A MEETING OF THE BOARD OF DIRECTORS
WILL TAKE PLACE ON THURSDAY 23RD MAY 2013, 9AM
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL
AGENDA

No

Item

Enclosure

1.

Apologies and Welcome

2.

To receive any declarations of interests

3.

To receive and approve the Minutes of the meeting of the Board of Directors
held in public on 25th April 2013

13/05/P/03

4.

To review and note progress on Matters Arising

13/05/P/04

Quality & Governance
5.

Patient’s Story

6.

To approve the Quality Account 2012/13

13/05/P/06

7.

To approve the Information Communication & Technology Strategy 2013-16

13/05/P/07

8.

To receive and endorse the latest assurance report of the Audit Committee,
including the Audit Committee annual report

Tabled

Performance & Finance
9.

To approve the 2013/14 Savings Programme

13/05/P/09

10.

To receive and review the following reports on performance:
a) monthly Integrated Performance Report
b) the Emergency Care <4 hour pathway action plan
c) Transformation Programme – Year One

13/05/P/10

11.

To receive a report from the Chairman, Mr S Wragg

13/05/P/11

12.

To receive a report from the Chief Executive, Mr P O’Connor

13/05/P/12

13.

In accordance with the Trust’s Standing Orders and Constitution, to resolve that
representatives of the press and other members of the public be excluded from the remainder
of the meeting, having regard to the confidential nature of the business to be transacted.
Date of next meeting:
- 27th June 2013, 2pm, at Education Centre, Barnsley Hospital

Signed:

…………………………..
Chairman
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REF:

13/05/P/03

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT
MINUTES OF A MEETING OF THE
BOARD OF DIRECTORS
HELD ON 25TH APRIL 2013
EDUCATION CENTRE, BARNSLEY HOSPITAL
PRESENT:
Mrs J Ashby
Mrs S Brain England OBE
Mrs L Christon
Mr S Houghton CBE
Dr J Mahajan
Mrs H Mcnair
Mr P O’Connor
Mr F Patton
Mr D W Peverelle
Mr P Spinks
Mr S Wragg

Director of Finance & Information
Non Executive Director
Non Executive Director
Non Executive Director (present to 4.15pm)
Medical Director
Chief Nurse
Chief Executive
Non Executive Director
Chief Operating Officer
Non Executive Director
Chairman

IN ATTENDANCE:
Mr A Conway
Ms C E Dudley
Mrs E Jeffers
Mrs E Libiszewski
Ms C Shaw

Staff Governor, Volunteers (re Minute 13/90 only)
Secretary to the Board
Director of Transformation
Director of Quality & Performance
Interim Associate Director of Communications & Marketing

13/86

APOLOGIES & WELCOME

ACTION

Members and attendees noted above were welcomed.
Several Governors and members of staff and the public were also welcomed to
the meeting as observers.
13/87

DECLARATIONS OF INTERESTS
None.

13/88

MINUTES OF LAST MEETING

(13/04/P/03)
th

The Minutes of the meeting held on 28 March 2013 were received and
reviewed. For accuracy, three amendments were proposed:
•
•

•

Minute 13/67 – reference to “rehabilitation unit” should be amended to
“rehabilitation service/environment”, as the Trust did not intend to establish
a unit per se. The amendment was agreed;
Minute 13/70 – the statement that “Mr Spinks queried the position on
coding…” should be revised. Mr Spinks clarified that his point had been to
raise concerns regarding coding and it was agreed that the Minutes should
be amended accordingly;
Minute 13/74 – referred to the A&E target and pressures on the A&E
department; the issues discussed concerned the wider urgent care pathway,
not just A&E, and it was agreed the Minute should be amended to reflect
this.
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Subject to the above, the Minutes were accepted as a true record.
13/89

MATTERS ARISING

(13/04/P/04)

The progress report on matters arising from the last and previous meetings held
in public was received and noted. In addition the following updates were noted:

13/90

•

The Chairman referred to his report presented in March (Minute 13/75),
which had highlighted the staff survey and some further information being
presented to the Board in April. This work had since had been progressed
through the Non Clinical Governance & Risk Committee (NCGRC) and the
Organisational Development Framework and would be reported to the
Board via assurance from the NCGRC.

•

Minute 13/71 – As chair of the Audit Committee Mr Spinks confirmed that
work was progressing on the internal audit plan, with input to be received
from both the NCGRC and Clinical Risk Committee shortly.

PATIENTS’ STORY
Mr Conway, staff governor for volunteers, reported on his experience when
admitted to the hospital over the Easter weekend through the emergency
department (ED). During his admission he had been transferred from ED to the
Acute Medical Unit (AMU) and subsequently on to two further wards. It had
been an extremely busy period for the hospital, with staff facing high volumes of
admissions. Nonetheless Mr Conway had observed nothing but professional
and compassionate care extended to patients; he highlighted one instance
where a nurse had taken nearly 45 minutes to reassure and support a
particularly anxious patient, despite the other demands on her at the same time.
The teams had been stretched; on the escalation ward staff had been drafted
from other areas to work together – and throughout it all they had done so with
a smile and great care for everyone.
Mr Conway was particularly
complimentary of the younger auxiliary staff. He had also been impressed by
the information provided to him on discharge, enabling him to understand his
medication easily and to share appropriate information with his employer on his
return to work. His aftercare had also been very good and was ongoing.
Mr Conway advised that he had been attending Barnsley as both an in- and
out-patient for quite a while and had noted a number of improvements over the
years, of which the hospital should be proud. He assured the Board that,
particularly in light of his role as a governor, he would not have hesitated to
report any concerns if they had arisen. He was, however, pleased to be able to
attend the meeting to give a positive report and to commend all the staff
involved, particularly those in the ED, AMU and on wards 23 and 35 for their
care and professional attitude throughout the weekend despite the huge
demands on them.
The Board thanked Mr Conway for his report and for sharing it with the meeting.

13/91

HOSPITAL STANDARDISED MORTALITY RATIO (HSMR)
AND SUMMARY HOSPITAL MORTALITY INDICATOR (SHMI)

(13/04/P/06)

Dr Mahajan presented and reviewed the quarterly report on HSMR and SHMI.
A slight improvement on the Trust’s HSMR was noted and the report on SHMI
showed an improvement in the Trust’s position, which remained within
nationally acceptable parameters. It was further noted that the original action
plan for HSMR had been completed.
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Improvements had not been as significant or as quick as hoped and
Dr Mahajan referred to the further actions outlined in the report, being
progressed to ensure continued and faster improvement.
It was acknowledged that the target of 100 (or below) by October 2013
remained challenging, particularly as it was not a fixed target (ie was subject to
being rebased nationally), nevertheless, Dr Mahajan reconfirmed her team’s
commitment to achieving it. It was discussed whether the crude mortality data
would provide a more stable target against which to measure progress. It was
noted, however, that whilst the crude morality data provided a useful reference
point and clearly showed the hospital’s improvement year on year, it was not as
effective as HSMR as it could not provide benchmark data against other
providers.
Dr Mahajan expanded on each of the five new workstreams intended to support
delivery of the target. The Board was pleased to note they included the
establishment of the Trust’s own Medical Examiner system, as recommended
by Dr Fletcher, external consultant. Dr Mahajan assured the Board that the
Trust also continued to explore and learn from other Trusts as much as
possible.
In addition Dr Mahajan highlighted two reviews recently
commissioned:
a) a clinical and coding review of all deaths recorded in December, to
investigate the reported spike in the Trust’s HSMR that month. This would
enable the Trust to ascertain if the spike reflected an increase in admissions
or changes to casemix or coding. The findings would be reported to the
CGC or Board (whichever was first) as soon as possible, and
b) review of the correlation between coding for palliative care and HSMR.
Graph 3 in the report showed a drop in coding for palliative care; this would
ensure data could be corrected if applicable.
In response to Mr Houghton’s enquiry regarding which of the workstreams
would provide the fastest or most significant improvement, Dr Mahajan outlined
the differing impacts that could be expected from each one. It was not currently
possible to evaluate them more clearly but supporting PIDs (project investment
documents) were being developed and reviewed through the Consistency in
Care programme, which would enable progress to be reviewed against the
measures of success identified by the programme board.
The report, progress to date and plans for the future were noted. Dr Mahajan
would continue to keep the Board updated.
It was also noted that the Non Executive Directors had agreed to consider
appointment of another Non Executive Director to support Dr Mahajan’s work in
this area. The Board noted that as this would have constitutional implications, it
needed to be considered with the Council of Governors’ Nominations
Committee before being taken forward.
13/92

EMERGENCY CARE 4 HOUR PATHWAY ACTION PLAN

SW

(13/04/P/07)

Mr Peverelle presented and expanded upon the emergency care 4 hour
pathway action plan, which had been developed taking account of a number of
workstreams, including the urgent care transformation programme, internal
operational actions and early feedback from the external Emergency Intensive
Care support team. The plan was discussed at length and a number of key
points noted, including:
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•

the importance of retaining an internal focus on the work; external factors
and work with partners was essential but there was a lot of work that the
Trust could and should lead on its own to drive further progress;

•

the short, medium and longer term actions set out in the plan. The high
number of reported “reds” showed the work ongoing as a priority. It was
agreed that delivery dates should be added to the Plan to enable the Board
to measure progress

DWP

•

assurance that the plan would return the Trust to compliance against target
(<95%) by the end of the quarter (Q1), albeit not to compliance for the
quarter overall (the Chief Executive referred to the Monitor quarterly
submission – later agenda item);
• the Board’s continuing commitment to patients’ needs first, above targets.
The plan supported the Board’s commitment to ensuring that services to
patients remained paramount above delivery of the target per se, although it
was also acknowledged that delivery of the target – ie waiting less than 4
hours – was intended to support a better patient experience. The report had
been included in the “quality” rather than “performance” section of the
Board’s agenda, reflecting the twin focus.
Mrs Brain England reminded the meeting that in his Patient’s Story,
Mr Conway had shared a comment from a senior nurse, who had affirmed
that patients who attended A&E were never turned away from BHNFT and
would all be seen and treated as required. Whilst this was laudable and
fully supported by the Board, it also presented a dichotomy when patients
attended inappropriately and could have received equally good care from
other routes. Dr Mahajan also referred to terminally ill patients transferred
from nursing homes, who subsequently died in hospital within 24-48 hours;
it could be questioned whether hospitalisation was the best option for those
patients. All such areas would be reviewed as part of the action plan and
longer term working with partners. The Chairman had been in discussion
with the Clinical Commissioning Group (Barnsley CCG) recently regarding
the pressures on the urgent care pathway. One idea had been a joint
awareness campaign to promote awareness of options for care.
In conclusion it was agreed that the plan was robust and it was supported by
the Board, subject to inclusion of delivery dates to enable the Board to measure
its effectiveness.
13/93

ANNUAL SAFEGUARDING REPORTS
(i) ADULTS, (ii) CHILDREN & YOUNG PEOPLE

DWP

(13/04/P/08)

Mrs Mcnair presented the Trust’s annual reports on safeguarding (i) Adults and
(ii) Children & Young People, which highlighted the wide range of work and
developments carried out throughout the year, the increased uptake of training
the continuing focus and importance of safeguarding, and the positive impact
on patients’ lives.
Mrs Christon, Chair of the CGC, affirmed that both reports had been reviewed
at the CGC’s latest meeting. The Committee had been pleased to note the
initiatives and developments around patients and learning disabilities for adults.
The Committee had also agreed to ask the Board to consider supporting a
continuation of focused work for children’s safeguarding, if funding was no
longer available through CQUINs (Commissioning of Quality and Innovations).
Mrs Mcnair advised that the final funding options from CQUINs for 2013/14 was
not yet clear. CGC would continue to monitor the position and report back to the
Board if required.
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Referring to other aspects supporting children’s safeguarding, Mrs Mcnair
highlighted the continuing work in response to the community-wide OFSTED
report, latest discussions on which had shown the health sector to have no
actions outstanding. Dr Mahajan referred to the reduction in DNAs (did not
attend) in children’s services; the process was quite labour intensive but it had
produced good outcomes and other transformation programmes would be
considering any learning from reducing DNAs in other outpatient areas.
In terms of the training levels, whilst they were good (90% overall) and
continued to improve, Mr Patton queried if they were sufficient. It was noted,
that the report included staff not available for training – ie on maternity leave or
long term sick. Whilst such staff would require training on their return to work, it
was agreed future reports should reflect only those staff available for training at
the time.

HB/HM

The progress to date and continuing plans for development were noted and
supported.
13/94

NURSE STAFFING LEVELS AND SKILL MIX

(13/04/P/09)

The Board received and reviewed the report, which set out the findings of the
six-monthly review of the nurse staffing levels and skill mix across the Trust.
Although there were no nationally determined staffing levels, the report showed
the Trust’s staffing ratios of qualified nursing staff at 1:7 (accepted as safe
levels), marginally below the Royal College of Nursing’s (RCN)
recommendation of 1:6, and midwifery meeting recommended levels too
(subject to staffing). It also showed that the skill mix continued to meet the
Trust’s previously agreed ratio of 60:40 for qualified to unqualified nursing staff.
Whilst staffing levels were at safe levels, it was recognised that the report also
showed a variance of staffing and skill mix across the clinical areas, which
would impact on the provision of care. The Board supported Mrs Mcnair’s
recommendation that it may be timely for the agreed ratio to be reviewed, with a
view to it being determined by speciality rather than overall. The Board was
pleased to note that Mrs Mcnair planned to bring a further report to the Board
shortly to explore this further.
13/95

MONITOR’S CODE OF GOVERNANCE AND
QUALITY GOVERNANCE FRAMEWORK

HM

(13/04/P/10)

Mrs Libiszewski presented and expanded on the report, which set out an
evaluation of the Trust’s compliance with Monitor’s Code of Governance (the
Code) and Quality Governance Framework (QGF) throughout 2012/13. As
stated in the report, Foundation Trusts (FTs) were required to “comply or
explain” their performance against the Code in their annual report & accounts
and the Board had previously opted to review performance against the QGF
annually for completeness and good governance.
Mrs Libiszewski reminded members that, as set out in section 4.2.1, in year the
review had been supported by the Board’s consideration of two national
publications (“Quality in the NHS” and the Francis Report) and an independent
external review of the Trust’s approach to quality and safety. This work had led
to a number of agreed actions being incorporated into the Trust’s business plan
for 2013/14, further work being planned to develop the Trust’s approach to
governance and quality (including agreement to undertake a review against
Monitor’s governance assessment tool for aspirant FTs), and agreement to
continue to progress the Trust’s focus on membership development, supported
by plans to recruit a membership manager shortly.
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The presented report had been reviewed previously by the Audit Committee
and received by the Board in March and had since been revised further by
Mr Spinks, as Audit Committee Chair, and Mrs Libiszewski, Director of Quality
& Performance. As a consequence, section 4.2.2 outlined a series of actions
for the Board’s and Governors’ consideration to provide further support to the
requirements of the Code and QGF.
Following discussion, it was agreed that:
•

one correction should be made to the review on the Code at section E.1.3.
Mr O’Connor clarified that his role, on behalf of the Trust, as Non Executive
Director with Medipex did not attract an attendance fee. It did, however,
carry the potential for a fee if, as Non Executive of Medipex, he had been
asked to undertake any additional work. As stated in the report, any such
fee would be payable to the Trust, not the individual appointed as Non
Executive on behalf of the Trust. It was confirmed that to date no such work
had been undertaken by Mr O’Connor;

•

with the exception of C.2.2 as stated in the report (relating to the agreed
extended term of office for the latest Non Executive appointment), the Trust
was compliant with the Code of Governance. Additionally, the Board was
satisfied that the required information recommended by Monitor to be
available to the public was or could be provided appropriately;

•

the Board was assured on the Trust’s compliance with the Quality
Governance Framework;

•

the actions proposed in section 4.2.2 should be progressed, and

•

any further work on the Code or QGF should be referred to the Audit
Committee (not the NCGRC, as stated in the report) for review.

In closing discussion on this item, it was also noted that Monitor had very
recently published new guidance on the assessment tool for applicant FTs.
13/96

CLINICAL GOVERNANCE COMMITTEE (CGC)

(13/04/P/11)

As Chair of the CGC, Mrs Christon presented the latest assurance report of the
Committee, following two meetings held in April – a regular meeting of the
Committee and an extraordinary meeting held to review the draft Quality
Account. The latter had enabled the draft Quality Account for 2012/13 to be
revised, agreed in principle and distributed to nominated stakeholders for
comment.
The report drew the Board’s attention to a number of issues addressed by the
CGC. Mrs Christon highlighted section 3 and in particular the CGC’s feedback
on its scrutiny of performance against stroke indicators which, contrary to
expectations, had not improved with the advent of the second CT scanner, and
risks relating to the Trust’s Research & Development Strategy following
Professor Parker’s impending departure.
The Committee had also reviewed and approved a number of revised policies,
including:
•
•
•
•
•
•

Tuberculosis Policy
Surveillance Document Policy
Diarrhoea Policy
Antimicrobial Policy
CJD Policy
Management of patients with Blood Borne Viruses Policy
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•

Infection Prevention and Control (IP&C) Policy

With regard to the last Policy, the Committee had also considered that it would
be useful to develop an overarching policy for IP&C, supported by a series of
protocols rather than the numerous separate policies currently produced. The
Committee would be pursuing this further.
The Board noted and supported the report and the policies approved by the
CGC.
13/97

FINANCE COMMITTEE

(13/04/P/12)

As Chair of the Finance Committee, the Chairman tabled the Committee’s
assurance report, following its latest meeting held on 18th April 2013. He
thanked Mrs Libiszewski for providing the report so quickly after the meeting.
The report was largely self-explanatory, confirming the Committee’s review of
the Trust’s performance for 2012/13 and plans for 2013/14 to 2015/16, and
giving assurance that, as a Committee of the Board, the Trust’s financial
position had been reviewed as much as possible. Mr Spinks also emphasised
that the 2013/14 plan had been considered in view of the information available
at the time and would be subject to further detailed consideration of proposed
savings plans and sensitivity scenarios, which had been requested for the
Committee’s next meeting.
Mr Patton, Chair of NCGRC, referred to the Finance Committee’s request for
NCGRC to look at capital expenditure. He confirmed that this had been
included on the Committee’s agenda for its next meeting.
The Finance Committee’s assurance report was reviewed and accepted.
13/98

NON CLINICAL GOVERNANCE & RISK COMMITTEE (NCGRC) (13/04/P/13)
Mr Patton presented the assurance report from the Committee following its
latest meeting on 4th April 2013. He drew attention to four issues from the
report:
•

considerable discussion regarding the need to rationalise policies, to ensure
they are created and used more appropriately.
- This was welcomed by the Board, who agreed the formats should be
reviewed to be more user friendly and accessible. It was, however, agreed
that a correct balance must be maintained to ensure compliance with NHS
Litigation Authority requirements, supporting its role of making sure NHS
organisations provided services safely;

•

discussions on patientflow, following termination of the new system (subject
to legal resolution) and options to progress alternative providers;

•

the continuing demands on the Trust’s urgent care pathways. Discussions
on this topic had taken up a considerable amount of the Committee’s time
and members had welcomed assurances gained from the Chief Operating
Officer;

•

the staff survey and actions, which had been carefully scrutinised on behalf
of the Board.

The Committee had also reviewed and approved a number of revised policies:
•
•
•

Data Protection Policy
Information Governance Policy
Grievance Policy

03_04 APR PUM 2013.doc

Page 7 of 13

•
•
•

Long Services Award Policy
Equality & Diversity and Human Rights Policy
New and Expectant Mothers’ Policy

The Long Services Award Policy had been approved subject to the Board’s
agreement with the proposal that it should include all NHS service, which the
Board did not hesitate to support.
The Committee had also reviewed one new Policy - Mobile Phone Policy –
which was recommended to the Board for approval.
The Board received and endorsed the assurance report, noted the policies
approved by the Committee and approved the Mobile Phone Policy on the
recommendation of the Committee.
13/99

BOARD ASSURANCE FRAMEWORK

(13/04/P/14)

Mrs Libiszewski presented the full Board Assurance Framework (BAF) for the
final quarter – January to March 2013, effectively the year end report for
2012/13. She drew attention to the updated information and conclusions for the
year. It was agreed that the BAF had been better used in 2012/13 overall; this
view had been reinforced by the audit review (and follow up) undertaken in
year.
The 2012/13 BAF was accepted. It was proposed and agreed that use of the
BAF should be further improved for 2013/14 by greater linkage to the Board
agenda (which would be pursued by the Chairman) and the actions outlined in
sections 3.2.2-3.2.7 of the report.
13/100 2013/14 SAVINGS PROGRAMME

SW
LL

(13/04/P/15)

Mrs Ashby confirmed that, as referenced in the Finance Committee’s latest
assurance report, the three year financial plans had taken account of the
preliminary savings programme - £7.2 million, based on the national challenge
of 4%. It would be another challenging year but was not dissimilar to last year’s
target, which the Trust had largely delivered successfully.
Outline programmes had been reviewed by the Board at its workshop held
earlier in the day, with targets allocated to transformation programmes and
subject to review with the Clinical Service Units on 26th April.

JA/
Exec
Team

Mr Houghton left the meeting at this juncture to attend the Barnsley Health &
Wellbeing Board. It was noted that the overlap of meeting dates between the
two Boards had been raised and would be addressed shortly.
13/101 INTEGRATED PERFORMANCE REPORT

(13/04/P/16)

The integrated performance report, which provided an overview of the Trust’s
progress against key activity, finance, quality workforce and the transformation
programme to the end of March 2013 was received and reviewed. The lead
Directors expanded on the relevant sections as presented in the report:
Activity
Mr Peverelle reported two breaches against Monitor for March: the A&E <hour
target (as reported separately, above) and 62 day screening programme
(March 80%, 95% for the quarter and 96.8% year to date). With regard to the
latter, Mr Peverelle advised that whilst patient numbers were high for screening,
diagnosis of cancer affected a relatively low number and the breach reflected
one patient, due to the complexity of their case. He confirmed that the patient
had since been operated on.
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He also expanded on the red ratings recorded against national targets, for
diagnostic tests, longest wait times in the ED and DNAs. As discussed earlier,
the Board acknowledged that long wait times whilst not necessarily a clinical
issue (as in this case, with the patient having been assessed by a nurse and in
a stable condition and other patients presenting with more urgent needs), it did
impact on the quality of the patients’ experience. Where practicable, the
department planned to introduce clinician support at triage to avoid a
recurrence. Discussions widened around national indicators and internal
measurements now shown on the dashboard. Board members had recently
started to receive more detailed reports on the emergency department’s
performance outside the meeting, which was appreciated. Mrs Libiszewski
suggested, and it was agreed, that it would also be useful to develop correlation
between the reported data and the urgent care pathway action plan and
expanding the dashboard to show this, even if only on a short term basis.

