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Minutes 
Board of Directors Meeting (Public) 
25 March 2026 
 
Minutes of the Public Board of Directors meeting held on Wednesday 25 March 2026 in 
the Trust Headquarters Boardroom, York Hospital. The meeting commenced at 9.00am 
and concluded at 11.50am. 
 
Members present: 
 
Non-executive Directors 

• Mr Martin Barkley (Chair) 

• Ms Rukmal Abeysekera 

• Dr Lorraine Boyd (Maternity Safety Champion) 

• Ms Julie Charge 

• Ms Helen Grantham  

• Ms Jane Hazelgrave 

• Dr Richard Reece, Associate Non-Executive Director (Via Teams) 
 
Executive Directors 

• Miss Clare Smith, Chief Executive  

• Mr Andrew Bertram, Finance Director and Deputy Chief Executive 

• Dr Karen Stone, Medical Director 

• Ms Tara Filby, Interim 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 
 

Corporate Directors 

• Mr Chris Norman, Managing Director, YTHFM 

• Mrs Lucy Brown, Director of Communications 

• Mr Mike Taylor, Associate Director of Corporate Governance 
 

In Attendance: 

• Mr Joe Hague, Chief Nurse Designate (Via Teams) 

• Ms Alison Chorlton, Nurse Consultant, York and North Yorkshire Sexual Health and 
HIV Services (For Item 6) 

• Ms Sascha Wells-Munro, Director of Midwifery (For Item 15) 

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

• Ms Linda Wild, Elected Governor – Public 

• Mr Graham Lake, Elected Governor – Public 

• Mr Nick Bosanquet, Elected Governor – Public 

• Three members of the public 
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1  Welcome and Introductions 
 
Mr Barkley welcomed everyone to the meeting. 
 
2  Apologies for absence 
 
There were no apologies for absence. 
 
3 Declaration of Interests 
 
There were no new declarations of interest.  
 
4 Minutes of the meeting held on 25 February 2026 
 
The Board approved the minutes of the meeting held on 25 February 2026 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 49 Ensure that work on understanding referrals is presented to the Resources 
Committee.  
Miss Smith advised that a report would be presented to the Resources Committee and the 
Board in April. The due date was deferred.  
 
BoD Pub 50 Produce a paper for discussion on reducing sickness absence for 
presentation to the Resources Committee. 
The paper had been presented to the Resources Committee at its meeting on 17 March. 
The action was closed.  
 
BoD Pub 54 Update the Board on the response from the ICB on the 24/25 unpaid ERF 
income. 
Mr Bertram reported that a reply had been received from the ICB which rejected the claim 
for the unpaid ERF income, following discussion with the regional team. Mr Bertram 
advised that, whilst the income was not included in the forecast for 2026/27, there was one 
final avenue to explore in terms of securing payment. The action was closed.  
 
BoD Pub 63 Consider how the Safer Nurse Staffing information might be  incorporated 
into the Nursing Quality Assurance Framework paper for Quality Committee  
Ms Filby advised that the Quality Assurance Framework paper for Quarter 4 would be 
amended to incorporate the relevant information. The action was closed.  
 
BoD Pub 65 Present the new approach to reporting performance for 2026/27. 
Miss Smith advised that the approach would be presented to the Board as part of the 
operational planning process. The due date was deferred.  
 
BoD Pub 66 Update the Board on the meeting with the regional team to discuss the 
unmet target of 60% of RTT patients waiting less than 18 weeks for elective treatment.  
Ms Hansen reported that she had met with the regional team on 13 March to discuss 
projected performance targets. There had been no repercussions from this meeting, but 
Ms Hansen was of the view that there would be consequences arising from the Trust’s 
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position under the National Oversight Framework. However, the performance metrics were 
showing evidence of improvement in Quarter 4 in most areas other than Referral To 
Treatment (RTT). The action was closed.  
 
BoD Pub 68 Provide an update on discussions to progress the hybrid theatre and VIU 
projects. 
Mr Norman advised that an options appraisal was being worked through and a paper 
would be presented to the Board in April.  

Action: Mr Norman 
 
BoD Pub 69 Bring an update on the Acute Medical Model. 
This would be covered under Item 13 Trust Priorities Report. The action was closed.  
 
6 Patient’s Story 
 
Ms Chorlton joined the meeting and shared slides illustrating the aims and successes of 
the cervical screening service. Ms Chorlton also shared several brief patient stories 
associated with the service. Questions and comments were invited.  
 
Miss Smith highlighted that the service was a good example of the move to neighbourhood 
care which would be particularly effective in reaching vulnerable populations. Ms Chorlton 
was asked if there were any examples of learning which could be applied to other 
services. She observed that the specific targeting of populations could be replicated in 
some services.  
 
Ms Chorlton was thanked for her informative presentation and she left the meeting.  
 
7 True North Report 
 
Miss Smith advised that she would bring a recommendation for the True North metrics for 
2026/27 to the next meeting. 

Action: Miss Smith 
 
Miss Smith reported that, whilst there had been some improvement in the national Staff 
Survey outcomes for the Trust in terms of staff recommending it as a place to receive care, 
there was clearly much further to go. This work would be supported by the development of 
a clinical strategy and the elimination of corridor care. Miss Smith was pleased to report 
that the Continuous Quality Improvement Business Case submitted to NHS England by 
the Trust had been approved which was hugely significant. In terms of recommending the 
Trust as a place to work, Miss Smith observed that, from her meetings with colleagues 
across the organisation, it was clear that Trust values and behaviours were not being 
consistently demonstrated.  
 
Miss Smith advised that efforts continued to reduce the number of bed days lost to 
patients with no criteria to reside. A pilot of a process to transfer patients without a Trusted 
Assessor Form would be extended to more wards and further escalations were being 
explored in terms of long stay patients. A new Acute Model of Care was now in place 
which was providing benefits for both patients and staff in Emergency Departments (ED) 
and would underpin an improvement in the Emergency Care Standard (ECS) and in the 
reduction of 12 hour waits in ED. The aim was to eradicate corridor care and 12 hour 
waits.  
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Miss Smith reminded the Board that metrics relating to the performance of the Cancer 
service were a month behind other performance metrics and improvements should be 
evidenced in next month’s report.  
 
Ms Filby highlighted the targeted work to address the number of Category 2 pressure 
ulcers and Trust onset MSSA infections. Overall, good progress was being made.  
 
Finally, Miss Smith noted that the Trust awaited confirmation from the NHS England 
regional team that the implementation of the new Electronic Patient Record (EPR) could 
proceed in the next few months. As outlined previously, the Business Case for the 
implementation of Continuous Quality Improvement methodology, which would link to 
productivity and efficiency work, had been approved and a procurement exercise could 
now be initiated. 
 
8 Chair’s Report 
 
The Board received the report.  
 
Mr Barkley advised that he had, in fact, chaired the meeting of the Digital Sub-Committee 
on 20 March 2026.  
 
9 Chief Executive’s Report 
 
The Board received the report.  
 
Miss Smith observed that, as she reached the end of her first 100 days in post, she had 
reflected on discussions with a range of colleagues on how it felt to work and to deliver 
care in the Trust. She would be sharing these reflections with the Board in April and the 
priorities arising from them would be incorporated into the operational plan. 
 
Miss Smith cautioned that the implementation of the Continuous Quality Improvement 
programme would be a significant addition to Executive Directors’ workload. She reported 
that the Annual Plan for 2026/27 had been re-submitted and she expected further 
discussions with the regional and national team around the forecast deficit position.  
 
Miss Smith reported that she and Mr Barkley, Dr Stone, and Ms Hansen had attended an 
NHS England conference on eradicating corridor care; this had been very valuable and 
helped to inform the Executive team’s commitment to this aim.  
 
Miss Smith also highlighted some evidence of improvement in the results of the national 
Staff Survey and in the CQC report from the unannounced inspection of Scarborough 
Hospital. She reported that Tara Filby had been appointed as Interim Chief Nurse, 
following Dawn Parkes’ retirement and until Joe Hague began in post as new Chief Nurse, 
and that Sarah Coltman-Lovell had joined the Trust as Director of Strategy until the end of 
May. 
 
Board members had enjoyed, as always, reading the Star Award nominations. Dr Reece 
asked how patients were made aware of the opportunity to nominate staff. Mrs Brown 
responded that promotional material should be displayed on all sites, and the website also 
provided relevant information.  
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10 Quality Committee Report 
 
Dr Boyd highlighted the key discussion points from the meeting of the Quality Committee 
on 24 March 2026:   

• Surgery Care Group had provided an update, highlighting pressures on responding 
to complaints within the set timescales and on operating times for patients with a 
fractured neck of femur; the Committee would continue to monitor both;   

• there was continued uncertainty around the future of the Maternity and Neonatal 
Voices Partnership;  

• the Committee received assurances around Maternity Services, and from 
workstream including complex needs, mortality and learning from deaths, and 
sepsis;  

• the Committee received a comprehensive update on internal audit actions relating 
to quality and safety. 

 
Dr Boyd reported that, following the Board discussion at the last meeting on the maternity 
regional heatmap, Ms Wells-Munro had explained the information used for the reported 
metrics. Dr Boyd assured the Board that directors were already well-sighted on all this 
information.  

 
11 Resources Committee Report  

 
Ms Grantham outlined the key discussion points from the meeting of the Resources 
Committee on 17 March 2026. Operational performance was generally below forecast 
trajectories but there was evidence of improvement. The Committee had undertaken a 
focussed review of Urgent and Emergency Care and of culture, leadership and 
behaviours. The significantly increased response rate to the national Staff Survey was 
welcomed and it was agreed that the survey was now much more representative. The 
deterioration in scores had been halted which would at least provide a foundation for 
future improvement. The Staff Survey improvement plan would focus on a fewer number of 
priorities for greater impact. 
 
Ms Grantham advised that the Committee would receive a monthly update on progress 
against the Waste Reduction and Productivity (WRAP) programme, alongside the usual 
financial report. Ms Abeysekera highlighted the WRAP tracking document which had been 
shared with the Committee as evidence of oversight and accountability.  
 
Miss McMeekin was asked to arrange a demonstration of the Robotic Process Automation 
tools, Esther and IRIS, for Mr Barkley.  

Action: Miss McMeekin 
 
Mr Barkley asked who would be leading on the re-procurement of Urgent Treatment 
Centre services and what was the timeline. Ms Hansen responded this would be led by the 
Medicine Care Group and should be concluded in Quarter 3.  
 
It was noted that the Equality Delivery System report was presented to the Resources 
Committee and the Board as part of the requirement for all NHS providers to implement 
the Equality Delivery System.  
 
Mr Barkley asked when the revised Sickness Absence Policy would be implemented. Miss 
McMeekin advised that this was still under negotiation with trade union representatives but 
was being prioritised.  
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12 Group Audit Committee Report 
 
Ms Hazelgrave highlighted the key points from the meeting of the Group Audit Committee 
on 10 March 2026:  

• 11 internal audit reports had been issued since the last meeting of the Committee: 
four with significant assurance and seven with limited assurance; as the internal 
audit programme was risk based, it was expected that a number of areas would 
return reports with limited assurance, with the priority being to address the 
recommendations;  

• external audit colleagues had begun work on this year’s report; a materiality 
threshold had been set at £18.4m;  

• the Committee had received internal audit progress reports for both the Trust and 
YTHFM and had approved internal audit plans for 2026/27 for both parts of the 
Group, this being eight fewer days than for 2025/26;  

• a report from the Counter Fraud team was presented, and would be going forward 
at each meeting; 

• the Chief Nurse had attended the meeting to report on her recommendations from 
Internal Audits undertaken in 2025/26; it was agreed by the Committee that this 
should be the focus of Executive attendance at the meeting;  

• the Committee had reviewed its terms of reference and discussed its annual report 
which was positive overall;  

• there were no new risks to escalate.  
 
Mr Barkley referred to the eight overdue recommendations from the Trust’s internal audit 
reports. Ms Hazelgrave responded that the Committee had been assured that these would 
be addressed by Executive Directors. Mr Taylor added that audit recommendations were 
reviewed at Risk Sub-Committee and Corporate Directors’ meetings. Ms Hazelgrave noted 
that the Committee received full internal audit reports which would improve transparency.   
 
13 Trust Priorities Report (TPR) 
 
The Board considered the TPR. 
 
Operational Activity and Performance 
Ms Hansen reported that the new Acute Model of Care, which was in line with national 
guidance, had been implemented at pace at both York Hospital and Scarborough Hospital 
EDs. The model of care included two new areas: Extended Emergency Medicine 
Ambulatory Care (EEMAC) and the Emergency Assessment Unit (EAU). Ms Hansen 
recorded her appreciation for the support received by frontline ED staff from the Digital 
team during the period of implementation. Ms Hansen reported that the Acute Model of 
Care had resulted in an improvement in ECS performance in March of around 10% and a 
reduction in 12 hour waits of around 5%. The environment in the EDs for both staff and 
patients was calmer as a result of these changes, with patients waiting for specialty input 
now cared for in a different area. Ms Hansen reported that there had been no 12 hour wait 
breaches at York Hospital on the previous Sunday and it was agreed that this was 
extremely positive. Ms Hansen advised that the implementation of the Acute Model of 
Care was more challenging at Scarborough due to the medical staffing establishment 
which was being reviewed to support future changes.  
 
Ms Hansen reported that work to reduce Length of Stay continued, which was part of a 
wider programme to address patient flow through the hospitals. Mr Hawkins advised that a 
first analysis of the data showed that the new EAU had avoided about 90 admissions in 
the first week on the York site.  
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Ms Hazelgrave questioned what the enabler had been for this significant change. Ms 
Hansen explained that the new model of care had been linked to the go-live of the new 
EPR and the Digital team had worked out of hours to make the appropriate changes to the 
current patient database. The changes had also been driven and well led by Dr Smith and 
Mr Stanley, Care Group directors for Medicine and Surgery respectively.  
 
Ms Hansen advised that cancer performance metrics were gradually improving despite the 
challenging context. Work on pathways and additional funding received from the Cancer 
Alliance had supported this improvement. In terms of Referral To Treatment, funded 
sprints had continued throughout March: an additional 6,000 outpatient appointments had 
been created, based on the £1m of funding received. As the funding had been received 
after the start of Quarter 4, the agreed target would not be met. There had been a slight 
increase in the total waiting list due to the rise in referrals.  
 
Ms Hansen reported that the Trust’s diagnostic performance had improved by almost 7% 
at the end of February 2026, which was the best performance since February 2020. Whilst 
the end of year trajectory would be missed, the direction of travel was positive and long 
waits continued to be reduced. Ms Hansen advised that there had been some indication 
that sprint funding would be continued in April.  
 
In response to a question, Ms Hansen advised that the Scarborough Community 
Diagnostic Centre was due to open this week for staff training, with operations being 
brought on-line throughout April.  
 
Mr Barkley asked about the investment in capacity to address the long waiting times for 
paediatric speech and language therapy. Mr Bertram responded that the investment could 
not be made, and therefore recruitment could not begin, until the financial plan had been 
approved by NHS England. Ms Hansen advised that discussions had been taking place 
with system partners to ensure that children on the waiting list for speech and language 
therapy were on the right pathway. Mr Barkley emphasised the importance of treating 
children without delay.  
 
