

• Reviewing the current training programme 

• Additions to the Risk Assessments 

• Consideration as to how we record that we monitor fraud prevention measures 

In relation to the remaining outstanding recommendations, the Counter Fraud Team will 

endeavour to achieve these with support from the Trust, the NHS Counter Fraud Authority 

and by liaising with peers nationally to ensure that we have a thorough understanding of 

what expectations are. 

It is not mandatory to comply with all sixty recommendations - this list has been a suggested 

approach from the NHS Counter Fraud Authority, and we do not need to formally report back 

on progress or make any submissions to any regulatory bodies.  

Whilst we are not obligated to satisfy all recommendations, the Counter Fraud Team would 

like to endeavour to do so and be able to provide rationale for any which are not achieved. 

 

 
 

 
Date: 07 10 2025 
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True North – Introduction

Everything we do at YSTHFT should contribute to achieving our ambition of providing an ‘excellent patient 

experience every time’.

This is the single point of reference to measure our progress.

The main purpose of the True North approach is to provide the Trust with measurement of improvement. It is 

not a RAG rated performance report – performance against targets will still be available in the Trust 

Performance Report which will continue to be provided. 

The True North Report is a monthly report on the Trust’s key transformational objectives measured by ten key 

metrics for 2025/26 that have been identified as YSTHFT critical priorities.  



Upper and Lower Control Limits:

These lines (limits) help to understand the variability of the data and are ser to 3 sigma. In normal 

circumstances you would expect to see 99% of the data points within these two lines. The section below 

provides examples of when there has been some variation that isn’t recognised as natural variation.

Types of Special Cause Variation:

Outlier: Counts the number of occasions a single point goes outside the control limits. 

Shift: Counts the number of occasions there is a run of 7 consecutive points above OR below the mean. 

Trend: Counts the number of occasions there is a run of 7 consecutive points going in the same direction. 

Understanding the Thermometer Reading (Examples Only):

Objective Status (top right of indicator page):

The symbol illustrates if the trajectory is being met for the indictor. 

  The Trust is achieving the monthly trajectory for this indicator for the MOST recent 

  period (last data point)

  The Trust is NOT achieving the monthly trajectory for this indicator for the MOST 

  recent period (last data point)

  The indicator does not have a trajectory assigned

True North – User Guide

2 do not have a 

monthly trajectory

 

5 are achieving 

monthly trajectory

2 are not achieving 

monthly trajectory

Indicator has improved since 

previous month

Indicator has stayed the same 

since previous month or does 

not have a monthly trajectory

Indicator has deteriorated 

since previous month
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Staff Survey: Recommend Care
Increase the percentage of staff who would recommend the Trust as a place to receive care to ≥ 48.9%

Dawn Parkes & Karen Stone

Resources

Lead Director:

Operational Lead:

Committee:

What are the organisational risks?

• Poor job satisfaction leading to compromised patient 
care

• Failure to raise concerns

• Increased reliance on temporary staff

• Regulatory intervention 

What are the current challenges?

• Staff vacancies

• Staff sickness rates

• Poor morale

• Lack of empowerment

How are we managing them?

• Colleague engagement and responding to feedback

• Acting on Freedom to Speak Up themes

• Management and leadership development

• QI and learning from incidents

What are we doing about them?

• Strengthen management and leadership capability

• Recruit to values and proactively address unwanted 
behaviours

• Implement EDS22 and PSED recommendations

• Implement colleague engagement improvements 

• Embed Quality Improvement 

• Implement Speak Up gap analysis recommendations
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Staff Survey: Recommend Work
Increase the percentage of staff who would recommend the Trust as a place to work to ≥ 48.9%

Polly McMeekin

Lydia Larcum

Resources

Lead Director:

Operational Lead:

Committee:

What are the organisational risks?

• Increased staff turnover

• Ability to recruit staff

• Potential of increased temporary staffing costs

• Increased sickness rates

• Negative impact on patient experience

How are we managing them?

• Review equality data – including WRES, WDES, Pay Gap

• Staff Networks, Inclusion Forum, Race Equality Alliance 
meetings 

• Partnership working with our trade unions 

• Staff Survey

• Our Voice, Our Future Programme

• Monthly workforce data 

What are the current challenges?

• Health and wellbeing of the workforce

• Increased staff absence

• Staffing levels/vacancies

• Colleague morale

What are we doing about them?

• Strengthen management and leadership capability

• Recruit to values and proactively address unwanted 
behaviours

• Implement EDS22 and PSED recommendations

• Implement colleague engagement improvements 

• Embed Quality Improvement 

• Implement Speak Up gap analysis recommendations
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Inpatient: Reduce Bed Days Lost to NCTR
Reduce the average number of beds days between the time a patient is assessed and fit for discharge to when a patient 
returns to the place they call home

Claire Hansen

Ab Abdi

Resources & Quality

Lead Director:

Operational Lead:

Committee:

What are the organisational risks?

• Patient deconditioning (loss of mobility and 
independence) and or hospital acquired infections

• Poor flow through our hospitals resulting in 
mortality/morbidity risks

• A negative impact on Emergency Care Standard 
and potential overcrowding

• Emergency readmissions due to pressure resulting 
in rushed discharge planning

• Increased financial pressure
• Moral distress to staff

How are we managing them?

• The Discharge Improvement Group oversees 
improvement actions across the system

• First, second and third line escalation meetings 
continue with system partners. These ensure 
all partners are aware of delays and are 
continuing to proactively seek onward 
packages of care. 

• In September 2025 we established a second 
line escalation meeting for community delays.

What are the current challenges?

Note: This graph includes all adult (non-elective) 
bed days including non-acute, rehabilitation and 
community. Applying National Oversight 
Framework criteria (acute bed days) we see the 
same trend but a significant reduction (~300 
fewer days per month). 

• Limited capacity for community health and 
social care 

• Workforce challenges, in particular therapists
• Funding challenges

What are we doing about them?
• Multiple training sessions have been delivered. 12 

resident doctors attended Discharge Workshop 
training. 64 AHPs/Nurses booked on to ‘Describe, 
not prescribe training’ across 7 sessions at York, 
Scarborough and Bridlington, providing training 
for D2A. 

• Agreement has been reached to shift two days 
per week of clinical resource from Medicine Care 
Group to community response, to enable 
increased discharge support. 
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Urgent Emergency Care: Improve Emergency Care Standard (ECS)
Decrease the percentage of people waiting 4 hours or more in our emergency departments to achieve ≥ 78% by 
March 2026

Claire Hansen

Ab Abdi

Resources & Quality

Lead Director:

Operational Lead:

Committee:

What are the organisational risks?

• Increased mortality and morbidity
• Delayed care for critical patients
• Staff burnout and retention problems
• Indication of poor flow elsewhere in the 

hospital/system
• Financial risk
• Regulatory risk
• Reputational risk
• Risk of negative impact on national oversight 

framework segmentation as not on planned 
improvement trajectory

How are we managing them?
Improvements are made and monitored through a series 
of Task and Finish Groups, reporting to the Urgent and 
Emergency Care Board. 
Work includes:
• Effective discharge planning and processes
• Maximising appropriate use of SDEC capacity
• Front door service redesign, eg EDAC pathway
• Recruitment and retention initiatives
• Ambulance handover protocols
• Use of community services including virtual wards
• Review of ED processes including handovers and huddles
• Clear escalation frameworks
• Post breach reviews

What are the current challenges?

• Scarborough performance is most challenged. 
Attendances to Scarborough Emergency Department 
were 18% higher in September 2025 compared to 
September 2024. 

• At York the year-on-year increase was 10%. 

• There is limited capacity to implement and improve at 
the required pace due to workforce challenges and 
operational pressures

• There are workforce challenges at both Emergency 
Departments. 

What are we doing about them?
• Recruiting additional Trust grade medics at Scarborough 

ED which will support increases to rosters and more 
consistency and stability. Interviews October 2025.

• Continuing to support additional GP capacity at York and 
Scarborough.

• Increased streaming to alternatives e.g. UTC and SDEC

• Reducing elective patients seen in SDEC to ensure 
capacity is optimised for unplanned care. 

• Relaunched a refreshed version of the EDAC pathway in 
September 2025 and closely monitoring with a view to 
further improvements where indicated. 



Urgent Emergency Care: Reduce 12 Hour Waits in ED 
Reduce the number of people who wait in our EDs for longer than 12 hours to achieve ≤ 8.9% of all type 1 
attendances by March 2026

Claire Hansen

Ab Abdi

Resources & Quality

Lead Director:

Operational Lead:

Committee:

True North Report                                                                                                 Objective Status                          

What are the organisational risks?

• Long waits at Emergency Departments have been 
linked to significant patient harm

• Patients waiting increase the risk of overcrowding and 
associated hospital-acquired infections

• Persistent breaches of more than 10% of patients 
waiting over 12 hours can trigger regulatory action

• Reputational risk
• Recruitment and retention issues
• Financial pressures

What are the current challenges?

• There is limited capacity to improve at the required 
pace due to workforce challenges and operational 
pressures

• Quality Standards need wide engagement and may be 
met with some resistance 

How are we managing them?

• Improvements are made and monitored through a series 
of Task and Finish Groups, reporting to the Urgent and 
Emergency Care Board including:

• Discharge planning
• SDEC capacity
• Board rounds and escalation protocols
• Virtual wards

• 12 hour breach reviews
• Enhanced observations
• Utilising and embedding Continuous Flow policy
• Developing Quality Standards to ensure patients always 

move forward on their care journey

What are we doing about them?

• A QI piece of work has been commissioned and the team 
are considering plans for a rapid improvement week in 
December, whereby patients will be moving to the next 
step in their journey in a timely manner.