DWP/LL

Quality
Mrs Libiszewski highlighted the year end outcomes for MRSA Bacteraemia
(zero) and Clostridium Difficile (outcome of 22 against target of 31). Referring
to the quality indicators, she highlighted the downward trajectory of falls, the
five never events recorded in 2012/13 and, as reported to the Board last month,
a single sex accommodation breach relating to the discharge of a patient who
had needed a stroke bed and had consequently been held in a mixed
environment on the critical care unit longer than anticipated thus incurring a
breach against national parameters. Mrs Libiszewski also advised that work
was ongoing to provide further analysis on the increased levels of serious
incidents reported across the Trust, which were currently difficult to benchmark.
Workforce
Ms Brearley confirmed that whilst performance had improved overall, the
Trust’s internal targets for sickness absence, appraisals and mandatory training
had not been achieved. Action was being progressed to support each aspect.
•

work on sickness absence included a review of management of sickness,
linked into the work being progressed around stress – one of the primary
reasons for absence. The target for 2013/14 would be reduced to 3.2% for
2013/14;

•

mandatory training was just below the 90% target despite increased focus
across the Trust and work would continue to ensure further improvements.
The Learning & Development team (not the Board, as stated in the report)
had written to each CSU to acknowledge achievements to date;

•

appraisals showed a strong uptake, at 86%. In 2013/14, efforts would be
concentrated on the quality of appraisals as well as uptake.

Referring to earlier discussions on safeguarding training, the Board agreed it
would be useful to review reporting for mandatory training and appraisals too, to
ensure that it only reflected available staff (ie excluded those on long term
sickness; staff on maternity leave were already excluded from the reporting until
their return).

HB

Finance
Mrs Ashby highlighted key outturns for 2012/13, including the financial risk
rating of 3 (rounded down throughout the year), a surplus of £1.4 million
(EBITDA of 96.4% after legacy income) and contract income £3.939 million
ahead of plan. She corrected the data provided on efficiencies, which should
have read £0.262m against plan and £0.993m against internal target: an
achievement of £7.007 million for the year. All agency spend (clinical, nursing
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and other staff) remained tightly controlled with more advantageous rates now
being achieved. Contrary to earlier expectations, the capital expenditure
programme had not quite been fully achieved but all non spend had been
carried forward into 2013/14.
Mr Spinks affirmed that the year end outcome had been reviewed in more detail
by the Finance Committee, as reported.
Transformation
Mrs Jeffers confirmed that the report gave the position at the end of the first
year of the transformation programme and showed the programme ready to
move forward into year 2, with a focus on delivery and increased engagement
with clinicians and partnership working. Whilst the detailed monthly report on
each programme showed some amber and red positions, the milestone report
showed green across most programmes, reflecting good progress against plan.
Mrs Jeffers drew attention to two red risks:
(a) capacity from the programme manager in elective care
- this had been a challenge throughout the year but had now been resolved
with support from the programme manager already working with the urgent
care programme
(b) engagement of clinicians and clinical teams, particularly with the strategic
service reviews. This had been difficult despite good attendance and
support at recent workshops; it had proved more problematic in terms of
dealing with the clinical service units individually but work was progressing
The Board appreciated the introduction of a (draft) dashboard for the
programme, which would be developed in year two and presented on a month
by month basis. It was agreed that an additional report would be useful next
month, to show the overall position for 2012/13 and lessons learned.
13/102 MONITOR – QUARTER (Q4) SUBMISSION

(13/04/P/17)

The Chief Executive reminded members of the requirements of the quarterly
submission to Monitor, to confirm the Trust’s governance and finance
performance and risk ratings, and performance against Plan.
It was noted that the Board’s statements for the third quarter of 2012/13 had
been accepted by Monitor – a governance risk rating (GRR) of amber/green
and finance risk rating (FRR) of 3.
The proposed submission for Q4 was reviewed. The GRR of amber/green
reflected the deterioration of performance against the <4 hour target. The Chief
Executive reiterated that, as highlighted in discussion of the emergency care <4
hour pathway action plan, it was not anticipated the Trust would achieve
compliance across Q1 in 2013/14, although the Board was assured that the
plan would achieve 95% before the end of the quarter. He advised that, whilst
a further breach in Q1 would only attract a penalty point of 1, it would be the
third consecutive quarter for which the Trust would report a breach, based on
which Monitor could move the Trust to a red governance rating. Accordingly the
Board was asked to consider the governance statement (appendix 3 to the
report). The Chief Executive proposed a further wording to clarify the Trust’s
plans and expectations.
Following discussion, it was agreed that (i) the declaration was rightly recorded
as “unconfirmed” against the first statement for governance (as the Trust had
not achieved the A&E <4 hour target) and would not meet the Q1 target, and
“confirmed” against the second statement as the Trust expected to be
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EJ

compliant on all other targets going forward; (ii) the explanatory text should be
expanded as proposed by the Chief Executive and (iii) the submission should
be accompanied by the <4 hour action plan, with delivery dates included if
possible within the submission deadline.

DWP/
POC

Mr Spinks also referred to the report’s reference to the FRR being subject to
confirmation from the Finance Committee. For good order he confirmed that, as
stated previously, the year end outturn had been reviewed and accepted by the
Finance Committee and the FRR of 3 had been confirmed by the Committee,
based on the current Monitor Compliance Framework.
Taking account of the above amendments and comments, the Q4 submission
to Monitor was approved.
13/103 QUARTERLY COMMUNICATIONS REVIEW

(13/04/P/18)

The quarterly update on the work of the Trust’s communications team and the
fundraising office was received and noted.
Ms Shaw also reported that the new Associate Director of Communications –
Ms Emma Parkes – would be taking up her role on 29th April. Whilst the
substantive appointment was a welcome move for the Trust, on behalf of the
Board, the Chairman took the opportunity to record formal thanks to Ms Shaw
for all the work she had done during her interim appointment.
13/104 CHAIRMAN’S REPORT

(13/04/P/19)

The Chairman’s report was received and reviewed. It included the Governors’
request to renew the subscription to the Foundation Trust Governors’.
Association for a further year, at a cost of £3,300. This was agreed. The
Chairman also highlighted a number of re-appointments reported under section
3.3 and was pleased to formally record the appointment of Mr David Peverelle
as interim Chief Executive, following interviews held on 18th April. Whilst
already working closely with the outgoing Chief Executive, Mr Peverelle would
take up appointment formally from the end of May, after Mr O’Connor’s last
working day on site.
The Chairman also reported on a number of Patrons for the Hospital Charity,
recently announced in the local press. Although the appointments were subject
to ratification by the Board of Trustees, this welcome support reflected the
growing profile of the Charity since the establishment of the fundraising office.
Another outcome of this increased focus was the introduction of the Charity’s
mascot, who would be undertaking its first formal engagement and joining the
Barnsley FC mascot on the playing field at Oakwell grounds on Saturday 28th
April. The Board appreciated the Football Club’s generous support.
The Chairman reminded members that tickets for the annual HEART Awards
dinner and dance were now on sale and that sponsorship opportunities were
still available. The Trust was keen to keep costs to a minimum for staff wishing
to attend the event and support their colleagues each year.
Referring to staff awards, the Chairman advised that the BRILLIANT Staff
awards for April had been deferred by one day but would be announced
through the monthly Team Brief as usual.

ALL

Reports were invited from other members of the Non Executive Team.
Mrs Christon reported on her recent meeting with the Trust’s Resilience and
Security Manager, who had confirmed the Trust’s compliance with the NHS
Core Standards on resilience. This report was welcomed; it was, however,
acknowledged that it should have been presented through the Trust’s standard
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reporting procedures (ie via the Chief Operating Officer and subsequently to the
NCGRC). Mr Peverelle undertook to ensure that the process was reinforced for
future reporting.
It was also noted that the Non Executive Directors’ report on the latest
“Listening to Staff” session was being finalised and would be circulated to the
executive team shortly, for their response. Copies of the report would be
shared with the clinical service team (Children’s services) too.
13/105 CHIEF EXECUTIVE’S REPORT

DWP
PS
Exec
Team

(13/04/P/20)

The Chief Executive’s report was received and reviewed. The Chief Executive
highlighted three items:
•

the unchanged position for the 2013/14 commissioning contact, for which
some final details were still being resolved;

•

the recommendation for the Board to appoint Mr Bob Kirton, Head of
Business Change, as the Trust’s representative (Non Executive Director) on
the Board of Medipex, following Mr O’Connor’s departure from the Trust.
The basis of the appointment would be unchanged, with any potential fees
payable to the Trust; and

•

the role of the NCGRC to monitor the Trust’s actions following the recent
inspection of the ward kitchens.

The report was noted and the recommendation to appoint Mr Kirton as Non
Executive Director on the Board of Medipex was approved.
13/106 MEDICAL DIRECTOR’S QUARTERLY REPORT

(13/04/P/21)

Dr Mahajan presented her report on a number of items and actions progressed
in the final quarter of 2012/13. She was pleased to draw attention to the
improvement in appraisals for senior medical and speciality and associate
Special grade consultants (up from 58% to 91%) and confirmed her confidence
in the continuing good progress and outcomes of accreditation for clinicians at
Barnsley overall.
Dr Mahajan also highlighted the ongoing work to consider changes within
Research & Development (R&D), following Professor Parker’s resignation, a
further report on which was scheduled to be presented to the next meeting of
the CGC; the good feedback received from the latest Service Increment for
Training (SIFT) review; the successful annual medical education away day held
on 19th April, and publication of the GMC’s “Good Medical Practice (updated
and issued in March 2013)
With regard to R&D, Mrs Christon queried the process for the next report on the
R&D Strategy, which she believed, from discussion at CGC, was due to be
presented to the Board in May rather than CGC, due to the pace and demands
of these needs. Other members of the Non Executive team also queried the
awareness – internally and externally – of R&D work and its achievements
beyond related journals and were concerned to ensure that the leadership for
R&D and Care of the Elderly services, as well as work relating to the King’s
Fund project, was not adversely affected by Professor Parker’s departure.
Dr Mahajan gave assurance that arrangements could be quickly established to
ensure the relevant Clinical Director and R&D lead roles were covered on an
interim basis; she was, however, still in discussion with the University regarding
other related plans and further consideration was needed with regard to the role
of R&D within the Trust before substantive plans could be progressed. She
03_04 APR PUM 2013.doc
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also expected that awareness of R&D work and outcomes for patients would
become more broadly known in future through the work of the Academic Health
Networks as they developed.
Following discussion it was agreed that (i) as stated in the CGC assurance
report, a strategic proposal for the future of R&D in the Trust would be taken
forward via the executive team and transformation board and subsequently
reported to the CGC, and (ii) the Board would be updated on recruitment plans
at the next meeting.
13/107 COUNCIL OF GOVERNORS

CEO/
JM/ET

(13/04/P/22)

The agenda from the Governors’ General meeting held on 10th April and
approved Minutes from the previous meeting (February) were received and
noted. The Chairman commented on the very good presentation received from
the Barnsley CCG’s Chief Officer, which had been greatly appreciated. A brief
overview of a number of other points from the April meeting had been included
in the Chairman’s report and full minutes would be shared with the Board later,
as usual.
13/108 ANY OTHER BUSINESS
a) Public Comments
Mr Brannan, Partner Governor, referred to the report on staffing levels and
reported costs on agency spend; he asked how many days a year the
expected to use an escalation process and about the wider impact on the
Trust. It was noted that a definitive response was not available at the
meeting as the position varied: Mr Peverelle explained that the Trust
opened ‘winter wards’ on a planned period but could also have to flex beds
on a daily basis in response to changing demands. Mrs Mcnair clarified
that the additional beds were not necessarily staffed by agency staff (Trust
staff could be reassigned where appropriate) and that agency costs often
related to consultants or other staff rather than nursing staff as the Trust
was well supported by its own bank arrangements for nurses.
b) Date of Next Meeting
The next meeting of the Board of Directors was scheduled for 23rd May
2013, commencing at 9am.
In accordance with the Trust’s Constitution and Standing Orders, it was
resolved that members of the public be excluded from the remainder of the
meeting, having regard to the confidential nature of the business to be
transacted.
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To report on matters arising from the Board meeting held in public on
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The Board of Directors is asked to receive and note the progress
reported on matters arising from previous Board meetings.

Paul O’Connor
Chief Executive
AUTHOR:
Carol Dudley
Secretary to the Board
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Subject:

1.

REPORT ON MATTERS ARISING

Ref:

13/05/P/04

INTRODUCTION
1.1 The report on matters arising is presented to the Board as a means of providing an
update on actions without revisiting earlier discussions.
1.2 It is not intended to preclude or inhibit discussion in any way. Board members remain
welcome to request further information on the items listed and/or any other items
arising from the last or previous meetings.

2.

MATTERS ARISING FROM APRIL 2013
The table below provides an update on actions arising from the last Board meeting held in
public.
Table 1

Minute
ref
13/91

13/92

13/93

13/94

13/99

13/101

13/102

13/105

13/107

Issue
HSMR
NED appointment to support work
Emergency Care <4 hours action plan
Deliverable (SMART) dates to be
incorporated.
Safeguarding
Future reporting on training to reflect only
staff available in the reporting period.
Nursing Staffing Levels and Skill Mix
Ratios to be considered by speciality
(further report scheduled May/June 2013)
Board Assurance framework
a) Stronger links with the Board agenda
b) Identified actions to be progressed
Integrated Performance report
a) Dashboard to be expanded to include
emergency care action plan
b) Workforce reporting to be revised to
include only staff available in the reporting
period
c) Year end review report requested on the
Transformation programme
Q4 submission to Monitor
To be submitted with revised governance
statement and action plan.
Chairman’s report
Listening to staff report (Children’s services)
to be finalised and distributed for response.
Medical Director’s report
a) R&D Strategy to be progressed via the
Executive team and Transformation
programme board
b) Update on recruitment plans to be
reported to the Board
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Outcome/Action
To be reviewed further at Council of
Governors’ Nominations Committee
(next meeting 24th May)
Completed: distributed to Board (and
included in Monitor Q4 submission)
Noted (and development work ongoing
– see also 13/101)
Ongoing (June)
a) To be developed and evidenced
through the meeting programme for
2013/14
b) 2013/14 BAF report refers (June)

a) See agenda item 10b
b) Development work in progress
c) See agenda item 10c

Completed for 30th April deadline

To be finalised and distributed shortly

See update attached (4b)

3.

ITEMS FROM PREVIOUS MEETINGS CARRIED FORWARD TO FUTURE MEETINGS
Table 2 provides an update/status indicator on actions arising from earlier Board meetings
held in public.
Table 2

Minute
Ref
Mar
13/71
Mar
13/72
Mar
13/76
Feb
13/44
Jan
13/10

Issue
Audit Committee Assurance Report
NCGRC input to the 2013/14 audit plan.
Code of Governance &
Quality Governance Framework
2013/14 review process to be revised.
Chief Executive’s Report
Board to be advised when 2013/14 contract
to completed and signed off.
HSMR/SHMI
Presentation to Governors’ Patients &
Access sub-group
Voluntary work in the Trust
Update report to follow when ongoing work
progressed.

Outcome/Actions
In progress
Ongoing: to be integrated into
2013/14 workshop programme
Ongoing:
Chief Executive’s report refers
Deferred to June

Due June/July
Progress report due April; delayed
due to move of Head of Corporate
Governance

Dec
12/306

Non Clinical Governance & Risk
Overview of policies (process)

Oct
12/251

Integrated Performance report
Non Clinical Support programme: IT model to Agenda item 7 refers
be presented to the Board
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Subject:

1.

MATTERS ARISING

Ref:

13/05/P/4B

INTRODUCTION
Professor Parker is leaving the Trust to go back to his roots in the North. This report
provides the Board an account of the cover arrangements for the various portfolios
Professor Parker has held.

2.

ACADEMIC CHAIR
2.1 The post of Academic Chair was held jointly with Sheffield University. I am in
discussion with the University to review the remit of this post and the resources that
may be required to maintain this. To be able to appoint a high calibre candidate to
this post it may take up to 12-18 months, so interim arrangements need to be put in
place, for the remaining areas of his practice. These arrangements are outlined
below.

3.

DIRECTOR OF RESEARCH AND DEVELOPMENT
3.1 This compromises of one – two PA’s of the total post. An interim Director of
Research and Development has been identified from within the Trust to provide
continuity of services while a substantive appointment is made.

4.

CLINICAL COMMITMENTS AS CONSULTANT IN CARE OF THE ELDERLY
4.1 It has been agreed by the Executive Team that a fixed term consultant appointment
will be made to cover for Professor Parkers clinical commitments and also provide
input into the King’s Fund project.

5.

KINGS FUND PROJECT
5.1 The fixed term post as outlined above will provide support to the King’s Fund project.

6.

CLINICAL DIRECTOR
6.1 The Clinical Director post will be taken up by Dr Orme, Consultant Physician
Specialising in Elderly Medicine in the interim as she is already providing support to
the post in her role as deputy Clinical Director.

7.

CONCLUSION
7.1 Interim arrangements have been outlined above to assure the Board that cover will be
provided for Professor Parker’s various commitments and clinical continuity of care
will be maintained till a substantive appointment is made.
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

QUALITY ACCOUNT

DATE:

MAY 2013

PURPOSE:

To present the Draft Quality Account for review and submission to
the Board of Directors

Board Assurance
Framework :

RECOMMENDATIONS:

AUTHOR:

BAF
Key
risk

The Committee is asked to review this report and make
recommendations to the Board of Directors.

Liz Libiszewski Director of Quality and Performance

Quality Account
2012-2013

What is a Quality Account?

NHS hospitals have always had to publish their annual financial account.

Since April 1 2010 as part of a movement across the NHS to be open
and transparent about the quality of services provided to the public, all
NHS foundation hospitals must also publish a Quality Account. A Quality
Account is a report about the quality of services by an NHS healthcare
provider.

Foundation trusts are required to include a quality report as part of their
annual report. This quality report has to be prepared in accordance with
our annual reporting guidance, which also incorporates the quality
accounts regulations. All trusts have to publish quality accounts each
year.

Patients, members of the public and our own staff can use each year’s
Quality Account to assess the level of care we provide. The quality of
services provided by all other NHS organisations can be seen by viewing
their Quality Account on the NHS Choices website: www.nhs.uk
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of 31 cases for C Diff by only having
22 actual cases this year.

Statement from the Chief
Executive

The hospital has continued the work of
“Leading in Patient Safety” which
started in 2009/10. Our commitment to
safety is demonstrated through
monthly safety walkabouts with Board
Directors and other members of staff,
and has resulted in changes to the
environment and practice that have
positively impacted both on patients’
and staff’s experience.
The clinical effectiveness of all
interventions delivered throughout the
hospital is underpinned and supported
through our participation in national
clinical audits. In this way the hospital
is able to compare and benchmark its
performance with other similar sized
hospitals. To support this approach in
2012/13 the hospital participated in
twenty three national clinical audits
and
three
national
confidential
enquiries.

At
Barnsley
Hospital
NHS
Foundation Trust we are committed
to “providing the best care for all”
and to continually improve the
quality of services we offer.
This is our fourth Quality Account,
which clearly demonstrates the
progress we have made in recent
years.
It also gives us the
opportunity to clearly and openly
set out our commitment to quality
and to monitor the standards of
care we provide to the communities
we serve.

Recognising that improving the
working lives of our staff is essential if
real improvements in patient care are
to be achieved, alongside the
Productive Ward Programme which
has been progressing within the
hospital for the last three years, we
have also re launched the Productive
Operating Theatre Programme. These
programmes, we believe, will increase
the time our staff have to care for
patients, improving staff satisfaction
and ultimately the patient experience.

Last year the hospital made significant
progress and improvements on the
quality and safety of our services in
2011/12. We have continued to build
on our previous years’ successes in
regards to infection rates and
reduction in patient safety incidents.
We have continued to actively reduce
our infection rates particularly for
Clostridium Difficile (C Diff) infections.
This has been achieved through a
sustained effort by all professionals
and support staff and we have
concluded the year with zero
Methicillin-Resistant Staphylococcus
Aureus (MRSA) bacteraemia cases,
and have over achieved on the

The Board of Directors has reviewed
the overall vision and strategic aims
and objectives of the hospital that has
led to our simple and clear vision of
“Provide the Best Healthcare for all”.
We are seeking to continually improve
our patients’ experiences by listening
to them, working with our Governors,
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Foundation Trust members, partners
and others to learn from what has
gone well, and more importantly how
we can improve our services.
We are moving in the right direction and
are proud of our achievements in
2012/13 particularly in:
•
•
•
•

•

Reducing the number of hospital
acquired infections
Investing
in
and
the
developments achieved through
our Tissue Viability Team
Improving patient experience
through listening and responding
to what our patients are saying
Improving services for those with
learning
disabilities
through
investment in specialist nursing
support
Achieving a clear improvement in
our staff survey results

We are not complacent, however, and
recognise that we still have much more
to do.
As you read this report, I hope that our
commitment to delivering high quality
care and improvements led by the
Board of Directors and Council of
Governors, and our willingness to
listen and learn, will be demonstrated.
The information contained within the
Quality Account has been widely shared
across our organisation and with our
external partners. To the best of my
knowledge I believe the content to be
accurate.

Paul O’Connor
Chief Executive
Barnsley Hospital NHS Foundation
Trust May 2013
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Part Two
Our Priorities
The following section takes you through our priorities for 2012/13. This section
reviews how we did in 2012/13 and what we are going to do in 2013/14.
Our priorities for improving quality for our patients fall within three core domains:
• Patient Safety
• Clinical Effectiveness
• Patient Experience
Each section will include:

2A

Patient Safety
General Statement
How we did in 2012/13
What we will do in 2013/14
Other patient safety priorities

2B

Clinical Effectiveness
General Statement
How we did in 2012/13
What we will do in 2013/14
Other clinical effectiveness priorities

2C

Patient Experience
General Statement
How we did in 2012/13
What we will do in 2013/14
Other patient experience priorities
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For each of the priorities identified we
have included three indicators or
measures in order to monitor progress
and success.

Our
commitment
to
outstanding quality of care for
our patients and placing
patient safety and experience
at the heart of all we do
continue to be our central
priority.

The priorities developed for 2013/14
have also been influenced by issues
raised with us during the year by key
stakeholders both within and outside
our organisation, including our Council
of Governors, NHS Barnsley (our
commissioners), the Parliamentary
and Health Services Ombudsman and
Barnsley Local Involvement Network
(LINk, now Healthwatch).