Mr Barkley referred to the bullet point on page 86 of the report which read “The average 
non-elective Length of Stay (LoS) acute for patients staying at least one night in hospital 
was 7.5 days during January 2026 (3,795 spells of care covering 28,425 bed days). 
Please note, this metric was modified from January 2026 onwards to correctly match the 
national guidance on how to calculate (all Trust sites which make up the spell have been 
included with maternity spells removed)”. He questioned how data governance was 
overseen. Mr Hawkins advised that the national reporting of data was overseen by him, 
under the delegated authority of the Chief Executive. He would clarify if there had been a 
previous error in reporting non-elective length of stay or whether the national guidance had 
changed.   

Action: Mr Hawkins 
 

Mr Barkley highlighted the increase in referrals. Miss Smith reminded the Board that a 
paper would be presented to the Resources Committee on the reasons for, and the impact 
of, the increase.  
 
The Board acknowledged the improvement in the metrics for diagnostics, particularly the 
reduction in the number of patients waiting more than six weeks for Audiology, MRI and 
Colonoscopy procedures.  
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Mr Barkley noted however the disappointing metric for the 2-hour Urgent Community 
Response compliance and requested that an improvement plan be brought to the Board in 
April.  

Action: Ms Hansen 
 
Quality and Safety 
Ms Filby reported that the progress to reduce C.Difficile infections had been sustained and 
the Trust’s position as first out of 134 Trusts under the National Oversight Framework for 
improvement in this metric had been recognised nationally, as Ms Filby had been asked to 
share the Trust’s improvement journey with the Regional Directors of Nursing. Ms Filby 
also reported that there had been reductions in February of cases of E.Coli and Klebsiella 
Bacteraemia. She referenced the current improvement actions in the report and advised 
that governance around Infection Prevention and Control (IPC) had strengthened. An 
internal audit report on IPC governance had recorded significant assurance.  
 
Ms Filby advised that in terms of pressure ulcers, the monthly target had been missed in 
February. Data was being used to drive focussed areas for improvement which were 
monitored closely. As reported at the last meeting, discussions had begun with system 
partners to initiate improvement work across other providers, particularly in how pressure 
damage which had developed in a care home setting was reported.  
 
Maternity 
There were no question or comments on this section.  
 
Workforce 
Miss McMeekin reported that the Health Care Support Worker (HCSW) vacancy rate stood 
at 14% with the majority of vacancies being in the Medicine Care Group. This position was 
being managed closely. Miss McMeekin noted that some HCSWs had moved onto nursing 
apprenticeships which was positive. A number of new HCSWs were currently undergoing 
recruitment checks or being trained through the Health Care Academy. Miss McMeekin 
assured the Board that no agency staff were being used to cover the vacancies.   
 
Miss McMeekin also reported that the Scarborough Hospital staff wellbeing room had been 
completed and the one at York Hospital was due for completion next week.  
 
The Board was pleased to note the use of apprenticeships to retain HCSWs within the 
organisation and to provide a stepping stone for their development.  
 
Digital and Information Services 
Mr Hawkins advised that the overall impact of the delay to the implementation of the new 
EPR was being mitigated whilst further communication was awaited from NHS England. 
He reported that the Trust had purchased licences to extend the trials of Ambient Voice 
Technology. The Service was also progressing the electronic ordering of radiology in 
primary care. The Digital Sub-Committee had met on 20 March when the pressures on the 
IT Service Desk in the lead up to the planned implementation of the EPR had been 
discussed. The team was reviewing the lessons learnt.   
 
Finance 
Mr Bertram reported that at Month 11, the Trust was on target to meet the revised year-
end trajectory, which was a deficit of £32.6m. Good progress had been made against the  
financial recovery programme and it was expected that the £5m target for recovery actions 
would be delivered. The overtrade against the Elective Recovery Fund was being 
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corrected to ensure that it was in balance at year-end and that there was no exposure to 
risk.  
 
In terms of the Cost Improvement Programme, Mr Bertram advised that £37m had been 
delivered in full year terms and the total was expected to reach £39m by year-end, 
although he cautioned that the majority of savings were non-recurrent. Care Groups and 
Corporate areas had been asked to review their savings line by line to identify more which 
could be recurrent.  
 
Mr Bertram reported that £44m of the capital programme had been spent at Month 11. The 
procurement team was making every effort to ensure that the significant amount of 
remaining capital was spent by year-end. 
 
In response to a question, Mr Bertram advised that KPMG were due to finish their work by 
the beginning of May. A report would be presented to the Board.  

Action: Mr Bertram 
 
Dr Reece highlighted the amount which could be saved by stopping the use of first class 
post. Mr Bertram commented that the organisation was a significant user of postal services 
but there was now much greater awareness of the spend, and the need to use first class 
post had been challenged which had led to a substantial reduction. Mr Hawkins advised 
that the Trust had the capability to move to digital communication, but patients needed to 
be voluntary users of the Patients Know Best system which was a challenge.   
 
14 CQC Compliance Update 
 
Ms Filby reported that a recent IR(ME)R inspection of Nuclear Medicine at York 
Hospital had identified no breaches and two areas for improvement, with an action plan 
due by 7 April 2026. 
 
Ms Filby advised that the CQC report from the October 2025 inspection of Scarborough 
Hospital had been published on 20 March and described improvements in Medical 
Services and further improvements to make in Urgent and Emergency Care. A Trust 
response to the recommendations was due by 10 April 2026. Trust representatives 
continued to meet regularly with the CQC, and some non-inspection visits were planned 
for later in the year.  
 
The Board recorded its congratulations to the Medicine Care Group for the positive report 
on Medical Services and the improvements in Urgent and Emergency Care.  
 
15 Maternity and Neonatal Report 
 
Ms Wells-Munro presented the report and highlighted the key assurances set out in the 
executive summary, in particular that the Trust’s perinatal mortality rate remained at 3.8 
per 1000 births, this metric being taken from the 2023 MBRRACE report. Ms Wells-Munro 
noted that the most recent report had now been received and the mortality rate had 
reduced. She would bring a full summary of the MBRRACE report to the next meeting.  
 
In terms of the rate of Post-Partum Haemorrhage over 1500mls, the rate for January 2026 
was 3.2%. A review of all the actions currently in place was being undertaken to identify 
any further improvements, although Ms Wells-Munro cautioned that this was in the 
national context of increased inductions of labour and a significantly increased rate of 
Caesarean sections.  
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Ms Wells-Munro confirmed that the Maternity Incentive Scheme submission had been 
made to NHS England by the deadline. The Trust had declared compliance with seven of 
the ten safety actions, and this might increase to eight if the mitigations for Safety Action 1 
were agreed by NHS England. The number of safety actions had been reduced to six in 
Year 8 of the Maternity Incentive Scheme; Ms Wells-Munro would provide more 
information about these in her May report.  
 
Ms Wells-Munro reported that a Deputy Director of Midwifery had been appointed and 
would begin in post on 1 June and that Community Midwifery Services in Scarborough and 
the East Coast were about to move into a facility called the Street which would enable 
women to have greater access to antenatal and postnatal community care as well as 
antenatal education and infant feeding support 
 
Ms Wells-Munro flagged the key risks and concerns to the Service which included the risk 
that maternity services may not receive the funding requested from NHS Resolution in full 
to progress the implementation of transitional care across York and Scarborough and to 
deliver the two key elements within Saving Babies Lives Care Bundle. The WRAP target of 
£1m was also a concern.  
 
Finally, Ms Wells-Munro highlighted the assurance visit from the Local Maternity and 
Neonatal System, noting that the feedback received was positive and all actions had been 
completed.  
 
A question was raised about the impact of a reduction in the number of births at both York 
and Scarborough. Ms Wells-Munro explained that, whilst the national birth rate had 
reduced, the complexity of cases and length of stay of both mothers and babies had 
increased.  
 
Mr Barkley asked why there were gaps on the rota given the increase in the number of 
midwives overall. Ms Wells-Munro explained that the gaps were due to maternity leave, 
sickness absence and new Band 5s midwives being supernumerary.  
 
Ms Wells-Munro was thanked for her report and she left the meeting.  
 
16 Mortality Review – Learning from Deaths Report 
 
Dr Stone presented the paper, noting that it had been reviewed by the Quality Committee. 
She advised that the report did not contain Hospital Standardised Mortality Ratio (HSMR) 
data as this was no longer received. Dr Stone referred to the Summary Hospital-level 
Mortality Indicator (SHMI) funnel plots and highlighted that the Trust was in a good position 
in comparison to its peers. Dr Stone also referenced the comparison of observed versus 
expected deaths by diagnosis group, and the reduction in deaths from sepsis and 
pneumonia. There were no areas causing concern.  
 
Dr Stone advised that she had requested that the Learning from Deaths team undertake 
some triangulation of the data from sepsis treatment by completing a Structured 
Judgement Case-note Review on deaths from sepsis. 
 
Mr Barkly asked what the impact for the Trust was of not subscribing to the Healthcare 
Evaluation Data (HED) system. Dr Stone would ask the Associate Medical Director for 
Patient Safety to attend a Quality Committee meeting to speak to the next Learning from 
Deaths paper and to outline the reasons for not subscribing to the HED system.  

Action: Dr Stone 
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Mr Barkley suggested that it would be valuable to include crude mortality trends within the 
paper.  

Action: Dr Stone 
 

17 Staff Survey Annual Report 
 
Miss McMeekin presented the paper. She highlighted the response rate to the 2025 
survey which had increased by 19% to 55%. The results showed an improvement in all 
People Promise themes but the Trust was only above the benchmark group as regards 
“we work flexibly”, although gaps had been closed in other response areas. Miss 
McMeekin noted that the results demonstrated that the experience of Black and Minority 
Ethnic colleagues and those with a disability was less positive but there were fewer 
reported incidences of bullying and harassment from colleagues and managers. 
Incidences of sexual harassment from other members of staff had reduced, but not those 
from patients. Colleagues not based at any of the Trust’s main delivery sites reported the 
most positive experience. 
 
Miss McMeekin advised that a new improvement plan was being developed which would 
consolidate focus on two or three key areas. The team developing the plan would engage 
with groups such as the Change Makers, trade unions and other staff networks as usual 
and would also attempt to engage beyond, to staff who were not part of these networks. 
The improvement plan would be presented to the Resources Committee and to the Board 
for approval.  

Action: Miss McMeekin 
 
Miss Smith noted that colleague experience was key to the organisation achieving its 
ambitions. She recorded her thanks to Miss McMeekin and Mr Bertram for their efforts to 
increase the response rate to the survey, to the extent that the results could now be 
judged as representative. Miss McMeekin confirmed that the response rate had increased 
in all areas. She also confirmed that results had already been communicated to all areas 
and local improvement plans were already being developed.  
 
Mr Barkley emphasised that the most important metrics for the Board were the percentage 
of staff recommending the Trust as a place to work and as a place to receive care, and 
there was still a significant gap to the benchmarked average. It was in this context that the 
agreement for funding for the implementation of a Continuous Improvement methodology 
was so important.   
 
18  Equality Delivery System 
 
Miss McMeekin presented the paper and reminded the Board that reporting had begun in 
2022. The Equality Delivery System (EDS) was split into three domains: Domain 1 
changed each year and Domains 2 and 3 were consistent. Domain 3 was peer assessed 
by Harrogate and District Foundation Trust. The only areas not showing improvement 
were those flagged by Mr Barkley as the most important metrics for the Board. However, 
this was based on the 2024 survey and so should show improvement next year. Miss 
McMeekin referenced the action plan included in the paper.  
 
Miss McMeekin advised that the Board’s view on the effectiveness of the EDS process in 
delivering positive change had been fed back to NHS England.   
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19 Corporate Governance Update 
 
Annual Committee Effectiveness Reviews 
The Board received the Group Audit Committee annual effectiveness review.  
 
Ms Hazelgrave advised that the Committee had reviewed its agenda over the year, with a 
view to focusing more on its core purpose. She highlighted the year on year reduction in 
overdue internal audit actions.  
 
The Board received the Resources Committee annual effectiveness review.  
 
Ms Grantham advised that the Committee had reallocated time to focus on key priorities. It 
was agreed that this had worked well.    
 
Committee Terms of Reference Amendments 
 
Subject to the addition of an Associate Non-Executive Director to the quorum of the 
Committee, the Board of Directors approved the Resources Committee Terms of 
Reference. 
 
Board of Directors’ Work Plan 
 
The following amendments were agreed to the Board of Directors’ public meeting 
workplan:  

• a report on patient experience and complaints to be received on a quarterly basis, 
beginning in April;   

• a quarterly update on progress against the Staff Survey plan to be received, having 
first been reviewed by the Resources Committee.  
 

With these amendments, the Board of Directors’ public meeting workplan was 
approved.  
 
Modern Slavery Act Statement 
 
The Board of Directors approved the Modern Slavery Act Statement.  
 
20 Questions from the public received in advance of the meeting 
 
Questions had been received from the public in advance of the meeting. Mr Barkley read 
out the questions and the responses as follows: 
 
Funding Disputes and Patient Safety (Inter-Agency Failure) 
What is the Trust’s policy when a high-risk patient requires 1-to-1 'Enhanced Care' but a 
funding dispute arises between the Hospital and Social Services? Specifically, does the 
Board find it acceptable for life-critical 1-to-1 support to be withdrawn solely because of a 
'payment wrangle,' and what is the Board’s 'Safety First' protocol to ensure care continues 
while financial disputes are resolved in the background? 
 
The Trust’s policy is explicit: care is provided solely on the basis of clinical need and is 
never withdrawn because of funding disputes. Enhanced care is delivered following an 
individual assessment of need and is supported by both an electronic patient care system 
and established policy. 
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The Mental Capacity Act (MCA) provides the legal framework within which we operate to 
keep patients safe, ensuring that all decisions are made using the least restrictive options 
available. 
 
What is the Trust’s formal policy regarding 'Clinical Escalation' when a high-risk 
neurodivergent patient repeatedly refuses vital sign monitoring? Specifically, does the 
Board find it acceptable for a junior staff member to fail to escalate this refusal to a senior 
clinician or a 'Patient Safety Lead' for more than four hours, and what audit is being done 
to ensure this lack of escalation is not a common practice on general wards? 
 
The Trust’s Deteriorating Adult Patients Monitoring and Escalation Policy sets out the 
organisation’s responsibility to ensure that all patients are assessed and managed 
appropriately, reducing the risk of clinical deterioration and potential cardiac arrest. 
Registered Nurses are required to escalate concerns in line with the deteriorating patient 
escalation pathways. 
 
As a minimum standard, all adult patients must have their observations recorded at least 
every 12 hours unless an alternative frequency is clinically indicated. Observation 
frequency should increase in response to clinical concern or in accordance with the 
escalation pathways. It would be expected that a junior member of staff seeks advice from 
a more senior nurse or medical colleague if, in their clinical judgement, a patient’s refusal 
poses a risk to their safety—particularly in the case of a high‑risk neurodivergent patient. 
Assurance regarding compliance is provided to the Patient Safety and Clinical 
Effectiveness Subcommittee through the Deteriorating Patient Group, supported by regular 
audit activity and established safety‑governance structures. Any significant concerns are 
escalated to the relevant Board subcommittees. 
 
Training Compliance (The 10% Gap) - In light of the Oliver McGowan Mandatory Training 
requirements, how is the Board addressing the current 10% compliance rate for Tier 2 
training among frontline staff at York Hospital? 
 