• The Scarborough EDAC has been reviewed and a reset 
launched on 24th September 2025. Number of patients 
has reduced as planned but performance has improved. 

• Designing future workforce model for ED teams at both 
sites. 



Elective: Cancer: Improve the Faster Diagnosis Standard
Increase the percentage of people who receive diagnosis of cancer, or the all clear, within 28 days of referral
to achieve ≥ 80% by March 2026

Claire Hansen

Kim Hinton

Resources

Lead Director:

Operational Lead:

Committee:
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What are the organisational risks?

• Delay in patient with cancer receiving treatment 
resulting in poorer outcomes

• Reduced patient experience for patients not being 
informed of cancer and non-cancer diagnosis

• Increased risk of emergency presentations
• Regulatory and reputational implications
• Potential financial implications
• Reduced organisational credibility
• Retention and recruitment issues
• Risk of negative impact on national oversight 

framework segmentation as not on planned 
improvement trajectory

What are the current challenges?

• Urology, gynaecology and colorectal pathway delays

• Skin referrals not accompanied with picture impacting 
ability to triage patients effectively because of GP 
action, resulting in increasing demand and 
deteriorating performance

• Diagnostic delays in CT (4wks), MRI (4wks) and 
endoscopy (3-4wks)

• Increase in suspected cancer referrals month on month 
from May 2025

How are we managing them?

• Weekly Trust cancer PTL meeting with a focus on 
patients breaching FDS with clear escalation routes.  
New PTL Tool launched in Sept 25.

• Monthly cancer delivery group to oversee focused 
pathway improvement plans for gynaecology, 
colorectal and urology

• Clinical harm reviews for patients who breach 104 days 
to identify level of harm and learning

• Weekly diagnostic improvement meeting with 
modalities.

• Use of transformation funding to support pathways 
and capacity

What are we doing about them?

• Best Practice Timed Pathway Implementation: Urology, 
Gynaecology, Colorectal & Lung. Impact expected in Q4 
2025/26

• Demand and capacity work for first appointment for all 
tumour sites completed, actions being developed..

• Diagnostic improvement plans for CT, MRI and 
endoscopy including insourcing for endoscopy to impact 
from Sept 25.

• Discussions with ICB regarding dermoscopy service and 
scoping service opportunities



Elective: Improve RTT 
Increase the percentage of incomplete pathways waiting less than 18 weeks to achieve ≥ 60.5% by March 2026

Claire Hansen

Kim Hinton

Resources

Lead Director:

Operational Lead:

Committee:
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What are the organisational risks?

• Lengthening waits could lead to increase in clinical 
harm and litigation

• Impact on patient experience resulting in an increase in 
patient complaints

• Higher emergency care utilisation while waiting
• Reputational risk of not meeting improvement 

trajectories
• Risk of negative impact on national oversight 

framework segmentation as not on planned 
improvement trajectory

What are the current challenges?

• Validation of non RTT waiting lists resulting in an 
increase of patients with RTT clock

• Diagnostics delays across radiology, physiology and 
endoscopy

• Underlying demand and capacity mis match in 
specialties

• Increase in referrals seen in 25/26, 8% rise in GP 
referrals compared to 24/25.

How are we managing them?
• Weekly elective recovery meetings with all specialities 

to review progress and use of Power BI tool to track all 
end of month breaches at patient level

• Individual speciality meetings for most challenged 
specialities

• Weekly diagnostic improvement meeting established
• HNY tactical meeting to identify opportunities for 

mutual aid
• Risk stratified scheduling and pathway validation
• Staff training
• Use of elective recovery fund monies to support 

additional activity

What are we doing about them?

• The 2025/26 plan has been developed with focus on 
productivity and efficiency, progress against the 
ambitions are managed through the Elective Recovery 
Board and productivity group.

• NHSE PIFU as standard programme, focused on 
Gynaecology, Gastroenterology, Cardiology and ENT. 
Regional launch on 18 June, fortnight internal task and 
finish group in place expected impact from Q3.

• NHSE RTT validation sprint completed during Q1& Q2 
2025/26. 

• Analysis ongoing on increase in referrals and discussion 
with ICB on demand management.



Q&S: Reduce Category 2 Pressure Ulcers
Reduce the number of acquired category 2 pressure ulcers to ≤ 60 per calendar month

Dawn Parkes

Emma Hawtin

Quality

Lead Director:

Operational Lead:

Committee:
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What are the organisational risks?
• Reduced patient experience for patients those 

developing a category 2 pressure ulcer within our care

• The potential to deteriorate further resulting in poorer 
outcomes

• Potential longer length of stay due to increase care 
needs

• Impact on patient experience resulting in an increase in 
patient complaints

What are the current challenges?
• Ongoing issues with inaccurate validation and 

categorisation of Pressure ulcers within clinical areas

• Validation of reporting processes to ensure accurate 
data entry and prevent double counting of the same 
pressure ulcer within DATIX

• Appropriate Seating equipment to support  patients

How are we managing them?
• The Monthly Action Delivery Group has been 

established with representation from all care groups to 
review Q1 data and commission QI-focused work-
overseen by person centred care group into aimed at 
reducing Category 2 pressure ulcers.

• Virtual education sessions have been delivered by the 
TVN team over the last three months to improve 
recognition and accurate categorization of pressure 
ulcers.

• Request Insight and Intelligence to provide a monthly 
breakdown of pressure ulcers per ward, to be used 
alongside the cluster thematic review to guide key 
work priorities.

What are we doing about them?
• A trust wide seating audit is currently underway
• Care group cluster reviews currently in progress within 

care groups
• Collaborative work with the DATIX team and insight 

and intelligence to identify opportunities for improving 
data quality

• Standardising and formulating an agreed process for 
validation  

• Development of an electronic ASSKIN bundle within 
the new EPR with integrated photography capabilities

• Updating the current referral process to strengthen 
and support the service



Q&S: Reduce the number of Trust Onset MSSA Bacteremia
Reduce the number of MSSA infections to ≤ 7 per calendar month

Dawn Parkes

Susan Peckitt

Quality

Lead Director:

Operational Lead:

Committee:
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What are the organisational risks?

• Potential poor outcome for the patient

• Potential longer lengths of stay and increased use of 
antibiotics to manage the blood stream infection 

•  Failure to achieve 5% reduction in incidence 

• Impact on patient experience which may result in 
complaints.

What are the current challenges?

• Cases are not consistently reviewed

• Learning not shared widely across the organisation, 
limiting overall improvement

How are we managing them?

• All cases are reported by the IPC team on Datix to the 
relevant Care Group Handler. 

• Cases are managed locally however there is not a 
standard process

• The IPC team support the care groups to 
investigate/manage the patients appropriately.

• MSSA 5% reduction is an objective in the Trust 
Annual Operating Plan

• A Trust strategic reduction plan is in place.

What are we doing about them?
• SOP for reviewing cases has been agreed through 

IPSAG with Care Groups taking a lead 
• Care group reduction action plans in development 

which will be monitored via IPSAG.
• A standardised Care Group Dashboard and  PSIRF/AAR 

process is being developed with the Care Groups  
• Line management, VIP scoring and ANTT education has 

been refreshed and re-launched
• A peripheral cannula care audit is being undertaken in 

October
• ICB wide workshop for MSSA reduction is being 

arranged



Finance: Achieve Financial Balance
Meet our obligation to deliver the financial plan for 2025/26

Sarah Barrow

Richard Parker

Resources

Lead Director:

Operational Lead:

Committee:
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What are the organisational risks?

• Failure to Deliver Financial Balance - The most critical 
financial risk is the Trust’s potential failure to deliver 
financial balance in line with the 2025/26 annual plan

• Efficiency Programme Delivery Risks – Failure to 
deliver the required reduction in costs to meet our 
financial plan

What are the current challenges?
• The financial position is close to plan for M6 £0.67m 

adverse position against a £0.8m deficit plan (£1.484m 
actual deficit YTD)

• Control of pay expenditure. 
• Delivering the efficiency programme – the planned 

profile of efficiency delivery is weighted towards the end 
of the year, at M6 delivery is £6.1m behind plan

• Securing deficit support funding on a quarterly basis – 
Q1-Q3 received - Regional NHSE judgement required 
each quarter as of plan as a system.

How are we managing them?

• There are several operational controls in place – 
financial review meetings, PRIM, each budget holder is 
responsible for living within their agreed budget

• System collaboration re transformation, difficult 
decisions, risk & gain share approaches, 
decommissioning strategies

• Increase oversight of efficiency programme

• Recovery action plan in place 

What are we doing about them?

• The Trust continues to work closely with the ICB and 
NHSE to secure deficit support funding . Q1 - Q3 received

• New vacancy control process in place – to include 13-
week firebreak on all posts outside of the exceptions list.

• Ongoing increased focus on efficiency delivery

• Line by line budget review; focused look at Medical & 
Nursing spend; Tightening grip & control re authorised 
signatories; increased support to Care Groups

• Ongoing recovery plan discussions with ICB

Indicator Target 
£’000

Apr 25
£’000

May 25
£’000

Jun 25
£’000

Jul 
25

£’000

Aug 25
£’000

Sep 25
£’000

Oct 25
£’000

Nov 25
£’000

Dec 25
£’000

Jan 
26

£’000

Feb 26
£’000

Mar 26
£’000

Meet our obligation to deliver the financial plan for 25/26 0 -476 -820 -1,050 -962 -904 -807 -812 -900 -994 -747 -491 0



1. EPR Update: Nervecentre Report

• Go-live of the first tranche is expected at the end of quarter 1 of calendar year 2026. This tranche includes 

observations, clinical documentation for inpatients (known as the Patient Safety Bundle and Inpatient Paperless 

modules within Nervecentre), Urgent & Emergency Care, Electronic Prescribing & Medicine Administration, Bed 

Management and read-only diagnostic results.