Our priorities for improving the
quality of services we offer are
identified each year by the
hospital’s
Quality
Safety
Improvement and Effectiveness
Board (QSIEB) and Strategic Risk
Group (SRG). These Committee’s
have a wide clinical and managerial
representation.
The
annual
proposals are then presented to
both
the
hospital’s
Clinical
Governance
Committee
(a
committee of the Board chaired by a
Non Executive Director) and the
Council of Governors before being
finally authorised by the hospital’s
Board of Directors.
Each Clinical Service Unit within the
organisation has an established quality
reporting structure that feeds into the
Hospital’s
QSIEB
and
Clinical
Governance Committee.
Quality
Dashboards are reviewed on a
monthly basis; these cover a wide
range of quality metrics with specific
focus on monitoring the quality
account priorities on a quarterly basis.
This provides a clear route through
which any concerns about the quality
of care we are providing can be
addressed.
This regular review helps to inform the
areas of focus for our Quality Account
each year, whilst also providing a
platform to ensure that performance is
maintained in subsequent years.
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Patients are at the heart of everything
we do and as organisation, we believe
in being open and honest when things
don’t go well. Therefore as part of our
risk management process including
the investigation of incidents, we
ensure that the results of any findings
is fed back to the patient or their
families.

Part Two A - Patient Safety

As part of engaging with the wider
public and our stakeholders, we
produce a number of reports, covering
patient safety and quality data. This is
on a monthly and quarterly basis,
includes complaints and incidents, with
analysis of any themes and trends
identified. These are sent to a number
of stakeholders such as our CCG
(Clinical Commissioning Group) for
review and agreement on areas to
improve.

General Statement
The hospital continues to be
committed to patient safety, and
delivering high quality safe patient care
across all the services it provides.
Patient safety and quality are central to
the hospital’s business plan and
nursing strategy each year in order
that the hospital can deliver its vision
of “providing the best healthcare for
all”.

We reinforce our patient safety culture
through comprehensive staff training
programmes for all our staff. These
include mandatory and essential to
role training which are monitored and
reported on a monthly basis.

The hospital committed to the National
Safety First Campaign when it was
introduced in 2010 and continues to
perform well to improve patient safety.
The hospital has taken part in the
Annual Patient Safety First themed
patient safety week each year and
committing to other high profile patient
safety initiatives across the year.
Patient safety is led by the Board of
Directors through a full schedule of
patient safety visits to clinical areas
across the hospital each year,
supporting
staff
to
improve
environments and procure equipment
to continually improve all our services
and reduce patient safety incidents.
The tables on the next two pages set
out the priorities for improving quality
for 2012/13 and our priorities to be
delivered for 2013/14.
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These were the priorities for improving quality for the year 2012/13
Priorities

National
CQUIN
Priority

Safety
To improve our knowledge of individual patients
nutritional status
VTE Risk assessment (90%)
NHS Safety Thermometer 1
To reduce catheter associated urinary tract
infections (CAUTI)
Paediatric safeguarding (missed appointments)
Paediatric safeguarding (A & E)
Patient falls (Part of Safety Thermometer)
Ensure that the modified early warning score
(MEWS) was implemented and that all who
triggered were treated appropriately
Clinical Effectiveness
Ready to go no delays
Achieve stretch targets for the number of patients
seen in less than 4 hour in the Hospitals Accident &
Emergency (A&E)
Reduce the time to correspond with patient’s
General Practitioner (GPs) following outpatient
attendances
Ensure that all patients over 75 years old are
assessed for dementia within 48 hours
3. Patient Experience
To reduce the incidence of hospital acquired
pressure ulcers
4. To deliver an improvement on the 2011/12 patient
experience questions in patient satisfaction survey
5. To reduce the number of discharge related
complaints
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Issue for
Commissioners
/Local CQUIN

Quality
Account
Priority

This is a table of our priorities for improving quality for the year 2013/14
Priorities

National
CQUIN
Priority

Safety
NHS Safety Thermometer 2 & patient falls
VTE Risk assessment (95%)
To increase “Harm Free Care”
Introduction of discharge care bundle for
respiratory patients
Delivery of medication planning objectives
Clinical Effectiveness
To improve outcomes for patients by improving
effectiveness across 3 different indicators
To find, assess, investigate, and refer patients over
65 years of age with dementia
Intraoperative fluid management
“Digital First” reduce inappropriate face to face
contacts
Improve timeliness and quality of communication
with patients' General Practitioner (GPs) following
outpatient attendances at the Hospital.
Improve timeliness and quality of communication
with GPs following patient’s discharge from
Hospital.
8. Patient Experience
To improve patient experience across three
targeted pathways
9. To implement the Friends and Family Test at the
hospital
Carers for people with dementia are signposted to
relevant advice and support
To deliver an improvement on the 2012/13 patient
experience questions in patient satisfaction survey

7

Issue for
Commissioners
/Local CQUIN

Quality
Account
Priority

How were we going to do this?

How well have we done this
year?
During 2012/13 our quality account
safety goal was to:

Indicator 2: Ensure that 90% of all
eligible patients weighed on admission
assessed through a quarterly spot
audit of patient notes.

“To improve our knowledge of
individual patient’s nutritional
status”

How did we do in delivering this?
Reporting Period

%
Patients
Weighed (last year
figures shown in
bracket)

Q1 (Apr to June 2012)

70 (66)

Q2 ( July to Sept 2012)

92 (68)

Q3 ( Oct to Dec 2013)

81 (51)

Q4 ( Jan to Mar 2013)

64 (75)

Why this Priority?
The importance of nutrition and
hydration
in
hospital
is
well
recognised; it is an important focus
during any patient’s hospital stay.
The hospital has been screening
patients on admission for the past
three years, and on a regular
spotcheck audit scores of all our
patients.
We
improved
our
performance, but did not meet our goal
of weighing 90% of eligible patients on
admission.
The weight of patients is required for
both measurements during admissions
to assess weight gain or loss and for
drug calculations. Therefore, weighing
patients on admission contributes to
our knowledge of individual patient’s
nutritional status.

The hospital
has seen some
improvement against this target in
2012/13, but performance dipped in
quarter 4. Regular reporting through
the dashboard will take place to
ensure that we improve on this
indicator.

How were we going to do this?
Indicator 1: To review and refine
eligibility criteria for weighing of
patients and confirm a standardised
way to record patient weight across
the hospital.
How did we do in delivering this?
Indicator 1: The eligibility criteria for
weighing of inpatients was reviewed,
and revised. An audit of the recording
of patients’ weight was undertaken
once a quarter.
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How were we going to do this?

hospital’s senior dietician. This
group has delivered a number
of hospital-wide initiatives to
raise the profile of nutrition.

Indicator 3: Ensure that 100% of
admitted patients on inpatient wards
will be nutritionally screened.

Our patient safety priorities for
the year ahead

How did we do in delivering this?
Reporting Period

%
Assessed

Q1 (Apr to June 2012)

91

Q2 ( July to Sept 2012)

94

Q3 ( Oct to Dec 2013)

92

Q4 ( Jan to Mar 2013)

82

During 2013/14 The hospital will focus
on the following safety priority:
“To increase ‘harm free’ care”
Every day more than a million people
are treated safely and successfully in
the NHS. However, the advances in
technology and knowledge in recent
decades have created an immensely
complex healthcare system.

The hospital has introduced a number
of initiatives over this period to further
enhance the nutritional care of our
patients. These included:
•

•

•

•

This complexity brings risks, and
evidence shows that things will and do
go wrong in the NHS; that patients are
sometimes harmed no matter how
dedicated and professional the staff.

We reissued our nutritional
guidance developed in 2011/12
as this provides the strategy to
deliver high quality nutritional
support to all our patients

The indicators we have used to deliver
this priority have been derived from
both national and local lessons learnt.

Continued monitoring and audit
of the hospital’s red tray and red
beaker
pathways;
the
procedural tools to deliver the
hospital’s goals, ensuring that
all staff fully understood how
best
to
support
patients
requiring nutritional assistance

How we are going to do this
Indicator 1: Pressure Ulcers
The Hospital will have a 'zero
tolerance' to hospital-acquired grade 3
and grade 4 pressure ulcers.
What is a pressure ulcer?

Nutritional inspections by the
senior team supported by
Governors across all clinical
areas have been included as
part of the scheduled patient
quality checks in order to both
emphasise the importance of
nutrition for all our patients

A pressure ulcer is damage that
occurs on the skin and underlying
tissue. A grade 3 or grade 4 is a more
severe or serious pressure ulcer.
Pressure ulcers are a major source of
morbidity in hospital care settings.
Without proper treatment and care
patients will have an extended period
of debilitation requiring increased

The Nutritional Steering Group
has been established; this
group is being led by the
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length of hospital stay and additional
care.

to deal with the more intensive needs
of this patient group.
As patients start recovering from the
acute or critical phase of their illness
they will be assessed to see if they can
be cared for on a routine ward. This
process often happens at the start of
the day. However, transfers are often
delayed until later in the day which
often results in a less than satisfactory
senior medical staff handover of their
care needs.

The hospital has invested in a
dedicated team to support and
educate all staff on the prevention and
treatment of pressure ulcers.
The current work will be extended to
include
undertaking
a
detailed
investigation into every hospital
acquired grade 3 and grade 4 pressure
ulcers. This analysis and the lessons
learnt will be reported to the hospital’s
SRG and learning and actions will be
communicated trust-wide to reduce the
incidence of this mainly preventable
condition.

A number of studies have shown that
patients who are transferred to another
ward from critical care units at night
are at a higher risk of harm.
Critical care facilities are a limited
resource
in
all
hospitals
and
consequently in emergency situations
the most well patients may need to be
transferred to another ward earlier
than normal to accommodate a much
sicker patient; this indicator will not
address this situation. However it will
address planned transfers in a more
structured way to provide this step
down in care intensity.

Last year we had 17 grade 3 or 4
pressure ulcers. This year we will
reduce this to zero avoidable pressure
ulcers.
Indicator 2: To reduce the number
of adverse outcomes associated
with medication (drug) errors.
The hospital recognises that mistakes
can occur in the prescribing,
dispensing
or
administration
of
medicines.

How we are going to do this
Planned transfers will be allocated a
bed as a priority within four hours of
decision to transfer, ideally before 5pm
to support a robust senior medical
handover.

The consequences can be serious for
patients, their family and friends, and
for the health professionals involved.
We are therefore committed to making
drug treatment as safe as possible.

Improvements will be measured in
actual numbers and average time to
discharge for planned discharges.

Indicator 3: To reduce the number
of planned transfers to another
ward from the hospital’s Critical
Care Unit after 8pm at night.
Critical care provides higher levels of
care
for
patients
who
are
acutely/critically ill. Critical care
departments provide much higher
levels of clinical staff to patient ratios,
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Research suggests that a high level of
patient incident reporting is a mark of a
‘high reliability’ organisation with a
stronger safety culture, as learning
from incidents is crucial to reducing
harm when patients have, or could
have been harmed (near miss).

Other patient safety indicators
The hospital continued to work closely
with its commissioners, NHS Barnsley
to monitor and improve performance
across a number of quality indicators
in addition to the commissioning for
quality and innovation indicators
(CQUIN) discussed in Part Three of
this report.

This indicator will encourage reporting
and learning in order to reduce
adverse outcomes and harm to our
patients.

These indicators include:
•
•
•
•
•
•
•

Adverse outcomes will be measured
as a percentage of total incidents
reported the base line being 2012/13
year end figures.

Serious incidents and ‘never
events’
Incident rates
Complaints
Medication errors
Falls rates
Single sex
accommodation
breaches
Safeguarding reviews

The National Reporting and Learning
System (NRLS) provides comparative
reporting rates of incidents. We are
benchmarked with similar small acute
hospitals. The tables below show that
we report a low number of incidents
and the degree of harm reported is
moderate or less.

The hospital continues to deliver
actions
to
continually
improve
performance against these indicators.
The QSIEB and risk management
team provide Trust wide information to
learn from patient safety incidents to
reduce rates of harm.
One example of this is the hospital’s
Falls Prevention Group, which has
undertaken a self assessment against
the Royal College of Physicians “Falls
Safe” guidance. The results of which
were encouraging in that all but two
initiatives
were
already
well
established at the hospital. The other
two good practice suggestions were
actioned immediately to ensure that
the hospital delivers best practice in
this area.
We are implementing a new incident
reporting system in the hospital in April
2013 and this will make the reporting
of all incidents much easier.
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Serious incidents and ‘never events’
are taken very seriously. When a
serious incident or never event is
identified it is escalated to a Director.
It is then thoroughly investigated by an
internal independent review team. A
report and action plan is completed.
The action plan is monitored by the
SRG on a monthly basis.

The hospital remains focused on
improving our HSMR rate. During
2012, an independent assessor
undertook an external review of our
hospital deaths, which confirmed a
high level of quality of care delivered in
the hospital. However, the pace of
continuing to improve our HSMR rate
must be enhanced. The action plan
and the related audit outcomes will
therefore continue to be reviewed by
our Clinical Governance Committee.

The graph below shows the number of
serious incidents we had during
2012/13. We had a total of 38 serious
incidents, which includes four never
events.
Number of reported serious incidents
8

n=33
7

6

Frequency

5

4

3

2

1

0
Apr-12

May-12

Jun-12

Jul-12

Aug-12

Sep-12

Oct-12

Nov-12

Dec-12

Jan-13

Feb-13

Mar-13

HSMR (Hospital Standard Mortality
Ratio): Simply described as the actual
deaths occurring in a hospital
compared to those deaths that could
be expected to happen.
The hospital Board has been
monitoring this on a monthly basis as
the hospital’s figure was running
slightly above similar sized hospitals in
the area.

In addition to this, a Mortality Steering
Group (MSG) has been established
and chaired by the Medical Director.
The focus of the MSG is to continually
monitor the HSMR rate for the hospital
and regularly audit all deaths.

The hospital developed an action plan
to improve this rate, and is now
beginning to see a reduction in the
HSMR . (See table opposite).

Summary Hospital-level Mortality
Indicator (SHMI) covers all deaths of
patients admitted to hospital that occur
in a hospital setting, as well as those
that occur up to 30 days after
discharge from hospital.

The hospital has established a target
to reduce this rate further to 100 by
October 2013.
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CDiff number

The SHMI is a ratio of the observed
number of deaths to the expected
number of deaths for a hospital. SHMI
values are scored and categorised into
one of the following three bandings:
•
•
•

higher than expected (Band 1)
as expected (Band 2)
lower than expected (Band 3)

The hospital’s SHMI latest position
(July 2011 to June 2012) is 108.0 and
is ‘as expected’, Band 2.
Preventing and reducing infection in
hospitals has been a national priority
since 2009, with challenging year on
year improvement targets across the
country. The aim being to:

The CDiff rate in 11/12;
BHNFT
National

1) Eliminate the incidence of
MRSA bacteraemia infections,
and
2) To reduce the variation of C Diff
infections across all hospitals by
2014.

Rate per 100,000

Barnsley hospital has performed well
in meeting the challenge introducing a
number of improvements throughout
the hospital in order to deliver a year
on year reduction in actual cases.
The hospital reduced its MRSA
bacteraemia incidence to zero by 2010
and continues to perform well to
reduce C Diff over performing against
targets year on year (see below):
Year

20.1
21.8

Target

Actual

Improved on
target by:

2009/10

105

52

53

2010/11

65

49

16

2011/12

31

28

3

2012/13

31

22

9
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Part Two B
Effectiveness

-

England’s
initiatives.

Clinical

improvement

in

care

The goal of this priority for 2012/13
was to further reduce the number of
people who develop a newly
acquired pressure ulcer following
admission.
Achievement in regards to this has
been
measured
across
three
different indicators.
General Statement
How were we going to do this?
The hospital has arrangements in
place to support the delivery of
safe and effective, patient care
and
services.
Clinical
effectiveness is made up of a
range of quality improvement
activities and initiatives such as
clinical audit and research.

1. Incidence of people who have
developed one or more new
pressure ulcer after 24 hours
of admission.
2. The number of incident forms
completed for grade 2 ulcers
and above which develop in
an episode of care.
3. The numbers of root cause
analysis
investigations
undertaken for patients with
Grade 3 pressure ulcers and
above.

Priority 1
Reduce the incidence of hospital
acquired pressure ulcers
Why this Priority?

Indicator 1

Pressure ulcers represent a major
burden of sickness and reduced
quality of life for patients. The impact
of pressure ulcers is psychologically,
physically and clinically challenging
for both patients and NHS staff.

To achieve a 10% reduction from the
2011/12 year end baseline by the
end of the year.
Indicator 2

Treatment costs vary depending on
the grade of ulcer, from £1,064 for a
grade 1 ulcer to £24,214 for a grade
4. The cost of preventing and
treating pressure ulcers in a 600 bed
acute trust has been estimated at
between £600,000 and £3million a
year.

100% achievement of incident forms
completed.
Indicator 3
100% achievement of completed
root causes analysis investigations
for all grades 3 and above pressure
ulcers.

Reducing pressure ulcers is one of
the High Impact Nursing Actions
from the Chief Nursing Officer of
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How did we do in delivering this?

Performance has shown a slight
increase in grade 2 and grade 3
pressure ulcers, however this can be
attributed to improved reporting
mechanism.
Nonetheless, our
nursing team , including Tissue
Viablity Team are focused on
monitoring through the Essential Care
Indicator audits.

Indicator 1
The detailed performance is shown
opposite.
Indicator 2 and Indicator 3
These were fully achieved.

The hospital will therefore continue to
drive this issue as a priority with ‘zero
tolerance’ of avoidable grade 3 and
grade 4 pressure ulcers in 2013/14.

Indicator 1 2012/13 Performance
Pressure
Ulcer
Grade

Quarter

2011/12

2012/13

2

1 (Apr – Jun)

56

29

2 (Jul – Sep)

29

27

3 (Oct – Dec)

22

25

4 (Jan – Mar)

19

69

126

150

1 (Apr – Jun)

2

5

2 (Jul – Sep)

4

2

3 (Oct – Dec)

3

0

4 (Jan – Mar)

1

5

10

12

1 (Apr – Jun)

0

5

2 (Jul – Sep)

1

1

3 (Oct – Dec)

0

0

4 (Jan – Mar)

0

0

1

6

Total
3

Total
4

Total

This year has seen the introduction of
the hospital’s own Tissue Viability
Team, which has definitely increased
the knowledge and training of staff,
and has consequently increased
reporting and accuracy of grading.
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patients of 8.4 days. The hospital
benchmarked this performance against
its peer group (small acute trusts). The
best performance in this peer group is
indicating a 7-day length of stay. The
hospital will therefore aim to reduce its
average length of stay for urgent care
patients over 75 years of age by one
day. This will be achieved through the
outputs of the transformation work.

Our
clinical
effectiveness
priorities for the year ahead
During 2013/14 the hospital will focus on
the following clinical effectiveness
priority:
‘To improve patient outcomes by
improving our effectiveness across
three different areas’

Indicator 2: To increase the number of
patients discharged within 24 hours
across three of the identified
ambulatory
care
conditions,
specifically; cellulitis, deep vein
thrombosis and low risk chest pain.

How are we going to do this?
Progress on this
measured through
indicators:
•
•

•

priority will
a number

be
of

To reduce the average length of
hospital stay for urgent care
patients over 65 years of age
To increase the number of
patients discharged within 24
hours across three of the
identified
ambulatory
care
conditions, specifically; cellulitis,
deep vein thrombosis and low risk
chest pain
To reduce the number of patients
readmitted to hospital within two
days of discharge

By reducing the number of admissions
for patients with low risk illnesses in
order to improve patient care and
improve the effectiveness and efficiency
of bed usage.
A number of conditions have been
identified and incentivised to be treated
without the need for hospital admission.
These conditions are referred to as
Ambulatory Care Conditions.
The hospital is currently developing an
observations unit that will be located
adjacent to the hospital’s Emergency
Department. The objective of this unit will
be to facilitate caring for these kinds of
patients in a day care setting without the
need for admission to the main hospital.

Indicator 1: To reduce the average
length of hospital stay for urgent care
patients over 65 years of age.
National studies indicate elderly patients
develop more complications the longer
their stay in hospital. The hospital is
currently involved in a number of
Transformation Programmes and is
specifically looking to improve the urgent
care pathway. The hospital is additionally
working with the King’s Fund on the
urgent care pathway relating to frail
elderly patients.

In order to measure the success and
effectiveness of this facility the hospital
will measure the number of patients
cared for as a day case/without
admission, against all these ambulatory
care conditions with particular focus on
the three conditions identified above.
Indicator 3: To reduce the number of
patients readmitted to hospital within
two days of discharge.

To establish an improvement target the
hospital
has
assessed
its
own
performance and this is showing an
average length of stay for this group of
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This indicator has been established to
ensure that we are delivering effective
patient discharges. Patients are in fact
ready for discharge and that any
continuing care needs have been fully
addressed when patients leave our care.

assessing all patients and providing the
appropriate treatment.
Patients who are readmitted to hospital
within three months or suffer a fatality
because of suffering from a VTE are fully
investigated by identified medical leads,
to understand the cause of the VTE and
disseminate any learning to prevent
further recurrence.

2012/13 year end performance will be
used to provide the base line. The
hospital will then measure readmissions
against this base line to measure our
improvement in delivering effective
patient discharge.

The focus on this priority will continue
into 2013/14 as a national CQUIN priority
with an increased target.

Last year we had a number of 1044
readmissions within two days of
discharge. This year we will reduce this
by 10%, so by 104 patients end of the
year.

Other
clinical
priorities

NHS Safety Thermometer
The NHS Safety Thermometer is a
national improvement tool for measuring,
monitoring and analysing patient care.
The Safety Thermometer for 2012/13
measured four clinical conditions venous thromboembolism, urinary tract
infection, pressure ulcers and patient
falls. The hospital implemented this
national measurement system and
aimed to deliver a high level of harm free
care. This information is collected
through scheduled spotcheck audits that
are entered into a national toolkit to
provide individual Trust’s harm free care
percentages.

effectiveness

Other clinical effectiveness indicators
being monitored by the hospital include:
Venous Thromboembolism (VTE)
VTE is a condition in which a blood clot
(thrombus) forms in a vein. It most
commonly occurs in the deep veins of
the legs; this is called deep vein
thrombosis. The thrombus may dislodge
from its site of origin to travel in the blood
– a phenomenon called embolism.

These
clinical
conditions
were
consequently a clear focus of our annual
quality priorities.

The House of Commons Health
Committee reported in 2005 that an
estimated 25,000 people in the UK die
from
preventable
hospital-acquired
venous thromboembolism (VTE)

Patient Safety Thermometer 2012/13
performance trend is shown over:

National guidelines were therefore
introduced in order that all patients
admitted to hospital are risk assessed for
VTE and proactive treatment is provided
to patients assessed as high risk.
In 2011/12 and 2012/13 the hospital has
delivered the 90% target for risk
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This is the first year this information has
been collected nationally in this way and
the hospital is working to continually
improve the quality of the information
collected.

18

set during 2011/12. To judge our
performance we set ourselves a number
of improvement targets and our
performance against these targets is
indicated below.

Part Two C - Patient Experience

Our patient experience priorities
The following information describes how
we have measured our success using
the national Patient Survey results and
our complaints information to see
whether patients were told about the side
effects of medications and if they were
worried who to contact.