We have offered an online general‑awareness resource since June 2023, with current 
compliance at 86.2%. In addition, Tier 2 face‑to‑face training was introduced in April 2025. 
The Trust’s completion target for this training is 62% by 31 January 2028. To support 
improved compliance, we are expanding our workforce to increase the availability of 
training opportunities. 
 
We now have a suite of qualified training facilitators within the Trust, including two Lead 
Trainers who can train additional trainers and co‑trainers in‑house. This increases our 

overall training capacity and reduces delays. We also have 16 affiliated expert co‑trainers, 
13 of whom are now experienced and confident in delivering training, enabling us to 
increase delegate numbers and enhance capacity further. 
 
What 'Immediate Risk Mitigation' is in place for autistic patients currently on wards where 
the vast majority of staff have not received this legally mandated training? 
 
The Trust demonstrates compliance with the Equality Act 2010, the NHS Learning 
Disability & Autism Improvement Standards, the National Autism Strategy, and associated 
statutory guidance through a comprehensive blend of operational mitigations and robust 
governance oversight. 
 
A suite of identification and support systems—including Electronic Patient Record (EPR) 
alerts, Hospital Passports, and the Autism Spectrum Condition (ASC) register—ensures 
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that reasonable adjustments are consistently recognised, recorded, and acted upon. This 
is supported by specialist input from the Autism Liaison Team and clear escalation 
processes that activate when adjustments are not delivered. 
 
Governance arrangements, including monitoring of mandatory training compliance, 
autism‑specific Datix surveillance, rapid learning briefings, LeDeR reporting, and routine 
submissions for the Improvement Standards, provide assurance regarding quality, safety, 
and continuous improvement. 
 
Mitigations in place: 
 

• Autism Liaison Team established to provide oversight, specialist advice, and 
training. 

• EPR alerts identifying patients’ reasonable adjustment needs, linked directly to 
Hospital Passports. 

• One‑click access to Hospital Passports within the EPR. 

• ASC register (with patient consent) enabling real‑time notifications of admissions so 
that reasonable adjustment provision can be monitored. 

 
Current governance actions: 
 

• Monitoring of autism-related training compliance. 

• Datix flagging of all autism‑related incidents. 

• Rapid learning briefings shared with ward teams. 

• Escalation processes initiated where reasonable adjustments are not met. 

• LeDeR reporting undertaken as required. 

• Routine submission of evidence for the Learning Disability & Autism Improvement 
Standards. 

 
Medication Security & Environmental Risk - Following recent incidents involving 
unauthorised access to restricted medication, has the Board commissioned an 
independent 'Environmental Safety Audit' of all treatment rooms and drug storage areas 
on general wards to ensure they meet modern security standards for vulnerable patients. 
 
Safe medicine storage is audited on a weekly basis. Where themes or concerns emerge 
from these audits, security measures related to medication storage are communicated 
through our Staffing Briefing systems. All new builds and refurbishments are required to 
meet security specifications and standards for drug trolleys and cupboards. Where these 
specifications are not yet met, risk assessments are completed and mitigation measures 
are put in place until full compliance is achieved. 
 
21 Date and time of next meeting 
 
The next meeting of the Board of Directors held in public will be on 29 April 2026 at 
9.30am at Scarborough 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 Status

BoD Pub 49 28-Jan-26 5 Matters Arising/Action Log Ensure that work on understanding referrals is presented to the Resources 
Committee

Chief Executive Update 26.03.26: Miss Smith advised that a report would be presented 
to the Resources Committee and the Board in April. The due date was 
deferred. 

Apr 26 from Mar 26 Delayed

BoD Pub 52 28-Jan-26 13 Trust Priorities Report Bring a recommendation to the Board on a future strategy for Community 
Services

Chief Executive TBC On Track

BoD Pub 56 28-Jan-26 16 Mortality Review – Learning from Deaths Report Include more details about the Hospital Standardised Mortality Ration (HSMR) 
in the next report, including why it is significantly different from the SHMI

Medical Director Apr-26 On Track

BoD Pub 59 28-Jan-26 19 Q3 2025/26 Board Assurance Framework Ensure that the scoring of BAF risks is discussed by Executive Directors Chief Executive Update 18.03.26: this will be discussed by Executive Directors and 
reported to Board in April 26

Apr-26 On Track

BoD Pub 62 25-Feb-26 10 Quality Committee report Allocate time in a Board Development Seminar for further discussion on 
consideration of patient experience reports

Associate Director of Corporate 
Governance/Chair

Mar-26 Delayed

BoD Pub 64 25-Feb-26 12 Trust Priorities Report Add comparative figures from month to month in the National Operational 
Framework rank oversight in the TPR 

Chief Operating Officer Apr-26 On Track

BoD Pub 65 25-Feb-26 12 Trust Priorities Report Present the new approach to reporting performance for 2026/27 Chief Executive Update 25.03.26: Miss Smith advised that the approach would be 
presented to the Board as part of the operational planning process. The 
due date was deferred. 

Apr 26 from Mar 26 Delayed

BoD Pub 67 25-Feb-26 12 Trust Priorities Report Ensure that workforce figures by staff group, including details of bank and 
agency staff, are reported in the TPR, to be monitored by the Resources 
Committee

Director of Workforce & OD Apr-26 On Track

BoD Pub 68 25-Feb-26 12 Trust Priorities Report Provide an update on discussions to progress the hybrid theatre and VIU 
projects

Managing Director, YTHFM Update 25.03.26: Mr Norman advised that an options appraisal was 
being worked through and a paper would be presented to the Board in 
April. 

Apr 26 from Mar 26 Delayed

BoD Pub 70 25-Mar-26 7 True North Report Bring a recommendation for the True North metrics for 2026/27 to the next 
meeting.

Chief Executive Apr-26 On Track

BoD Pub 71 25-Mar-26 11 Resources Committee report Arrange a demonstration of the Robotic Process Automation tools, Esther and 
IRIS, for Mr Barkley

Director of Workforce & OD Apr-26 On Track

BoD Pub 72 25-Mar-26 13 Trust Priorities Report Clarify if there has been a previous error in reporting non-elective length of stay 
or whether the national guidance has changed.  

Chief Digital & Information Officer Apr-26 On Track

BoD Pub 73 25-Mar-26 13 Trust Priorities Report Present an improvement plan for 2-hour Urgent Community Response 
compliance

Chief Operating Officer Apr-26 On Track

BoD Pub 74 25-Mar-26 13 Trust Priorities Report Present a report on the work undertaken by KPMG and its outcomes Finance Director May-26 On Track

BoD Pub 75 25-Mar-26 16 Mortality Review – Learning from Deaths Report Ask the Associate Medical Director for Patient Safety to attend a Quality 
Committee meeting to speak to the next Learning from Deaths paper and to 
outline the reasons for not subscribing to the HED system

Medical Director Apr-26 On Track

BoD Pub 76 25-Mar-26 16 Mortality Review – Learning from Deaths Report Consider including crude mortality trends within the Learning from Deaths 
report

Medical Director Jun-26 On Track

BoD Pub 77 25-Mar-26 17 Staff Survey Annual report Present the Staff Survey improvement plan to the Resources Committee and to 
the Board for approval

Director of Workforce & OD May-26 On Track
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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

3 do not have a 

monthly trajectory

 

5 are not achieving 

monthly trajectory

1 is 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



Performance Improvement Overview

There are 10 True North objectives set for 25/26 to move us closer to our ambition of achieving excellent patient experience every time. These 10 True North objectives are supported by 
True North Projects, for which monthly update reports are included in this report. 

True North Report
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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 address unwanted behaviours
• Implement EDS22 and PSED recommendations
• Implement colleague engagement improvements 
• Embed Quality Improvement 
• Implement Speak Up gap analysis recommendations
• 2025 nationally benchmarked Staff Survey results 

update at Resources Committee in March
• Co-creating an updated Colleague Experience 

Improvement Plan for 26/27
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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
• 2025 nationally benchmarked Staff Survey results 

update at Resources Committee in March
• Co-creating an updated Colleague Experience 

Improvement Plan for 26/27
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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) 

• Hospital acquired infections
• Poor flow through our hospitals resulting in 

mortality/morbidity risks
• Overcrowding
• Emergency readmissions due to pressure resulting 

in rushed discharge planning
• Increased financial pressure
• Moral distress to staff

How are we managing them?

• Carried out Multi-Agency Discharge Events in 
February at both main sites, with increased 
physical presence from system partners and 
increased escalation.

• Close working to ensure all partners proactively 
seek packages of care. 

• Weekly Long length of stay meetings for 
Medicine, for medically fit and medically unfit 
patients (virtual meeting being replaced with 
face-to-face reviews)

What are the current challenges?

Note: This graph includes all adult (non-elective) bed days 
including non-acute, rehabilitation and community – some 
of these pathways are intended to support patients with 
NCTR. 

• Workforce challenges
• High acuity and volume of patients
• Funding challenges in the system / brokerage delays
• Low quality TAFs causing delays
• Availability of social worker allocation
• Care home assesment on wards causing delays
• Availability of nursing home placements in the area

What are we doing about them?

• To improve quality of the Trusted Assessor Form 
(TAF), Describe not Prescribe and  Discharge 
training  is being refined to support better 
information on the TAF, including night 
needs/defensible recording and what constitutes 
1:1. Training is being developed on Learning Hub 
where compliance will be monitored​.

• Discharge Readiness Form to go live 07/05 with 
Nervecentre which will support automation of 
required fields​.
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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
• Financial risk
• Regulatory risk
• Reputational risk
• Negative impact on national oversight 

framework segmentation

How are we managing them?
A fortnightly ECS performance meeting, chaired by 
the Chief Operating Officer, oversees performance. 

• Front door service redesign has been planned 
ready for implementation in March 2026. 

• Ambulance handover protocols and other ED 
processes have been reviewed with support from 
Quality Improvement Team. 

• Use of escalation tools and frameworks.

What are the current challenges?

• Year-on-year attendance increases to both main 
sites, and a continued increase in ambulance 
arrivals – indicating more patients with high 
acuity needs are attending. 

• Workforce challenges at both EDs, including 
recruitment issues and poor staff morale. 

• IPC outbreaks and need for isolation and side 
rooms.

• Financial constraints limiting options for testing 
new ways of working.

What are we doing about them?
• In March, both acute sites implemented the first 

phase of the new acute model of care, which 
affects pathways in the Emergency Departments.

• We launched two new pathways at each 
Emergency Department in March 2026. These were 
developed using new national guidance and we 
have seen significant improvements in ECS 4-hour 
performance levels. 

• The team are working to ensure the second middle 
grade doctor overnight at Scarborough hospital ED 
is in place recurrently.



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:
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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 >10% of patients waiting 
over 12 hours can trigger regulatory action

• Reputational risk
• Recruitment and retention issues
• Financial pressures

What are the current challenges?
• High attendance levels.
• High number of patients with high acuity.
• High demand for side rooms.
• Workforce: capacity, skill mix, sickness rates.
• High sickness levels in community / primary care
• Winter infections and need for side rooms.
• Financial constraints mean limited options for 

testing new ways of working.

How are we managing them?

• Daily cross site operational meetings to escalate 
risk with more senior presence. 

• Monitoring through fortnightly performance 
meetings and the monthly UEC Board. 

What are we doing about them?

• The launch of EAU will be supported by the 
implementation of the agreed Quality Standards 
which aim to expedite movement of patients from 
ED to the ward they require specialist care from. 

• Both sites should see further reduction in 12hr 
breaches in April 2026, as the EAUs embed and are 
refined. This is an important step in managing our 
flow and working towards eradicating corridor 
care. 



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.
• Full coverage of skin referrals not yet 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. 
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.

• Cancer actions outlined in the 26/27 service delivery plan

What are we doing about them?
• Continued prioritisation of cancer activity in Q1 25/26.
• ICB implementation of dermoscopy local enhanced 

service (LES) commenced, 60% of referrals now received 
with image. 

• Delivery of cancer system development funding scheme 
(£900k)

• Ongoing support around PTL management with 
additional weekly meeting to review thematic issues by 
tumour site.



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.

• Workforce vulnerabilities impact delivery of activity in plan.
• Delays in delivery of capital programme, impacting delivery of 

activity in plan.

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.
• Risk stratified scheduling and pathway validation.
• Staff training.
• Use of activity related investment monies to support 

high risk specialities.

What are we doing about them?
• Evaluation of RTT priority clinics project in Q4 (2 weeks 

intensive RTT patients) to understand potential to 
repeat.

• Undertaking focused validation of cohorts of patients 
that could result in clock stops.

• Implementation of GIRFT Intensive Support Team 
recommendations.

• Implementation of fortnightly performance and activity 
meeting with each care group to identify corrective 
actions.

• Development of service delivery plan with all actions 
monitored through monthly delivery boards.



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.
• Appropriate Seating equipment to support patients.
• Our figures currently include pressure ulcers from local 

authority care/nursing homes, which has increased both 
workload and reported numbers. 

• The  pause in the launch of Nerve centre has meant we have 
not  been able to launch  ward level photography and new 
assessments/care plans

• The main hotspots identified this month were Elderly 
Chestnut ward (5) respiratory ward 34 (5) 35 (7) DN team (11)

• The rate of mattress failure due to cell twisting has increased, 
impacting equipment reliability and requiring targeted 
corrective action.

How are we managing them?
• Thematic reviews and monitored data, under the 

oversight of Heads of Nursing, ensure effective 
management and outcomes.

• Work continues to improve recognition and accurate 
categorisation of pressure ulcers, led by care groups 
with TVN support, focusing on hotspot areas.

• The introduction of photography via Nervecentre will 
be transformational, enabling the TVN to better 
support teams across the organisation in their 
assessments.

• Eliminated double counting and recording of a pressure 
ulcer has been achieved this month.

What are we doing about them?
• Interim Chief Nurse is in discussion with the ICB regarding 

appropriate reporting of community pressure damage. 
• Funding application submitted to charitable funds to 

support the purchase of high-risk bedside chairs. 
• Agreement established with mattress supplier to install 

retro fits to all mattresses across Q1 and Q2. 
• Presentation delivered at the PALF forum to senior Allied 

Health Professionals, focusing on seating, positioning, and 
patient experience in relation to pressure ulcer 
development. 

• Chairs with inbuilt pressure redistribution, initially 
procured for winter wards, have been redistributed to 
medical and elderly care wards based on identified risk.



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.
• VIP score compliance at 68% at end January 2026. 

Although this has increased from 57.6% since February 
2025 further improvement is required.

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 we are now 
moving towards a standardised 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 – we have exceeded this, 
achieving a 12% reduction with 81 cases recorded to 
the end of March 2026. 

• A Trust strategic reduction plan is in place.

What are we doing about them?
• Care group reduction action plans in place 

and monitored via IPSAG.
• A Trust wide improvement plan has been developed 

and approved at IPSAG.
• A standardised Care Group Dashboard and  PSIRF/AAR 

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

been refreshed and re-launched.
• Additional review meetings for MSSA bacteraemia 

cases have been held for Surgery and CSCS care groups 
to ensure learning is identified and embedded into 
practice.  



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

Andrew Bertram

Sarah Barrow

Resources

Lead Director:

Operational Lead:

Committee:

True North Report                                                                                                 Objective Status                          

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. 

Following a response from NHSE the £33m deficit 
submitted at Mth9 has been revised to £28.5m. 

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

What are the current challenges?