• The team continue to progress the software build with Nervecentre in an iterative, with focus on the first tranche.

• User Acceptance Testing (UAT) started on 7th October with members of the Clinical Digital team. It will be widened to 

involve many more users from November onwards.

• EPR Digital Champions are continuing to be recruited to champion the EPR within their wards and specialities 

throughout the implementation.

• Go-live planning continued and will progress over the next few months, with a focus on transition, hyper-case 

support and business continuity plans. 

• Tranche 2 (Order Comms) and tranche 3 (Patient Administration System, Outpatient documentation, Theatres, 

Endoscopy and eConsent) are also expected to be delivered within 2026. Tranche 2 has now formally started 

following delivery of the Trust’s new Laboratory Information Management System (LIMS) in September. 



2. Continuous Improvement Update Report
Following approval at Trust Board, KPMG were commissioned to conduct a readiness assessment. The KPMG Readiness Assessment for Continuous 

Improvement is designed to evaluate the Trust’s preparedness to implement or enhance continuous improvement (CI) practices. This includes assessing 

current capabilities, identifying improvement opportunities, and aligning strategic direction with CI principles.

The readiness assessment evaluated the Trust’s existing process maturity, operational capability, and cultural alignment with the continuous improvement 

framework, assessing 10 capability domains including: Strategy, Performance Goals and Operational Planning, Transformational and Step Change 

Improvement, Operational and Performance Management, Escalation Management, Communications and Engagement, current Improvement Team, HR, 

Finance, BI and Corporate Functions, Values, Behaviours and Leadership, Daily Management and Continuous Improvement.

The readiness assessment collected information through stakeholder interviews and focus groups gaining insights on current state. A review of elements 

currently contributing to or supporting delivering the strategy, included:

• Annual Plan and Strategy Scorecard

• Culture work

• Alignment to NHS IMPACT, inc. NHS IMPACT self assessment

• Improvement and Transformation delivery mechanisms and enablers

The outcomes of the readiness assessment were presented to Executives and others on the 16th June with follow-up sessions to develop a road-map 

against 7 domains held on the 24th June. These include Values, Behaviours & Leadership,  Strategy Deployment,  Management System, Transformation 

Projects,  Centre of Excellence,  BI & Analytics, Comms & Engagement. Exec and lead roles were assigned for each of these domains.



Operational Productivity Workstreams
The Trust operational productivity group has identified 8 priority workstreams for 2025/26 to improve operational productivity.
1. Outpatient procedure coding - Surgery and CSCS have made significant improvements in 2024/25.  The focus in 2025/26 is medicine and family health 
care group.  Each care group have presented at the elective recovery board to identify shared learning opportunities.  Have delivered target of 57% in 
August 2025.

2. Service Reviews - Productivity service reviews completed for neurology, cardiology and paediatrics and a data pack has been developed for each 
speciality with a focus on key productivity metrics and this this is then presented.  MDT workshops are taking place with improvement actions being 
identified.  Improvement plans to be reported back to the productivity group from September 2025.
3. Medical Staffing Rotas - Meetings with each speciality have been undertaken with the chief operating officer and medical director to review medical 
staffing rotas and job planning.  The 2025/26 planning approach has a stronger link with team job planning to understand core capacity.

4. Hot clinics - Opportunities for moving activity from assessment areas such as Same day Emergency Care into outpatient capacity.  Opportunities to be 
identified across specialities as part of the assessment/UCIP workstreams.

5. Clinic utilisation - Clinical utilisation improvement from baseline of 72.6% to 90% by March 2026.  Removing clinics on CPD that are not actively used, 
focus on booking principles and review clinic template standardisation in line with GIRFT review.  Trajectory for removing clinics agreed and to be 
completed by December 2025.

6. Administrative processes - Project brief developed and approved at executive committee.  Focus on patient administration with three key lines of 
enquiry; standardisation, centralisation (where appropriate) and digitisation.  Phase 1 to be completed in Q2 and recommendations to be presented to 
executive committee in September / October 2025.
7. Clinical Estate Utilisation - Clinical Estates lead auditing all outpatient and outpatient procedure capacity to understand utilisation of estates and make 
recommendations for approach to room booking and principles for use of clinical estate.  Completed and presented audit in Selby and planning a pilot for 
electronic outpatient room booking process in Q2 and Q3.  Bridlington and Malton audits ongoing.

8. PIFU pathways - Involvement in NHSE PIFU as standard project, commenced with internal task and finish groups.  Focus specialities are cardiology, 
gynaecology and ENT.  Cardiology and gynaecology roll out expected from October 2025.

3. Productivity and Efficiency Group Update



Efficiency Delivery

The Trust has set an efficiency target of £55.3m. So far, £18.4m has been achieved in full-year terms, but the year-to-date position is £6.1m behind plan. To 
speed up delivery in the second half of the year, key actions include a line-by-line budget review, a review of medicines stock on wards,  a focused 
examination of medical expenditure, a further look at nursing expenditure, tighter control over authorised signatories, and increased support to Care 
Groups.

Governance

The Trust is following the recently introduced NHSE enhanced governance expectations for efficiency programs, to provide sound governance and a clear 
project plan for delivery of each of the efficiency schemes. As at the end of June, all governance requirements were met.

Efficiency Delivery Group

The Efficiency Delivery Group (EDG) continues to play a central role in overseeing and assuring the delivery of the Corporate Efficiency and Waste 
Reduction Program. Future agendas are currently being refined to foster greater engagement in the delivery of efficiency schemes. 

4. Efficiency Update

Target Delivery Variance Delivery Variance Total Plans
Planning 

Gap

Fully 

Developed

Plan in 

Progress
Opportunity

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Total Programme 55,290 18,426 12,298 6,128 18,917 36,374 55,290 0 34,924 20,366 0

2025/26 Cost Improvement Programme - September Position 

Full Year 

CIP Target

September Position Full Year Position Planning Position Planning Status
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Chair’s Report to the Board – October 2025 
 
1. I have continued to visit various wards and services at York, Bridlington and 

Scarborough Hospitals and one of our community teams, as well as undertaking 
several 121s. Through conversations with colleagues during these visits I pick up 
valuable insight and issues which I share with relevant Executive Directors as 
appropriate. 

  
2. The recent elections of Governors have resulted in seven new Governors being elected 

and four re-elected for a further 3 years. I will be having introductory meetings with 
each new Governor. The process for electing a new Lead Governor is underway to 
succeed Rukmal Abeysekera who joins the Board as a non-executive Director on 1st 
November. 

 
3. The Trust’s Annual General Meeting was held on 2nd October. Despite the meeting 

being held via MS Teams to facilitate attendance, the actual number of Members and 
the public was very low. We did however receive in advance of the meeting lots of 
good questions which were answered (and which will be on our website). However, 
one question was received as the meeting was closing which we did not see in time to 
answer, and the questioner will be emailed the answer, and it will again be included on 
our website. 

 
4. I recently attended a meeting of Yorkshire & Humber Chairs. One of the guest 

speakers was Fiona Edwards, Regional Director NHS England, who gave a very 
informative talk. One of the priorities she explained is NHSE holding mid -year reviews 
with ICBs and Trusts to review progress in the first half of the year and to talk about the 
Board capability self-assessments which have to be with NHSE on 22nd October 2025. 
The review of our ICB is taking place on 29th October 2025, including an hour set aside 
for this Trust. The Chief Executive and I have been invited to attend. 

 
5. The uplifting and inspiring Trust Celebration of Achievements award evening is taking 

place this year at Scarborough. Whilst we the Board, correctly in my view, spend quite 
a lot of time focusing on how we resolve the fundamental issue of closing the gap 
between capacity and demand and in a way that improves what it feels like to work in 
the Trust, it is very easy to overlook the fantastic work that our workforce does every 
day. The Celebration event is a brilliant, humbling evening that showcases outstanding 
examples of great work. 

 
Martin Barkley 
Trust Chair 
14.10.2025 
 
 
 

 



Chief Executive’s Report October 2025 

  
 
Report to: 
 

Board of Directors  

Date of Meeting: 
 

22 October 2025 

Subject: 
 

Chief Executive’s Report  

Director Sponsor: 
 

Andrew Bertram, Interim Chief Executive  

Author: 
 

Andrew Bertram, Interim Chief Executive  

 
Status of the Report (please click on the appropriate box) 
 
Approve  Discuss  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 
 

  Effective Clinical Pathways 
  Trust Culture 
  Partnerships 
  Transformative Services 
  Sustainability Green Plan 
  Financial Balance 
  Effective Governance 

Implications for Equality, Diversity and 
Inclusion (EDI) (please document in report) 

 
  Yes  

 
  No 

 
  Not Applicable 

 

 

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

Executive Summary: 
The report provides an update from the Chief Executive to the Board of Directors in 
relation to the Trust’s priorities. Topics covered this month include: Interim Chief 
Executive arrangements, Care Quality Commission (CQC) inspection at Scarborough 
Hospital, national planning guidance update, Our Voice Our Future programme, 
Celebration of Achievement Awards and the NHS National Staff Survey.   
 

 

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

 Ite
m

 8
 



Chief Executive’s Report October 2025 

No ☒ 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 October 2025 

Chief Executive’s Report 
 
1. Welcoming our new Chief Executive     
 
I wanted to take the opportunity to place on record my thanks to the Board and the wider 
organisation for your support as I take on the interim Chief Executive role for these few 
weeks until Clare Smith joins us on 24 November.  
 