General Statement
At Barnsley hospital we place great
value in knowing and understanding
the experiences of our patients and
their carers and relatives. It is those
experiences that continue to help us
plan and deliver high quality health
care.

How well have we done this
year?
To help judge the quality of care
provided we have set our performance
against our priority as well as measuring
and
monitoring
other
clinical
effectiveness performance measures.

To ensure that we provide a consistently
excellent service the hospital has a
number of inpatient and outpatient
forums that drive and support clinical
teams to improve. These groups are led
by the Head of Patient Experience and
have a wide membership including
clinical staff,
carers, patients and
Governors. These groups have a
responsibility for identifying key areas
from improvement arising from patient
and carer feedback, assisting with plans
and monitoring their implementation.

Our priority
‘Ready to go, no delays’
Why This Priority?
Our patients clearly stated within the
Quality Survey that untimely (late)
discharge was amongst their highest
criticism of quality care within the
hospital. This also incorporated that
their perceived delay was related to
patients waiting for their prescriptions.

To achieve a wider organisational impact
these groups report into a Patient
Experience Board to inform the hospital’s
Patient Experience Strategy. The
hospital has radically reviewed the
Patient Experience Strategy during 2012
and the revised document was approved
by the hospital Board in December 2012.

This is also one of the top themes within
both complaints and patient surveys.
We are aware that this is highly complex
and has multiple areas in which we need
to improve from communication with the
patient to the prescribing and timely
dispensing of drugs to patients.

How well have we done this
year?

We do however feel that by getting our
processes right, we can improve the
experience of our patients.

Over the past year we have made good
progress against many of the priorities
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Indicator 2: To reduce the number of
complaints the hospital receives
related
to
patients
discharge
experience

Indicator
1:
To
achieve
an
improvement on two key composite
questions from the CQC Inpatient
Survey. These are question 64 and
question 69 where we did not perform
as well as expected:
(a)
(b)

How were we going to do this?

Discharge: not fully told of
side effects of medication
Discharge: not told who to
contact if worried

Targets: To achieve a 5% decrease in
the number of complaints predominantly
relating to discharge of our patients. In
2011/12 we received 11 complaints
where discharge was the main focus.
This was 4.04 % of all complaints. Also
to: achieve a 10% reduction on
complaints featuring discharge. There
were 71 complaints where discharge
was featured within the complaint this
was 26% of all complaints.

How were we going to do this?
Target: To improve score, by 1%.
How did we do in delivering this?
Q64
Told
Not told

2009
42.5%
57.5%

2010
45.5%
54.5%

2011
36.6%
63.4%

2012
37%
63%

How did we do in delivering this?
In 2012/13 we received 17 complaints
where discharge was the main focus.
This was 7 % of all complaints and is an
increase from the previous year of 11
being the main focus, 4.04% of all
complaints.

The hospital has seen marginal
improvement of 0.4%. The hospital’s
pharmacy staff are currently developing a
leaflet to support patients with their
medications following discharge, which
should provide additional support to our
patients on this issue.
Q69
Told
Not told

2009
68.9%
31.1%

2010
81.4%
18.6%

2011
73.3%
26.7%

However, a reduction was seen in where
discharge
was
featured
with 42
complaints referring to discharge, 17% of
all complaints. Previous years figures
were 71 (26%) being featured in
complaints referring to discharge.

2012
80%
20%

A total of 80% of our patients did know
who to contact if they were worried
following discharge, the hospital seeing
an improvement of 6.7%.

The
table
over
illustrates
the
performance breakdown in more detail.
Our mother’s care on the new Acute Medical
Unit We are a large family but none of us were
ever turned away or made to feel we were a
nuisance. The nursing care was marvellous,
everything was fully explained and support was
always there for us and mam

We will continue to focus on the other
discharge issues identified within the
Patient Survey in order to fully support
our patients when they leave hospital.

Complaints Performance
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Complaints Performance table

2011/12

Complaints
Received

Discharge
Focus (DF)

Discharge
Mentioned (DM)

% Change
DF

% Change
DM

Q1

57

1

19

1.8%

33.3%

Q2

61

1

13

1.6%

21.3%

Q3

80

5

15

6.3%

18.8%

Q4

74

4

24

5.4%

32.4%

272

11

71

4.0%

44.9%

2012/13
Q1

57

1

19

1.8%

33.3%

Q2

54

3

7

5.6%

13.0%

Q3

62

2

9

3.2%

26.1%

Q4

72

11

7

15.3%

9.7%

245

17

42

6.9

17.1%

Totals

Totals
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Indicator 2: The Palliative Care
Team will increase the number of
staff trained on the “Last Days of
Life Care Pathway”.

Our
patient
experience
priorities for the year ahead
During 2013/14 the hospital will focus
on the following Patient Experience
priorities:

Our Governors told us that they
wanted to see a patient experience
initiative that focussed on care of the
dying.

To improve patient experience
across three targeted pathways.

The hospital currently has a low
number of staff trained on the
specialised element of this care
delivery. The hospital therefore intends
to train 30% of front line qualified
nursing staff in 2013/14 and 50% by
2015.

Indicator 1: All hospital inpatients
with Learning Disabilities will be
seen by someone with specialist
learning disabilities skills within two
days of admission and be offered
an “All About Me” Passport.
2012 saw the appointment of a
specialist nurse to support our patients
with learning disabilities. This nurse
forms
part
of
the
hospital’s
Safeguarding Team. The in-year focus
has been to:

The training will be primarily face-toface training, provided by the End of
Life and Palliative Care Team on a
monthly basis.
This will be
supplemented by a newly developed
e-learning package that will be
launched in June 2013.

• Increase
learning
disability
training for all staff.
• Work with residential homes to
identify and support patients that
may require admission to hospital
• Develop
“All
About
Me”
Passports for existing patients
across
the
wider
health
community to provide seamless
adjustments when this patient
group
requires
a
hospital
admission.

Indicator 3: To ensure that 90% of
patients over 75 years of age are
assessed for signs of dementia.
About 750,000 people in the UK have
dementia – and this number is
expected to double in the next thirty
years. The Government is committed
to improving the care and experience
of people with dementia and their
carers.
The aim is to transform
dementia services to achieve better
carer awareness, early diagnosis and
high quality treatment at every stage
and in every setting, with a greater
focus on local delivery of quality
outcomes and local accountability for
achieving them.

The specialist team will see all patients
with a learning disability as soon as
practicably possible following their
admission.

22

Other
patient
priorities

experience

To improve the discharge planning
arrangements for our patients.
An internal audit was commissioned
on
the
discharge
planning
arrangements at the end of 2011. A
number of recommendations to
improve discharge planning were
reported from this audit.
How were we going to do this?
Target: To deliver a comprehensive
action plan to address all the reported
recommendations of this audit.
How did we do in delivering this?
The discharge planning action plan
has been delivered except in
recommendation 1 as this was
dependent on the installation and
commissioning
of
the
second
Computerised
Tomography
(CT)
scanner, which is now in place. This
recommendation is therefore now
being progressed to completion.
These achievements have obviously
had a positive impact on patient
experience as the hospital’s response
to patient needs scores have improved
in the Inpatient Survey.
"Brilliant care throughout my Total Knee
Replacement all the ward nurses were brill ,
physio team were fab, I would also like to
thank the consultant and the pre assessment
sister for all their care & encouragement
throughout 10 out of 10”
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Part Three
Statements of Assurance
The following section includes responses to a nationally defined
set of statements, which will be common across all Quality
Accounts.
The Statements serve to offer assurance to the public that our organisation is:
• Performing to essential standards such as securing Care Quality
Commission registration
• Measuring our clinical performance, for example through participation in
national audits
• Involvement in national projects and initiatives aimed at improving quality
such as recruitment to clinical trials

“The care and attention from all staff/ doctors
is excellent/ 1st class. This hospital would put
private hospitals to shame, the whole
experience of being in this hospital is that
everything is done for patient first and
foremost and not money. This has been
throughout my approx 6 month treatment”
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Information
Services

on

the

Review

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

of

The purpose of this statement is to
ensure that we have considered
quality of care across all our services.
The information that is reviewed and
monitored
through
our
quality
committees is from all clinical areas.
Information at individual service level
is considered by the individual Clinical
Service Units and Departments and
then any issues emerging are
escalated on an exception basis
through to our quality committees.
During 2012/13 Barnsley Hospital NHS
Foundation Trust provided no subcontracted NHS service.
Barnsley Hospital NHS Foundation
Trust has reviewed all the relevant
data available on the quality of care in
the 43 services (see list below).

•
•
•
•
•
•
•
•
•
•
•

This has been considered as part of
the Integrated Performance Report,
which is considered by the hospital
Board of Directors monthly.
The income generated by the NHS
services reviewed in April 2012 March 2013 represents 100 per cent of
the total income generated from the
provision of NHS services by Barnsley
Hospital NHS Foundation Trust for
April 2011 - March 2012.
•
•
•
•
•
•
•
•
•
•
•

Accident and Emergency (ED)
Anticoagulant
Audiology
Breast surgery
Cardiology
Chemical pathology
Clinical Haematology
Cystic fibrosis
Dermatology
Diabetic medicine
Direct access endoscopy
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Ears, Nose and Throat (ENT)
Endocrinology
Gastroenterology
General medicine
General surgery
Genito-urinary medicine
Geriatric medicine
Gynaecology
Haematology
Hepatology
Histopathology
Immunology
Intensive Treatment Unit (ITU)
Low vision
Medical microbiology
Midwifery
Neonatology
Obstetrics
Oral Surgery
Orthodontics
Paediatrics (diabetes,
cardiology, ENT, trauma and
orthopaedics, dermatology)
Palliative medicine
Radiology
Respiratory medicine
Retinal screening
Rheumatology
Specialist nursing
Stroke
Therapy services
Trauma and Orthopaedics
Urology
Vascular surgery

The national confidential enquiries that
Barnsley Hospital participated in
during 2012/13 are as follows:

Information on participation in
clinical audit
From 1 April 2012 to 31 March 2013,
there were 36 national clinical audits
and
three
national
confidential
enquiries,
which
covered
NHS
services that Barnsley Hospital NHS
Foundation Trust provides.
In
2012/13
participated in:
•
•

Barnsley

•
•
•

Hospital

23 (64%) out of a possible 36
national clinical audits.
3 (100%) of the national
confidential enquires.

Of the 13 national audits that the
hospital did not participate in, 11 of
these were not part of the national
mandatory audit defined by the
National Clinical Audit and Patient
Outcomes Programme (NCAPOP).
The Healthcare Quality Improvements
Partnership (HQIP) oversees the
NCAPOP.
In addition to the national audits, the
hospital also participated in 227 local
audits. These audits included those
undertaken for local initiatives and
reasons, such as:
•
•

Commissioning for Quality and
Innovation (CQUINS)
Baby
Friendly
Initiative
supported
by
the
United
National
Children’s
Fund
(UNICEF).
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Alcohol Related Liver Disease
(ARLD)
Subarachnoid
Haemorrhage
(SAH)
Tracheostomy study

Area/national audit title

A1

% cases
submitted

P2

Comments/actions/reporting details

NCAPOP

Peri- and Neonatal

NA

Testing during January 2013, launch
planned February 2013. Leads
identified.





100%

Quarterly reports received and action
planned locally.







-

Did not to participate







-

Did not to participate



100%

Audit complete and action planned
locally. Next phase of the audit to be
started April 2013.



Undertaken at specialist paediatric
hospitals. Not applicable to BHNFT.



Maternal infant and newborn programme
(MBRRACE-UK)





Neonatal intensive and special care
(NNAP)



Paediatric pneumonia (British Thoracic
Society)
Paediatric asthma (British Thoracic
Society)

Children

1
2

Epilepsy 12 audit (Childhood epilepsy)



Paediatric intensive care (PICANet)



Applicable to BHNFT
Participated in



NA -

Area/national audit title

% cases
submitted

A1

P2

Diabetes (RCPH National Paediatric
Diabetes Audit NPDA)





Paediatric cardiac surgery (Congenital
Heart Disease Audit CHD)



NA -

Paediatric fever (College of Emergency
Medicine





Child health programme(CHR-UK)



NA -

100%

Comments/actions/reporting details

NCAPOP

Awaiting National report



Paediatric cardiac surgery is not
undertaken at BHNFT.





100%
Not applicable to BHNFT



Acute care
Emergency use of oxygen (British
Thoracic Society)
Adult community acquired pneumonia
(British Thoracic Society)

Did not participate




Did not participate





-

Non invasive ventilation (NIV) - adults
(British Thoracic Society)





-

National cardiac arrest audit (NCAA)





-





Commenced 1st February. Consultants
in process of identifying Junior Doctor
to participate



Did not participate



Area/national audit title

A1

P2

% cases
submitted

Adult critical care (ICNARC CMPD)





100% of patients
admitted to ITU

Renal colic (College of Emergency
Medicine)





100%

Patient outcome and death (NCEPOD)



Comments/actions/reporting details

Report received annually. There are
plans to also include SHDU when an
audit clerk has been recruited.

NCAPOP






Blood and Transplant
National comparative audit of Blood
Transfusion (NHS Blood and Transplant)





Potential donor (NHS Blood and
Transplant)



NA

Diabetes (National Adult Diabetes Audit)





Pain database (National Pain Audit)



NA

Submitted by Doncaster and Bassetlaw



Inflammatory bowel disease (UK IBD
Audit)





The audit began on 1 January 2013
and is due to be completed until 30



100%

Awaiting report



Not applicable to BHNFT



Long term conditions


100%

Area/national audit title

A1

% cases
submitted

P2

Comments/actions/reporting details

NCAPOP

June 2014
Parkinson's disease (National Parkinson’s
Audit)





-

Do not participate



Adult asthma (British Thoracic Society)





-

Do not participate



Bronchiectasis (British Thoracic Society)





-

Do not participate



National review of asthma deaths (NRAD)





Cases reviewed however did not meet
the criteria of the audit



Lung cancer (NLCA)





100%

We submit data for all patients who are
eligible for the audit.



Bowel cancer (NBOCAP)





100%

We submit data for all patients who are
eligible for the audit.



100%

We now only enter data for our part of
the pathway. The remainder of data is
submitted by STH following Network
MDT.



Cancer

Head & neck oncology (DAHNO)





Area/national audit title

Oesophago-gastric cancer (NAOGC)

A1

P2









% cases
submitted

Comments/actions/reporting details

NCAPOP

100%

We submit data for all patients who are
eligible for the audit.



76.1%

Our response rate is above average



75.1%

Latest information available is
November 2012. In 2012/2013 the
correct cohort for Groin Hernia repairs
was not being identified. This has now
been rectified and this figure should
improve for 2013/2014.



Elective procedures
National joint registry (NJR)

Elective surgery (National PROMs
Programme)





Intra-thoracic transplantation (NHSBT UK
Transplant Registry)



NA -

Do not participate



Coronary angioplasty (NICOR Adult
cardiac interventions audit)



NA -

Do not participate



National vascular registry



NA -

Do not participate



Carotid interventions (CIA)



NA -

Do not participate



Adult cardiac surgery audit (ACS)



NA

Do not participate



Area/national audit title

% cases
submitted

Comments/actions/reporting details

NCAPOP

A1

P2

Renal replacement therapy (Renal
Registry)



NA

Do not participate



Renal transplantation (NHSBT UK
Transplant Registry)



NA

Do not participate



Acute coronary syndrome or acute
myocardial infarction (MINAP)





100%

All eligible patients



Heart failure (Heart Failure Audit)





100%

All eligible patients



Sentinel stroke national audit (SSNAP combined Sentinel and SINAP)





100%

All eligible patients



Cardiac arrhythmia (HRM)





-

Do not participate



Pulmonary hypertension



NA

Patients transferred to Sheffield







Renal disease

Cardiovascular disease

Trauma
Hip fracture database (NHFD)

100%

Ongoing data collection – National



Area/national audit title

A1

P2

% cases
submitted

Comments/actions/reporting details

NCAPOP

report published annually
Severe trauma (Trauma Audit & Research
Network TARN)





100%

All eligible patients



National audit of dementia (NAD)





100%

All eligible patients



Fractured neck of femur (College of
Emergency Medicine)





100%

All eligible patients



Prescribing observatory for mental health
services (POMH)



NA

Not applicable to BHNFT



National audit of psychological therapies
(NAPT)



NA

Not applicable to BHNFT



Suicide and homicide for people with
mental health illness (NCISH)



NA

Not applicable to BHNFT



Older People

Psychological conditions

Examples
of
outcomes
completed local audits

from

highlighted the fact that there was no
care pathway in place for patients
withdrawing
from
alcohol.
Documentation was also poor. To
improve the process of caring for
patients on this drug treatment an
alcohol withdrawal pathway was
developed. Training for staff providing
the treatment has also been provided.

The reports of 227 local clinical audits
were reviewed by the provider in
2012/13 and BHNFT intends to take
the following actions to improve the
quality of healthcare provided.
Protective Lung Ventilation in ICU
Patients

Termination of Pregnancy (TOP)
Process and Documentation

The aim of the audit was to measure
compliance against the Royal College
of Anaesthetists guidance and where
necessary provide recommendations
and a protocol to optimise protective
lung ventilation.

The legal forms used for pregnancy
termination were audited. As a result
of the audit, a new checklist has been
introduced and the booking system for
patients referred by their GP has been
amended.
A department induction
process for new junior doctors has
also been introduced.

Because of this audit a flow chart on
protective
lung
ventilation
was
developed and the ICU daily review
charts were amended.

Doctors Handover in the Medicine
CSUs

These actions have improved the care
of patients who are ventilated on ICU.

The hospital has delivered an on-going
audit programme during 2011 and
2012 to evidence a safe handover of
care from one shift team to another on
the medical wards at the hospital, to
ensure continued patient care. The
standards for handover used were
taken from national guidance.

Obstetrics: Audit of management of
Shoulder Dystocia
The aim of the audit was to measure
compliance against CNST standards
set by the Royal College of
Obstetricians. Results showed that all
the information was not consistently
recorded. As a consequence of these
results a proforma was designed
ensuring that the whole of the patient
information was included. Re-audit
has demonstrated an increase in
compliance.

This was audited on four occasions
and as a result a new electronic
system has now been introduced. The
system is logical to use and provides a
robust process for recording handover
activity between shift teams. The reaudit shows a significant improvement
in compliance with the national
guidance standards.

NICE Clinical Guideline 100 & 115 –
Drug
Treatment
of
Alcohol
Withdrawal

“They are kind, caring and are
understanding, they leave you alone to
deal with your news, but are always on
hand.”

The audit looked at the hospital’s
compliance to the NICE clinical
guidelines on ‘drug treatment of
alcohol
withdrawal’.
The
audit
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Participation in clinical research

funding etc. the figures are
captured in the NIHR portfolio.

The inclusion of this statement
demonstrates the link between our
participation in research and our
drive to continuously improve the
quality of patient care and patient
services. The fact that there is a
good research culture within the
hospital plays a part in attracting
and retaining high quality staff.

not

During 2012 the hospital was involved
in conducting, hosting and recruiting to
104 clinical and other well-designed
research studies. Of these studies, 38
were adopted onto the NIHR portfolio.
Fifty-nine clinicians plus further
research staff participated in research
approved by a research ethics
committee
and
our
Research
Governance Committee in 2012; this
number are staff from across almost
the whole spectrum of hospital
specialities.

The
Research
&
Development
Strategy and Business Plans are now
embedded into the hospital’s overall
strategy and business plans. This in
part is reflected in the collaborative
work currently being undertaken to
facilitate the procurement of a Clinical
Research Facility, which will enable
even more research work to take place
at the Hospital.

Successes
•

The number of patients receiving NHS
services provided by Barnsley Hospital
NHS Foundation Trust (BHNFT) in the
year of October 2011 – September
2012, that were recruited during that
period to participate in research
approved by an NHS research ethics
committee and subsequently by our
own Research Governance Committee
was 419. This figure is included on the
National Institute for Health Research
(NIHR) Portfolio and captures a variety
of research themes.

•

•

•

This figure will increase over the
following months as a further
concentration on NIHR eligible studies
intensifies and after placing an
emphasis on high recruiting studies.
We expect the annual recruits to NIHR
eligible studies to triple in the
forthcoming year.

•

Further research on a commercial
basis is also being undertaken within
this Trust, but because of the nature of
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Our work on seeking to identify
ways of measuring patient and
public involvement in research
is informing national policy and
outcome measure development
Our work on patient education is
empowering
patients
and
leading
to
better
musculoskeletal health quality
and outcomes
Our work in developing new
treatments
for arthritis
is
transforming the morbidity as
well as the mortality for patients
with arthritis
Our
work
in
developing
biomarkers for arthritis is
helping to develop targeted and
personalised medicine
Our work in Testosterone
therapy has led to a continuing
international reputation and one
where the results of our
research has continued to
change
practice
locally,
nationally and worldwide. This
work along with research into
diabetes has led to improved
quality of life, improved diabetic
control and morbidity

pathway for Frail Older People in
Barnsley and will be completed by
April 2014.

Our work into stroke research has
resulted in increased funding for stroke
services, which in turn has led to better
working relationships between primary
and secondary care.

The ‘Built Environment in Acute Care
for Older People’ project is contributing
to the future development of the
BHNFT estates strategy by informing
the design specification of a ‘model
standard ward’ for older people.

There were 120 publications in peer
reviewed journals in 2010-2012.
The Collaboration for Leadership in
Applied Health Research and Care
for South Yorkshire (CLAHRC SY)

This project is nearing its conclusion
and, together with the King’s Fund
project, has informed the bid to the
Department of Health ‘improving the
environment of care for people with
dementia’ programme. If successful,
this development will transform the
inpatient environment in acute care for
Frail Older People in Barnsley.

CLAHRC’s remit is to undertake high
quality applied research, translate
research into practice, and increase
partner organisations’ capacity to do
more of the same. In the last year
several CLAHRC SY projects have
been undertaken within BHNFT, which
have direct implications for patient
care.

The innovation and implementation of
evidence-based
care
will
be
strengthened by the development of
the Academic Health Science Network
(AHSN) and the next generation of
CLAHRC. In the future, the hospital,
CLAHRC and the AHSN will work
closely together to ensure the
translation of high quality evidence into
practice, and support the hospital’s
effort within the Commissioning for
Quality and Innovation (CQUIN)
framework.

The Advance Nurse Practitioner
evaluation draws to its close. A recent
interim report highlights the benefit of
these roles, through their influence on
patient safety and team working, as a
consequence of their highly developed
communication and clinical skills.
A qualitative study on the experience
of adolescent Type I diabetics has
contributed to the development of the
WICKED (Working with Insulin,
Carbohydrates, Ketones & Exercise to
Manage
Diabetes)
diabetes
programme, an age specific course
teaching the skills of diabetes
self-management for this age group,
which will be trialled over the coming
few years.