• The Trust submitted a forecast change to confirm we will 
not hit a balanced position by the end of the year but will 
have a £28.5m deficit (Excl loss of DSF)

• The Trust delivered its forecast outturn at Month 12, 
with a £28.1m (Excl loss of DSF), this was £360k better 
than forecast.

• Efficiency delivery improved in the final month of the 
year, with £40.5m delivered against the target of £55.3m 
(73.2% of the total target and 4.4% of operating 
expenditure). 

How are we managing them?

The following controls maintain in place to ensure the £33m 
deficit doesn’t deteriorate:

• Business as usual controls: PRIM / FRM / EDG / Exec 
Comm / SFI / SoD.

• Increase oversight of efficiency programme.

• Recovery action plan in place. 

• Engaged KPMG to provide a financial diagnostic, cost 
driver details, and structural pressures and they will also 
carry out a financial governance review, assessing the 
robustness of financial controls and cost-improvement 
governance including scheme identification.

What are we doing about them?

• Financial Recovery Plan in place. This is a live process 
with clear owners and timescales for delivery. The 
current recovery plan within the £28.5m deficit is £5m 
The recovery plan is reviewed through EDG / Exec Comm 
– £4.2m delivered by end of Mar26.

• Ongoing increased focus on efficiency delivery.

• Expenditure control in process with all discretionary non 
pay orders with FD for approval and double lock system 
in place for non medical / non clinical vacancies and non 
pay (including insourcing).Work underway with KPMG.

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

Revised position - £28.5m Forecast Deficit (excl. DSF impact) -1,386 -2,084 -2,936 -3,956 -1,151 -1,484 -4,047 -7,010 -10,049 -11,073 -13,683 -28,515

Actual Position -1,386 -2,084 -2,936 -3,956 -1,151 -1,484 -4,047 -7,010 -10,049 -11,462 -13,845 -28,156



1. EPR Update: Nervecentre Report

• NHS England did not approve our February go live. Go live for the first Tranche has been rescheduled to start on 07 

May, completing on 21 May

• The first Tranche includes observations, clinical documentation for inpatients, urgent & emergency care, electronic 

prescribing & medicine administration, bed management and read-only diagnostic results

• The build is complete, and the Nervecentre production environment is considered a “live” environment in terms of 

change control processes

• “Consolidation modules” have been added to training materials, to ensure that staff that completed their training 

for the original dates are still able to use the system confidently

• Go-live planning continued, with a focus on transition, operational readiness, hyper-care support and business 

continuity plans

• The EPR Trust Resilience Group (TRG) has been re-mobilised to plan and complete assurance activities for the new 

dates.



2. Continuous Improvement Update Report

• Following the completion of the readiness assessment, a business case was produced to appoint a Strategic Partner 

to support us in embedding a Quality Management System and a continuous quality improvement method across the 

trust. The business case was approved at the formal Trust Board meeting on 22nd October. This progressed to a case 

made to NHS England for support with a consultancy application to proceed to tender. This was approved on 23rd 

March 2026, and the tender process was initiated on 30th March 2026. 

• The approval from NHS England was subject to conditions, concerning the reporting requirements regularity of 

reporting requirements to them to monitor progress, detail of the specific improvements against our targets and an 

expectation of delivering minimum savings as outlined in the initial case. These details have been included in the 

tender specification for prospective strategic partners to be aware of. 

• We have received several early expressions of interest in the tender and have prepared a timeline to secure a 

successful appointment with a start on site by the end of June 2026.  

• In the meantime, we continue with the delivery of quality improvement training and where targeted, the 

Improvement Team are supporting priority areas with an improvement approach.  



3. Productivity and Efficiency Group Update

The delivery of the 26/27 activity plan is reliant on the delivery of improved productivity across UEC, flow, outpatients and theatres.  Several key 
workstreams have been identified with PMO support to develop and support monitoring of schemes.
• PIFU
• Outpatient utilisation (in session and room)
• Theatre utilisation and daycase rates
• Service review – GIRFT / model Hospital
• One stop clinics
• Single Point of Access
• Reduction in LoS
Plans on a page have been developed for schemes and are being presented to the productivity group. 

Care group actions are also included and monitored through the service delivery plan. there are 123 actions included in the plan linked with delivering 
improved productivity.

PIFU was 4.6% in March 2026 
against a plan of 5%. Highest 
rate in 2025/26.

PIFU workstream continues in 
26/27 with a target if 6.6%.  
Working with the NHSE regional 
team to identify Trust with high 
PIFU and discharge at first 
appointment rate for audiology.

New to Follow up ratio at Trust 
level is 2.16, which is the lowest 
month in 2025/26.

Template reviews ongoing and 
first and follow up activity v plan 
is monitored fortnightly to 
identify specialities higher than 
planned follow up’s to agree 
early corrective action.

Service reviews have completed 
for:
Cardiology, Respiratory, 
Neurology, Paediatrics, ENT and 
Gynaecology.

Action should be reflected in the 
service delivery plan.
Endocrinology planned for 
review in April 2026.

Clinic utilisation has 
deteriorated slightly to 77.2% 
which remains an overall 
improvement in 2025926 from 
73.2%.  
14 specialties have utilisation 
under the Trust average so will 
be focus of targeted programme 
support to deliver 
improvements. 



Efficiency Delivery

Efficiency delivery improved in the final month of the year, with £40.5m delivered against the target of £55.3m (73.2% of the total target and 4.4% of operating expenditure). Of the 
£40.5m FY delivery 25% (£10.2m) is recurrent and 75% (£30.3m) is non-recurrent. One of the WRAP programmes for 2026/27 is to review non-recurrent delivered schemes with a 
view to securing recurrent delivery where possible.

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.

 

KPMG

The Trust have engaged KPMG through a joint procurement with Harrogate Foundation Trust to provide a financial diagnostic, reviewing income, expenditure, cost drivers, trends, 
and structural pressures and they will also carry out a financial governance review, assessing the robustness of financial controls and cost-improvement governance. KMPG will 
support the Group to validate current efficiency plans and support the early development of new, significant and additional plans on a page for service transformation and efficiency 
delivery. 

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 55,290 40,498 14,793 40,498 14,793 41,639 13,651 41,396 109 0

2025/26 Cost Improvement Programme - March Position 

Full Year CIP Target

March Position Full Year Position Planning Position Planning Status
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Chief Executive’s Report 
 
 
1. Listening to colleagues and stakeholders  
 
As I reported last month, I completed my initial ‘First 100 Days’ engagement programme at 
the end of March, however I have continued to take every opportunity to get out and about 
and meet colleagues, patients, and people from the communities we serve, and to listen to 
them and understand their perspectives on our organisation. This is something I am 
committed to continuing throughout my time as Chief Executive, as it is something I 
believe is of fundamental importance to the role.  
 
I have continued to hold my ‘chat and brew’ drop-in sessions across our sites, including 
York, Scarborough, Bridlington, Selby and Malton since the last Board meeting. I am 
grateful to colleagues who come to these sessions to say either hello or to talk through an 
issue, but I am conscious that colleagues in clinical areas can find it difficult to leave their 
workplace, which is another reason I shall continue to get out and about. I have also 
trialled a virtual session, following a suggestion from a colleague who mainly works 
remotely.  
 
We are getting into a good rhythm with York and Scarborough Live, our weekly online 
briefing and Q&A session open to all colleagues, and have held one every week (other 
than when it fell on Christmas Day!) since I joined the Trust. On the rare occasion I have 
been unable to join due to other commitments, Deputy Chief Executive and Finance 
Director Andrew Bertram has stepped in to ensure we can consistently continue to provide 
the opportunity each week for colleagues to ask questions and hear updates from the 
executive team. The number of colleagues joining the sessions is steadily going up, and 
feedback has been positive from those that take part.    
 
I have continued to visit wards and departments and meet with teams and individuals, and 
I can’t help but be impressed by the pride and enthusiasm I hear and see from colleagues 
when talking about their services.   
 
This is also the case in abundance when I visit colleagues who have won a star award. I 
have presented quite a few of these across the Trust in the last month including a 
collective award for the SHYPS team, where I visited the teams on all three of our sites 
where our laboratory colleagues are based (Scarborough, York, and Hull Royal Infirmary).  
 
As we see in the nominations we receive each month as an appendix to my report, there is 
no shortage of fantastic examples of colleagues and patients wanting to recognise others 
for living our values, which is hugely motivating to see.   
 
I have also had a number of conversations with colleagues about equity of care for 
patients on the East Coast. I am really committed, via the development of the clinical 
strategy, to ensure that we have a clearly communicated plan that is worked up together, 
which describes how we are going to address some of these inequalities. What is 
reassuring to me is that there is a desire to do that in our teams where it is clinically 
appropriate, safe, and sustainable. We are one Trust needing different solutions for our 
population. 
 
On this theme I have also met with members of local patient campaign and advocacy 
groups including the ‘Save Scarborough Hospital’ group and the Bridlington Health Forum, 
as well as continuing to meet with local MPs.  
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These have been really constructive meetings, and I am grateful for their openness when 
discussing concerns. These meetings further confirm the necessity of having a clearly 
communicated clinical strategy that considers population need, whilst also recognising the 
need to deliver safe and sustainable services. I look forward to continuing to develop this 
in collaboration with our communities as well as our colleagues. 
 
 
2. Update on financial and service delivery planning  
 
Along with all parties within the Humber and North Yorkshire system we still do not have 
an accepted and signed off financial plan for 2026/27 with NHS England.  
 
The Board will remember that our plan was submitted with a £55m Waste Reduction and 
Productivity (WRAP) programme and a resulting financial deficit of £29m. We 
subsequently held an extraordinary Board meeting where we discussed the NHS England 
ask of the system for a £30m-£50m improvement on what was a total £130m deficit for the 
ICB. Our agreed share of this £30m improvement was £7m, taking our WRAP programme 
effectively to £62m and reducing our deficit to £22m for the new financial year. 
 
This position is not yet accepted by NHS England and the plan has not been formally 
signed off. However, we have been asked to plan on this basis in order to set our 
operational budgets. We have also been advised that we will be joining the Regional NHS 
England Challenged Provider Programme that will assess whether we could go further on 
our cost reduction programme.  
 
Details of the programme are awaited but discussions with NHS England have described a 
programme that will complement the work we commissioned from KPMG, link with our 
planned continuous quality improvement programme, and support the Trust get to the best 
possible financial position. We expect further details of the programme to be announced 
next month. 
 
 
3. Care Quality Commission (CQC) Updates 
 
Medicine and urgent and emergency care pathways (Scarborough Hospital) 
 
The final report following the CQC’s unannounced inspection at Scarborough Hospital last 
October has now been published. Inspectors spent three days on site and were looking at 
medical care services and urgent and emergency care pathways.  
 
There is positive feedback in the report, in particular, the CQC has recognised the 
improvements in medical care.  
 
Across both areas, inspectors saw colleagues often treating patients and those close to 
them with warmth, respect and compassion. They also noted the time taken to explain 
care and involve people in decisions, with a clear focus on what matters most to each 
individual.  
 
Medical care services have improved to an overall rating of ‘Good’, reflecting real progress 
in safety, effectiveness and leadership, alongside strong multidisciplinary working. 
 
At the same time, urgent and emergency care services have been rated ‘Requires 
Improvement’ overall. The report highlights areas of good practice, including teamwork 
and a positive learning culture, but it is also clear about the ongoing pressures in urgent 
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and emergency care, particularly around safety and access. These are challenges we 
recognise, and they remain a priority for us to address. 
 
The overall rating for Scarborough Hospital remains ‘Requires Improvement’. 
It’s important to say that this inspection took place nearly six months ago. Since then, 
teams have continued to work hard to address the issues raised and build on the progress 
already made. 
 
We know that there is much more for us to do. The task now is to accelerate and sustain 
that progress we have made and make sure it is consistently felt by every patient, every 
time. 
 
Maternity services  
 
Earlier this month the CQC carried out an unannounced assessment of our maternity 
services at York and Scarborough. This was a follow-up to the 2023 inspection, which 
rated services as inadequate. The inspection team spent two days in York and two days in 
Scarborough.  
 
Thank you to everyone involved for the warm welcome you gave the inspectors. They 
noted how passionate and proud teams are of their services, and the clear focus on 
improvement, describing it as a “pleasure to return” to inspect the service.  
 
We received some high-level verbal feedback at the end of the visit. They found no 
significant areas of concern, although they did flag a small number of issues which we 
looked into immediate and addressed.   
 
It is really encouraging to hear the areas of strength identified by the inspection team. 
These included our strong multidisciplinary team working and strengthened governance 
arrangements. Inspectors also highlighted high levels of staff engagement to support 
change, effective partnership working, and the compassionate care being delivered to 
patients, alongside respectful relationships between colleagues. In addition, they 
recognised the breadth of specialist midwifery roles, good continuity of care models, and a 
robust preceptorship programme supporting newly qualified colleagues. 
 
The CQC has confirmed that two separate inspection reports will be issued for maternity 
services in York and Scarborough, and at the time of writing we do not know when we can 
expect to receive these, however I will keep the Board updated as soon as we know more.  
 
 
4. Electronic Patient Record (EPR) update  
 
It is fantastic to be able to report that following further engagement and assurance, we are 
proceeding towards a go-live for our Electronic Patient Record (EPR). The plan is to start 
in Bridlington on 7 May, Scarborough on 9 and 10 May and York the weekend after. 
 
This means we have returned to a familiar and structured rhythm as we prepare the 
organisation for go-live; following the same approach, governance and disciplines that we 
applied previously. 
 
This includes re-mobilising our go-live readiness and assurance processes including re-
establishing the EPR Trust Resilience Group, refreshing training and competency checks 
where required, reconfirming operational readiness, command and control, and support 
arrangements, and finalising floorwalking and on-the-ground support plans. 
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We have a strong, experienced team that has already demonstrated it can deliver, 
therefore the period up to and including the roll-out is focussed on ensuring we are in the 
strongest position possible for a safe and successful go-live. I hope to be able to report 
next month that this is indeed the case.  
 
 
5. Resident doctors’ industrial action   
 
Thank you to everyone involved in planning for the resident doctors’ industrial action that 
took place from 7 to 13 April, particularly given the additional challenge of a double bank 
holiday weekend.  
 
A significant amount of detailed work sits behind this from rota planning and service 
prioritisation, to coordinating teams, managing capacity and making sure every part of the 
organisation is prepared.  
 
As always, we respect colleagues’ right to take industrial action, whilst maintaining our 
focus on careful planning and safe care for our patients.  
 
A the time of writing no further dates for resident doctor action have been announced, 
however the BMA has announced it will be holding simultaneous ballots of consultants and 
specialist, associate specialist, and specialty (SAS) doctors from 11 May until 6 July, 
which, depending on the outcome, may result in broader action involving wider groups of 
medical colleagues.  
 
 
6. Changes in the Executive Team   
 
Polly McMeekin, Director of Workforce and Organisational Development, has left the Trust 
to join Leeds Teaching Hospitals NHS Trust. 
 
Polly joined York and Scarborough in 2015 as Deputy Director of Workforce before being 
appointed Director of Workforce and Organisational Development in 2019. During that 
time, she has made a significant contribution to the Trust, including through some of the 
most challenging periods we have faced - not least the pandemic, when she also took on 
the role of HR Director for the Yorkshire Nightingale Hospital. 
 
On a personal note, I want to thank Polly for the support she has given me as I’ve settled 
into my role – She will be missed as part of the team. 
 