I know that Clare is really keen to get started, and she has been fitting in as many 
introductory meetings and site visits as she can in advance of her arrival, which will stand 
her in good stead when she joins us. I have no doubt she will receive a warm welcome 
from you all.  
 
Thank you also to Deputy Finance Director Sarah Barrow, who is taking over the Finance 
Director role on an interim basis to allow me to focus my full attention on being Interim 
Chief Executive until Clare begins.  
 
2. Care Quality Commission (CQC) inspection  
 
A small team of CQC inspectors carried out an unannounced inspection at Scarborough 
Hospital from 7-9 October. They spent three days on site and were looking at medical care 
services and urgent and emergency care pathways, with a view to re-rating both services. 
 
We received some high-level verbal feedback at the end of the inspection, and a number 
of issues were raised which we were able to respond to immediately.  As is usual with 
such inspections, the CQC has also asked for a significant amount of supporting 
information and documentation, which we are gathering for submission ahead of the 
deadline later this month.  
 
A formal report will be published detailing their findings and recommendations, however, 
we do not yet have a date for publication. In the meantime we must thank all colleagues 
involved in the inspection, who were described by the CQC in their feedback as 
welcoming, helpful and engaged in the inspection process.  
 
3. Planning guidance update 
 
We are still yet to receive the planning guidance for next year, however within the Trust 
our planning for 2026/27 is well underway based on what we already understand to be the 
case, which is that the uplift is likely to be in line with 2025/26 and efficiency will be set at 
2%. 
 
4. Our Voice Our Future  
 
I was delighted to attend a time-out session for our Changemakers earlier this month, 
along with my executive director colleagues. As Board members will be aware, our 
Changemakers are a group of colleagues from all corners of the organisation who have 
volunteered their time to drive forward our culture and leadership programme and, 
ultimately, improve the experience of working in our trust for everyone. We had the chance 
to work with each of the three groups of changemakers who are taking forward the 
programmes of work identified through this process so far. Their enthusiasm and energy is 
truly infectious, and reinforces the view that it is people doing the work who know best how 
to improve the work. I look forward to their next update to the Board.  
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5. Celebration of Achievement Awards  
 
At the time of writing our annual staff recognition awards are almost upon us, and I 
couldn’t be more excited to be hosting them this year in Scarborough. A record number of 
nominations were received this year and I know that our judging panels have had a job on 
their hands to select winners from such high calibre entries.  
 
I know it will once again be a fantastic occasion and a great opportunity to recognise just 
some of the many inspiring teams and individuals who make our trust so special. Thank 
you to everyone who took the time to nominate someone, and congratulations to all of our 
finalists.  
 
6. NHS National Staff Survey  
 
The NHS Staff Survey is now open. Whilst it is a chance to hear from colleagues about 
how we can improve and where we need to do better, it is also important that we hear 
about the experiences of as many people as possible, whatever their views, and use it as 
an opportunity to recognise and celebrate good practice. In the first week that the survey 
has been open we have made a good start in terms of numbers of responses, but I am 
making a plea to encourage as many colleagues as possible to take the time to give their 
feedback. We have asked all managers to ensure that time is made available for people to 
complete the survey, and to encourage their teams to do so. Improving the experience of 
working in our organisation is a key priority for our Board, and we need to do what we can 
to ensure we are listening to staff and responding to the feedback they give us.   
 
7. Star Award nominations     
 
Our monthly Star Awards are an opportunity for patients and colleagues to recognise 
individuals or teams who have made a difference by demonstrating our values of kindness, 
openness, and excellence. Due to the timing of the Board meeting this month, judging for 
October has not yet been completed, however all nominations for October and November 
will be shared alongside this report next month. 
 
 
 
Date: 22 October 2025 
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Executive Summary
True North Priority Metrics

Executive Summary:
Everything we do at YSTHFT should contribute to achieving our ambition of 
providing an ‘excellent patient experience every time’. This is the single point 
of reference to measure our progress.

TPR metric performance to note:
Special Cause Improvement – Pass (defined by NHSE Make Data Count 
methodology as “improving nature where the measure is significantly higher. 
The process is capable and will consistently pass the target”):
• Maternity - Community Midwife called into unit – Scarborough.
• Workforce - Twelve month rolling turnover rate Trust (FTE).

Special Cause Concern – Fail (defined by NHSE Make Data Count methodology 
as “concerning nature where the measure is significantly lower. The process is 
not capable and will fail the target without process design”):
• Operational Performance – Number of Non-Elective Admissions.
• Operational Performance - RTT – Total Waiting List.
• Operational Performance - RTT – Waits over 52 weeks for Incomplete 

Pathways.
• Operational Performance - RTT – Proportion of the incomplete RTT 

pathways waiting > 52 weeks.
• Operational Performance – Children & Young Persons: RTT – Total 

Waiting List.
• Operational Performance - Children & Young Persons: RTT – Proportion 

of the incomplete RTT pathways waiting less than 18 weeks.
• Operational Performance - Diagnostics – Proportion of patients waiting 

<6 weeks from referral – MRI. 
• Operational Performance - Diagnostics – Proportion of patients waiting 

<6 weeks from referral – Colonoscopy.
• Operational Performance - Diagnostics – Proportion of patients waiting 

<6 weeks from referral – Gastroscopy.

Reporting Month: Sep 2025
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Operational Activity and Performance
Chief Operating Officer Report

Executive Owner: Claire Hansen

Reporting Month: Sep 2025

Highlights:
• Although the National Oversight Framework ranking is not where it needs to be.  Evidence that quality oversight has strengthened with recent CQC and Tiering 

findings acknowledging improvement, although further embedding is required.  
• This month Care Groups have continued with their planning for 2026/27 with a draft submission deadline of the 17th of October.  The plans are being developed 

with corporate operational support guiding with data packs and offering confirm and challenge to assumptions based on performance in 25/26. 
• Progress on UEC and Elective Care Programmes have continued and remain broadly on track.  Additional actions have been developed for UEC to address the 

recent deterioration in 4 hours and 12 hours, this is expected to have recovered by October to previous months performance of circa 68%, which although still 
behind trajectory, will demonstrate sustainability.  Further planned actions as part of the programme are anticipated to bring this back to trajectory by Q3. 

• Elective recovery workshop scheduled for November 2025 to review current position for RTT, Cancer and Diagnostics and additional actions required to bring us 
back to trajectory in Q4 2025/26. 

Concerns/Risks (Top 5):

1. Emergency Department Performance Variability
UEC: ECS 67.6% which is below trajectory; Type 1 12+ hr waits 15.6%. Ambulance handovers average 22:02 with zero >240 mins.
We continue to operate under sustained urgent and emergency care pressure with variable ECS 4 hour and 12 hour in department performance, flow constraints and 
bed occupancy. 
Risk: Inconsistent day-to-day performance and high 12-hour waits, especially at Scarborough ED.
Mitigation: Ongoing recruitment of medics and Advanced Care Practitioners, close monitoring and optimisation of Ambulatory Care pathways, and implementation of 
new flow coordinators.

2. Cancer Pathway Backlogs
Cancer (August): FDS 64.7%, 62-day 64.5% (diagnostic capacity limiting).
Risk: High volume of referrals causing delays in diagnosis and treatment, especially in colorectal and urology; diagnostic bottlenecks in endoscopy and imaging.
Mitigation: Implementation of Rapid Diagnostic Centre pathways, insourcing to boost endoscopy capacity, recruitment of specialist staff, and escalation of diagnostic 
recovery plans.



Operational Activity and Performance
Chief Operating Officer Report

Executive Owner: Claire Hansen 

Reporting Month: Sep 2025

Concerns/Risks – Top 5 – Continued:

3. RTT Long Waiters and Growing Waiting Lists
Elective: RTT total WL 57,450 (above plan); >52w 2,034 (3.5%); >65w 47. %<18w at 56.9%.
Elective recovery remains mixed: strong progress where capacity is ring fenced (e.g. Bridlington Surgical Hub), but specialty pressures persist (notably ENT, Oral 
Surgery, Cardiology and Respiratory Medicine). Elective RTT waiting list growth is forecast to continue to grow due to an increase in referrals.  This is forecast to be 
circa 500 patients per month.  This puts at risk the delivery of the RTT improvement trajectories for 52 weeks and 18 weeks.
Risk: Significant numbers waiting over 52 and 65 weeks, with rising referral volumes impacting total waiting lists.
Mitigation: Intensive validation sprints, weekly recovery meetings, targeted use of Elective Recovery Fund, and enhanced demand management discussions with ICB.

4. Staffing and Capacity Shortfalls in Diagnostics
Diagnostics: DM01 65.5% vs 74.8% trajectory; pressure in MRI, CT, colonoscopy & gastroscopy.
Diagnostic capacity remains challenged from demand, workforce, and equipment failures.
Risk: MRI, CT, and audiology performance affected by vacancies, sickness, and equipment breakdowns.
Mitigation: Insourcing for imaging and sleep studies, ongoing recruitment, training for radiographers, and deployment of additional audiology booths.

5. Workforce and Process Challenges in Outpatients and Community Services
Risk: Delays in PIFU rollout, RACP underperformance, and national shortage of SLT therapists affecting paediatric waits.
Mitigation: Recruitment of administrative and clinical staff, alternative patient contact strategies, and ongoing review and optimisation of referral and therapy 
pathways.