Commissioning for
Innovation (CQUIN)

Quality

and

A proportion (2.5%) of Barnsley
Hospital’s income in 2012/13 was
conditional upon achieving quality
improvement. Innovation goals were
agreed between; Barnsley Hospital
NHS Foundation Trust, NHS Barnsley
and other associated Commissioners.
This was then included as part of the
contract for the provision of NHS
services, in accordance with the
CQUIN.

The ‘Acute Medical Care for Frail
Older People’ project is part of a wider
King’s Fund Patient and Family
Centred Care Programme. This project
aims to put patient experience at the
centre of care and redesign the care

36

The CQUINS for 2012/13 covered a
range of national and local goals. The
monetary total for income in 2012/13,
conditional upon achieving quality
improvement and innovation goals,
was £3.238 million; we achieved 81%
of this income (£2,623,008). The
2012/13 CQUIN scheme included four
national and six local indicators. The
hospital’s performance against these
indicators is shown on the next page.
A proportion of BHNFT income in
2012/13
was
conditional
upon
achieving quality improvement and
innovation goals agreed between
BHNFT and any person or body they
entered into a contract, agreement or
arrangement with for the provision of
relevant health services, through the
Commissioning
for
Quality
and
Innovation
payment
framework.
Further details of the agreed goals for
2012/13 and for the following 12 month
period are available online at:
http://www.monitornhsft.gov.uk/sites/all/modules/fckeditor
/plugins/ktbrowser/_openTKFile.php?id
=3275
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Quarter 1

2012 /13 CQUINs
Ref Indicator

Quarter 2

Quarter 3

Quarter 4

Value

Actual

Q2
Values

Actual

Q3
Values

Actual

Q4 Values

Actual

Total
Value

£32,383

Achieved

£32,383

Achieved

£32,383

Achieved

£32,383

Achieved

£129,531

NATIONAL
N1

VTE

N2

Patient Experience

£0

N/A

£0

N/A

£0

N/A

£194,297

Achieved

£194,297

N3

Dementia (age 75+ >48
hours)

£0

N/A

£0

N/A

£0

N/A

£194,297

Failed

£194,297

N4

NHS Safety Thermometer

£0

N/A

£43,177

Achieved

£43,177

Achieved

£43,177

Achieved

£129,531

£97,149

Achieved

£97,149

Achieved

£97,149

Achieved

£97,149

Achieved

£388,594

£129,531

Failed

£129,531

Achieved

£129,531

Achieved

£129,531

Achieved

£518,125

£129,531

Achieved

£129,531

Achieved

£129,531

Achieved

£129,531

Achieved

£518,125

£129,531

Achieved

£129,531

Achieved

£129,531

Achieved

£129,531

Achieved

£518,125

£129,532

Achieved

£0

N/A

£129,532

Achieved

£0

N/A

£259,063

£97,149

Achieved

£97,149

Failed

£97,149

Failed

£97,149

Failed

£388,594

LOCAL
L1

CAUTIs

L2

Outpatient Letters

L3
L4

Paediatric Safeguarding
(missed appts)
Paediatric Safeguarding
(A&E)

L5

MEWS

L6

A&E 4 hour waits

Total £744,805

£658,451

£787,982

£1,047,045

£3,238,282

Achieved

£615,274

£561,302

£690,834

£755,599

£2,623,008

At Risk

£0

£0

£0

£0

£0

Failed

£129,531

£97,149

£97,149

£291,446

£615,274

learning package is now
available and data quality has
been included with various
other
training
packages
including ‘Cradle to Grave’
training, the lifecycle of a
patient’s health record, Junior
Doctors induction training and
one-off
refresher
training
courses.
• The data quality dashboard
continues to be developed
and it is communicated to all
Clinical Directors. Any issues
relating to missing or incorrect
inpatient and outpatient data
will be discussed at monthly
Clinical Service Unit meetings.
• A working group has been
formed with representatives
from the PCT/CCG and
clinicians which aims to
improve
communication
between the hospital and GP
Practices, which will improve
patient safety and care.

Quality of data
Good quality data underpins
the effective delivery of
patient care and is essential if
improvements in quality of
care are to be made
In 2012/13, good progress has
continued with the action plans
relating to data quality following all the
previous audits. The Internal Audit
Department is monitoring progress
with all previous external audit
recommendations.
The hospital is continuing to improve
data quality by the following actions:
•

•

•

Information
Assets/System
Managers are continually
audited and updated with new
requirements through spot
check
audits
and
the
Information Assurance Group
meetings.
This
gives
assurance the hospital is
compliant with all Information
Governance
(IG)
Toolkit
requirements and ensures
training and all reference
documentation is in place to
allow staff to carry out their
duties effectively.
Data collection for all Key
Performance Indicators (KPI)
is being audited and the
findings are presented at IGB.
This gives assurance the data
collection processes followed
by the hospital are robust
which ensures the published
figures are accurate.
Any
issues
identified
are
addressed immediately.
Training
and
raising
awareness of data quality
continues to be a Trust
priority. The data quality e-

Information on the quality of data
Secondary Uses
BHNFT submitted records during
2011/12 to Secondary Uses Service
(SUS) for inclusion in hospital episode
statistics, which are included in the
latest published data of April 2012 –
January 2013.
The percentage of records in the
published data included:
• The patient’s valid NHS
number was: 99.5% for
admitted patient care; 99.7%
for outpatient care; and 98.5%
for accident and emergency
care
• The patient’s valid General
Medical Practice Code was
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100% for admitted patient
care, 100% for outpatient care
and 100% for accident and
emergency care.

There was a slight dip in compliance
for
primary
and
secondary
procedures, however the hospital
achieved Level 2 compliance, which is
satisfactory.

Clinical Coding
Clinical coding is the translation of
medical terminology written by the
clinicians to describe a patient’s
diagnosis, complaint, treatment or
reason for seeking medical attention,
into a coded format, which is
nationally
and
internationally
recognised.
The clinical coded data is used for the
following:
•
•
•
•
•

Statistics
Planning
Funding
Clinical audit
Epidemiological Studies

The accuracy of this coding is a
fundamental indicator of the accuracy
of the patient records.
The hospital was subject to the
Payment by Results (PbR) and IG
clinical coding audit.
The IG audit undertaken covered a
random sample of 200 episodes of
care across the whole range of
services covered by a mandatory PbR
tariff.
Results of the IG toolkit audit are as
follows:
Correct Correct
(%)
(%)
2012
2013
Primary Diagnosis
95.0
97.0
Secondary Diagnosis 86.2
91.0
Primary Procedures
94.3
93.4
Secondary
96.7
93.7
Procedures
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The PbR audit undertaken covered
120 episodes of care with a diagnosis
of Pneumonia and patients admitted
with a fall under Geriatric, General
Medicine
and
Trauma
and
Orthopaedic specialties.
Results of the PbR audit are as
follows:

Primary Diagnosis
Secondary Diagnosis
Primary Procedures
Secondary Procedures

Correct
(%)
2012
87.5
83.1
93.3
97.3

Correct
(%)
2013
95.0
94.0
91.0
96.0

The results of the audits should not be
extrapolated further than the actual
sample audited. The results of the
audits did however show that
improvement in the quality of the
clinical coding was achieved in these
areas.
Actions to improve clinical coding
quality at the hospital continue via:
•

•

•
•

Monitoring, spot checking and
auditing of clinical coding by
senior clinical coding staff,
ensuring feedback is given to
all coders.
Continuous
internal
and
external training of coders to
ensure clinical coding skills are
kept up to date.
Improving
communication
between clinicians and coders
Validation
of
specified
diagnoses from clinicians on a
weekly basis.

“Audiology – fantastic – left a
message because my hearing aid has
just broken. I have received a call
back
within
30
minutes
and
appointment for the following day.
How impressive. Thank you.”
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recommendation that all staff involved
in projects involving personal data are
fully trained in the requirements of the
Data Protection Act, and that they
have received the relevant training in
the roles that they are undertaking.
This recommendation has been taken
forward.

Information Governance
The
hospital’s
Information
Governance
Assessment
Report
overall score for 2012/13 was 83%
satisfactory
compliance
following
Information Governance Board (IGB)
sign-off (1 March). This compares with
82% satisfactory compliance for
2011/12.

Regulation and Compliance

The IG Toolkit is available on the
Connecting for Health Website
www.connectingforhealth.nhs.uk

Care Quality Commission (CQC)
The CQC is the independent
regulator of health and adult social
care services in England. From
April 2010 all NHS Trusts have been
legally obligated to register with the
CQC. Registration is the licence to
operate and to be registered,
providers
must
by
law,
demonstrate compliance with the
regulatory requirements of the CQC
(Registration regulations 2009).

The information quality and records
management
attainment
levels
assessed within the IG Toolkit provide
an overall measure of the quality of
data
systems,
standards
and
processes within an organisation.
Serious Incident
A single incident occurred in 2012
after the hospital’s internal processes
for the delivery of a new system of
work were not met. This led to a
breach of patient confidentiality and
consequently a serious incident.

Barnsley hospital is registered with the
CQC and our current registration
status as of 31 March 2013 is without
conditions.
The hospital uses the CQC quality risk
profile information provided regularly
as one of the ways to monitor and
control risks to maintaining full
registration. A number of other
assurance processes are also in
place.

The hospital adopted an open and
honest approach to the incident and
conducted a thorough investigation
with escalation to the hospital’s
Commissioner’s, the SHA and the
Information Commissioner’s Office
(ICO).

The Care Quality Commission has
taken action against BHNFT during
2012/13.

Individuals affected by the breach of
confidentiality were duly informed by
the hospital and a support line was
operated through the Patient Advice
and Liaison service.

The hospital has received a number of
unannounced inspections from the
CQC during 2012/13, detailed over:

The ICO were satisfied that the
hospital had the necessary internal
processes in place and had they been
followed correctly the breach may
have been prevented They gave the
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Termination of Pregnancy
The hospital was visited on the 21
March 2012 as part of the CQC’s
national
targeted
programme
assessing
arrangements
for
termination of pregnancy across all
care providers.
The hospital received an initial draft
report in April 2012 and then received
a final report at the end of May 2012.
The report highlighted a minor
concern concerning record keeping
which the hospital immediately
actioned.
The CQC revisited the hospital on the
4 October 2012 to re- assess record
keeping compliance and found the
hospital to be fully compliant; this was
formally reported at the end of
October 2012.
Ionising
Exposure
IR(ME)R

Radiation
Medical
Regulations
2000

The hospital was visited on the 1 May
2012 to assess the hospital’s
compliance
with
the
IR(ME)R
regulations; the CQC outlined a
number of changes that they would
like to see within the hospital’s
imaging departmental procedures.
These changes were all made and
submitted to the CQC and the hospital
was declared compliant in December
2012.
Full Outcomes Inspection
The hospital were visited on the 28
January 2013 and were assessed
across four outcomes in four clinical
ward areas and the hospital were
found to be fully compliant against all
outcomes in all clinical areas the final
report was published at the end of
February 2013.
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What everyone else is saying
about us
The information provided on the NHS
Choices Website in March 2013 rates
Barnsley Hospital as

4.5/5 stars
And rated specifics as follows:
Cleanliness

Staff co-operation

Dignity and respect

Involvement in decisions

Same-sex accommodation

Patient feedback is invaluable to help
us to continually improve the quality of
services and patient care we provide.
This feedback is gained in a number
of different ways - NHS choices, other
social media, the CQC national
inpatient and outpatient surveys as
well as through our own staff using an
electronic patient data collection
system.
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The full CQC report was published on
the CQC website on the 16 April 2013.

CQC In-Patient Survey 2012
All NHS adult inpatient areas are
subject to an annual patient survey
reported via the Care Quality
Commission (CQC). Whilst other
areas of NHS care (e.g. outpatient)
are also surveyed in this manner, the
adult inpatient survey is the only area
that is routinely surveyed on an
annual basis.

On reviewing the hospital’s scores
against the thresholds for each of the
73 questions the following picture
emerges:
Achieves or surpasses the
threshold for the highest
scoring 20% of NHS
Trusts - Green
Within the remaining 60%
of Trusts – Amber
Is within or below the
threshold for the lowest
scoring 20% of NHS
Trusts - Red

This was the tenth survey of adult
inpatients and involved 156 acute and
specialist NHS Trusts. A total of
64,500 patients responded providing a
national response rate of 51%.
The hospital’s response rate was 46%
which is 5% below the national
average and translates into an overall
total of 375 respondents.

1
questions
72
questions
0
questions

Friends and Family Test (FFT)
From April 2013 all health care
organisations providing inpatient or
Accident and Emergency (A&E)
services will be required to promote a
response from those using these
services to the following question.

Currently the Matrons, through their
regular report to the Chief Nurse and
the Clinical Governance Committee,
are routinely surveying approximately
200 patients each month. This
translates to over 2,000 patients
across the year providing direct
feedback on their current view of their
experience as a patient in the hospital.

“How likely are you to recommend our
ward/A&E to friends or family if they
needed care or treatment”? With
responses ranging from extremely
likely to extremely unlikely.

In comparison the CQC inpatient
survey provides information from
patients who experienced at least one
night of hospital stay during June, July
or August 2012, not under the age of
16 and not admitted to either
maternity or psychiatric units. The
results reflect the views of patients
who received treatment in summer
2012 and completed the postal survey
questionnaire later in the autumn.
Thus, whilst clearly a valuable source
of information, the report findings have
been viewed by the hospital in
conjunction with messages from the
Matrons’ work streams.

The initial target response rate is 15%.
The results of the national survey will
be published in July 2013 on the NHS
Choices website.
We have been delivering FFT since
the beginning of February as part of
our wider patient experience strategy.
All patients who have spent a night
here or been discharged from the
Emergency Department (ED) are now
being asked how likely they are to
recommend
our
wards
and
departments to friends and family in
need of similar treatment.
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The Chief Nurse has written to all staff
describing the FFT as an important
national initiative aiming to improve
patient care by giving an insight into
how well hospitals are performing in
the eyes of their patients, and
assisting people in making decisions
about their care. She has also set
staff the following challenge:

Improving responsiveness to personal
needs of patients (CQUIN)
2011
2012
Q 32Were you involved as
much as you wanted to be in
decisions about your care
and treatment?

Q 34 Did you find
someone on the hospital
staff to talk to about your
worries and fears?

“One way to help ensure we're
delivering a consistently good patient
experience is to ask ourselves the
same
question
would
we
recommend this hospital to our friends
and family”?

Q 36 Were you given
enough privacy when
discussing your condition
or treatment?

Starting on 22 March, we are
launching a three-week campaign to
get staff views on what would need to
start, stop or change for patients to
happily recommend this hospital to
friends and family.

Q 56 Did a member of staff
tell you about medication
side effects to watch for
when you went home?
Q 62 Did hospital staff tell
you who to contact if you
were worried about your
condition or treatment after

We will then use the results to plan
important service improvements.

64.6%

68.8%

54.6%

58.3%

77.6%

82.4%

36.6%

47.2%

73.3%

80.3%

you left hospital?

Patient Experience CQUIN –
linked to the CQC Patient
Survey

CQUIN 2011
CQUIN 2012

The Commissioning for Quality and
Innovation
(CQUIN)
payment
framework links a proportion of
providers’ income to the achievement
of local quality improvement goals.
Single, composite measure “Improving
responsiveness to personal needs of
patients” for each organisation has
been defined for inclusion as a CQUIN
indicator.

61.3%
67.4%

The hospital did achieve this target of
67.4%. The final results are achieved
through benchmarking with all other
Trusts.
Patients have their say on inpatient
experience
The
2012/13
inpatient
survey
indicates that the hospital scored
'about the same' as other acute trusts
on 69 out of the 70 questions in the
survey.
On the question of whether hand gels
were available for patients and visitors
to use, the hospital scored extremely

This composite measure is made up
of the following five survey questions,
the results of which are summarised
on the right.

46

highly, with a score of 9.9 out 10 amongst the best performance in the
country.

NHS Constitution
We continually review our legal
obligations to the NHS Constitution in
relation to the rights and pledges of
patients, public and staff. Our reviews
show that we were compliant and
updates on how we are doing are now
regularly taken to the Board.

Other high scores were seen on
issues such as not feeling threatened
by other patients or visitors, with a
score of 9.6, and not sharing a
sleeping area with a member of the
opposite sex, with a score of 9.4,
although these scores still showed no
major differences from most other
trusts in the country.

Staff Survey
We work with our staff to help them
deliver the hospital’s vision to provide
the best healthcare for all.

There were areas where there is room
for improvement were identified and
include being given information on
how to complain about the care a
patient has received, which scored
only 1.4 out of 10, and patients being
asked to give their views on the
quality of care they received, which
scored 0.9 out of 10.

To recognise and reward our staff we
have introduced the “Brilliant Staff
Awards” where a monthly award is
given to a nominated individual and
team.
In order to continually improve and
motivate our staff the hospital uses
the valuable annual information
collected as part of the national NHS
staff survey to identify key themes.

The
hospital
saw
significant
improvements on last year's scores in
five areas, all within the area of
'leaving
hospital'. These
included patients being given written
information about what they should or
should not do after leaving hospital,
members of staff explaining the
purpose of medicines to be taken
home, and members of staff telling
patients who to contact if they were
worried about their condition or
treatment after they left hospital.

The results of the 2012 NHS staff
survey were published on the 28
February 2012. A total of 202,000
NHS staff was invited to participate by
postal questionnaire. Responses were
received from 101,000 staff, a
response rate of 50% (compared to
53.7% in 2010).
The results are primarily intended for
use by NHS organisations to help
them review and improve staff
experience so that staff can provide
better patient care. The Care Quality
Commission will use the results from
the survey to monitor ongoing
compliance with essential standards
of quality and safety. The NHS
Commissioning Board will use the
results
to
help
make
better
commissioning decisions. The survey

The hospital did not see a significant
decline on any questions since 2011
and the response rate was 46%, 1%
higher than in 2011 but 5% lower than
the national average.
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•

will also support accountability of the
Secretary of State for Health to
Parliament for delivery of the NHS
Constitution.

•

Improvements have been made in
some key areas and levels of job
satisfaction and staff engagement
have improved on last year. Of 28 key
findings, 11 were better than in 2011,
one
remained
the
same,
9
deteriorated and 7 cannot be
compared to previous results due to
changes in the questions.

•
•

To this end the hospital will continue
with the project launched in 2011 ‘Together we will make it better’.

Our best scores ranked in the top 20%
of all acute Trusts and our worst
scores where we have been ranked in
the bottom 20% have been included
here:

‘Together we will make it better’. A
different approach, where staff are ‘in
control’, where they tackle an issue or
theme by coming up with ideas.
The difference in this approach is that
staff are catalysts, or agents, for
change.

Top 5 Ranking
•
•
•
•

•

These teams were established in
2011 through manager and staff
nomination of people who they
thought would be able to initiate
change in different focus groups.

Percentage of staff receiving
health and safety training in last
12 months
Percentage
of
staff
experiencing physical violence
from staff in last 12 months
Percentage of staff having
equality and diversity training in
last 12 months
Percentage of staff believing
the hospital provides equal
opportunities
for
career
progression or promotion
Percentage of staff saying hand
washing materials are always
available

Each group was facilitated by the
learning and development team and
include an executive sponsor and staff
side colleagues.
This work continued in 2012 and saw
some really good results; a number of
these teams were nominated for Heart
Awards (a staff accolade presented at
an annual event to praise our staffs’
achievements throughout the year).
In addition to this, the hospital has
established a Workforce Board, which
meets bi-monthly, and reports into the
Non-Clinical Governance and Risk, a
committee of the Board of Directors.

Bottom 5 Ranking
•
•

Percentage of staff agreeing
that their role makes a
difference to patients
Percentage
of
staff
experiencing physical violence
from patients, relatives or the
public in last 12 months
Percentage of staff having well
structured appraisals in last 12
months

Percentage of staff suffering
work-related stress in last 12
months
Staff motivation at work

This committee reviews and monitors
a number of work force measures that
help to show us when issues need to
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be addressed to provide a good
working environment for our staff.

•

This committee has also provided the
impetus and overarching steer to
review and update a number of
policies and procedures to better
support our staff.

•

The Health and Safety Board has also
been reinvigorated during this year,
placing a higher emphasis on
mitigating health and safety risks and
providing assurance that the right
actions are being taken hospital wide.
The health and safety training we
provide to our staff has been
completely reviewed during the year
and a new risk assessment training
programme will be delivered from now
on to better meet the competencies
our staff have said they need.

•

•

Complaints & Patient Liaison
Service (PALS)

•

The information on the following page
gives an overview of the formal
complaints received by Barnsley
Hospital between April 2012 and
March 2013, along with the informal
complaints and concerns dealt with by
the PALS Team in the same period.

•
•
•

We
assess
and
monitor
the
improvements we action from every
single complaint.
We carry out
monthly analysis and reviews of our
complaints in order to learn and
improve from the feedback and
experiences of our service users and
the following are just some of the
improvements we have made in
2012/13;
•

•

•

Liaison with Weston Park to
identify a streamlined pathway of
returning test results to correct
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location and consultant within the
hospital.
Refresher training has been
offered to staff where required for
inputting data onto PAS (electronic
Patient Administration System) to
improve accuracy of information.
Individual staff members have
been monitored where it has been
highlighted that procedures or
behaviours are not of an
acceptable standard. Examples
include
injection
procedures,
assessment of patients with
abdominal pain, adherence to
uniform policy, communication
skills,
intravenous
medicines
management, assessing patients
with learning disabilities.
Ophthalmology consultants will
request shared care with the
Paediatric department for children
requiring sedation during a
procedure.
Emergency department guidelines
have been produced regarding
patients with specific spinal
problems.
Customer care training has been
revised and is being rolled out
across the hospital.
The patient’s property form has
been reviewed to ensure better
recording.
Security team to receive customer
care training.
Additional chest drain training has
taken
place
to
improve
competency of all doctors carrying
out this procedure.
Additional clinical audits have
taken place including patients
receiving correct appointments in
the Outpatients department, pain
and analgesia in the Emergency
department, mobility assessments
in the Emergency department.
Imaging protocols and the clinical
pathway for patients with breast
augmentation have been reviewed
to minimise the chance of cancers
being missed in this group of
patients.

•

Child Death Rapid Response
protocol has been reviewed and
the Police and Coroner have been
informed of the reviewed protocol.

Complaints
Ombudsman

received

by

the

In 2012/13 the Ombudsman accepted
two complaints for investigation.
Those investigations are still ongoing
and the Trust awaits a decision from
those investigations.

Discharge Policy amended to include
information about out of area patients
who choose not to return to BHNFT for
treatment.

In the year 2011/12 the Ombudsman
accepted
two
complaints
for
investigation and the final reports from
those investigations were received in
this financial year. One complaint was
partly upheld, the other fully upheld by
the Ombudsman.

Improvements made to the booking-in
process in Emergency Department for
noting GP, implementation of digital
dictation.