I’m sure you will join me in wishing Polly all the very best for her next challenge, and in 
thanking her for her leadership and commitment during her time with us. 
 
Lydia Larcum, Deputy Director of Workforce, will be stepping into the role on an interim 
basis, and we will begin recruiting for a substantive replacement for Polly as soon as 
possible.  
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7. Awards success  
   
I want to end my report this month with some positive news about the fantastic work 
happening across our teams. 
 
Our Glaucoma Team has been recognised as a winner in the Glaucoma UK Excellence in 
Glaucoma Care Awards 2026. These national awards celebrate individuals and teams who 
make a real difference to patients’ lives, and this is a wonderful achievement. The team 
was nominated by Professor Pouya Alaghband, who highlighted the team’s commitment to 
patient care, safety, and adaptability. Over the past year, they’ve delivered significant 
improvements to services - a great reflection of our continued focus on putting patients at 
the heart of what we do. 
 
I am also really pleased to share that the Scarborough Lab Team has been shortlisted for 
the Institute of Biomedical Science ‘Team of the Year’ award, recognising the innovative, 
multi-disciplinary services they are providing. 
 
Finally, our Care of the Elderly Parkinson’s Multi-Disciplinary Clinic Team was highly 
commended for the Mali Jenkins Award at this year’s Parkinson’s UK Excellence Network 
Awards. This award recognises services that truly put people with Parkinson’s at the 
centre of their care, and the team was praised for delivering consistent, personalised 
support that builds trust and helps patients stay engaged with their care. 
 
On the same evening, Dr David Heseltine, retired Consultant in Elderly Medicine, was 
recognised as a finalist in the Lifetime Achievement Award category - a fitting recognition 
of his contribution over many years.  
 
These are just a handful of examples of the amazing work that is taking place every day in 
our Trust, and it is so important that we recognise these efforts, particularly when it feels 
especially challenged.  
 
 
8. 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. It is fantastic to see the nominations coming in every month in 
such high numbers, and I know that staff are always appreciative when someone takes the 
time to nominate them. March’s nominations are in Appendix 1. 
 
 
 
Date: 29 April 2026 



 
 

Committee Report 

Report from: Quality Committee  

Date of meeting: 21 April 2026 

Chair: Dr Lorraine Boyd (Chair) 

 

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

ALERT 
 

Sustained emergency care pressure, including the continued use of corridor and 
temporary escalation spaces, presents an ongoing risk to patient dignity, 
experience and the reliability of quality controls. 
 
Complaints handling capacity and timeliness remain inconsistent, creating a gap in 
assurance relating to responsiveness, learning and patient trust. 
 
 

ASSURE 

The Quality Overview within Emergency Departments Report provided strong 
assurance that patient safety and quality of care within Emergency Departments at 
York and Scarborough are being actively managed despite sustained operational 
pressure. Core safety standards are maintained; harm prevention standards are 
effective and patients with long waits are identified and monitored. Targeted audit 
identified no evidence of harm attributable to delay. It was noted however that the 
reliability of quality and safety assurance mechanisms deteriorates under extreme 
pressure, reducing the strength of assurance.  
 Maternity and Neonatal services remain broadly in line with national 
benchmarks, including stillborn and neonatal mortality rates. Strong 
multidisciplinary governance, training compliance and case review processes are 
in place. It was noted, however, that workforce pressures, particularly midwifery 
vacancies, continue to constrain resilience and the pace of improvement delivery. 
Nursing and AHP Quality Assurance Framework continues to evolve to provide 
data driven triangulated assurance across the Trust. Governance arrangements 
are robust and there is evidence of improvements. However, assurance is 
weakened by persistent fundamental care issues and inconsistent data capture.  
Q3 and Q4 Patient Experience reports demonstrated reasonable assurance that 
controls, actions and improvements are in place and are progressing. Significant 
improvement in    Friends and Family Test engagement, now well above national 
benchmarks, indicate an embedded process providing reliable, real-time feedback. 
Triangulation with other data sources give good assurance that the Trust has 
strong mechanisms to hear the patient voice and identify themes and trends. 
However, complaints handling remains a significant cause for concern with poor 
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and inconsistent performance evidenced, resulting in a gap in assurances that 
handling capacity and timeliness is under sustained control.  
 
Clinical Effectiveness Report provided assurance that the Trust remains 
compliant with mandated national clinical audit requirements and has effective 
governance in place to manage participation, data quality and outlier reports. 
Identified outlier reports are understood, actively managed and appropriately 
overseen. Processes for sharing national audit findings and NICE guidance are 
established. While some actions remain under external review, no immediate gaps 
in assurance were identified. 
 

 

ADVISE 
 

Medicine Care Group provided assurance on current and emerging risks, 
mitigating actions and progress. Improvements as a result of flow initiatives, 
speciality recovery actions and governance oversight were noted. Ongoing risks 
relating to emergency demand, RTT fragility and rehabilitation capacity were 
acknowledged. 
The Corridor Care briefing reaffirmed the Trust position, recognising that corridor 
care is unacceptable and must not be normalised. It should only occur in 
exceptional circumstances for the shortest possible time following a robust risk 
assessment process. SOPs and governance processes have been strengthened, 
and work continues to align with national expectations, but assurance gaps 
remain, which are being addressed. A more comprehensive report will be provided 
for discussion and assurance next month. 
Learning from Deaths confirmed the rationale for adoption of SHMI, replacing 
routine use of HSMR, in line with national best practice. 
Pressure Ulcer Performance Data (a True North Metric) was discussed and 
noted to remain above trajectories. A focused update report was requested. 
 

RISKS DISCUSSED AND NEW RISKS IDENTIFIED 

 
PR1 – Quality and Safety in Emergency Care is exposed to increased clinical risk 
at times of extreme pressure, with narrow safety margins and reduced reliability of 
assurance mechanisms  
PR1 – Complaints handling capacity and compliance is challenged and risks 
compromising patient safety and trust, as well as potential regulatory and 
reputational risk.  
PR1 - communication failures remain a top theme of complaints, risking patient 
harm and poor experience   
PR3 – system level risks compromising patient flow continue to impact on ED and 
throughout the hospitals, resulting in increased clinical risk and fragile quality and 
safety assurance. 
PR4 –‘Services, pathways and support functions are not designed and improved in 
a sufficiently transformative way across the Trust for the benefit of patients’ was 



 

subject to a focused review and no obvious gaps in control and assurance were 
identified. 
PR4 - multiple quality improvements (eg deteriorating patient, consistent 
documentation, MCA visibility) are reliant on Nervecentre delivery, representing a 
potential emerging risk. 
CRR 866 relating to hospital acquired bacteraemias has been added to the CRR 
and will continue to be monitored through the quarterly IPC report to the 
Committee. 
CRR 728 ‘deteriorating patient and Paediatric ED’ risk was discussed and 
improvements to staffing  model and triage processes with regular reporting 
through Patient Safety and Clinical Effectiveness Group has reduced this risk 
which will be reviewed in the Risk Committee 
 

ASSURANCE GAINED 
 

The Committee is assured that patient safety remains a priority, risks are 
appropriately escalated and governance arrangements remain effective, albeit 
increasingly constrained by system pressure. 
 

Overall Position 

Services reviewed remain safe, but assurance is increasingly constrained by 
cumulative operational, workforce, estate and digital pressures.  
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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”):
• Workforce - Twelve month rolling turnover rate Trust (FTE).
• Workforce – Total Agency Whole Time Equivalent Filled. 
• Workforce - Overall Corporate Induction Compliance.
• Workforce - A4C Staff Corporate Induction Compliance.
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 – Children & Young Persons: RTT – Total Waiting List.
• Workforce – Annual absence rate.
• Workforce – Monthly sickness absence.

A True North metric page is included in this month’s report.

Information of the Trust’s National Operating Framework (NOF) performance is included.  The first page provides the Trust’s overall ranking and position nationally 
against each of the 22 metrics at the end of Q3. Q4 will be published as soon as possible after all official operating statistics for the quarter have been published in line 
with national reporting deadlines. 

Executive Summary
Narrative



True North (TRUN)
Scorecard

Reporting Month: Mar 2026



National Operational Framework
Rank Oversight

Reporting Month: Mar 2026



OPERATIONAL ACTIVITY AND 
PERFORMANCE



Operational Activity and Performance
Chief Operating Officer Report

Executive Owner: Claire Hansen

Reporting Month: Mar 2026

Summary Position

Performance across Urgent & Emergency Care, Cancer, RTT, Diagnostics, Outpatients, CYP and Community Services continues to face significant, system-wide pressure, 

driven by persistent diagnostic constraints and critical workforce gaps. These challenges are limiting the Trust’s ability to stabilise patient flow and deliver recovery 

trajectories. Nevertheless, targeted mitigations are being deployed at pace, and several services are beginning to show early, measurable improvement.

ECS performance remains below trajectory however a significant improvement has been seen in ECS since the implementation of the new models of care (EEMAC and 

EAU) were launched in March, these represent a different phase of the urgent care pathways, supporting patients after initial ED assessment and/or treatment, where 

further same-day care or senior decision-making is needed.  This has had a positive impact on the front door ED assessment process including ECS and 12-hour in 

department metrics with April 2026 performance up to and including the 13
th

 of April provisionally at 79.5% and 5.1%, respectively.

Cancer performance for FDS and 62-day standards remain off trajectory however February 2026 performance for FDS was the highest that the Trust has ever achieved. 

The drivers include diagnostic delays, dermatology referral surges, FIT compliance issues, and pathway bottlenecks. Recovery actions continue across colorectal, urology, 

gynaecology and skin, including expanded proformas, haematuria STT and GP engagement. High referral volumes and diagnostic limitations remain critical risks.

The RTT waiting list (TWL) reduced but remained behind trajectory, drivers include significant GP referral growth during the year and CPD logic changes. However, zero 

RTT65 week waits was maintained. 

Outpatient productivity remains strong compared with peers, PIFU rates remain below plan and further work with team to accelerate improvements being identified, the 

Trust DNA rate remained at 4.4%.  

Diagnostics DM01 performance was 77%, long waits reducing, driven by insourcing, MRI GA lists, additional echo capacity, and backlog-focused clinics. Key risks include 

workforce shortages, equipment breakdowns, audiology capacity delays and continued prioritisation of cancer fast-track patients.
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Overall whilst targeted mitigations are underway, recovery remains fragile and the priority is to stabilise demand, implement key improvement projects and 

delivering the activity and performance trajectories submitted as part of the 2026/27 annual plan submission.

Key Risks (Cross-cutting)

• Rising UEC demand and ambulance conveyances.

• National workforce shortages (radiographers, echocardiographers, audiologists, SLT).

• Diagnostic capacity and equipment issues.

• High dermatology referral volumes and FIT non-compliance impacting Cancer.

• 5% rise in GP referrals year on year.

• Community capacity limits affecting flow and discharge.

• Capital project and estate constraints (CDC build, RAAC, MRI/CT replacement).

Strategic Priorities (Q1)
1. Reduce 12 hour stays and improve ECS and patient flow through new models of care (EEMAC and EAU) launched in March, providing new next step pathways 

expected to improve 4- and 12-hour performance.
2. Increase Cancer and Diagnostics capacity via imaging expansion and FIT compliance improvement.
3. Maintain RTT recovery momentum, delivering activity plans and performance trajectories.
4. Support staff safety, morale and core clinical standards as winter pressures continue.
5. Stabilise community capacity and reduce therapy backlogs.

For information, comparison against Model Hospital peer group where available is included in performance slides. 

The Trusts within this group are; ROYAL CORNWALL HOSPITALS NHS TRUST, MID YORKSHIRE TEACHING NHS TRUST, EAST KENT HOSPITALS UNIVERSITY NHS FOUNDATION 
TRUST, UNIVERSITY HOSPITALS DORSET NHS FOUNDATION TRUST, ROYAL DEVON UNIVERSITY HEALTHCARE NHS FOUNDATION TRUST, UNIVERSITY HOSPITALS OF 
MORECAMBE BAY NHS FOUNDATION TRUST, UNITED LINCOLNSHIRE TEACHING HOSPITALS NHS TRUST, NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION 
TRUST, EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST and UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST.

These Trusts are assessed by Model Hospital to be like ourselves in terms of size, casemix and geography.



Operational Activity and Performance
Chief Operating Officer Report

Executive Owner: Claire Hansen 

Reporting Month: Mar 2026

Metric Latest position vs plan Key Mitigations – Next three months Expected trajectory

Urgent & 
Emergency 
Care

ECS performance 71% vs year end 78% trajectory.
Average Ambulance Handover ahead of trajectory.
Long stays reduced; 12 hr waits 9.3% (behind year end 8.9% trajectory).
We launched two new pathways at each Emergency Department in March 2026. 
These were developed using new national guidance and we have seen significant 
improvements in ECS and 12-hour performance levels.
Flow constrained by community and social care capacity.

The Trust’s lead for Health Inequalities is working with Primary Care Networks to 
explore crossover with the health inclusion agenda and high intensity users. In March, 
both acute sites implemented the first phase of the new acute model of care, which 
affects pathways in the Emergency Departments. Extended Emergency Medicine 
Ambulatory Care (EEMAC) is the SDEC for ED. Emergency Assessment Unit (EAU) is for 
patients needing further assessment to determine whether an admission is required. 

Full recovery dependent on 
wider system demand 
management and community 
discharge capacity.

Cancer 
FDS/62 day

February FDS 76.2% vs 79.3% monthly trajectory; this FDS position is the highest the 
Trust has achieved since the standard was introduced. 
February 62-day 70.7% vs 73% monthly trajectory. 
Diagnostic performance, in particular endoscopy and imaging is impacting faster 
diagnosis performance due to delays in diagnostic pathways.

Implemented returning referrals with no FIT to primary care.
STT CT model in haematuria commenced implementation
Lower GI proforma rollout; enhanced GP comms.

Gradual improvement 
through 2026/27. However 
national targets remain high 
risk due to referral volume 
and diagnostics.

RTT TWL / 
%<18w/52w

TWL 55,589 behind year end trajectory of 38,952
<18w: 56.4% vs 60.5% year end trajectory; Trust ranked 107/118.
52-week waiters improved to 1,088 (Provisional position) v year end trajectory of 389.
GP Referral growth +5% at end of 2025/26 Vs 2024/25, CPD logic changes increased 
RTT clocks from Q1.

Fortnightly meetings in place from start of April 2026 with Care Groups to review 
activity and performance delivery at specialty level, proactive identification of issues to 
allow material mitigations to be made in month. Scope of weekly meeting to be 
expanded by end of April 2026 to monitor full pathway metrics rather than focus on 
longest waiters. Maintaining zero RTT65 week waits remains a priority.

Improvement expected in 
RTT under 18 week, TWL and 
RTT52 week waits.

Diagnostics DM01 77%, 5.7% below year end trajectory of 82.7%, improvement from January.
Impact from MRI workforce shortages, CT3 removal, mobile breakdowns, NOUS MSK 
backlog, audiology staffing gaps.

Endoscopy: Nurse vacancies out to advert to recruit substantive staff and remove the 
need for insourcing. Imaging: NOUS bank registrar has cleared the soft tissue backlog 
and will now begin to focus on injections. CT3 replacement awaited, delayed until circa 
Autumn 2026. MRI4 installation awaited, delayed until at least Q2 2026/27. In 
discussion with independent sector to take long wait DEXA patients unable to be 
completed on Trust equipment due to field safety notice.