Actions for the next month (October 2025):
• Complete recruitment processes for Scarborough ED medics and Advanced Care Practitioners at Selby and Malton.
• Monitor and refine the refreshed Ambulatory Care pathway at Scarborough ED.
• Begin onboarding of Flow Coordinators at York site.
• Continue insourcing for endoscopy and imaging to address diagnostic backlogs.
• Deliver further training and data pack rollouts for discharge improvement initiatives.
• Launch new pathways and patient communication methods for PIFU pathways.
• Evaluate impact of SLT ‘Leap Into Language’ initiative and continue targeted reduction of paediatric waits.
• Rollout of ethnicity recording project to increase ethnicity recording at points of entry in ED, outpatients and pre-operative assessment.



Operational Activity and Performance
Chief Operating Officer Report

Executive Owner: Claire Hansen 

Reporting Month: Sep 2025

Actions for the next three months (Q3 2025/26):
• Implement business case for workforce modelling at York and Scarborough EDs to match capacity to demand.
• Roll out expanded "Describe not Prescribe" and discharge training to additional nursing staff.
• Continue RTT Validation sprints and review impact on RTT waiting list size.
• Advance work on digital clinical letters and operational toolkit embedding for outpatients.
• Evaluate and refine pathways and handover processes in paediatric emergency care.
• Finalise and implement demand management interventions in partnership with ICB to stabilise OP referral rates.
• Maintain weekly RACP meetings and track improvement against agreed actions with the Medicine Care Group.
• Continue to develop and operationalise virtual ward pathways, particularly for frailty and heart failure.
• Elective recovery workshop scheduled for November 2025 to review existing trajectories and additional actions required to return to trajectory in Q4.

Future:
Although mitigations are in place, if demand continue to rise in the same way across all areas, it is likely without some system demand management and 
additional funding to support recovery, the end of year performance targets are at risk. 



Operational Activity and Performance 
Acute Narrative

May 2024Reporting Month: Sep 2025

Headlines:
• The September 2025 Emergency Care Standard (ECS) position was 67.7%, against the monthly planned improvement trajectory of 73%. In the latest 

available national data (August 2025) the Trust ranked 90th out of 121 providers nationally (July 2025: 91st). ECS performance is a True North metric.
• Average ambulance handover time in September 2025 was significantly ahead of trajectory at 22 minutes 02 seconds against trajectory of 29 minutes 

11 seconds. 
• 15.6% of Type 1 patients spent over 12 hours in our Emergency Departments during September 2025, behind the monthly improvement trajectory of 

11.9%. This is a True North Metric.
• In September 2025, the proportion of patients in our care who no longer meet the criteria to reside was 12.6% ahead of the internal trajectory of 

13.8%. 
• The average non-elective Length of Stay (LoS) for patients staying at least one night in hospital was 6.7 days during September 2025 (3,844 spells of 

care covering 25,698 bed days). This was ahead of the trajectory to have an average LoS for this cohort of less than 7.0 days submitted as part of the 
2025/26 annual planning process.

• The proportion of patients discharged on their ‘Discharge Ready Date’ (DRD) was 86.8% (3,316 patients out of 3,819), behind the trajectory of 87.2% 
submitted as part of the 2025/26 annual planning process. The average delay (number of days after the DRD that a patient was subsequently 
discharged) was 3.0 days, ahead of the submitted trajectory of 3.3 days. 

Factors impacting performance:
• Scarborough ED performance of Type 1 patients is where our biggest challenge remains. Attendances to Scarborough ED have grown by 18% year-on-

year (September 2024 compared to September 2025). At York the growth is 10%. 

Actions planned in October 2025:
• Medic recruitment at Scarborough Emergency Department is underway, with interviews taking place early October 2025. Successful recruitment 

would allow a small increase in the current roster while work is underway to determine full requirements for the increasing demand. 
• Recruitment continues for Urgent Care Practitioners at Selby and Malton, with four interviews due to take place in October. Once in post, more 

patients will be able to be treated at these sites, and fewer patients will need onward referral to an acute site. 
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Summary MATRIX 1
Acute Flow: please note that any metric without a target will not appear in the matrix below
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Acute Flow (1)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi
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KPIs – Operational Activity and Performance 
Acute Flow (1)

Executive Owner: Claire Hansen 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. This is a True North Metric. SPC2: Modelling showed 
that to achieve 78% as a Trust Type 1 performance needs to be at least 69%.

What actions are planned? 
Areas of focus in October are: 

➢ Close monitoring of refreshed Emergency Department Ambulatory 
Care (EDAC) pathway at Scarborough ED and appropriately 
increasing patients through this pathway.

➢ Interviews and appointment of additional trust grade medics at 
Scarborough Emergency Department. 

➢ Starting the GP letters direct to Surgical Assessment Unit pathway 
at Scarborough following successful implementation at York.

➢ Preparation for onboarding two appointed Flow Coordinators in 
York (start date November TBC)

What is the expected impact?
The impact of successfully achieving the above will be improvements in 4hr 
performance. 

Potential risks to improvement?
There is a risk that recruitment of the outlined posts is not successful, 
which would delay increase in capacity and capability. 

There is an issue of very inconsistent day-to-day performance levels at our 
Emergency Departments which makes proactive planning more 
challenging. 

Reporting Month: Sep 2025



What actions are planned?

Yorkshire Ambulance Service colleagues are linking with Scarborough frailty 
services to develop a direct frailty pathway for crews; this has been fully 
drafted and awaiting final clinical sign off in October 2025. 

Our AHP Lead in community services has met with colleagues from YAS and 
City of York Be-Independent falls managers. Together the group has 
reviewed and mapped falls pathways, and is now updating these in 
partnership. A follow up meeting is taking place in October 2025.  

To mitigate the issue that Community Response Team (CRT) is at full 
capacity and unable to support both step-up and step-down demand, an 
agreement has been reached between Community and Medicine care 
groups. Medicine Care Group is able to provide additional clinical capacity 
to CRT 2 days per week. 

What is the expected impact?
Increasing utilisation of alternative pathways may reduce conveyances to 
acute sites and could reduce the proportion of Type 1 activity. However, 
attendance numbers could still rise in-line with overall demand. 

Potential risks to improvement?
We have insufficient urgent community response capacity to manage more 
patients at home; more therapists, particularly in York city, are required.

KPIs – Operational Activity and Performance 
Acute Flow (2)

Executive Owner: Claire Hansen 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. 

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (3)

Executive Owner: Claire Hansen 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. This is a True North Metric.

What actions are planned?
Led by the Quality Improvement Team and Dr Ed Smith, a rapid 
improvement event around continuous flow is planned in the coming 
month. 

The main components to be tested are a) whether clinical input into 
decision making around bed utilisation impacts on outcomes and b) 
whether we can move from doing continuous flow in ‘batches’ to it being 
standard practice. 

The aim is to test this on the Scarborough site first and pick two specialties 
to test against. Orthopaedics and Cardiology have both been consulted 
with and are supportive of this approach. 

What is the expected impact?
The expected impact is a better understanding of how to continue 
improving flow through our acute sites. 

Potential risks to improvement?
When acute hospitals have very high occupancy levels, wards may find it 
difficult to safely receive ‘additional’ patients through continuous flow. 

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (4)

Executive Owner: Claire Hansen 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.

Note: The data includes admissions to all Same Day Emergency Care (SDEC) units. 
Work is underway to ensure more appropriate patients are admitted to SDEC from 
our EDs - therefore increases are not necessarily indicative of an issue. 

What actions are planned?
A review of the workforce model has been completed at both York and 
Scarborough Emergency Departments. 

Heatmaps of activity, existing roster patterns, nationally recommended 
levels of staffing and expected productivity levels have all been considered. 
The work has shown that, per weighted activity unit, both departments are 
lean. That is, we have fewer clinicians rostered on than would be expected. 

Despite this - and increasing demand - we are maintaining performance 
levels and are in an improved position against the same time last year. 

Tests of change are aiming to reduce the medical cover gap through 
working more efficiently however the Care Group does anticipate a need 
for additional investment, which will be presented as a business case.  

What is the expected impact?
A workforce model fit for current and future demand, which supports a 
sustainable and supported workforce. 

Potential risks to improvement?
There is a risk that the case for the workforce models at the Emergency 
Departments cannot find required resources from efficiencies alone. 

Reporting Month: Sep 2025



Acute Flow (2)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (5)

Executive Owner: Claire Hansen 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. 

What actions are planned?

Continuing to reduce elective attendances at SDECs and attendances to 
SDEC which go via both a GP and the Emergency Department. This is 
through direct pathways from GP to SDECs and through working with 
specialties to identify new pathways for 'bring back’ elective patients.

What is the expected impact?
A 20% reduction in bring back activity in each affected SDEC unit this 
financial year. This will allow for more direct SDEC admissions and quicker 
movement of patients from ED to SDEC. 

Potential risks to improvement?
There is a risk that the number of patients impacted by the test of change is 
lower than expected, which will limit the impact felt in the Emergency 
Department. 

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (6)

Executive Owner: Claire Hansen 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.

What actions are planned?
Meeting with Yorkshire Ambulance Service and colleagues from the ICB to 
discuss discrepancies identified through audit between handover 
timestamps. 

What is the expected impact?
Higher quality data which better reflects ambulance handover times, and a 
reduction in the number of handovers over 45 minutes.  

Potential risks to improvement?
There is a risk that we cannot influence ambulance crew behaviours which 
lead to delays in recording handovers. 

There is an issue that we cannot check and challenge YAS data until after 
the data has been submitted, meaning even if we agree that recording was 
incorrect we cannot change it. 

There is a hypothesis that improving ambulance handover times at the 
acute hospitals may correlate to the conveyance rate of the ambulance 
service.