These complaints have been fully
investigated by the hospital and the
Ombudsman investigators.
Action
plans have been developed and are
being implemented and monitored by
this hospital.
Valuable learning has been identified in
both cases.
“Barnsley Hospital staff gave a very
efficient and professional service. I
was booked in, examined, x rayed
diagnosed and treated in 20 minutes.
All staff were very professional and
the A&E area was very clean and
comfortable. Thank you to all. “
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Complaints & Patient Liaison Service (PALS) Information
Formal Complaints

PALS Concerns

All aspects of clinical treatment

201

204

Attitude of Staff

11

74

Communication to Patients

14

208

Appointments

9

152

Admission/discharge/transfer arrangements

11

57

Operations: delays/cancellations

0

45

Privacy & Dignity

4

10

Failure to Follow Procedure

3

11

Consent to treatment

0

1

Hotel Services (inc food)

0

7

Other

12

58

Transport

0

11

Patient’s property & expenses

2

16

Personal records

2

9

Aids and appliances

0

7

Policy & commercial decisions

2

0

Mortuary/PM arrangements

1

0

Support/Advice (PALS only)

0

614

272

1484

Total
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Part Four
Review of Quality Performance
The following section presents information relating to the quality of
services that we provide.
The information will outline our performance against National Priorities and Core
Standards as well as the measures agreed locally as part of our Quality Account last
year.
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Overview of Performance against the 2012/13 National Priorities and Core
Standards

2010/11

2011/12

2012/13

National
Target
2012/13

C Diff
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28

22

31

MRSA

0

0

0

0

All Cancers 31 Days - subsequent treatments (Surgery)

100%

100%

100%

94%

All Cancers 31 Days - subsequent treatments (Drug
Treatments)

100%

100%

100%

98%

N/A

N/A

N/A

N/A

All Cancers 62-day GP urgent referral to treatment

91.3%

95.5%

92.7%

85%

All Cancers 62 Days - Consultant upgrades

88.5%

94.9%

93.5%

80%

18-week referral-to-treatment target: Admitted patients treated

96.7%

95.7%

96%

90%

18-week referral-to-treatment target: Non-admitted patients
treated

98.7%

98.1%

98.2%

95%

All Cancers: 31-day diagnosis to treatment

99.3%

99.8%

100%

96%

All Cancers: two week wait

96.5%

96.5%

94%

93%

Symptomatic Breast Patients - two week wait (non cancer
referrals)

95.3%

94.3%

93.9%

93%

Screening all elective in-patients for MRSA

100%

100%

100%

100%

Total time in A&E: four hours or less

95.5%

95.6%

93.8%

95%

National Priority

All Cancers 31 Days - Radiotherapy
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Patient Reported
Measures (PROMs)

2011/12 appear to have recovered to
better levels.

Outcome

PROMs procedures are
across three elements:

PROMs are a way of collecting
information on the effectiveness of
care delivered to NHS patients as
perceived by the patients themselves.
In order to collect this information,
questionnaires are completed by
patients before and after surgery and a
health gain is calculated by subtracting
the score before the operation from the
score after the operation.

reported

1. General health and well being
2. "How
do
you
feel
today"
assessment
3. A section specific to the condition.
The
refreshed
2011/12
information reports that our position
regarding hip replacments is improved,
showing
only
one
alert (condition-specific)
where
previously we had two (general health
and well being and condition-specific).

Data has been collected since 2009 on
four different surgical operations,
which are; groin hernia, hip and knee
replacements and varicose vein
surgery.

An analysis of these results illustrates:

For Yorkshire and Humber Health
Authority
the
participation
and
response rates across all procedures
are generally in line with, or slightly
ahead of the national average. Both
rates are higher for hip and knee
replacements than for groin hernias or
varicose veins.

⇒ The most notable change is that we
are no longer an outlier for the
general health gain element for hip
replacements
⇒ Our condition-specific health gain
position is also improved. This is
through the review of responses of
case mix adjusted questionaires 1
and 2 which captures the
improvements in the patients health
following the procedure.

With regards to health gain scores it is
recognised that the population of
Barnsley generally has poorer health
than other areas of the country and
therefore reported health scores are
recorded lower than average within the
initial questionnaire resulting in a lower
reported health benefit following
surgical intervention. This is most
significant for the hip replacement
scores.

A detailed action plan is currently
being delivered to further improve our
performance.

The latest published data as at March
2013 is published on the next page.

This includes the development of a Hip
Rehabilitation group and extending the
use of the enhanced recovery
programme across the orthopaedic
pathways.

Little can be discerned from the
2012/13 information, as the volumes
reported on to date are too small to be
statistically
meaningful.
However,
participation rates for hip and knee
replacements that had reduced in

“Staff and doctors are exceptional and
make you feel like an individual. They
are caring,
compassionate and
friendly”
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The latest published data as at February 2013 is detailed below:
BHNFT

Procedure

National

2009/10
(Finalised)

2010/11
(Finalised)

2011/12
(Provisional)

2009/10
(Finalised)

2010/11
(Finalised)

2011/12
(Provisional)

2012/13
(Provisional)

EQ-5D

0.337

0.335

0.321

*

0.411

0.405

0.423

0.437

EQ-VAS

5.797

6.186

10.146

*

8.955

9.182

10.129

10.863

Oxford Hip

16.560

15.942

16.166

*

19.655

19.717

20.270

20.889

Participation
Rate

84.5%

94.5%

85.7%

89.9%

76.3%

78.8%

80.8%

79.5%

175

189

168

71

48,515

54,991

42,848

28,511

0.245

0.264

0.332

*

0.295

0.299

0.313

0.312

EQ-VAS

-0.121

2.556

5.801

*

3.043

3.110

5.056

4.824

Oxford Knee

12.846

13.863

15.955

*

14.624

14.873

15.369

15.509

Participation
Rate

90.4%

100.0%

76.2%

96.3%

78.4%

83.7%

85.4%

86.9%

328

335

291

157

56,925

63,023

48,575

32,603

Measure

2012/13
(Provisional)

Hip Replacement

Completed
Q1

EQ-5D

Knee
Replacement

Completed
Q1

0.082

0.089

0.0.98

*

0.082

0.085

0.089

0.091

EQ-VAS

-3.277

-2.931

-0.942

*

-0.932

0.538

-0.256

-0.603

Participation
Rate

50.5%

43.6%

46.7%

38.1%

55.0%

55.7%

59.0%

62.9%

148

115

147

43

37,765

37,939

30,482

20,945

EQ-5D

Groin Hernia
Repair

Completed
Q1

EQ-5D

*

*

0.06

*

0.094

0.091

0.094

0.093

EQ-VAS

1.195

*

-0.023

*

-0.366

-0.091

0.298

0.520

Aberdeen

-4.462

*

-9.447

*

-7.930

-7.518

-8.173

-8.326

Participation
Rate

45.1%

46.2%

47.4%

53.6%

43.4%

47.7%

48.3%

33.3%

55

43

45

30

15,137

15,394

9,498

3,906

Varicose Veins

Completed
Q1

= Negative alarm (between 95% and 99.8% lower control limits)
= Negative alert (below 99.8% lower control limit)
*

= Numbers of linked questionnaires too low for statistical processes

2009/10 data was finalised August 2011
2010/11 data was finalised August 2012

Indicator

Summary Hospital Mortality Indicator (SHMI)
The Palliative Care Indicator
Patient Reported Outcome Measures (PROMs)

Reporting Period

Trust Scores

National Average

Highest Score
NHS FT

Jul 11 to Jun 12

108

100

71

Highest
Score
NHS
Trust
71

Lowest
Score
NHS FT

Lowest Score
NHS Trust

126

119
115

Oct 11 to Sept 12

106

100

68

71

121

Jul 11 to Jun 12

0.7%

Not Available

3.3%

2.8%

0%

0%

Oct 11 to Sept 12

0.8%

Not Available

3.2%

2.8%

0%

0%

14.29
14.13

18.92
16.98

4.58
5.80

5.55
3.69
3.32

Refer to table on page 52

% of patients readmitted to the hospital within
28 days of being discharged.
Age 0-14 years
Age 15 or over

Patient Survey - responsiveness to patients
needs
% of staff employed by the hospital who would
recommend the hospital as a provider of care to
their friends or family
% of patients admitted to hospital who were risk
assessed for venous thromboembolism (VTE)
The Rate of C Diff per 100,000 bed days

The number and rate of Patient Safety Incidents
and the number and % that resulted in severe
harm or death

2009/10
2010/11

10.59
9.59

9.29
9.99

2009/10

10.12

9.45

15.8

11.31

3.90

2010/11

10.15

9.64

12.53

18.57

3.26

67.4

67.4

85
(Only gives Trust codes so not
able to split between FT and
non FT)

(sample size 800, 500
returned = 67.1%)

3.66

3.57

4.08

Q3 2012 /13

92.1%

98.1%

99.9%

2011/2012

20.1

21.8

Total no. of patient safety
incidents reported =4.6%
Deaths=0.5%
Severe=1%

Total no. of
patient safety
incidents
reported
=6.5%
Deaths=0.2%
Severe=0.7%

2011/12
2012/13

2012/2013 (AprilSept NRLS Data)

4.34
54.6
(Only gives Trust codes so not
able to split between Ft and
non FT)
Not known

Not known

99.5%

88.5%

84.6%

Not known

Not
known

Not known

Not known

Not known

Not
known

Not known

Not known

Barnsley Hospital considers that this data is as described for Barnsley Hospital intends to take and has taken the
following actions to improve this score, and so the
the following reasons:
quality of its services, by:
The Summary Hospital Mortality Indicator (SHMI) is higher than the national
level.
Palliative care indicator. The Trust is working to understand the performance
against national average.
Patient Reported Outcome Measures (PROMS). The Trust has seen an
improvement in the general health gain for patients undergoing hip
replacements. The Trust remains an outlier for knee replacement patients.
Patient’s readmitted to the hospital within 28 days. The Trust has not
received data for 11/12 and 12/13 but previous performance of the Trust is at
the national average.
Patient Survey. The Trust achieved the national average responsiveness to
patient’s needs.
Staff employed by the hospital recommended the hospital as a provider of
care to their friends and family at a higher rate than the national average.
The Trust achieved the national level of over 90% of VTE assessment.
The Trust is pleased with the continuous reduction in the rate of patients with
Cdiff.
The rate of reporting of patient safety incidents is lower that the national
average and the death and severe harm is slightly higher that the national
average. The Trust monitors closely the rate of patient safety incidents

The Trust has a full plan in place see page 12 of this report.

The Trust has a full action plan in place to improve the outcomes for
knee replacement patients

The Trust is implementing a number of different ways of acertaining the
patient’s views in order to improve services.
The Trust has an orgaisational development framework in place which
is aimed at increasing engagement and empowerment of our staff.
The Trust is auditing and working with clinical teams to improve the rate
of risk assessment on admission for VTE.
The Trust maintains it’s focus on reducing the rate of hospital
associated infections.
The Trust has implemented a new reporting system which is easier for
staff to access. An action plan is in place to address patient safety
incidents.

We
have
also
declared
100%
compliance with screening for MRSA;
this standard requires all patients to be
screened on admissions as an
emergency or prior to admission for
surgery.

Overview of our performance in
2012/13 against the key national
priorities from the Department
of
Health’s
Operating
Framework and against the
Department of Health’s National
Core Standards

Patient Experience
As described in section 3 of the report
the hospital has delivered the national
CQUIN responsive to patient needs, as
measured through the CQC Patient
Survey. The hospital has invested in the
development of its Patient Experience
Team, increasing the number of staff to
respond to patient enquiries.

The headline measures for improving
quality (safety, effectiveness and
patient experience) were identified
as:
•
•
•
•
•
•

•

Reducing Health Care Associated
Infections (MRSA and C Diff)
Patient Experience Survey
Patient Access - Referral to
Treatment Times (Maximum time of
18 weeks from referral to treatment)
Eliminating
Mixed
Sex
Accommodation
Delivering the A&E Quality Indicators
Delivering Cancer Targets
Reducing Emergency Readmissions

Health
Care
Infections (HCAI)

As you will see from both the Patient
Survey section and the Complaints
section of the report, some progress is
being made in improving the experience
we provide to our patients.
The hospital approved the updated
Patient Experience Strategy at the
December 2012 Board meeting and will
continue to drive this agenda and learn
from our patients and staff through FFT
and our on-line Staff Echo survey of this
scheme.

Associated

This year we have had zero MRSA
bacteraemia cases and only 22 of C Diff
against a target of 31 cases.

Access

Utilising feedback from the patient
surveys, it is notable that patients are
commenting and are satisfied with our
levels of cleanliness and standards of
practice.

The hospital has delivered against the
access targets to ensure that all our
patients are treated within 18 weeks
from their referral.
Additionally the hospital has ensured
that access for vulnerable patients is
considered and managed to the highest
standards.
Examples are detailed
overleaf:

Overall compliance with hand hygiene
currently rests at 99.4%, which
demonstrates the efforts we have made
to raise the performance to meet our
100% target. Hand hygiene compliance
is reported monthly to the Board of
Directors, and quarterly reports from
infection, prevention and control are
provided quarterly for the Board.

Safeguarding Adults
Safeguarding vulnerable adults is one of
our key priorities. The hospital works in
partnership with the Barnsley health and
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social care community to ensure a
strong partnership approach. There is a
Safeguarding Adults Steering Group
that oversees the safeguarding agenda
within the hospital. The flow of
information into this group comes from
two main sources, the Deputy Chief
Nurse who is a member of the Barnsley
Safeguarding Adults Board, and the
Named Nurse for Safeguarding Adults
who is a member of several of the
Barnsley partnership sub groups. This
enables the Safeguarding Adults
Steering Group to be fully appraised of
local and national developments.

consider adjustments to care delivery
that are suited to individual patient’s
needs. This links with the development
of individual care pathways that support
the needs and preferences of patients
with learning disabilities. It includes
visits to become familiar with clinical
areas before their planned admission
and arrangements for family and carers
to remain on wards during hospital
stays.
The culmination of this work has been
the commitment of the hospital to the
Mencap charter ‘Getting it Right’. The
Board of Directors has endorsed this.

Staff receive training to enable them to
identify signs of possible abuse and are
aware of the procedures to follow and
who key members of staff are who have
in-depth knowledge to assist and give
advice. This includes implementation of
the requirements of the Mental Capacity
Act and Deprivation of Liberty
safeguards, which help to protect the
rights of those patients who do not have
capacity to make decisions for
themselves.

Ethnicity Needs
For any patient who does not speak or
read English the hospital can provide
information in a range of different
languages and can also arrange
interpreter services. The hospital can
accommodate a range of different types
of meals, including Halal and patients
and visitors have access to a chapel
and a prayer room for their spiritual and
religious needs.

Learning Disabilities
Dementia
The hospital continues to make
progress in the work on improving the
experience of patients within the
hospital who have learning disabilities.
Progress continues in the development
of the “All About Me Passport’ that
patients carry so that their care,
treatment and preferences are known.

A Dementia Strategy Steering Group
has been established to support the
implementation
of
our
Dementia
Strategy, a plan which details our
actions to ensure that patients with
dementia receive high quality care and
treatment
that
is
delivered
in
environments that are proved to help
keep patients calm and eliminate
anxiety related to a change of
circumstance.
“Dementia screening” and “dementia
mapping” are central to helping and
supporting our patients and this year we
have trained a large group of our staff to
be able to undertake these specialist
processes.

Work has also been taking place to
produce information leaflets in easy
read format. We have appointed a
Specialist Nurse in this area this year to
lead and further improve the quality of
services and adaptation to support this
group of patients.
A reasonable adjustments document
has been developed to help staff to
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The hospital has performed really well in
the second round of the national
dementia audit. We have improved from
the last round and are significantly
better than the national average in the
vast majority of domains.

A full list of actions and refurbishment
work is being progressed to ensure that
the hospital is able to deliver this
requirement and provide a high quality
service to our emergency patients.

Cancer
Stand out areas are:
•
•
•
•
•
•

The hospital continues to perform well
against the numerous cancer targets,
excepting one patient choice conflict in
quarter 3.

Nutrition
Patient routines and preferences
Early discharge planning top
quartile
LOS 12 days versus national
average of 14 days
More patients returning to own
home Barnsley 46.4% against a
34.6% national average
Pressure ulcer assessment better
than national average and
doubled since first round of audit

Readmissions
All readmissions to the hospital are
investigated in order that the hospital
can understand the causes, and
implement solutions to continually
improve performance.

Monitor Risk Ratings
Eliminating
Mixed
Accommodation

Sex
Monitor authorises and regulates NHS
Foundation Trusts and supports their
development, ensuring they are well
governed and financially robust.

The hospital has been fully compliant
with all the standards associated with
delivering this requirement from June
2011 onwards, but unfortunately we
were unable to provide this care for one
patient in March 2013.

Barnsley Hospital is a Foundation Trust
and as such performance is checked by
Monitor, the independent regulator of
Foundation Trusts.

The hospital is committed to organising
its facilities to eliminate mixed sex
accommodation. We will continue to
work hard to provide this to make sure
all patients are treated with dignity and
respect at all times.

Monitor uses a risk-based approach to
determine its level of intervention.
Hospitals are rated across three criteria,
Finance, Quality and Governance. Risk
ratings are then assigned and displayed
publicly on Monitor’s website.

Delivering the A&E target

The Financial Risk Rating (FRR) is
scored 1-5, 1 being a high risk
organisation and 5 being a low risk.
Foundation Trusts are required to
maintain a FRR rating of at least 3.
The Governance Risk Rating (GRR) is
rated across four grades: Red, Red
Amber, Amber Green and Green, Red
depicting high risk and Green Low Risk.

The
Accident
and
Emergency
Department (ED) less than four hours to
treatment target of 95% for all patients
has proved problematic for the hospital
this year due to above average increase
in numbers of patients attending the
hospital.
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Most foundations are monitored on a
quarterly basis unless they are
indicating high risks against these
measures.

care pathways to identify further actions
to restore our performance.

The hospital has to provide a forecast of
how they will perform over the next year
against their FRR and GRR. The table
opposite details what we said we would
do against our actual performance for
the year.

The hospital also marginally failed on
the 93% cancer two week wait in
Quarter 3. Trying to manage this target
whilst offering patients appointment
choices to meet their personal
commitments is often problematic and
on one occasion the hospital failed to
deliver this balance.

Reporting
Period
Quarter 1AprJun 2012
Quarter 2 JulSep 2012
Quarter 3
Aug-Dec
2012
Quarter 4
Jan-Mar
2013

“The response from the staff at Surgical
Assessment Unit was tremendous and I
was very well looked after. Everyone
there was very kind, helpful and
professional.”

Plan
FRR GRR

FRR

Actual
GRR

3

Green 3

Green

3

Green 3

Green

3

Green 3

Amber/Green

3

Green 3

Amber/Green

The hospital has consistently delivered
the financial plan throughout the year.
The governance risk rating has
unfortunately not been delivered to plan
in 2012/13. This rating was reduced as
the hospital failed to deliver the 95%
maximum waiting time of four hours
from arrival to admission, discharge or
transfer in ED. The hospital failed this
target in Quarter 3 and Quarter 4 as a
result of an increase in demand at a
time when the hospital faces a higher
pressure on the hospital’s available
beds. The hospital’s senior operational
team are working both hospital-wide and
with the wider health community to
recover this position and deliver a timely
consistent service for our patients in
2013/14.
The hospital has already added to its
plans and has introduced new
procedures and processes.
The
hospital has also commissioned an
external review to help us assess our
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Part Five
Annexes
Statements from stakeholder organisations
In order to ensure the information contained in the Quality Account is
accurate, fair, and gives a representative balanced view, our Quality Account
has been shared with:
•

Barnsley Healthwatch (was Barnsley LINk)

•

Barnsley Clinical Care Commissioning Group, as our lead commissioner

•

Overview and Scruting Committee

Additionally comments have been sought from the Hospitals Council of
Governors.

We are grateful for the time and effort they have put in to provide us with their
comments, which are included on the following pages.
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Annex 1

Barnsley Healthwatch
comments on BHNFT Quality
Account 2012/13
Barnsley Healthwatch welcomes the
opportunity to comment on Barnsley
Hospital NHS Foundation Trust’s
2012/13 Quality Account.
The following comments have been
compiled by Healthwatch.
Healthwatch Barnsley Came into force
on the 1st of April 2013 and received
the Quality Account for Barnsley
Hospital Foundation Trust on the 5th of
April 2013. Healthwatch has e-mailed
members with the Barnsley Hospital
Quality Account asking for feedback,
we also featured the Quality Account on
our Website, Facebook and Twitter.
Due to Healthwatch Barnsley being a
new organisation with limited time and
resource at this early stage, we have on
this occasion been unable to collate
community views on the Quality
Account to share in this report. We are
however planning on ensuring the data
we collect from the 1st of April will
enable us to identify who attends the
hospital on a regular basis, with recent
experience of the service and an
opinion to share. The aim to bring
together a focus group on a yearly
basis to review the quality account, with
the support of a representative of the
hospital, to provide information on the
quality account and answer any
questions relating to the document.
Thus ensuring participants are fully
informed and able to comment
effectively.
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•

Barnsley Clinical
Commissioning Group
comments on BHNFT Quality
Account 2012/13

We would have liked to have seen
more
information regarding
the
delivery of the A&E target in 13/14 as
this is so critical in the forthcoming
year.

The Barnsley Clinical Commissioning
Group
(BCCG)
welcomes
the
opportunity to comment on Barnsley
Hospital NHS Foundation Trust’s
2012/13 Quality Account.

We couldn't see reference to the
continuing work being carried out on
early warning scores, from the
account it looks like this work has
been completed.

The following comments have been
compiled by a group of (BCCG)
members.

In relation to the staff survey, in
light of the challenging year ahead,
we share your concern regarding
the aspects ranked lowest being in
relation to staff moral and staff
appraisal however we appreciate
that the data is from some months
ago and should not be seen in
isolation.

The account was presented to our
Quality and Patient Safety Committee
last week where members discussed
the various sections contained within
the account.
We welcomed the report which is
clearly presented, concise and covers
salient points which we already had
knowledge of.

Infection
control
whilst
acknowledging the achievement of
the 12/13 trajectory it must be noted
that in comparison to other similar
DGHs the trajectory was more lenient
and that the reduced trajectory for
13/14 is more challenging to which
the CCG is committed to working on
with you.

From our discussions we have the
following comments which we hope will
be helpful: We compliment you on the work you
have undertaken with PROMS and
look forward to the outcomes from the
Friends and Family Test.
We would also like to express our
appreciation
on
the
significant
progress made with respect to
patient's knowledge of medication
upon discharge.

With the increasing number of people
dementia,
as
suffering
from
commissioners we would have liked
to see more emphasis being placed
beyond the nationally mandated
work on assessment and diagnosis
e.g. reference to CQUINS for
identification and support of carer's
which we know is occurring.

We recognise the work that has been
undertaken regarding HSMR and look
forward to further improvement. Future
clarification is suggested on the
presentation of data.