Improvement through Q4 but 
recruitment and equipment 
risks remain.

Outpatients PIFU 4.5% vs 5% year end trajectory.
RACP 14-day performance 78%, below 99% target.
DNA rate remained at 4.4%% (national average 5.6%).
Digital letters live with pilot group.

“PIFU as standard” rollout (Gynae, Cardiology, Gastro, ENT).
Template redesign in multiple specialties to raise 1st OP capacity.
ICB–GP demand management on high growth specialties.

Incremental improvement 
2026/27; largest opportunity 
in PIFU uplift. Transformative 
pathway design is required 
over the longer term.

Children 
and Young 
people

CYP RTT waits 567 off year end trajectory of zero, mainly ENT and Oral Surgery.
CYP ECS 86,9%

The introduction of the new model of care for adults should reduce congestion in 
departments which may lead to more timely assessment of children. This will be 
monitored closely at the point of go-live. 
Weekly RTT review; ENT/OS working toward zero 52 week waits ASAP.

Improved ECS for CYP; zero 
RTT40 week waits (except 
H&N).

Community SLT backlogs impacted by workforce shortages. Mitigation in plan for 2026/27 are 
funded. Demand–capacity mismatch persists across therapy services.

SLT; Additional WTE mitigation included in 2026/27 plan.
Tests underway around H@H in ED, SDEC and Selby.

Large strategic change 
required with confidence for 
2026/27 if WTE mitigation 
can be recruited to.



Operational Activity and Performance 
Acute Narrative

May 2024Reporting Month: Mar 2026

Headlines:
• The March 2026 Emergency Care Standard (ECS) position was 71%, against the monthly planned improvement trajectory of 78%. ECS performance is a True North 

metric.  In the latest available national data (February 2026) the Trust ranked 94th out of 118 providers and 10th out of the 11 Trusts (incl. YSTHFT) in our Model 
Hospital peer group.

• Average ambulance handover time in March 2026 was ahead of trajectory at 19 minutes 46 seconds against trajectory of 29 minutes 42 seconds. 
• 9.3% of Type 1 patients spent over 12 hours in our Emergency Departments during March 2026, behind the monthly improvement trajectory of 8.9%. This was 

however a 5% improvement on the February 2026 performance In the latest available national data (February 2026) the Trust ranked 62nd out of 118 providers. 
This is a True North Metric.

• In February 2026 , the proportion of patients in our care who no longer meet the criteria to reside was 14.6% behind the internal trajectory of 12.5%. 
• The average non-elective Length of Stay (LoS) acute for patients staying at least one night in hospital was 6.9 days during March 2026 (4,227 spells of care covering 

29,327 bed days).  Please note, this metric was modified from January 2026 onwards to correctly match the national guidance on how to calculate (all Trust sites 
which make up the spell have been included with maternity spells removed).

• The proportion of patients discharged on their ‘Discharge Ready Date’ (DRD) during March 2026 was 88.1% (3,637 patients out of 4,128), ahead of the trajectory of 
87.4% 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 4.5 days, behind the submitted trajectory (3.9 days). 

Factors impacting performance:
• We launched two new pathways at each Emergency Department in March 2026. These were developed using new national guidance and we have seen significant 

improvements in ECS and 12-hour performance levels. Daily monitoring has taken place, which is now being changed to a weekly continuous improvement 
meeting to hear ideas from teams about how to further refine the model. 

• There are ongoing community health and social care constraints causing delays to discharges for patients requiring onward care. 

Actions planned in April 2026:
• An after-action review is being completed, to consider how the new pathways were launched and how future changes could be communicated with increased  

involvement with staff. 



Reporting Month: Mar 2026

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

May 2024Reporting Month: Mar 2026



Reporting Month: Mar 2026

Summary MATRIX 2
Acute Flow: please note that any metric without a target will not appear in the matrix below
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Acute Flow (2)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Reporting Month: Mar 2026



What actions are planned?

The Trust’s lead for Health Inequalities is working with Primary Care Networks to 
explore crossover with the health inclusion agenda and high intensity 
users. Secondary care data on ED attendances and non elective admissions is 
being shared with GP practices as they start to identify their neighbourhood 
patient caseloads. 

What is the expected impact?
Increasing use of non-ED pathways may reduce or slow the increase of ambulance 
arrivals and attendances. 

Potential risks to improvement?
Reducing conveyances and attendances depends on supporting patients and 
system partners, including YAS and care homes, to consistently access and use the 
most appropriate alternative care pathways.

KPIs – Operational Activity and Performance 
Acute Flow (1)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Rationale: SPC1: To monitor demand in A&E. SPC2: To monitor Ambulance 
demand in A&E. 
Target: SPC1: Monthly activity plan as per chart. SPC2: No target

Reporting Month: Mar 2026



KPIs – Operational Activity and Performance 
Acute Flow (2)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Rationale: : 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. 
Target: No target

What actions are planned?

Further improvements have been made to increase the proportion of 
patients having an initial assessment within 15 minutes. This could in part 
be due to the introduction of two new pathways introduced in our 
Emergency Departments in March 2026, and the additional focus on 
timeliness of processes at each point in patient pathways. There were also 
additional senior staff within the departments at the time of the launch. 

Close monitoring of the new pathways continues to take place, and further 
refinement and improvements will emerge. 
 

What is the expected impact?

It is expected that multiple key metrics relating to our Emergency 
Departments hold improvements seen in March and potentially continue to 
improve as staff become more confident with the new ways of working and 
suggest further improvements. 

Potential risks to improvement?
• Risk of a small decline when additional attention and support reduces
• Continued high attendances 
• Increasing ambulance arrivals
• Staff sickness levels

Reporting Month: Mar 2026



KPIs – Operational Activity and Performance 
Acute Flow (3)

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? 
In March, both acute sites implemented the first phase of the new acute 
model of care, which affects pathways in the Emergency Departments.

Extended Emergency Medicine Ambulatory Care (EEMAC) is the SDEC for 
ED. Emergency Assessment Unit (EAU) is for patients needing further 
assessment to determine whether an admission is required. 

Daily calls took place to arrange implementation and monitor the launch; 
these are now weekly continuous improvement calls, open to all involved 
staff. They aim to give staff opportunities to feedback about how the 
change feels for them, and ideas for further refinement of the pathways. An 
after-action review is also taking place with support from the QI team, 
which aims to learn lessons about how we communicate changes and 
involve staff in them. 

What is the expected impact?
ECS performance was increased by approximately 7% in March. We expect 
performance to increase by circa 3% in April.  

Potential risks to improvement?
• High attendance levels likely to continue based on recent trends
• Continuation of an increase in ambulance arrivals
• Financial constraints jeopardise the long-term workforce plan required 

to maximise the impact of the model.

Reporting Month: Mar 2026



KPIs – Operational Activity and Performance 
Acute Flow (4)

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?
The Emergency Assessment Unit (EAU) at each site has supported a 
reduction in patients spending over 12 hours in the Emergency Department 
(ED), particularly at the York site though Scarborough has seen 
improvement too. Medical patients awaiting admission are being managed 
in the Emergency Assessment Unit by Acute Physicians and receiving timely 
senior reviews. 

What is the expected impact?
Both sites should see further reduction in 12hr breaches in April 2026, as 
the EAUs embed and are refined. This is an important step in managing our 
flow and working towards eradicating corridor care. 

Potential risks to improvement?
Bed occupancy levels remain high, and the capacity required on wards 
could be higher than escalation spaces can support.  

Community health and social care capacity remains challenged.

While the new model reduces patients waiting 12 hours in ED, some 
patients could be waiting for the same time in EAU which could quickly 
become full. To mitigate this, the situation is closely monitored on site calls 
and barriers to moving patients are being escalated and removed where 
possible. 

Reporting Month: Mar 2026



KPIs – Operational Activity and Performance 
Acute Flow (5)

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 admissions data includes admissions to all Same Day Emergency Care 
(SDEC) units and EAU. Work is underway to increase appropriate use of SDEC, 
therefore increases may not be necessarily indicative of an issue. 

What actions are planned?
The new model of care has brought senior decision making closer to the 
front door and will support a reduction in the proportion of patients being 
admitted to the main bed base at both sites. 

The team is working to ensure the second overnight middle grade doctor in 
the Scarborough ED is recurrently in place.

What is the expected impact?
A reduction in direct specialty admissions but an increase in the use of 
SDEC admissions linked to the new EAU pathway.

Potential risks to improvement?
Medicine Care Group is progressing a request for additional recurring funds 
as outlined in the operational plan for 26/27 to address the overspend and 
capacity / demand gap. 

Reporting Month: Mar 2026



KPIs – Operational Activity and Performance 
Acute Flow (6)

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Rationale: SPC1: To monitor acute inpatient demand. SPC2: SDEC is the provision of same day care 
for emergency patients who would otherwise be admitted to hospital.
Target: SPC1: Monthly activity plan as per chart. SPC2: No target. 

Note: The total admissions data includes admissions to all Same Day Emergency 
Care (SDEC) units. Work is underway to increase appropriate use of SDEC and 
reduce elective patients in SDEC, therefore changes in numbers may not be 
indicative of an issue.

 
What actions are planned?
As per previous slide

Reporting Month: Mar 2026



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: SPC1: 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. 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 240 minutes from arrival to handover.

What actions are planned?
EEMAC and EAU's function is designed to support overcrowding 
and moving patients to the right place with minimal delay. This 
should in turn support our ambulance handover improvements. 

What is the expected impact?
We expect to sustain improvements in the timeliness of 
handovers and continue to work towards a lower average.

Potential risks to improvement?
Continually increasing number of ambulance attendances at 
both sites is causing congestion and risks delays to handover.

Reporting Month: Mar 2026



Acute Flow (3)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

Reporting Month: Mar 2026



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: No target

What actions are planned?
• To improve quality of the Trusted Assessor Form (TAF), Describe not Prescribe and  

Discharge training  is being refined to support better information on the TAF, 
including night needs/defensible recording and what constitutes 1:1. Training is 
being developed on Learning Hub where compliance will be monitored​

• Discharge Readiness Form to go live 07/05 with Nervecentre which will support 
automation of required fields​

• Ward staff, local authority, therapists, discharge hub staff reviewed complex 
patient complaint as a discharge learning event, potential to continue this practice 
going forward.

What is the expected impact?
• Improvement in the stranded percentage of occupancy.
• Improvement in the super stranded percentage pf occupancy.

Potential risks to improvement?
• More high acuity patients arriving to our hospitals, which could lead to longer 

lengths of stay.
• Limited community health and social care capacity to release patients no longer 

meeting the criteria to reside. 

Reporting Month: Mar 2026



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: 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. SPC2: Internal aim to achieve less than 12.5% by March 2026.

What actions are planned?

• Discharge Readiness Form to go live 7th of May with Nervecentre which will 
support automation of required fields​

• A TAF-less transfer to Trust Inpatient Units has been trialed on Wards 35 for 7 
weeks, the team is planning to extend the trial into Ward 39. 

• Discharge training has been delivered at Elderly Clinical Governance and 
Surgical Matrons and Ward Manager meeting. Further sessions to be delivered 
March/April as well as Learning Hub Module development.

• Escalations continue through 2nd line governance daily (weekdays).

What is the expected impact?
Improved timeliness and quality of discharge

Potential risks to improvement?
• Sourcing complex packages of care remains a challenge which is escalated 

appropriately but not always possible to resolve. 
• Social worker allocation is causing delays in the discharge process
• Care home assessments on wards causing delay to discharge

Reporting Month: Mar 2026



Reporting Month: Mar 2026

Summary MATRIX
CANCER: please note that any metric without a target will not appear in the matrix below
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CANCER
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Mar 2026



Operational Activity and Performance 
Cancer Narrative

Reporting Month: Mar 2026

Headlines (please note; in line with national reporting deadlines cancer reporting runs one month behind): 
• The Cancer performance figures for February 2026 saw performance against the 28-day Faster Diagnosis standard (FDS) of 76.2% (up almost 16% from the January 

position of 60.4%), failing to achieve the monthly improvement trajectory  of 79.3%. In the latest available national data (January 2026) the Trust ranked 111th out of 
119 NHS providers nationally and 11th  out of 11 against our Model Hospital peer group. This is a True North Metric. This does not reflect the February position and 
that this FDS position is the highest the Trust has achieved since the standard was introduced. 

• 62 Day waits for first treatment service standard in February 2026 was 70.7% (up circa 8% from the January position of 62.8%), with the monthly trajectory of 73% 
not achieved. In the latest available national data (January 2026) the Trust ranked 73rd out of 119 providers nationally and 5th out of 11 against our Model Hospital 
peer group. This 62 day position is the highest the Trust has achieved in 12 months. 

• Executive and Resource Committee sighted on cancer service standards and recovery actions, with a detailed cancer progress report taken to Resources Committee 
in February 2026. NHSE, ICB, Cancer Alliance and CAP have been sighted on Q4 recovery actions at tumour site level via Cancer and Diagnostic Tiering meetings. 
Provisional March data outlines that the service improvements achieved in February 2026 have continued to improve in March 2026. 

Factors impacting performance:
• The following cancer sites exceeded 80% FDS in February 2026: Breast & None Site Specific. Gynaecology achieved above their internal trajectories.
• The following cancer sites exceeded 75% 62-day service standard in February 2026: Breast, Haematology & Skin. Haematology, Skin & Urology achieved over internal 

trajectories. 
• 31-day treatment standard was 98% overall, which achieved the national service standard of 96%.
• At the end of February, the proportion of patients waiting over 104+ days equates to 2.3% of the PTL size with 50 patients, this position is fairly static between 2% 

and 2.6% over the last 6 months. Colorectal, Skin 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, with Colorectal and Skin accounting for over 62% of this patient cohort, an improvement on January position where this 
accounted for 69% patient cohort. 

• Diagnostic performance, in particular endoscopy and imaging is impacting faster diagnosis performance due to delays in diagnostic pathways.
• Referrals received with FIT has seen deteriorating performance. The cancer alliance have been tasked with leading ongoing system work, including the appointment 

of a new Lower GI system clinical lead. Data has been provided to the alliance GP lead for targeted sessions with practices and additional prompts have been added 
to Gateway referral form. Process for rejecting referrals where NICE guidance states should be provided has been agreed, discussed in February 26 Colorectal 
Surgical Cancer Time Out session and implemented. 

• The continued deterioration in skin performance due to the cessation of dermoscopy in some GP practices resulting in a 35% increase in dermatology referrals 
requiring appointments. The ICB have made a funding offer to primary care was implemented January 2026. Early data set shows 62% referrals are accompanied by 
image, however this doesn’t determine the quality of the image received. 

Actions:
• Please see following pages for details. 



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: Mar 2026

What actions are planned? 

Colorectal Plan 

Internal trajectory of 62%. Additional fast track clinics provided by senior consultant, leading to 

highest ever FDS achieved for tumour site (61.3%). Colorectal cancer lead resignation, working 

through plans for recruitment of new lead, associate medical director for cancer providing support. 

Implemented returning referrals with no FIT to primary care.

Urology Plan

Internal Trajectory of 57%. Highest ever FDS achieved at 66.3%, with 80.5% patients seen within 2 

weeks. STT CT model in haematuria commenced implementation. WLI plans and insourcing to 

provide capacity in February- March for additional consultant. 