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (7)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Rationale: : Proportion of ambulances which experience a delay in transferring the patient over to 
the care of ED staff. 
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.

As per previous page

Reporting Month: Sep 2025
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Acute Flow (3)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (8)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Rationale: Understand flow in the acute bed base. 
Target: SPC1: Internal target of 70%. SPC2: To reduce the average number of beds days 
between the time a patient is assessed and fit for discharge to when a patient returns to 
the place they call home to less than 3.9 days.

What actions are planned?
Further roll out of "Describe not Prescribe" training is planned with an expanded 
target audience to include more nurses.

Creating data packs for each specialty, helping frontline teams to understand their 
indicators and actions which contribute to improving them. 

Trialling a "golden round" at Scarborough and York by Bed Managers daily at 
2:30pm. Discharges for that day and the next day will be identified to facilitate 
early morning discharges through the discharge lounge the following day.

Trial of morning escalation huddles in Medicine care group between Matrons and 
Operational Manager of the Day to coordinate ward cover and share escalations.

What is the expected impact?
Increased sense of ownership on the wards or within specialties, relating to their 
discharge performance metrics.  

Better coordination of staff to improve efficiency and provide more 
comprehensive operational grip. 

More discharges through the discharge lounge, earlier in the morning.

Potential risks to improvement?
There is a risk that increased knowledge does not necessarily change behaviours 
that contribute to changes. 

There is a risk of low attendance at training sessions since they are not mandated. 

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Acute Flow (9)

Executive Owner: Claire Hansen 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.

What actions are planned?
Following evaluation of Long Length of Stay review meetings, decision 
made to continue and collect more detailed data from the sessions to help 
identify impact and themes/opportunities for improvement. 

Audit of medically fit patients over 21 days to be undertaken.

Local plan to support complex rehab patients being explored in meeting in 
October. 

What is the expected impact?
Continued reduction in the number and proportion of patients who do not 
meet the criteria to reside. 

Potential risks to improvement?
There is an issue that some delays to discharges are due to patients 
needing complex packages of care which cannot easily be sourced; this is 
escalated appropriately. 

Reporting Month: Sep 2025



Operational Activity and Performance 
Cancer Narrative

Reporting Month: Sep 2025

Headlines (please note; in line with national reporting deadlines cancer reporting runs one month behind): 
• The Cancer performance figures for August 2025 saw performance against the 28-day Faster Diagnosis standard (FDS) of 64.7%, failing to achieve the 

monthly improvement trajectory  of 70.0%. In the latest available national data (July 2025) the Trust ranked 127 out of 140 providers nationally. This is 
a True North Metric.

• 62 Day waits for first treatment August 2025 performance was 64.5%, with the monthly trajectory of 71.3% was not achieved. In the latest available 
national data (July 2025) the Trust ranked 100 out of 144 providers nationally. The HNY cancer alliance footprint remains one of the lowest performing 
in the country for 62 days. 

• Performance against both targets showed 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 2026.  As of end of August provisional position, a 15.6% improvement is required to achieve the FDS year end trajectory, and a 13.3% 
improvement is required to meet the 62 days target. 

Factors impacting performance:
• May- July was the highest referrals received month for urgent suspected cancer referrals in Trust history (over 3,000 per month).  This increase in 

referrals is impacting on number of patients on patient tracking list and 28-day faster diagnosis. This appears to be a regional trend.
• The following cancer sites exceeded 80% FDS in June 2025: Breast & Skin

➢  Gynaecology, Head and Neck, Lung, Skin and Urology achieved above their internal trajectories. 
• The following cancer sites exceeded 75% 62-day performance in July 2025: Breast 

• No site achieved above their internal trajectory. 
• 31-day treatment standard was 97.7% overall, achieving the national target of 96%.
• At the end of August, the proportion of patients waiting over 104+ days equates to 1.3% of the PTL size with 34 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. 
• Diagnostic performance, in particular endoscopy and imaging is impacting faster diagnosis performance due to delays in diagnostic pathways.
• Seasonality has increased patient unavailability impact on faster diagnosis pathway.

Actions:
• Please see following pages for details.
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CANCER
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Cancer (1)

Executive Owner: Claire Hansen 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. This is a True North Metric.  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.

Reporting Month: Sep 2025

What actions are planned? 

Cancer PTL Management tool: Tool developed and launced, training taking place across 

organisation 

Breast: Agreed use of one stop clinic slots to bring breach patients forward 

Colorectal Plan: Frailty pathway agreed, to be implemented September onwards. Constructive 

discussion with cancer alliance primary care lead around referral appropriateness and next steps 

agreed. Ongoing work with Rapid Diagnostic Centre (RDC) redirect pathway for colorectal patients 

who are suitable. Plans to recover colonoscopy capacity linked to endoscopy actions detailed in 

diagnostic recovery plan. Continued work on moving MDT day to earlier in week. 

Urology Plan: Straight To Test CT model in haematuria pathway being taken through departmental 

governance structures, however capacity in radiology unable to support at this time. Recruitment of 

additional Surgical Care Practitioners completed and commenced in role, to be trained on biopsies 

over coming months. Review of prostate pathway to understand opportunities for streamlining and 

efficiencies. Initial conversations planned around scoping potential one stop Community Diagnostic 

Centre models for 2026 onwards.

Gynaecology Plan: Locum consultant providing additional sessions to recover position. Agreed 

implementation date October for PMB pathways 2025. Working through bid for Pipelle clinics in 

Community Diagnostic Centre with Collaborative of Acute Providers. 

Skin plan: Ongoing discussions with ICB and cancer alliance around GP collective action impact on 

number of referrals in pathway (35% increase April- September 2025 compared to last year). 

Insourcing being utilised to provide additional capacity.

What is the expected impact?

Expected impact articulated in waterfall diagrams presented at Trust Board in May 2025. Each cancer 

site has own trajectory for FDS and 62 day, to achieve month and year end position against national 

targets. 

Potential risks to improvement?

• Referral volumes across majority of cancer sites exacerbating demand and capacity gap for 1st 

OPA across all cancer sites

• Cancer performance dependent upon diagnostic capacity and recovery plans 

• Skin Pathways: Ongoing discussions with ICB, however due to loss of consultant who had a high 

FT caseload, dermoscopy service is reviewing ability to offer routine appointments given volume 

of FT received.  

• Seasonality- patient & staff unavailability due to planned holidays/annual leave 



Operational Activity and Performance 
Referral to Treatment (RTT) Narrative

Reporting Month: Sep 2025

Headlines:
• At the end of September 2025, the Trust had forty-seven Referral To Treatment (RTT) patients waiting over sixty-five weeks, an increase on the thirty 

at the end of August 2025. 
• The Trust’s RTT Total Waiting list position ended September 2025 behind the trajectory submitted to NHSE as part of the 2025/26 planning 

submission: 57,450 against the trajectory of 44,649. 
• The Trust is behind the trajectory for the proportion of the RTT waiting list waiting under 18 weeks: 56.9% against 57%. In the latest available national 

data (July 2025) the Trust ranked 100th out of 151 providers (June 2025: 95th). By March 2026, the intention is that the percentage of patients waiting 
less than 18 weeks for elective treatment will be 65% nationally. This is a True North Metric.

• The Trust is behind the RTT52 week trajectories submitted within the 2025/26 planning submission; 2,034 waiters and 3.5% of the total RTT Total 
Waiting list against the trajectories of 803 and 1.8%, respectively. In the latest available national data (July 2025) the Trust is 42nd in terms of the highest 
number of RTT52 week waiters (54th at end of June 2025) and is ranked 36th highest out of 151 providers for the proportion of the TWL waiting over 52 
weeks (June 2025: 46th). Nationally at the end of July 2025 there were 186,967 RTT patients waiting over 52 weeks. 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 59.6% against the end of September 2025 ambition to be above 61.4%. There is currently no nationally available comparative data for 
this metric.

Factors impacting performance:
• RTT Total Waiting List metric impacted by an increase in referrals in Quarters 1 and 2 of 2025/26 and the update to CPD logic which has resulted in 

additional RTT clocks being opened since April 2025. 
• Delivery of the 2025/26 elective recovery plan; initial analysis shows that at the end of September 2025 the Trust was ahead of the 2025/26 plan with a 

provisional performance of 102% against the funded plan.

Actions:
• Please see following pages for details.
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Summary MATRIX
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Referral to Treatment (RTT)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Referral to Treatment RTT (1)

Executive Owner: Claire Hansen 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%. This is a True North Metric.

What actions are planned? 
• 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 Q2 sprint commenced on the 7th of July with NHSE setting the Trust a 
target of 29,975 RTT clock stops. At the end of the sprint, the Trust was 22% ahead of 
the baseline (circa 6,600 additional RTT clock stops). A Q3 sprint will commence in 
November running for seven weeks.

• RTT clock change rules have been in place for since late March 2025, and manual 
validation is effectively completed, therefore it is not anticipated that there will be 
further impact on the waiting list over and above standard referral volumes. This is 
supported in the rise in the TWL of circa 500 from the end of August to September, 
significantly lower that the 1,500 to 2,000 monthly rises seen previously.

What is the expected impact?
• Reduction in the TWL or offsetting impact of the ongoing increase in referrals and clock 

starts.

• The Trust continues to do very well on missed appointments, pre referral triage and 
high level of Advice and Guidance in Further faster cohort 2.

Potential risks to improvement?
• Despite the sprint, ongoing referral increase may result in further rises to the RTT TWL. 

To stabilise the waiting list, we need to focus on increasing clock stop activity and 
validation. This has been communicated to NHSE.