We are looking forward to seeing
the development and innovations
from the appointment of the Learning
Disability Liaison Nurse who was
appointed in early 2012.

Suggestions include: •
•

Benchmarking data against
national databases.

Including surrounding areas
Dividing the data into cohorts
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We are pleased to see that BHNFT
were able to make changes to the
record keeping procedure for TOPs
to satisfy the CQC when they are
inspected in October 2012, however
we would have preferred to see some
more detail as to what the record
keeping concerns were initially as the
information presented does not fully
outine the nature of the problem that
the CQC found though note its
resolution.
We hope the above comments are
useful and look forward to working
with you over the next year
2013/2014.
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pressures. We have also been pleased
to be involved with and support
developments such as the new Acute
Medical Unit, which Governors have
visited – bringing valuable improvement
to the patient experience and clinical
effectiveness.
Additionally we have
used our continuing programme of
unannounced inspections to be able to
talk directly to patients and learn their
views on how they are being looked
after as well as making our own
observations on the environment and
the care they receive during these visits
and the fortnightly patient environment
action team (PEAT) visits that
governors were also involved with
throughout the year. Some of us have
also been patients at the hospital over
the past 12 months and been able to
share and reflect upon our personal
experiences, as well as share learning
and comments from the members
whom we represent and who share
their experiences – good and bad –
with us throughout the year too, all of
which we bring to the Trust and all of
which is acknowledged, listened to,
discussed and used for learning and
improvements.

BHNFT Council of Governors
comments on BHNFT Quality
Account 2012/13
The Barnsley hospital’s Council of
Governors welcomes the opportunity to
comment on Barnsley Hospital NHS
Foundation Trust’s 2012/13 Quality
Account.
The following comments have been
compiled by the Council of Governors.
At the Governors’ General Meeting held
in April, the Strategy & Performance
sub-group was mandated to prepare
and submit a collective response on
behalf of the Council of Governors.
The QA was discussed at the subgroup meeting held on 14th May and
our collective response subsequently
agreed. Copies of the initial draft of this
submission were issued to all
governors to ensure that any objectives
or amendments could be received and
taken into account before the final reply
was agreed.
In terms of general content overall, the
governors have been even more
involved this year with the development
of the QA and are pleased to support its
content.
We have looked in particular at each of
the agreed indicators and priorities for
2012/13. As governors we attend and
observe Board meetings where these
items are regularly reported on.
Throughout the year we have
requested
and
received
more
information on the performance of
many of these areas at our sub-group
and general meetings, supporting the
Board’s focus on key points such as
HSMR, serious incidents and A&E

Collectively
this
has
given
us
awareness and assurance on the
Trust’s focus and progress on patient
safety, clinical effectiveness and patient
experience, and confidence of the
Trust’s appetite for acknowledging
areas for improvement and ongoing
work to address these.
The
comments below highlight just a few of
the points we have noted in year
•
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Patient Safety

o Continuing good performance on
infection prevention & control
(IP&C) is notable, including zero
cases of MRSA and a further
reduction in Clostridium Difficile.
The Trust’s focus on IP&C and
hygiene is often complimented
by patients in our governors’
visits.

old, the introduction of the
Butterfly scheme has been
appreciated - helping staff to be
more aware of any patients with
memory, orientation or anxiety
problems
o Whilst improvement in HSMR
(and SHMI) has been slower
than hoped – but still notable the Board’s continuing focus on
this is appreciated and fully
supported by the governors.

o The Trust’s response to the
OFSTED
report
Children’s
services in Barnsley was valued;
whilst few criticisms were found
in terms of health services it was
encouraging to note the Trust’s
involvement with the communitywide work in this important area
of safeguarding.

o In terms of discharge, as
mentioned
earlier
some
governors have had personal
experience as an inpatient this
year and have commented on
the better information provided
(with
medication
etc)
at
discharge, which is a welcome
improvement.

o It is disappointing to note the
Trust’s reduced performance on
weighing in the final quarter of
2012/13 despite good progress
in quarters 1-3.

o The sub-groups have also
continued to receive updates on
the wide-ranging transformation
programmes, which will help to
support further improvements in
patient
pathways
and
consistency in care.

o Recording of five never events is
disappointing but the governors
value the Trust’s transparency in
sharing information on each
such
event,
the
thorough
investigations undertaken and
the lessons learned.

•

o The governors also support the
Trust continuing to encourage
more patients to complain – to
help us learn and drive further
improvements
to
patients’
services. We are keen to hear
more about the changes to the
Trust’s monitoring of complaints
(and compliments!) so that when
we read the regular complaints
reports we can more easily see
the actions taken.
•

Patient Experience
o As mentioned, we have actively
sought feedback directly from
patients whilst in hospital as part
of our governors’ visits. This has
been overwhelmingly positive –
but there is always opportunity
for learning (see comment above
re complaints).
o Progress against the 2012/13
indicators is noted.
o Continuing pressure on the
Trust’s services has resulted in
breaches in the <4 hours target
for quarters 3 and 4 of 2012/13
and as a consequence a small
number
of
patients
have

Clinical effectiveness
o Supporting the indicator for
assessing patient over 75 years
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experienced longer waits in A&E.
Amongst other work, the opening
of the new AMU has helped to
keep these numbers lower than
they
might
have
been.
Governors are keen to support
the Trust’s robust action plan to
redress this position as quickly
as possible to improve patients’
experience, as well as achieving
national targets.
Staff are vital to the delivery of these
critical elements of patient safety,
clinical effectiveness and patient
experience. Governors were pleased
to note the continuing focus and
improvements on the uptake of
mandatory training and appraisals –
and plans for further work and support
for staff in the year ahead.
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Health & Social Care Overview
Committee
comments
on
BHNFT
Quality
Account
2012/13
We have been unable to put your
Quality Account before Members for
comment as the existing four scrutiny
commissions are currently being
restructured and will no longer meet.
From the end of May they will be
replaced by a single Overview and
Scrutiny Committee. Unfortunately this
will be too late to meet your deadlines
on this occasion, but this body will be
able to comment on the Quality
Account in the future. Please send any
future.
Please accept our apologies for any
inconvenience caused.
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Annex 2

for a cancer condition, or it is the
date that cancer was discounted
when the patient was first seen,
or it is the date that the patient
made the decision to decline all
treatment.

Independent
Auditor’s Report to the Council
of Governors on BHNFT Quality
Account 2012/13
The external auditors have reviewed
the returns submitted by the FT for
three indicators. The indicators were all
mandated by Monitor. The criteria for
the three indicators are described
below:
All Cancers 62 Day Urgent Referral
to Treatment
•

The indicator is expressed as a
percentage of patients receiving
first definitive treatment for
cancer within 62 days of an
urgent GP referral for suspected
cancer.

•

An urgent GP referral is one
which has a two week wait from
the date that the referral is
received to first being seen by a
consultant.

•

The indicator only includes GP
referrals for suspected cancer
(i.e.
excludes
consultant
upgrades and screening referrals
and where the priority type of the
referral is National Code 3 – two
week wait).

•

The clock start date is defined as
the date that the referral is
received by the hospital.

•

The clock stop date is the date of
first definitive cancer treatment
as defined in the NHS Dataset
Set Change Notice. In summary,
this is the date of the first
definitive cancer treatment given
to a patient who is receiving care
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Clostidium Difficile (C Diff)
•

A C Diff infection is defined as a
positive C Diff result on a faeces
sample from a patient (during the
period under review).

•

Reports of C Diff cases include
all Positive C
Diff
results
detected in the laboratories,
whether clinically significant or
not, whether treated or not.

•

The
indicator
excludes
specimens taken on or after the
4th day admission where the
date of admission is 1.

•

Positive results on the same
patient more than 28 days apart
are
reported
as
separate
episodes, irrespective of the
number of specimens taken in
the intervening period, or where
they were taken.

The additional mandated indicator
replacing the local indicator which is:
•

The number and rate of patient
safety incidents that occurred
within the hospital during the
hospital’s reporting period; and

•

The percentage of such patient
safety incidents that resulted in
severe harm or death.
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Annex 3

Statement of Directors’ responsibility in respect of the Quality
Account
The directors are required under the Health Act 2009 and the National Health Service
Quality Accounts Regulations to prepare a Quality Account for each financial year.
Monitor has issued guidance to Foundation Trust Boards on the form and content of
Annual Quality Reports 9 which incorporate the above legal requirements, and on the
arrangements that Foundation Trust Boards should put in place to support the data
quality for the preparation of the Quality Report.
In preparing the Quality Report, directors are required to take steps to satisfy
themselves that:
•
•

The content of the Quality Report meets the requirements set out in the NHS
Foundation Trust Annual Reporting Manual 2012/13;
The content of the Quality Report is not inconsistent with internal and external
sources of information including:
– Board minutes and papers for the period April 2012 to June 2013;
– Papers relating to Quality reported to the Board over the period April 2012 to
June 2013;
– Feedback from the Commissioners on the 2012/13 Quality Report
– Feedback from Governors on the 2012/13 Quality Report
– Feedback from LINks/ Local Healthwatch on the 2012/13 Quality Report
– The hospital’s annual Complaints Report published under Regulation 18 of
the Local Authority Social Services and NHS Complaints Regulations 2009
reviewed monthly internally (annual results incorporated into the annual
report in May 2013).
– The latest national patient survey dated April 2013
– The latest national staff survey dated December 2012
– The Head of Internal Audit’s annual opinion over the hospital’s control
environment dated May 2013;
– Care Quality Commission quality and risk profiles dated April 2013

•
•
•
•

The Quality Report presents a balanced picture of the NHS Foundation Trust’s
performance over the period covered
The performance information reported in the Quality Report is reliable and
accurate
There are proper internal controls over the collection and reporting of the
measures of performance included in the Quality Report, and these controls are
subject to review to confirm that they are working effectively in practice
The data underpinning the measures of performance reported in the Quality
Report is robust and reliable, conforms to specified data quality standards and
prescribed definitions, is subject to appropriate scrutiny and review; and the
Quality Report has been prepared in accordance with Monitor’s annual reporting
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guidance (which incorporates the Quality Accounts regulations) as well as the
standards to support data quality for the preparation of the Quality Report.
The Directors confirm to the best of their knowledge and belief they have complied with
the above requirements in preparing the Quality Report.

By order of the Board

...XXX ….Date.............................................................Chairman

...XXX ….Date............................................................Chief Executive
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Part Six
Glossary
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Acronyms Used
Acronym

Description

ACS

Acute Coronary Syndrome

AMT

Abbreviated Mental Test

BL

Baseline

CABG

Coronary Artery Bypass Graft

CAUTIs

Catheter Associated Urinary Tract Infections

CLAHRC

Collaboration for Leadership in Applied Health Research and Care

CNST

Clinical Negligence Scheme for Trusts

CQC

Care Quality Commission

CQUIN

Commissioning for Quality and Innovation

DAHNO

Data for Head and Neck Oncology

DAS

Disease Activity Score

FRR

Financial Risk Register

GP

General Practitioner

GRR

Governance Risk Register

GUM

Genito-Urinary Medicine

HES

Hospital Episode Statistics

HQIP

Healthcare Quality Improvement Partnership

IBD

Inflammatory Bowel Disease

IG

Information Governance

LINks

Local Involvement Networks

MAU

Medical Assessment Unit

MEWS

Modified Early Warning Score
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Acronym

Description

MINAP

Myocardial Ischemia National Audit Programme

MRSA

Methicillin-Resistant Staphylococcus Aureus

NAS

National Audit of Schizophrenia

NCAPOP

National Clinical Audit Patient Outcome Programme

NCEPOD

National Confidential Enquiry into Patient Outcome and Death

NEDs

None Executive Directors

NHSBT

NHS Blood and Transplant

NHSLA

NHS Litigation Authority

NICE

National Institute for Clinical Excellence

NICOR

National Institute for Clinical Outcome Research

NIHR

National Institute of Health Care Research

NIV

Non Invasive Ventilation

NNAP

Neonatal Audit Programme

PALS

Patient Advice and Liaison Service

PAS

Patient Administration System

PbR

Payment by Results

PEAT

Patient Environment Action Team

PICANet

Paediatric Intensive Care Audit Network

POMH

Prescribing Observatory for Mental Health

PROMs

Patient Related Outcome Measures

QIPP

Quality, Innovation, Productivity and Prevention

QSIEB

Quality & Safety Improvement & Effectiveness Board

RATPAC

Randomised Controlled Trial of Point of Care (Cardiac markers A/E)
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Acronym

Description

RCOG

Royal College of Obstetricians and Gynaecologists

RCPH

Royal College of Paediatric Health

SHO

Senior House Officer

SINAP

Stroke Improvement National Audit Programme

SPECS

Speech-Controlled Environmental Control System

STH

Sheffield Teaching Hospitals

SUS

Secondary Uses Service

TED

Thrombo Embolus Deterrent

VSGBI

Vascular Society of Great Britain & Ireland

VTE

Venous Thrombo-Embolism
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Glossary of Terms
Term

Description

Annual Plan

A forward plan detailing the hospital’s objectives for the year

Adverse Event Rate

Number of untoward medical occurrences or incidents

Board of Directors

Clinical Commissioning
Group

C.Difficile

Clinical Governance
Committee

Clinical Service Unit

Council of Governors

Foundation Trust
members

A body of appointed members who are responsible for the
day-to-day management of the hospital and is accountable
for the operational delivery of services, targets and
performance
Clinical Commissioning Groups are groups of local GPs that
are responsible for commissioning (buying) health and care
services on behalf of and in partnerhsip with patients and
local communities
A type of bacterial infection that can affect the digestive
system. It most commonly affects people who are staying in
hospital
A board of directors who meet to ensure the hospital
responds to the clinical issues raised in national/local
reports, patient surveys, serious untoward incidents, clinical
incidents and inquests
A collection of 14 units responsible for the day-to-day
management and delivery of services within their area
An elected group of local people who are responsible for
helping to set the direction and shape the future of the
hospital based on members’ views
Barnsley Hospital has more than 12,500 members who
provide a local voice and have a say on how the hospital is
run. Members are local people and staff from all walks of life
who elect the governors on the Council of Governors and
help to shape hospital services in Barnsley to benefit local
people

Governors

An elected group of 20 public and patient representatives
and six staff representatives

Kings Fund

An independent charity working to improve health and health
care in England

Methicillin-Resistant
Staphylococcus Aureus
bacteraemia cases
(MRSA)

A type of bacterial infection that is resistant to a number of
widely used antibiotics
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Term

Productive Operating
Theatre Programme
Productive Ward
Programme

Description
Helps theatre teams to work more effectively together to
improve the quality of patient experience, the safety and
outcomes of surgical services, the effective use of theatre
time and staff experience
Focuses on improving ward processes and environments to
help nurses and therapists spend more time on patient care
thereby improving safety and efficiency

Quality Dashboards

A visual representation of quality indicators used for
monitoring and reporting purposes

Quality Safety
Improvement and
Effectiveness Board
(QSIEB)

A sub-committee of the Clinical Governance Committee
responsible for monitoring operational actions, to reduce
patient safety and quality risks

Staff Echo

An on-line forum for staff to help the hospital shape services
improvements

Strategic Risk
Committee

Tissue Viability
Zero Tolerance grade 3
and grade 4 pressure
ulcers

To provide assurance that the hospital has robust systems
and processes for managing, monitoring and learning from
Serious Incidents, Inquests and Claims.
The preservation of tissue and complex and chronic wound
management, such as the treatment for pressure ulcers (a
type of injury that break down the skin and underlying tissue
caused when an area of skin is placed under pressure)
Nil incidents of severe pressure ulcers (full thickness tissue
(skin) loss)
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REF:

13/05/P/07

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

INFORMATION, COMMUNICATION AND TECHNOLOGY
STRATEGY 2013-16

DATE:

MAY 2013

PURPOSE:

To provide an overview of the strategic direction for information,
communication and technology (ICT) for the Trust for approval by the
Board.

The Board is requested to approve the ICT strategy 2013-16, the
RECOMMENDATIONS: associated work programme and the follow on actions required to
embed the strategy within the Trust.

AUTHOR:

Jason Bradley, Director of ICT

SPONSOR:

Janet Ashby, Director of Finance and Information
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CORE IMPLICATIONS
i)

Business Plan Objectives
Develop and implement information management and technology strategy that meets our
current and future needs.

ii)

Public and Patient Involvement
The strategy needs to be shared with the public and patients with particular focus on
patient access to records.

iii)

Communication and Reputation
The national strategy includes being paperless by 2018 and we will be monitored formally
(e.g. by the Health and Social Care Information Centre) and informally (e.g. media
interest) on progress towards this.

iv)

Risk Issues
Capacity and capability to deliver the strategy both within ICT services and more broadly
across the Trust needs to be monitored.

v)

Equality and Diversity
Implicit in all areas and engagement with the Trust Equality and Diversity will be
established.

vi)

Sustainability
We will take cognisance of these factors in the programme of work and procurement.

vii)

Legal
Effective procurements processes will be required to ensure legal aspects are managed
appropriately.

viii)

Resources
Significant resources for EPR deployment in particular will be required and will be subject
to a full business case.

07_ICT STRATEGY BOARD PAPER MAY 2013 v06.doc

Subject:

1.

INFORMATION, COMMUNICATION AND
TECHNOLOGY STRATEGY FOR BARNSLEY
HOSPITAL

Ref:

13/05/P/07

INTRODUCTION
1.1 The attached Information, Communication and Technology (ICT) Strategy for the
Trust sets out the strategic direction for the provision and use of information and
technology for consideration by the Board. The strategy builds on the interim strategy
developed in 2010 and more recently the business case development for the
provision of Electronic Patient Records (EPR).
1.2 The overall vision of the strategy is to move towards a “paperless hospital”. This is in
line with the national approach to be paperless by 2018 (although “paperless” has yet
to be defined by NHS England). The vision is also built upon views within the
organisation that support the move towards electronic patient records and a
“paperless office”.
1.3 Further development of the strategy is required, particularly for the wider health
economy. This has stalled in recent months with the change from Primary Care
Trusts (PCTs) to Clinical Commissioning Groups (CCGs) but the emerging CCG (in
association with the Commissioning Support Unit) is developing an ICT strategy that
can be shared and developed with other local stakeholders including BHNFT, South
West Yorkshire Partnership Foundation Trust (SWYPFT) and Barnsley Metropolitan
Borough Council (BMBC).

2.

THE VISION
2.1 The vision for the ICT strategy is outlined as follows:
2.1.1 The core vision for this strategy is to move towards a paperless hospital, where
clinical care and business operations are supported by effective technology.
2.1.2 Staff will be trained and supported in the use of technology and the technology
will be available at, or close to, the point of delivery. Clinical care will be
underpinned by routine access to a comprehensive electronic patient record
that supports the provision of high quality, safe services.
2.1.3 Patients and service users will increasingly have access to their own health
and care records and will use technology to interact with services, updating
their records, booking appointments and accessing information to manage
their own care needs.
2.1.4 Business operations will move to being paperless with a significant change
from paper being the norm, to paper being the exception.
2.1.5 The increasing use of electronic systems means data is captured accurately
and efficiently and information is delivered to the desktop to support effective
decision making.
2.2 In support of the overall vision a specific vision for ICT services has been identified
as: “ICT is a strategic enabler for business innovation, transformation and strategy”.
The mission statement for the services will be “To work in partnership within the Trust
to deliver technology solutions and innovation that meet business priorities and
transformation needs, supported by appropriate investment and benefits cases.”
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3.

OBJECTIVES
3.1 Six strategic themes have been identified to enable the changes required in ICT
provision that will deliver the vision of the paperless hospital. The themes are:
3.1.1 Optimise the Trust’s business operations
3.1.2 Maximise the value from data
3.1.3 Ensure ICT organisational alignment and governance
3.1.4 Deploy EPR
3.1.5 Implement partnership working for relevant ICT services
3.1.6 Explore opportunities for delivering telehealth services
3.2 These themes cover the broad range of ICT services from the automation of
processes to the delivery of information and best practice service delivery.
3.3 In more detail the themes aim to deliver:
Theme 1 Optimise the Trust’s business operations
Improving automation of the Trust’s clinical
and non-clinical systems to improve
efficiencies exploiting new technologies
where appropriate

E.g. Mobile working, document
management, print strategy, ICT training

Theme 2 Maximise the value from data
Enabling the Trust to harness its data assets
more effectively creating information and
intelligence that allows the Trust to manage
performance, oversee clinical effectiveness
and maintain financial control

E.g. business intelligence, data
warehousing, data quality

Theme 3 ICT Organisational Alignment and Governance
Having effective governance and an ICT
function which is properly aligned to the
strategies and plans of the Trust

E.g. service level agreements, review of
systems management, business
continuity, best practice (ITIL standards)

Theme 4 Deploy EPR
Deliver EPR to the Trust including
replacement of “end of life” systems and
reducing dependency on paper records
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E.g. replace Patient Administration
System (PAS), deliver support for:
patient flow, hospital 24x7
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Theme 5 Implement partnership working for relevant ICT services
Maximising the opportunities to work with
NHS or commercial partners to take
advantage of reduced cost or service
improvements

E.g. market assessment for provision of
IT and coding services, alignment with
“Working Together” programme

Theme 6 Explore opportunities for delivering telehealth services
Continue to pilot telehealth services and then
deploy further telehealth services as
technologies are proven to deliver benefits
4.

E.g. virtual ward, nursing home clinical
support

GOVERNANCE
4.1 The development of the ICT strategy is overseen by the IM&T and Estates
Transformation Programme and has been considered by the Transformation Board
and Transformation Delivery Group. Further work will be undertaken to review the
strategy with a wider group of stakeholders to finalise the detail (e.g. specifications,
benefits delivery) for individual projects.
4.2 The approach to the deployment of EPR is also part of the Transformation
programme and has a dedicated EPR Programme Board and a Clinical Reference
Group.
4.3 ICT investment cases are reviewed by the Investment Board and managed through
the agreed approval processes.
4.4 Significant projects are monitored by both the Transformation Board and Investment
Board.

5.