Ongoing discussions for implementing standardised discharge post Likert score and scope and 

consult model for TP biopsy, with target start date of April 26 (delayed from March), however 

workforce rota changes required alongside clinical governance review and support. 

Gynaecology Plan 

Internal Trajectory of 53%. PMB pathway implementation on both sites, Pipelle commenced on York 

site in CDC. Locum consultant on East Coast providing additional sessions to recover position, 

however lead clinician off for extended period. Arrangements made for consultant or CNS cover at 

MDT to present patients. 

Skin 

Internal trajectory of 75%. 94% practices signed up with ICB LES, some require equipment (scopes) 

will be ordered by end of April. Accenda working on reporting functionality in Gateway to monitor 

compliance and asking for inclusion of prompt to GPs where requests are for skin lesion clinic types 

and do not include a dermatoscopic image.

There is an ongoing risk around team resilience and consultant availability, but two skin cancer 

consultants have been recruited. 

Scoping for community models pre-LES expiry in December 2026.

What is the expected impact?

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?

• Disproportional impact of skin deterioration and Colorectal performance on trust position, with 

both significantly off trajectory. 

• Volume of referrals significantly above planned activity, particularly primary care referrals 

• Cancer performance dependent upon diagnostic capacity and recovery plans 



Operational Activity and Performance 
Referral to Treatment (RTT) Narrative

Reporting Month: Mar 2026

Headlines (Provisional performance):
• Please note: RTT figures for March 2026 are provisional, following a decision by NHSE national RTT performance will not be finalised until the 28th of April.
• At the end of March 2026, the Trust had zero Referral To Treatment (RTT) patients waiting over sixty-five weeks.
• The Trust’s RTT Total Waiting list position ended March 2026 behind the trajectory submitted to NHSE as part of the 2025/26 planning submission: 55,589 against 

the trajectory of 38,992.
• The Trust was behind the trajectory for the proportion of the patients on an RTT waiting list under 18 weeks at the end of March: 56.4% against 60.5%. In the latest 

available national data (January 2026) the Trust ranked 107th worst out of 118 NHS providers and equal 8th worst out of 11 in our Model Hospital peer group. This is 
a True North Metric.

• The Trust is behind the RTT52 week trajectories submitted within the 2025/26 planning submission; 1,088 waiters and 2.0% of the total RTT Total Waiting list against 
the trajectories of 389 and 1%, respectively. In the latest available national data (January 2026) the Trust is ranked 88th worst out of 118 NHS providers and equal 7th 
worst out of 11 in our Model Hospital peer group for the proportion of the TWL waiting over 52 weeks. Nationally at the end of January 2026 there were 6,722,905 
patients on the national TWL, of which 130,997 (2%) were waiting over 52 weeks. By March 2026, the national ambition was 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 was behind the trajectory submitted to NHSE as part of the 2025/26 planning submission with performance of 61.2% against 
the end of March 2026 ambition to be above 67.1%. 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 during 2025/26 and the update to CPD logic which resulted in additional RTT clocks being opened 

since April 2025. The increase in referrals from primary care contributed to the RTT TWL increase (up 5% in 2025/26 compared to 2024/25). Direct Cancer GP 
referrals (not including upgrades, incidental findings etc.) are up 11% YTD with eleven of the twelve months in 2025/26 higher than the Trust has ever received 
during a month, this impacts the ability to see routine RTT patients.

• Delivery of the 2025/26 elective recovery plan; initial analysis shows that at the end of March 2026 the Trust was ahead of the 2025/26 plan with a provisional 
performance of 104% against the funded (excludes OP follow ups without procedure) plan.

Actions:
• Please see following pages for details.

 



Reporting Month: Mar 2026

Summary MATRIX
Referral to Treatment (RTT): please note that any metric without a target will not appear in the matrix below
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Referral to Treatment (RTT)
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Mar 2026



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? 
• Fortnightly meetings in place from start of April 2026 with Care Groups to review activity and 

performance delivery at specialty level, proactive identification of issues to allow material 
mitigations to be made in month.

• Intensive support programme for cardiology, respiratory and gastroenterology commenced in 
February 2026 with corporate team supported by GIRFT/NHSE IST colleagues. Delayed from 
January due to operational pressures. Initial actions completed, focus on grip and control.

• Focused regular BAU discussions to identify action to improve scheduling discipline and 
chronological booking ongoing with care groups and outpatient services.

• Intensive validation of patient cohort between 30-40 week to reduce patients breaching 52 
weeks in Q1.

What is the expected impact?
• Reduction in the TWL 
• Reduction in the number of RTT52 week waits.
• 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 and above the national provider median.

Potential risks to improvement?
• Increase in GP referrals in 2025/26 compared to 2024/25 (up 5%, circa 7k additional referrals). 

Impact of delayed capital builds (CDC, Hybrid theatre, MRI, VIU, SGH Roof and RAAC), resulting 
in reduction in capacity and increasing waiting times.

Reporting Month: Mar 2026



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?
• Weekly monitoring of RTT52 week waits throughout the month with weekly 

trajectory in place. Scope of weekly meeting to be expanded by end of April 2026 
to monitor full pathway metrics rather than focus on longest waiters. Maintaining 
zero RTT65 week waits remains a priority.

• Discussion with NHSE focused on validation approach and opportunities to be 
explored for clinical validation.

• Fortnightly meetings with Care Groups to review in month performance against 
activity and performance targets.

• Refreshed diagnostic escalation process in place to support delivery of 52weeks 
and move away from 65 weeks.

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 delays (RAAC replacement, CT replacement, Roof 

replacement)) which will impact on Diagnostic and theatre capacity at Scarborough 
and York through construction phases.

• Impact of diagnostic delays and prioritisation of cancer resulting in increase in 52-
week waiters

• Volume of 1st OPs on PTL, risk of breaches due to pathways of care resulting in 
longer waits and increase in 52 weeks

Reporting Month: Mar 2026



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: Mar 2026



Outpatients & Elective Care
Outpatients and Elective Narrative

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Mar 2026

Headlines:
• For the month of March 2026, the Patient Initiated Follow Up (PIFU) the Trust was behind the improvement trajectory of 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 78% (February: 83%) below the target of 99%.

Factors impacting performance:
• In the latest North East & Yorkshire Region provided Outpatient data the Trust is above the national provider median for Pre-Referral Specialist Advice 

Utilisation and Diversion Rate (highest quartile for dermatology, gynaecology, paediatrics and urology) and DNA rate (lowest in NEY).  Further internal 
opportunities identified to delivery productivity in plan.

• The Trust’s DNA rate was unchanged at 4.4% in March 2026, the joint lowest this financial year. The Trust has one of the lowest DNA rates in the 
country, the national average is 5.6% (NHSE).

• Digital letters for radiology went live on 17th of December 2025 and we are piloting this with a small group to refine the process before wider roll out in 
March.  Clinical letters went live on 29th of January 2026 with a pilot group.  Currently working through the process to refine the monitoring that all 
letters sent have been processed.  Ongoing issues identified in the pilot that require resolution prior to wider roll out.

Actions:
• Please see following pages for details.

 



Reporting Month: Mar 2026

Summary MATRIX
Outpatients & Elective: please note that any metric without a target will not appear in the matrix below
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Outpatients & Elective Care
Scorecard

Executive Owner: Claire Hansen Operational Lead: Kim Hinton

Reporting Month: Mar 2026



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? 
• PIFU is a key project in the productivity improvement programme in 2026/27.  A 

PIFU rate of 6.6% by March 2027 was included in the submitted plan. Specialties 
identified for rapid improvement work using the GIRFT pathways for 
implementation.  These are Cardiology, Dermatology, ENT, Gynaecology, 
Neurology, Respiratory medicine, Trauma and orthopaedics)

• GIRFT clinic template standards audit completed, with opportunities in a couple of 
specialties identified.  Specialties have amended templates to reflect 
improvements, with further actions identified.  Service reviews will continue in Q1 
with endocrinology planned next. 

What is the expected impact?
• PIFU improvement to 6.6% (March 2027).

• Delivery of 1st Outpatient plan and reduction  in new to follow up ratios.

Potential risks to improvement? 
• PIFU at Scarborough is significantly lower than York (March 2026: 1.9% at 

SGH/5.4% at York). This difference is influenced by MSK catt service at York.  The 

service at York are highest users of PIFU (25% which is circa 800 patients a month 
which is almost a third of all the patients added to PIFU at York). This service does 
not exist at Scarborough.  AHP service overall at York appear to have higher PIFU 
proportions at York as well as ENT and Dermatology

Reporting Month: Mar 2026



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.

Reporting Month: Mar 2026

What actions are planned? 
• Commenced with scoping project to reduce consultant to consultant 

referrals by 10% from April 2026 (compared to 2025/26).
• ICB undertaking review of GP referrals to identify outlying practices for 

further discussion and education.
• Single point of access/advice and guidance proposal to be presented at 

Executive Committee in May. Plan required to deliver in 10 specialties by 
October 2026 in line with NHSE roadmap. The Trust currently has 4 
specialties with single point of access via gateway (REI); Clinical 
Haematology, Dermatology, Rheumatology and Neurology.

What is the expected impact?
• Reduction in internal demand and reduction in open referrals.
• Reduction in GP demand. 
• Improved redirection of referral direct to test or to other services to reduce 

requirement for outpatient attendances.

Potential risks to improvement? 
• Clinical engagement and compliance.
• Digital interface alignment between the Trust, ICB and NHSE guidance.



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: Mar 2026



Operational Activity and Performance 
Diagnostics Narrative

Reporting Month: Mar 2026

Headlines:
• Trust DM01 performance at end March 2026 was 77% against the planned trajectory of 82.7%.
• There is continued improvement in the number of patients over 13 weeks, but a slight increase to patients over 6 weeks as well as total waiting list. This is in line with 

expectations due to additional ERF activity in Q4 leading to a high rate of conversion to diagnostics, and the prioritisation of cancer waits which will fall into 0-5 weeks.​
• In the latest available national data (January 2026) the Trust ranked 82nd worst out of 118 NHS providers and 8th worst out of 11 in our Model Hospital peer group. 

Factors impacting performance:
• Significant increase in elective demand across multiple modalities following additional activity in Q4 to support RTT and Cancer position.
• Further delay in opening of Scarborough CDC.
• Delay in installation dates for new equipment in both MRI and CT. Ongoing intermittent equipment breakdown impacts on ability to deliver planned activity.
• Workforce challenges in multiple modalities due to staff shortages caused by vacancies, sickness, and maternity leave. Recruitment is challenging in many areas, particularly 

imaging and physiological modalities, due to a national shortage of trained staff.
• National field safety notice for DEXA scans remains in place meaning there is a cohort of patients with implantable devices who cannot currently be scanned on our 

equipment. In discussion with independent sector to take these patients.
• Delays in procurement of additional Audiology booths to allow extra clinical space to deliver activity.  These have now been delivered and we are working towards 

implementation by end April 2026.
• Endoscopy position continues to recover as additional clinics are utilised to tackle backlog of patients, including those who chose to delay until after the festive period which 

caused significant drop in performance in early Q4.
• Two full time Endoscopy admin vacancies combined with ongoing recovery following significant staff sickness in early Q4 has led to challenges in operational management 

and clinic booking, OT and bank offered out to support but limited uptake. 
• MRI insourcing has delivered significant improvement using this additional capacity. Additional paediatric GA lists for MRI have been carried out which has substantially 

reduced the backlog for this cohort.
• Bank registrar in NOUS has cleared all of the soft tissue backlog which has had positive impact on NOUS performance. Now looking to focus this resource on injections.
• Workforce and clinical space constraints have impacted ability to deliver echo lists.
• Sleep studies has been challenged due to a large number of broken apnoea links, currently being assessed for repair or replacement.
• Cystoscopy performance has been impacted in recent months by the prioritisation of the Haematuria pathway as the additional Friday Malton list has been stood down to 

accommodate.  This is in the process of being reinstated so it is hoped that we will see a positive impact in Cystoscopy performance by end Q1 2026/27.
• Additional UDS lists in February led to improved performance as backlog began to be cleared although this has deteriorated again slightly in March. We continue to scope 

further additional lists however there is limited staff uptake.
• Additional recruitment and training underway which will have long term impact once staff are fully qualified (radiographers, sonographers, audiologists, 

echocardiographers).



Reporting Month: Mar 2026

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: Mar 2026



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: Validation of long waiters to ensure all DM01 rules are being correctly applied and 
patients booked appropriately has been cascaded down to admin team as part of business as usual. 
Nurse vacancies out to advert to recruit substantive staff and remove the need for insourcing.
The Bridlington air handling unit requires replacement to address the temperature issues and has 
been approved on the capital programme for this year. This avoids lost capacity due to theatre 
closures. One room per day ringfenced for surveillance activity (40 procedures per week)
Imaging: Additional paediatric MRI GA lists have substantially reduced the backlog for this cohort 
and reduced longest wait significantly. MRI radiographer insourcing continues to mitigate capacity 
lost to vacancies at York. NOUS bank registrar has cleared the soft tissue backlog and will now begin 
to focus on injections. CT3 replacement awaited, delayed until circa Autumn 2026. MRI4 installation 
awaited, delayed until at least Q2 2026/27. In discussion with independent sector to take long wait 
DEXA patients unable to be completed on Trust equipment due to field safety notice.

Physiological:

Echocardiography: Two substantive staff returning to work in Q1 which will help to sustain capacity 
following the end of ERF funded insourcing. Validation of long waiters to identify any forward 
planned patients who should reflect as not yet due.
Audiology: 4 x pop-up booths (two York, one Malton and one Brid) to deliver additional audiology 
capacity planned to be in place by end of April 2026. Contracts for current locum colleagues at York 
extended to end of September 2026. 

What is the expected impact?

Increased capacity leading to increase in activity, reduction in backlogs and improvement to DM01 
performance. 

Potential risks to improvement?

Ongoing issues with equipment breakdown and recruitment challenges.

Reporting Month: Mar 2026
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Children & Young Persons: please note that any metric without a target will not appear in the matrix below

ASSURANCE

V
A

R
IA

TI
O

N

HIGH CONCERN

CONCERN

NEUTRAL

IMPROVEMENT

HIGH IMPROVEMENT

MATRIX KEY



Children & Young Persons
Scorecard

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

Reporting Month: Mar 2026



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. Zero RTT40 week waits by the end of Q4 2025/26 except ENT 
and Oral Surgery was not delivered, Care Groups have refocused on delivering 
by the end of Q1.

• ENT and Oral Surgery are planning to deliver zero RTT52 week waiters by the 
end of May 2026. 

SPC2: 
• Latest performance data continues to show 4-hour performance for CYP.  April 

2026, month to date performance is 93.03%.

• The introduction of the new model of care for adults should reduce congestion 
in departments which may lead to more timely assessment of children. This will 
be monitored closely from go-live. 

What is the expected impact?
• Improved ECS and ‘wait to be seen’ for CYP patients.
• Delivery of zero Paediatric RTT40 week waiters (except for Head and Neck).

Potential risks to improvement?
• Impact of treating potential  RTT65 week waits continues to take priority 

particularly in Head and Neck.

Reporting Month: Mar 2026
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COMMUNITY
Scorecard

Executive Owner: Claire Hansen Operational Lead: Abolfazl Abdi

May 2024Reporting Month: Mar 2026



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.