• Increase in GP referrals in Q1 and Q2 to date of 25/26 compared to same period in 
24/25 (up 8%).  Discussions with ICB ongoing to identify causes of referral increases.

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Referral to Treatment RTT (2)

Executive Owner: Claire Hansen 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. 

What actions are planned?
• The Trust’s internal weekly Elective Recovery Meeting monitors and challenges 

performance against the trajectories for RTT52 and RTT65 weeks. Care Groups 
challenged to make significant RTT52 improvements by the end of Q3.

• Internal Elective Recovery Fund (ERF) Process in place with weekly meetings. The 
Trust’s approach has been recognised at ICB level as good practice who are  
planning to embed within other providers within the HNY ICB.  Review of spend to 
date and highest risk specialties at September 25 completed. £2.3million remains 
available.

• Delivery of key workstreams in the 2025/26 elective recovery plan including 
theatre utilisation, patient initiated follow up (PIFU), new to follow up ratios, 
prioritisation of children and young people.

• Elective recovery workshop scheduled for November 2025 to identify any 
additional high impact actions.

What is the expected impact? 
• Reduced RTT long waiters.
• ERF money targeted at specialties most in need. 

Potential risks to improvement?
• Patient choice can lead to end of month breaches.
• Diagnostic performance.
• Capital programme (RAAC replacement, CT replacement, Rood replacement)) 

which could impact on Diagnostic and theatre capacity at Scarborough and York 
through construction phases.

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Referral to Treatment RTT (2)

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

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

Please see previous page.

Reporting Month: Sep 2025



Outpatients & Elective Care
Outpatients and Elective Narrative

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Sep 2025

Headlines:
• For the month of September 2025, the Patient Initiated Follow Up (PIFU) the Trust the improvement trajectory of 4.5% with performance of 4.5%. Y&S 

has three specialties in the upper quartile of Trusts within the NE&Y region (Clinical Haematology, Physiotherapy and Rheumatology).

• Rapid Access Chest Pain (RACP) seen within 14 days was at 55.5% (August: 34.3%) which whilst a significant improvement remains below the target of 
99%.

Factors impacting performance:
• PIFU as standard project has resulted in improvements in PIFU rates in gynaecology, cardiology and gastroenterology in September 2025.  

• 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). Weekly meetings in place with Medicine Care Group and improvements seen in September 2025 as a result 
of administration staff commencing at York to free up clinical time.  Triage pilot evaluation 

• The outpatient delivery group has been refreshed in May 2025 as part of the 2025/26 elective recovery plan.  It has identified four key areas of priority:
➢ Increase PIFU rates delivered through the ‘PIFU as Standard’ project with a focus on gynaecology, ENT, cardiology and gastroenterology in Q2.
➢ Increase of Referral for Expert Input.  Agreed to review feasibility of cardiology, gynaecology and ENT roll out to be completed in Q3.
➢ Roll out digital clinical letters on pan for Q3.
➢ PAS readiness validation of non RTT waiting lists and embedding the operational toolkit.

Actions:
• Please see following pages for details.
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Outpatients & Elective Care
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Outpatients (1)

Executive Owner: Claire Hansen Operational Lead: Kim Hinton
Rationale: SPC1: Need to reduce instances where people miss their outpatient appointments (‘did not attends’ 
or ‘DNAs’) 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.

What actions are planned? 
• Outpatient 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 continues for the Medicine and Family Health Care 
Groups.

• The Trust is one of 6 Trusts in the North East and Yorkshire region who have agreed to 
participate in the NHSE ‘PIFU as standard’ programme.  The PIFU pathways the Trust are 
developing as part of this programme are Gynaecology, Cardiology, Gastroenterology  and ENT.  
Fortnightly task and finish groups set up, further faster guidance being reviewed. 

• Weekly RACP meetings have been established with medicine care group.  Focused actions are:
• Additional ad-hoc capacity being scheduled.
• Administrative staff recruitment to improve booking processes at York has been 

successful.  This will free up nursing staff. 
• Job plan review and additional clinics scheduled at Scarborough.
• Cross site agreement on evaluated urgency for RACP patients and recording on CPD to 

be agreed and in place. 

What is the expected impact?
• PIFU: Y&S should see a continued improvement in PIFU through 2025/26. Y&S has one specialty 

in the lowest quartile of Trusts within the NE&Y region (Gynaecology), involvement in PIFU as 
standard should result in an improvement in this specialty. Forecast to deliver 5% by end of Q3.

• RACP: Improved performance and improved patient experience.

• Potential risks to improvement? 
• PIFU at Scarborough is significantly lower than York (1.8% at SGH / 5.2% at York).
• RACP: Medical staffing at Scarborough.

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Outpatients (1)

Executive Owner: Claire Hansen Operational Lead: Kim Hinton
Rationale: Number of outpatient referrals received from General Practice, Consultant to Consultant and from 
other sources.
SPC1: No internal target.
Rationale: Number of outpatient referrals generated internally from Consultant-to-Consultant referral..
SPC1: No internal target.

What actions are planned? 
• Working with the ICB on demand management reviewing referrals by speciality and GP practices 

to understand reasons for increase and required interventions/pathway changes.
• Deep dive into consultant-to-consultant referrals to be presented at elective recovery board in 

October 2025.  Increase was a result of change in process, this has been amended in July 2025 
and reduction seen.  Residual increase is as a result of electronic referrals within the same 
speciality.

• BI insights work to be completed in October 2025 on suspected cancer referrals and impact on 
conversion rates to understand impact of referrals on cancer diagnosis.

What is the expected impact?
• Stabilisation of GP referrals to reduce impact increase of referrals on RTT total waiting list.  

Potential risks to improvement?
• Organisational barriers in delivering primary/secondary care pathways.
• Workforce challenges across primary/secondary care.

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Outpatients (1)

Executive Owner: Claire Hansen Operational Lead: Kim Hinton
Rationale: Number of outpatient referrals received from General Practice.
SPC1: No internal target.

Please see previous page

Reporting Month: Sep 2025



Operational Activity and Performance 
Diagnostics Narrative

Reporting Month: Sep 2025

Headlines:
• The September 2025 the position for patients waiting less than six weeks at month end was 65.5% against the improvement trajectory of 74.8%. This is the highest performance the 

Trust has had against the DM01 target this financial year.
• Further improvement is required to restore performance to trajectory level however it is a positive step that the total waiting list has continued to reduce, along with 6-week and 13-

week breach volumes.
• In the latest available national data (July 2025) the Trust ranked 135th out of 156 NHS providers (June 2025: 134th). 

Factors impacting performance:
• MRI continues to be the lowest performing modality in imaging. Staffing issues with resignations at York taking the service down to 50% against establishment.
• YSJ MRI launch slower than anticipated due to training requirements on new scanner.  No contrast scans currently able to run until training is complete. This has impacted on 

planned activity volumes YTD.
• MRI Paeds GA scans account for a cohort of the longest waiters.  Sought mutual aid from Leeds, Hull and Sheffield but no uptake. Further meeting scheduled with Hull and Sheffield 

to discuss options.
• Continued intermittent breakdowns of CT1, CT2 and CT3 at York impacting delivery of activity. 
• Delivery of cardiac CT insourcing has significantly improved CT performance in Sept 25.
• NOUS performance continues to be driven by MSK backlog.
• Barium Enema performance deteriorated at the beginning of the financial year due to a retirement and some long-term sickness. Performance has begun to recover, and this is 

anticipated to continue.
• The largest impact on Audiology performance is due to paediatric patients and tinnitus patients. DNA/WNB rates for paediatric patients in particular increased over the summer.
• Data Quality issues with audiology data are ongoing leading to potential inaccuracies in the DM01 return.
• Sickness and vacancies in paediatric audiology team affecting capacity. Inability to recruit to audiology posts due to lack of suitable candidates, especially at the East Coast. 
• Impact of  increase in elective demand to support long wait RTT patients in ENT, respiratory and Cardiology against DM01 waiters (audiology, sleep studies & Echo).
• Audiology booth capacity limits delivery of activity.
• We have not seen rise in Endoscopy performance improvement as we were anticipating, the DM01 logic is being urgently investigated by the I&I team as it appears we may not be 

capturing all relevant activity.
• Flexi-sig performance deteriorated in September; however, this is due to a significant reduction in the overall waiting list with a large proportion of delivered activity being in the 0-5 

week wait range for urgent requests and therefore negatively impacting performance but positively impacting volume of patients waiting.
• The East Coast gastro locum consultant left the trust at short notice in August and has not yet been replaced; this has reduced capacity and led to cancellation of patients including 

cancer and STT.
• Surveillance backlog leads to large volumes of patients adding to the DM01 backlog each month as their next test becomes due. Almost two thirds of 6-week breaches are 

surveillance patients.
• Increase in referrals for colorectal including more STT, leading to less delivery of D3 and D4 activity. 

Actions:
• Performance recovery actions expected to deliver continued improvement by the end of Q3 as actions continue to be embedded.
• Please see page below for detail.



Reporting Month: Sep 2025

Summary MATRIX
Diagnostics: please note that any metric without a target will not appear in the matrix below
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DIAGNOSTICS – National Target: 95%
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Diagnostics (1)

Executive Owner: Claire Hansen 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.

What actions are planned?

Endoscopy: Insourcing began w/c 18th August delivering a mix of colonoscopy and gastroscopy 
capacity for circa 60 patients per week.  Given the size of the current backlog it is anticipated that it 
could take up to 6 months to fully clear the long waiters and return to performance trajectory, 
though a gradual improvement is reflected in the September position.