Please note: Graphs show all 4 Virtual Wards. The Trusts virtual wards are made up of 
Frailty Virtual ward (12 beds) Heart Failure Virtual ward (10 beds) and Vascular and Cystic 
Fibrosis with 11 beds between them. FVW and HFVW are operationally managed by 
community services but delivered in partnership with acute colleagues 

What actions are planned?
Frailty VW – The York Hospital at Home service ( previously known as Frailty 
VW)  continues to routinely admit patients into its 12 beds with the vast majority being 
step-up instances from community. Pathway for direct step up IPUs tested in Selby and St 
Monicas and worked well. Aim to test  this pathway for Nelsons court. Skills mix work for 
workforce underway due to a resident doctor rotations.

Selby H@H service, in combination with Selby UCR Trust grade medic, successfully tested 
but not sustainable with one resident doctor. No additional  funding from ICB made 
available for band 7 nurse so due to current financial position, Selby H@H test  is now 
paused. Selby IUCR continues with Selby CRT.

Heart Failure Virtual Ward (HFVW) – Admission avoidance  pathway for HF in place at York 
and working well. Service model expanded to now include early support discharge for HF 
patients Evaluation planned for March 2026. Pathways out of hospital are  IV diuretic for 
ambulatory patients and partnership working for non-ambulatory frail older patients with 
H@H team. This service remains non-compliant with VW operating framework due to lack 
of daily routine consultant cover and no weekend working other than shared care for 
some patients with the H@H service. This risk is mitigated through an admission criteria 
which is consistent with the current operational service. Access to a consultant is available 
on an ad hoc basis.

Potential risks to improvement?
• There remains no H@H service for SHAR or Selby.
• Funding for additional senior nurse  to establish a 5 bedded Selby H@H service not 

available.
• Missed opportunity to improve the Heart Failure Virtual Ward Service and associated 

compliance without further investment as noted in the GIRFT review in 2025.

May 2024Reporting Month: Mar 2026



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.

Please note: These two metrics should not be linked as they are different cohorts of 
patients.

What actions are planned? 
SPC1: Referrals for UCR and home-based intermediate care at home remain high. 
Workforce challenges remain with high sickness actively managed. Data reporting issues 
have been identified with the UCR 70% target, work has been undertaken to understand 
the difference and reporting  has now been adjusted. Additional  validation work has been 
undertaken for March and data quality themes have been identified  and action underway 
to improve.

SPC2: Speech and Language Therapy: the Trust is involved in regional and national work. A 
national toolkit is in development with the Trust involved in workshops to support. The 
2025/26 plan was based on potential change in coding which has been scoped and not 
possible, so impact of actions are limited due to core demand and capacity mismatch.  
Additional WTE mitigation included in 2026/27 plan.

What is the expected impact?
The service is exploring all options to reduce the long waiting patients. The Request for 
Help phone line and resources available through the Trust’s website have been well 
received by patients and their families.

A big increase in referral for Selby CRT since introduction of Trust Grade medic, with good 
partnership working with the local GPs.

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: Mar 2026



QUALITY AND SAFETY



Quality and Safety 

Executive Owner: Karen Stone and Tara Filby

Reporting Month: Mar 2026

Highlights: IPC
• Clostridioides difficile  - Despite a month of increased cases the Trust is 15 cases under the annual objective and 26 cases less than the previous year.  Q3 National Oversight 

Framework metric 1, rank 1/134.  
• Methicillin-Sensitive Staphylococcus aureus bacteraemia – The Trust is 1 case below the annual objective and 11 cases less than the previous year. Therefore, the internal target of 

a 5% reduction in cases has been met, achieving a 12% reduction on the 2024/25 year end output.   
• IPC training packages have been reviewed for delivery in 2026/27

Concerns / Risks :
• Methicillin-Resistant Staphylococcus aureus bacteraemia  annual objective breached with 7 cases to the end of March 2025 against a zero tolerance. Q3 National Oversight 

Framework metric 3.60 per 100,000 bed days, a deteriorated position since Q2. This is 2 cases more than the previous year. 
• E.coli bacteraemia -  The Trust is 13 cases over the annual objective.  Q3 National Oversight Framework metric is 2.36 per 100,000 bed days, a slight improvement on the Q2 

position. The Trust finished the year with 13 cases less than the previous year. 
• Klebsiella bacteraemia - The Trust is 29 cases over the annual objective and 26 more cases than the previous year
• Pseudomonas bacteraemia - The Trust is 16 cases over the annual objective and 6 cases more than the previous year. 

Next Steps: 
• Clinical review of E.coli Bacteraemia and Klebsiella Bacteraemia cases to determine themes has commenced with support of Microbiology Registrars.
• The IPC improvement plan is being refreshed for 2026/27 in recognition of the further stretch improvements required. 
• The IPC Hierarchy of Control Audits for all in-patient wards is commencing in April 2026   

Highlights: Pressure ulcers
• In March, 67 Category 2 pressure ulcers were reported, representing an improvement from the previous month’s total of 71. However, performance remained above the monthly 

target of 60. 
• Monthly rate of pressure ulcers (all categories) is 4.2 per 1000 bed days, against a year end target of 4.0. 

Concerns/Risks:
•    The main hotspots identified this month were Elderly Chestnut ward (5 cases) respiratory ward 34 (5 cases) Elderly ward 35 (7 cases) District Nurse Team (11 cases)
•    The rate of mattress failure due to cell twisting has increased, impacting equipment reliability and requiring targeted corrective action.

Next Steps:
• Funding application submitted to charitable funds to support the purchase of high-risk bedside chairs. 
• Agreement established with mattress supplier to install retro fits to all mattresses across Q1 and Q2. 
• Chairs with inbuilt pressure redistribution, initially procured for winter wards, have been redistributed to medical and elderly care wards based on identified risk.
• Presentation delivered at the leadership forum to senior Allied Health Professionals, focusing on seating, positioning, and patient experience in relation to pressure ulcer 

development. 
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Summary MATRIX 1
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Quality & Safety 
Scorecard (1)

Executive Owner: Tara Filby Operational Lead: Sue Peckitt

Reporting Month: Mar 2026



KPIs – Quality & Safety
Q&S (1)

Executive Owner: Tara Filby 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 remained 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:
• Methicillin-Resistant Staphylococcus aureus bacteraemia  annual objective breached with 7 cases to the end 

of March 2025 against a zero tolerance. Q3 National Oversight Framework metric 3.60 per 100,000 bed days, 
a deteriorated position since Q2. This is 2 cases more than the previous year. 

• E.coli bacteraemia -  The Trust is 13 cases over the annual objective.  Q3 National Oversight 
Framework metric is 2.36 per 100,000 bed days, a slight improvement on the Q2 position. The Trust finished 
the year with 13 cases less than the previous year. 

• Klebsiella bacteraemia - The Trust is 29 cases over the annual objective and 26 more cases than the previous 
year

• Pseudomonas bacteraemia - The Trust is 16 cases over the annual objective and 6 cases more than the 
previous year. 

Key assurances/brilliances
• Clostridioides difficile  - Despite a month of increased cases the Trust is 15 cases under the annual objective 

and 26 cases less than the previous year.  Q3 National Oversight Framework metric 1, rank 1/134.  
• Methicillin-Sensitive Staphylococcus aureus bacteraemia – The Trust is 1 case below the annual objective 

and 11 cases less than the previous year. Therefore, the internal target of a 5% reduction in cases has been 
met, achieving a 12% reduction on the 2024/25 year end output.   

• There is a robust Hospital Acquired Infection review process in place led by the Corporate IPC lead nurses 
and the Care Group senior team to identify key learning opportunities and key actions. 

• Additional review meetings for MSSA bacteraemia cases  have been held for Surgery and CSCS care groups to 
ensure learning is identified and embedded into practice.   

• The IPC Deputy Director of Infection Prevention & Control reports against the agreed strategic IPC 
improvement plan to the Infection Prevention Strategic Advisory Group and to Quality Committee.

• The Internal Audit  report of Infection Prevention and Control Governance has recorded Significant 
Assurance. 

• IPC training packages have been reviewed for delivery in 2026/27

Next Key Improvements:
• The priority improvement objective around the management of both urinary and venous catheters is 

continuing into Q1 2026/27. This  is based around the findings of a local audit undertaken in Q3 with an 
agreed Care Group improvement objective of achieving 90% of all care delivery outcomes for invasive 
devices. 

• Focused work continues with improving hand hygiene and the Gloves Off Campaign, as agreed with the Care 
Group Senior Nursing Teams. 

• Clinical review of E.coli Bacteraemia and Klebsiella Bacteraemia cases to determine themes has commenced 
with support of Microbiology Registrars.

• The IPC improvement plan is being refreshed for 2026/27 in recognition of the further stretch improvements 
required. 

• The IPC Hierarchy of Control Audits for all in-patient wards is commencing in April 2026   

Reporting Month: Mar 2026



Quality & Safety 
Scorecard (2)

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

Reporting Month: Mar 2026



KPIs – Quality & Safety
Q&S (2)

Executive Owner: Adele Coulthard/ Tara Filby /Karen Stone Operational Lead: Dan Palmer/Alice Hunter/Vicky Mulvana- Tuohy

Rationale: The Trust is committed to learning from incidents and complaints and improving the 
patient experience
Target: No target identified as the reporting of incidents/complaints is an indicator of an open 
reporting culture

Factors impacting performance:
Harmful Incidents per 1000 bed days:
The SPC chart continues to show common cause variation in relation to the number of harmful incidents per 1000 bed days. 

Great-ix (51 submissions in March)
March Great-ix Highlights:
• �^�,���Œ�����o�����Œ�����}�u�u�µ�v�]�����š�]�}�v�����v�����š�]�u���o�Ç���•�µ�P�P���•�š�]�}�v�•���Z���o�‰�������š�Z�����š�����u���Á�}�Œ�l�����}�Z���•�]�À���o�Ç�����v�������(�(�]���]���v�š�o�Ç�U�����v�•�µ�Œ�]�v�P���Á���������o�]�À���Œ������

�š�Z�����Z�]�P�Z���•�š���•�š���v�����Œ�����}�(�������Œ�����š�}���š�Z�����v���}�v���š���_
• �^�^�Z�����Z���•���������v�����‰�‰�Œ�}�����Z�����o�������v�����•�š�������Ç�U�����Œ�����š�]�v�P�������•���v�•�����}�(���•�š�����]�o�]�š�Ç�����µ�Œ�]�v�P�������š�]�u�����}�(���]�v���Œ�����•�����������u���v���•�X
• �^�y���]�•�����o�Á���Ç�•���}���o�]�P�]�v�P�����v�����Z���o�‰�(�µ�o���Á�Z���v�������o�o�����U���������o�•�������o�u�o�Ç�����v�������}�u�‰���š���v�š�o�Ç���Á�]�š�Z���‰���š�]���v�š�•�����v�����P�]�À���•�����Æ�����o�o���v�š�������À�]���������v����

�(�������������l���š�}���‰���š�]���v�š�•�����v�����•�š���(�(�_
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Incident Reporting Rates - LFPSE
Recent figures published by LFPSE show that incident reporting at the Trust has shown steady and sustained improvement across 
the last five quarters. Total incident numbers have risen from 3,723 in Q3 24/25 to 4,424 in Q3 25/26, reflecting a stronger 
culture of transparency and learning. Importantly, the reporting rate per 1,000 bed days has increased consistently each quarter 
from 48.6 to 58.2 demonstrating that the rise is not due to changes in activity but genuine improvement in reporting behaviour. 
This upward trend highlights growing staff engagement with Datix and continued progress in strengthening patient safety 
reporting across the Trust.

Complaints
Factors impacting performance: 
The SPC chart continues to show common cause variation  in relation to the number of complaints received but has noted a 
decrease in month with 135 new complaints across the Trust received in the month of March 2026 (in contrast to 141 in 
February 2026).
65% of complaints were closed in 30 days (compared to 56% in February 2026) and 50% of complex complaints were closed in 45 
days (compared to 53% in February 2026) showing an improvement in complaint response times, though there is progress is still 
needed to achieve the target of 90% by the end of April 2026.
Key risks and emerging risks
- Continued high number of complaints and concerns, including issues that are not addressed in the moment e.g. at ward/service 
level.
- Care Groups are closing the backlog of concerns, however there will be an outstanding backlog of concerns at the end of March 
2026. As at the end of February 191 of 254 backlog concerns had been closed.
Key assurances
- The member of staff from the PALS team who was on long term sickness is leaving the Trust following the Final Absence Review 
meeting - the vacancy will be advertised in April enabling th team to return to a full complement of staff.
- To support Medicine Care Group in achieving compliance with outstanding complaints, the Complaints and Concerns Lead will 
provide temporary support one day a week from mid-April.  
- The corporate patient experience team continue to support Care Groups with a number of complex complaints to reduce the 
burden on Care Group leadership teams.
- A meeting will be held with all Investigating Officers led by the Chief AHP to reconfirm their responsibilities, remind them of the 
need to complete their complaints training and the zero-tolerance approach for complaint responses which will be effective 
from 1 May 2026.
Next key improvement steps
- Care Groups to continue taking action to close the backlog of concerns and work towards achieving compliance with complaint 
response deadlines by 30 April 2026.
- A rebuild of the complaints dashboard is underway to enable clearer accountability oversight linking identified actions with 
Care Group improvement plans.
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Maternity  

Executive Owner: Karen Stone and Sascha Wells-Munro

Reporting Month: Mar 2026

Please note that Maternity Services provide a dedicated report to Trust Board against a range of quality and safety metrics. The metrics in this TPR are currently under review.  
Highlights: 
Special Care Baby Unit.
Concerns / Risks :
Special Care Baby Unit had a period of reaching full capacity in December 2025. This has now resolved and is managed through the business continuity plan in place to support that 
pathway of care. 
Next Steps:.
Maternity and Neonatal services are working with the local Operational Delivery Network (ODN) to review the current service delivery pathway for SCBU in Scarborough.

Highlights:
Home birth service suspensions in Scarborough and the East Coast
Concerns/ Risks:
Due to significant shortfalls in the budgeted establishment because of maternity leave and LTS as well as no headroom applied to the service the ability to safely staff on-
calls  consistently for homebirth overnight has been increasingly harder to achieve. This has also been impacted by the HM Coroners Prevention of future deaths letter to NHS England 
and other key stakeholders around the commissioning and safety of homebirth service particularly related to midwives working hours. The service has undertaken a review and has 
temporarily implemented and on-call system that ensures midwives have reasonable compensatory rest to support safer care to women. Due to the afore mentioned staff shortages 
this safe practice has further impacted on the ability to provide the service overnight which has seen more suspensions due to maintaining safety for all women and staff.
Next Steps:
A full consultation for community Midwifery service across York and Scarbrough is planned following an increase in budgeted estabalishement in line with BR+ on the first of April and 
after publication of new guidance for homebirth service form NHS England and the Royal colleges of Midwives and Obstetrics and Gynaecology

Highlights:
Increase in Caesarean births at York
Concerns/Risks:
There has been a significant increase in the demand for maternity theatre time at York due to an increase in Caesarean births, particularly category 3 births. This is due to clinical 
guidance that means more women are being induced earlier in pregnancy for multiple reasons that then results in failed induction leading to the need for a caesarean birth

Next Steps:
A further review of demand V capacity is underway for planned caesarean births as well as the demand for acute activity that includes other clinical procedures as well as unplanned 
caesarean births.
 



Reporting Month: Mar 2026

Summary MATRIX
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