Imaging: Insourcing began in October to mitigate capacity lost to York vacancies while recruitment is 
ongoing. Radiographer training for contrast at both YSJ and Scarborough CDC planned for 
October/November which will improve throughput once completed. Outsourced cardiac CT 
commenced w/c 1 September 2025, anticipated to clear the backlog within 7 weeks. The impact of 
this has begun to be visible in the September data. Advert out for MSK radiologist, interviews 
booked in October.

Physiological:

Echocardiography: Capacity has improved with the introduction of a locum which has begun to 
contribute to performance recovery.  Recovery plan is in place to fully recover position by the end of 
the financial year.

Sleep studies: Possibilities for insourcing are being explored to get back on top of the testing and 
reporting backlog.

Audiology: New audiology DM01 logic is in test and it is hoped that it will be in place by the time of 
October reporting. 4 x pop-up booths (two York, one Malton and one Bridlington) planned to deliver 
additional audiology capacity. Pathway change to introduce audiology on arrival planned by end 
October. 

UDS: Sufficient substantive Urology capacity is available in October so it is anticipated that backlog 
will be cleared by end October. Gynaecology UDS lists have been increased to allow an extra patient 
per list to try to clear long waiters.

What is the expected impact?

Increased capacity leading to increase in activity, reduction in backlogs and improvement to DM01 
to trajectory levels. The majority of recovery plans are in place to roll out through Q3 so it is 
anticipated that it may be late Q3/early Q4 before significant performance improvement is seen.

Potential risks to improvement?

Ongoing issues with equipment breakdown and recruitment challenges.

Reporting Month: Sep 2025
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Summary MATRIX
Children & Young Persons: please note that any metric without a target will not appear in the matrix below
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Children & Young Persons
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi (Acute)/Kim Hinton (Elective)

Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Children & Young Persons

Executive Owner: Claire Hansen 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.

What actions are planned? 
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. Care Groups have except for Head and Neck (due to  the volume of long 
waiters) to deliver zero RTT paediatric patients waiting over forty weeks by the end of 
Q3 2025/26.

SPC2: 
• A training session on breach analysis and breach data has been set up for the 

paediatric team in the Emergency Departments.
• An opportunity to streamline the pathways from ED to the children’s 

assessment units is being developed. Currently there is both a medic-to-medic 
and nurse-to-nurse handover; this could be reduced in some cases.

• Missed opportunities audit is underway, with data for three days at each site 
ready for analysis with a GP and a member of the paediatrics team.

• The ED and Paediatric teams are reconsidering the current front-door triage 
process; currently all children receive a full triage, but some children may 
notrequire a full triage and other children may benefit from getting to a doctor 
quicker rather than waiting for full triage first.

What is the expected impact?
• Improved ECS for CYP patients.
• To return to RTT52 trajectory and delivery of zero RTT40 week waiters (except for Head 

and Neck) has slipped to March 2026.

Potential risks to improvement?
• Impact of treating RTT65 week waits continues to take priority particularly in Head and 

Neck.

Reporting Month: Sep 2025
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Summary MATRIX
Community: please note that any metric without a target will not appear in the matrix below
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COMMUNITY
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

May 2024Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Community (1)

Executive Owner: Claire Hansen 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.

What actions are planned?
Frailty Virtual Ward - capacity 12, occupancy (snapshot) 5
There has been a data quality issue with identifying patients on the Frailty 
Virtual ward from both CPD and SystmOne. This is being explored with the 
Business Intelligence team as actual occupancy is reported to be higher 
than five. 

Heart Failure  - capacity 10, occupancy (snapshot) 2
In line with the report carried out by GIRFT and the update given to Trust 
Board, the heart failure pathways previously captured as Virtual Ward are 
no longer being classed as such. Therefore as of next month the number of 
open virtual ward beds will decrease, although these patients are still being 
cared for in innovative ways at home, away from acute sites.
 
Vascular – capacity 8, occupancy (snapshot) 10
The model uses pre-existing resource and often operates at capacity; no 
improvement actions planned. 

Cystic Fibrosis – capacity 3, occupancy (snapshot) 0
The system allows a virtual model of care for up to three patients using 
existing resource; no improvement actions planned.

May 2024Reporting Month: Sep 2025



KPIs – Operational Activity and Performance 
Community (2)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi/Kim Hinton

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.

What actions are planned? 
SPC1: The Care Group is looking for efficiencies that could support increasing capacity. 
Planning for 2026/27 is underway with draft plans to go through Trust’s Confirm and 
Challenge process in October and November.

SPC2: SLT Leap Into Language initiative ran through to the end of August 2025 consisting 
of:
Following an initial assessment children will go down 1 of 2 pathways (depending on age):
• Option 1 = PCI pathway with 3 x home visits (primarily SLTAs)
• Option 2 = block of 6 sessions in clinic with a therapist (band 5, 6, and 7)

At the end of summer/first week of the school term there was a protected slot built in, to 
follow up with school as appropriate (e.g., admin time to write a report to send, OR to 
arrange a visit). The impact of this initiative will be evaluated throughout September and 
October.

What is the expected impact?
Currently circa 40% of the total SLT waiting list are children with ‘Language Difficulties’ 
with 60% of those waiting over 1 year. A similar project entitled ‘Summer of Speech’ which 
ran June to September 2024 saw 25% of patients discharged. The number waiting over 52 
weeks has reduced for the third consecutive month and is just behind the end of 
September improvement trajectory of 545).

Potential risks to improvement?
• Prioritising the Discharge to Assess pathway could reduce capacity in the Community 

Therapy Team (which supports planned therapy care) if efficiencies cannot be made.
• National shortage of SLT therapists.

May 2024Reporting Month: Sep 2025



QUALITY AND SAFETY



Quality and Safety 

Executive Owner: Karen Stone and Dawn Parkes 

Reporting Month: Sep 2025

Highlights:
Clostridioides Difficile Infection (CDI) - The Trust is under the year-to-date objective by 11 cases. The Trust is no longer an outlier within the region as 
reported within the UKHSA Healthcare Associated Infections in Yorkshire and Humber Quarterly Report.
Concerns / Risks :
MSSA bacteraemia - The Trust is over the year-to-date objective by 9 cases to end of September 2025.  The UKHSA Healthcare Associated Infections in 
Yorkshire and Humber Quarterly Report demonstrates that the Trust MSSA rate per 100,000 bed days is high and the Trust is a regional and national 
outlier.
E.coli Bacteraemia - The Trust is over the year-to-date objective by 13 cases to end of September. The UKHSA Healthcare Associated Infections in 
Yorkshire and Humber Quarterly Report demonstrate that the Trust E.coli rate per 100,000 bed days is high and has increased since the previous quarter, 
with the Trust showing as a regional and national outlier.
MRSA
The Trust is over by 5 cases against an objective of 0.
Next Steps:
Trust IPC Improvement plan is being refreshed to include all learning from after action reviews, to be presented to Infection Prevention Strategic 
Assurance Group on 30th October.

Highlights:
CQC Inspection October 2025:
• CQC undertook an unannounced inspection of Urgent and Emergency Care and Medical Care at Scarborough Hospital on 7-9th October. 
Concerns / Risks :
The CQC recognised the need for the Trust to balance risk of overcrowded Emergency Departments and the opportunity to use Temporary Escalation 
Spaces (TES)  within our agreed standard operating plan (SOP).
Next Steps:
To support the implementation of our revised TES SOP and Urgent and Emergency Care Improvement plan.
Data requests from CQC have been received and will be submitted by 24th October 2025. 



Reporting Month: Sep 2025

Summary MATRIX 1
Quality and Safety: please note that any metric without a target will not appear in the matrix below
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Quality & Safety 
Scorecard (1)

Executive Owner: Dawn Parkes Operational Lead: Sue Peckitt

Reporting Month: Sep 2025



KPIs – Quality & Safety
Q&S (1)

Executive Owner: Dawn Parkes Operational Lead: Sue Peckitt

Rationale: To drive reduction in avoidable health care associated infection (HCAI), 
facilitate patient safety and improve patient outcomes   
Target: National thresholds for 2025/26 have remain the same as the previous year except 
Klebsiella bacteraemia which has reduced by 25 cases. MSSA bacteraemia has an internal 
5% reduction on the 2024/25 year-end position. MSSA is a True North Metric.

Key Risks:
• MRSA bacteraemia  objective breached with 4 cases in 2025/26 against a zero 

tolerance
• MSSA bacteraemia – The Trust is 9 cases over the YTD objective
• E.coli bacteraemia -  The Trust is 8 cases over the YTD objective
• Klebsiella bacteraemia - The Trust is 8 cases over the YTD objective
• Pseudomonas bacteraemia - The Trust is 7 cases over the YTD objective

Key assurances/brilliances:
• CDI - The Trust is 11 cases under the YTD objective. Whilst August saw a rise in 

cases, we have recovered the improved position in September.
• All cases are subject to after action review and the process for these reviews is being 

changed to ensure care groups own the reviews and actions. 
• The focus for 2025/26 is prevention of avoidable bacteraemia’s.  A Trust MSSA 

bacteraemia improvement plan is in place and care groups are developing local MSSA 
bacteraemia reduction plans to drive improvement.  

• Point prevalence survey for Urinary catheters has been undertaken in August to base 
improvement work on.  

• The IPC team are delivering an internal study day in October and have 75 delegates 
booked onto the day

• Next Key Improvements:
• Present the IPC Board Assurance Framework to IPSAG for approval
• Present the  IPC strategic plan for improvement to IPSAG for approval.
• Inform the care group IPC improvement plans 
• Year of quality months for IPC – September & October.  

Reporting Month: Sep 2025



Quality & Safety 
Scorecard (2)

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

Reporting Month: Sep 2025
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