ACTION PLAN
5.1 The strategy sets out the high level ICT direction and work programme for the Trust.
This will be reviewed further with stakeholders within the Trust to ensure that the
current state and required changes to achieve the vision are recognised and agreed.
This will include assessing risks to the delivery of the strategy.
5.2 An agreed programme of work is underway for areas such as EPR and Picture
Archiving and Communication System (PACS) and for reviews of services – IT,
Information and Clinical Coding. The existing work programme covers:
5.2.1 EPR – programme established and two deployment phases are planned for
2014 and 2015. Full Business Case to be presented to Trust Board – planned
for June 2013.
5.2.2 Patient Flow – e-whiteboards, currently under review
5.2.3 Check in kiosks – first deployment in 2014
5.2.4 Mobile midwives – device deployment under way
5.2.5 Digital Dictation Phase 2 – starting in June 2013
5.2.6 Summary Care Record – deployment underway
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Page 3 of 4

5.2.7 PACS – Full Business Case in development with deployment in 2014
5.2.8 Service reviews – underway for IT, Clinical Coding and Information Services
with all due to report in May / June 2013
5.2.9 Annual IT infrastructure programme – various projects underway for 2013/14
including increased Wi-Fi coverage; completion of business continuity server
room; and review of bleep systems
5.2.10 Virtual Desktop Infrastructure (VDI) Pilot – proof of concept for virtual desktop
as an alternative to PC replacement
5.3 Further work is now required to develop outline proposals for other projects such as
EDM (Electronic Document Management). Projects and business cases to be
developed include:
5.3.1 Document management – business case for electronic management of
documents
5.3.2 Theatre system – replacement programme to be identified
5.3.3 Check-in kiosks – further deployment
5.3.4 Hospital 24x7 – identification of systems to support 24x7 working processes
5.3.5 Early Warning Scores (EWS) – identification of systems to support EWS and
alerting processes
5.3.6 Service reviews – action plans to follow completion of reviews and market
testing/partnership options for IT, Clinical Coding and Information Services
5.3.7 VDI/PC refresh – roll out of virtual desktop or PC refresh post VDI pilot.
6.

RECOMMENDATION
6.1 The Board is requested to approve the ICT strategy 2013-16, the associated work
programme and the follow on actions required to embed the strategy within the Trust.
6.2 The follow on actions will be:
6.2.1 Continue with the existing ICT work programme.
6.2.2 Develop the emerging ICT work programme including business cases.
6.2.3 Develop the engagement and communication plan to support the delivery of
the strategy.

7.

APPENDICES
7.1 Appendix 1 – Presentation BHNFT ICT Strategy
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Executive summary

The vision of this strategy is to move towards a “paperless hospital”. The vision is driven by
national strategy and local requirements.

The key local strategic driver is the Trust Transformation Programme which has been
established to transform services and underpins our strategic aims, which include providing
high quality and safe services.

The Trust is committed to replacing PAS and clinical systems and moving towards
implementing a full EPR.

The use of innovative and integrated clinical systems, including telehealth, is critical to underpin
the delivery of the Trust Transformation Programme.

High quality, transformational, well governed ICT services will be increasingly delivered in
partnership with NHS and commercial partners

There will be increased use of Business Intelligence (BI) systems to deliver information to
support decision making

Trust Business Context

BHNFT Vision and Purpose


The Trust’s vision (2012‐2015) is “providing the best
healthcare for all” by increasing the volume of patient
journeys, improving the patient experience, extending the
reach of Care Pathways into Primary Care and the
Community and to building relationships with other care
providers and commissioners

Strategic Aims
1.
2.
3.
4.
5.

To provide high quality and safe services
To design healthcare around the needs of our patients
To invest in our workforce and continue to develop them
to provide high quality services
To make the best use of our resources
To maintain financial viability

Barnsley Hospital NHS Foundation Trust - Confidential

Values and Behaviours
Value: We treat people how we would like to be treated ourselves
Behaviours: We will: Show respect, courtesy and professionalism
Treat you with kindness, compassion and dignity
Communicate with you in a clear, honest and responsible manner
Value: We work together to provide the best quality we can
Behaviours: We will: Share the same goals: finding the answers together
Recognise your contribution by treating you fairly and equally
Constantly learn form you, so we share and develop together
Value: We focus on your individual and diverse needs
Behaviours: We will: Personalise the care we give you
Keep you informed and involve you in decisions
Take time to listen to you

ICT Strategy

3

National Strategy

The Information Revolution
The national strategy, “The Information Revolution” sets out the ambitions for ICT as:
- patient access to records and interactions with services (e.g. mobile app for appointments).
- access to information (by patients, commissioners etc.) to drive up quality, efficiency, outcomes
- greater use of electronic records (including integration across health care organisations and also with social care)
The overall ambition is for meaningful information and evidence routinely captured and used by professionals and service users, and
where care records link across the services we use. The strategy states that too often the way care is delivered is constrained by the
capabilities of information systems, rather than those systems being designed to support the way we want to deliver or receive our care.

Putting Patients First
The NHS England business plan 2013-16 “Putting Patients First” highlights the following:
- NHS England will set the direction for NHS technology and informatics so that commissioners, providers and suppliers can
make informed investment decisions and, in co-production with key strategic partners and in consultation with stakeholders, we will
develop and publish an evidence-based NHS Technology Strategy and Roadmap
- Promoting equality and reducing health inequalities The high quality benchmarked information we provide will highlight
inequalities and support CCGs in developing their priorities; We will give people control of their own health information to help
them say what kind of care they want. And we will ensure that there is transparency of information that allows the public
themselves to judge the quality of service they receive.
- We aim to improve people’s experience of care by enabling information to be exchanged securely across the health and care
system, through the publication and adoption of national standards that support the integration of local information systems
- Through the Informatics Services Commissioning Group we will bring together key organisations from across health and social care
to ensure that benefits to patients and citizens are central to all commissioning decisions about national information and
technology services

Barnsley Hospital NHS Foundation Trust - Confidential
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ICT Vision

The paperless hospital
The core vision for this strategy is to move towards a paperless hospital, where clinical care and
business operations are supported by effective technology.
Staff will be trained and supported in the use of technology and the technology will be available at,
or close to, the point of delivery. Clinical care will be underpinned by routine access to a
comprehensive electronic patient record that supports the provision of high quality, safe services.
Patients and service users will increasingly have access to their own health and care records and
will use to technology to interact with services, updating their records, booking appointments and
accessing information to manage their own care needs.
Business operations will move to being paperless with a significant change from paper being the
norm, to paper being the exception.
The increasing use of electronic systems means data is captured accurately and efficiently and
information is delivered to the desktop to support effective decision making.
High quality, transformational, well governed ICT services will be increasingly delivered in
partnership with NHS and commercial partners

Barnsley Hospital NHS Foundation Trust - Confidential
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ICT Services - Vision, Principles and Strategic Themes
Vision for ICT Services

Mission
“To work in partnership within the Trust to deliver technology solutions and
innovation that meet business priorities and transformation needs, supported by
appropriate investment and benefits cases.

“ICT is a strategic enabler for business
innovation , transformation and strategy”

We will be guided by the principles of supporting transformation through delivering operational excellence with appropriate controls

Transformational
 Deliver Electronic Patient Records
 Support mobile working
 Deliver electronic document management to
support clinical and non-clinical business
processes
 Exploit opportunities to work in partnership to
deliver high quality, efficient ICT services
 Telemedicine / telehealth

Operational Excellence





Exploit industry standards & technologies
Recruit, retain & develop talent
Develop an SLA for ICT services
Deploy robust business continuity

Control
 ICT plans must align with the Annual
Business Plan and strategies
 Implement measures which track and confirm
performance
 Business case required to support investment
 Work alongside operational teams to realise
benefits – EPR programme to be “benefits
driven, clinically led”

The Six strategic themes to deliver the change to ICT provision are:
1. Optimise the Trust’s business operations
2. Maximise the value from data
3. Ensure ICT Organisational Alignment and Governance

Barnsley Hospital NHS Foundation Trust - Confidential

4. Deploy EPR
5. Implement partnership working for relevant ICT services
6. Explore opportunities for delivering telehealth services

ICT Strategy
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Current State
EPR (Clinical Five)
Patient Administration System (PAS): PAS being retired; limited integration; limited reporting
Order Communications and Diagnostics Reporting: Pathology in place but not Radiology; limited integration with other systems
Letters with clinical coding: Limited systems, limited integration
Resource scheduling: Limited systems, limited integration; patient flow on hold
E-prescribing: Limited TTO recording
EPR strategy – strategy developing and programme established

Business Operations





Good use of national systems (Maternity, Theatres, ESR, NHSMail)
Limited integration between systems leading to data duplication
Systems nearing end of life / contracts (Maternity, Theatres, PAS)
Lack of automation / very paper based

• Systems management still disparate across the Trust

ICT services
• Data warehouse in place but legacy systems still used
• Online dashboards being developed but still limited
• ICT governance processes have improved with Investment
Board and best practice from PMO and Procurement
• Some implementation of industry standards such as ITIL is
in place (e.g. change control) but further deployment
required
• ICT training limited

Barnsley Hospital NHS Foundation Trust - Confidential

• IT capacity and capability has decreased with the loss of
staff to SWYPFT and Commissioning Support Unit
• Wireless coverage about to be completed site wide – a
good starting point for mobile working on site
• Extended business continuity about to be deployed
• Emerging opportunities for partnership working with NHS
organisations and commercial suppliers
• Information Governance aspects being managed
successfully in line with audit recommendations

ICT Strategy
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SWOT
Strengths







Stable infrastructure
Site wide wireless
Pathology order comms
PACS
Governance – investment board, PMO, transformation
EPR programme established

Opportunities





Lorenzo deployment
Working together programme
Transformation programme
Mobile working

Barnsley Hospital NHS Foundation Trust - Confidential

Weaknesses









Limited clinical systems adopted
End of life / contract PAS and clinical systems
Limited staff capacity
Lack of community wide strategy
Limited funds
Limited integration within and without the Trust
ICT training highlighted as insufficient in staff surveys
Limited succession planning

Threats






Competitors may move at a faster pace and gain market advantage
Imposed rationalisation
Risk if key staff leave
Potential for lack of staff adoption of EPR
Changing landscape of the NHS

ICT Strategy
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ICT Strategic Themes
1 Optimise the Trusts business operations
Improving automation of the Trusts clinical and non-clinical systems to improve efficiencies exploiting new technologies where
appropriate
2 Maximise the value from data
Enabling the Trust to harness its data assets more effectively creating information and intelligence that allows the Trust to manage
performance, oversee clinical effectiveness and maintain financial control

3 Ensure ICT Organisational Alignment and Governance
Having effective governance and an ICT function which is properly aligned to the strategies and plans of the Trust

4 Deploy EPR
Deliver EPR to the Trust including replacement of “end of life” systems and reducing dependency on paper records

5 Implement partnership working for relevant ICT services
Maximising the opportunities to work with NHS or commercial partners to take advantage of reduced cost or service improvements

6 Explore opportunities for delivering telehealth services
Continue to pilot telehealth services and then deploy further telehealth services as technologies are proven to deliver benefits
Barnsley Hospital NHS Foundation Trust - Confidential
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Theme 1 Optimise the Trust’s Business Operations
Optimising Business Operations
Provision of IT solutions:
 To provide higher rates of automation in clinical and
administrative areas
 To support working practice improvement initiatives

 To provide the ability to change and adapt the business model
quickly in response to changes announced by the NHS

Key Business Drivers
 Maximise the utilisation of clinical resources
 Delivering high quality and specialist care in chosen areas







Enabling a patient centric view
Connecting with the local health community
Implementing pathway reforms and new models of care
Improving quality and efficiency and containing costs
Generating a surplus than supports financial viability








Review use of SharePoint / enterprise wide storage
Review telephony
Replace bleeps
Deploy check in kiosks
Develop ePersonnel files
Review further opportunities for eRostering

Planned activities
 Mobile working
 VDI (Virtual Desktop Infrastructure)
 Options for EDM (Electronic Document Management) clinical
and non clinical
 Options for RFID (Radio Frequency Identification) records,
wristbands
 Electronic tendering
 Review of print strategy
 EPR – see Theme 4 EPR
 PACS procurement
 Review ICT training
Barnsley Hospital NHS Foundation Trust - Confidential
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Theme 2 Maximise The Value From Data
Maximising The Value From Data
 Deliver management information & business intelligence to
support trend analysis and business analytics
 Improve business confidence in the data.
 Accelerate the rate of business change with higher quality
information driving decision making especially in relation to
clinical performance.






Make information easy to access
Reduce the cost of data management
Provide a single view of the data
Simplify data structures

Key Business Drivers







Performance, cost and income fully aligned
Effective management of resources
Delivering clinical excellence
Cost control and improved business efficiencies
Understanding and developing market share across the health economy
Regulatory compliance

Planned Activities






Replace data warehousing in line with EPR deployment
Data quality kitemark
Business Intelligence
Maximise the value of PLICS (patient-level information and costing systems)
Review systems for benchmarking analysis

Barnsley Hospital NHS Foundation Trust - Confidential
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Theme 3 Ensure ICT Organisational Alignment and Governance
ICT Organisation Alignment and Governance





Ensuring ICT functions are fully aligned to the demands of the business
Implementing an appropriate governance structure that supports demand and supply management of ICT
Coordinated governance model across business & ICT
Continuously improving the quality of internal ICT governance, management, change, delivery and support functions and processes by
adhering to externally recognised frameworks and standards such as ITIL

Key Business Drivers





Quality ICT service and solutions that underpin transformation
Benefits of project activities realised
Regulatory compliance (e.g. IG Toolkit)
Sustainability agenda

Planned Activities






ITIL training
Internal service level agreement
Systems management review
Align benefits delivery with Transformation Programme
Align risk management approach with Trust risk management
strategy
 Align work programme with other teams such as Estates
 Service desk accreditation

Barnsley Hospital NHS Foundation Trust - Confidential

 Business continuity planning
 Review security / Information Governance
 Review opportunities for the sustainability agenda (e.g. reducing
power usage)
 Service reviews IT, Information and Coding
 Consider opportunities under “Working Together”

ICT Strategy
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Theme 4 Deploy EPR (1)
Deploy EPR
 Replace PAS and other “end of life” systems
 Implement systems that support care delivery across the patient pathway

Key Business Drivers









Replace end of life / end of contract systems – PAS, Theatres, Maternity
Reduce dependency on paper records
Support transformation
Capture information to support QIPP, CQUINS
Improve quality of information
Potential quality improvement and risk reduction for prescribing and medicines administration
Planned improvements to care pathways within the Trust and the wider health community
Need to expand multi-agency working

Planned Activities








Develop Lorenzo Investment case and EPR Full Business Case
Deploy Lorenzo in 2 phases as core of EPR
Develop business case for improvement to document management – paper and electronic
Deploy systems to support “patient flow”
Identify and deploy systems to support hospital 24x7 and early warning scores
Define the overall approach to a one stop portal for clinical view of the patient record
Review opportunities for electronic prescribing

Barnsley Hospital NHS Foundation Trust - Confidential
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Theme 4 Deploy EPR (2)
Strategic Aims of EPR Investment

Lorenzo Scope (draft)

• Replacing PAS to better support delivery of care services
Delivery of more efficient and effective administration processes
• Deliver a solution which is affordable to the Trust
• Increasing the capture and sharing of information
• Provide access to patient data at the point of care
• Increasing use of electronic systems Trust wide
• Support transformation to improve efficiency and quality of services
• Increase the system integration capabilities
• Opportunity for sharing information with partner organisations
• Provide accurate reporting

Clinical Requirements

Approach
Benefits driven, clinically led
Aiming for “gold standard deployment”

Barnsley Hospital NHS Foundation Trust - Confidential
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Theme 5 Implement partnership working for ICT services
Implement partnership working (NHS or commercial services) for relevant ICT services
 Work with NHS or commercial service providers to exploit opportunities for increased resilience, quality and innovation
 Explore opportunities for improving efficiencies of ICT operations

Key Business Drivers
 Need for innovation in ICT to support transformation
 Reduced capacity in It services due to SWYPFT and Commissioning support arrangements
 Requirement for quality clinical coding to underpin analysis for financial and quality aspects

Planned Activities





Complete market assessment for IT suppliers (NHS and commercial)
Complete market assessment for coding services suppliers (NHS and commercial)
Start ICT workstream of “Working Together” programme
Complete transition of services to SWYPFT and Commissioning

Barnsley Hospital NHS Foundation Trust - Confidential
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Theme 6 Explore opportunities for delivering telehealth services
Explore opportunities for delivering telehealth services
 Deploy telehealth technologies as pilots / proof of concepts
 Develop wider strategic approach to telehealth across the community

Key Business Drivers
 Strategic review of services
 Improved pathway management
 Reduce admissions, length of stay and hospital based appointments

Planned Activities





Expand virtual ward
Pilot conferencing facilities with nursing homes and GPs
Develop broader plans with partners such as CCG / SWYPFT, BMBC
Explore opportunities with commercial partners

Barnsley Hospital NHS Foundation Trust - Confidential
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ICT Work Programme
Work Programme
An agreed programme of work is underway for areas such as EPR and PACS and for reviews of services – IT, Information and Clinical Coding.
Further work is now required to develop outline proposals for other projects such as EDM (Electronic Document Management).

Projects
Agreed Work Programme

Developing Work Programme

 EPR – programme established and two deployment phases are
planned for 2014 and 2015. Full Business Case to be presented to
Trust Board – planned for July 2013.
 Patient Flow – e-whiteboards, currently under review.
 Check in kiosks – first deployment in 2014.
 Mobile midwives – device deployment under way.
 Digital Dictation Phase 2 – starting in June 13.
 Summary Care Record – deployment underway.
 PACS – Full Business Case in development with deployment in
2014.
 Service reviews – underway for IT, Clinical Coding and Information
Services with all due to report in May / June 2013.
 Annual IT infrastructure programme – various projects underway
for 2013/14 including increased Wi-Fi coverage; completion of
business continuity server room; and review of bleep systems.
 VDI Pilot – proof of concept for virtual desktop as an alternative to
PC replacement

 Document management – business case for electronic management
of documents
 Theatre system – replacement programme to be identified
 Check in kiosks – further deployment
 Hospital 24x7 – identification of systems to support 24x7 working
processes
 Early Warning Scores (EWS) – identification of systems to support
EWS and alerting processes
 Service reviews – action plans to follow completion of reviews and
market testing / partnership options for IT, Clinical Coding and
Information Services.
 VDI / PC refresh – roll out of virtual desktop or PC refresh post VDI
pilot.

Barnsley Hospital NHS Foundation Trust - Confidential
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2013/14

2014/15

2015/16

2016/17
Key
Bus. Case

Electronic Whiteboards

Deployment

Check in kiosks
EPR FBC

EPR Phase 1

Mobile ‐ Midwives

EPR Phase 2
Theatres

Theatres FBC

DD Phase 2
SCR

Mobile –
Ward Pilots

Mobile – Wards
Phase 1
PACS

PACS FBC
EDM OBC
Hospital
EWS
24x7

EDM Phase 1

IT options

IT Phase 1

Coding options

Coding Phase 1

VDI Trial

Annual Infrastructure

EDM Phase 2

IT Phase 2
Coding Phase 2

National Solutions
N3 / NHSMail / C&B
Annual Infrastructure

Annual Infrastructure

Annual Infrastructure

2013/14 Qtr1

2013/14 Qtr2

2013/14 Qtr3

2013/14 Qtr4
Key
Bus. Case

Whiteboards Deployment

Electronic Whiteboards

Kiosks Phase 1

Check in kiosks

Deployment

Printer review

EPR FBC
Mobile – Midwives
Phase 1

Mobile – Midwives
Phase 2

Mobile – Midwives
Phase 3

Mobile –
Ward Pilots

Summary
Care Record

Digital Dictation Phase 2
Hospital
24x7
IT options

PACS FBC

EWS
EDM OBC
IT Phase 1

Coding options

Coding Phase 2

Coding Phase 1
Annual Infrastructure

Business
Continuity

VDI Trial

Wi‐Fi coverage

VDI or PC refresh
Bleep systems

Appendices
•
•
•
•
•
•
•

Transformation programme
Clinical five
Current systems
PAS EPR roadmap
Potential system rationalisation
EPR architecture
EPR timeline

BHNFT Transformation Programme 20122015
REVIEW
IT TRANSFORMATION

NON CLINICAL

ELECTIVE
ESTATES TRANSFORMATION

SERVICES

CARE

Barnsley Hospital
 High Quality Services
 Improving patient care
 Valuing our staff

SUPPORT

WORKFORCE

OUT PATIENTS

CONSISTENCY IN CARE

OF

STRATEGIC

URGENT CARE

Clinical five
Clinical five

Barnsley position

Patient Administration System (PAS)
with integration to other systems and
sophisticated reporting

PAS being retired

Order Communications and
Diagnostics Reporting

In place with limitations

(within the Trust and ordered from
primary care)
Letters with clinical coding

Limited integration
Limited reporting

Limited integration with care record / other
systems
Limited systems in place

(discharge summaries, clinic and A&E
letters)
Resource scheduling

Limited integration

(for beds, tests, theatres, etc.)
E-prescribing

Patient Flow being implemented

(including “to take out” (TTO)
medicines)

No plan for e-Prescribing

Limited systems with little integration
Limited TTO recording

National
Apps

Current solutions and functional areas

C&B

Core Apps
PAS (McKesson)

National Spine

Departmental Apps
Pathology (Clinisys)
Theatres (iORMIS)

BI

Cardiology (TOMCAT)
Neurology (PRISM)

Audiology (CSW)
Maternity (Evolution)

R&R (ICE/Clinisys)

Pharmacy Stock Control
(ASCRIBE)

Clinical coding (McKesson)

Infection Control (ACMEice)

Neonates (Badger)

Breast Screening (NBSS)

Critical Care

Rheumatology (McKesson)

Palliative Care. (Infoflex)

Endoscopy (Endosoft)

Oncology (Infoflex)

MPI (McKesson)

Web Based

Summary Care Record

LHC Apps

Corporate
Apps

Appointment
reminders
(In House
Text)

Doc Mgt
(SharePoint)

Vascular (McKesson)

Case Note Tracking
(McKesson)

EPR

Local Apps

Nursing

NN4B

ED (Admin in McKesson /
Clinical in Extra Med)
Radiology (CRIS & PACS
(Agfa)

GP Order
Comms
(ICE)

GP Disch
Letters (D1s)

eRostering
(MAPS Allocate)
Digital dictation
(Voice Tech)

MS Office
MS Exchange
Finance
Governance

PAS / EPR Functional Road Map
Mobile Working
(Disconnected)

Out of Scope

GP
Integration

In Patient Prescribing &
Medicines
Administration

Mental Health Care
Management
Child Health

Mobile Working
(Connected)

Maternity

Day Care
Theatres

TTO Prescribing
Requests & Results
‐ Pathology
‐ Radiology
‐ Service Requests
Patient Flow
‐ In Patient Journey
‐ Patient Assessment
‐ Patient Care Actions
‐ Pathology Tracking
‐ Bed Management
‐ Nursing Notes
Emergency Care
‐ Discharge Summary

2013

Self Service
Kiosk
‐ Connect in
Outpatient
EPR views
Task
Management
Consent to
Treatment

Core Functions
- MPI
- Referral
- Outpatient
- Waiting List
- Inpatient
- Coding
- Statutory Reporting
- Mgmt. Reporting
- Case Note Track
- 2 way integration
- A&E Attendances

Multi Resource Scheduling
Inpatient
Outpatient

2014

Clinical Dashboards
and Business
Intelligence

KEY
Planned projects
Under review
EPR
programme

Clinical Documentation
- Discharge Summary
- Therapy Notes
- Consultations

Care Plans

2016

Systems rationalisation (1 of 3)
Solution

Trust Solution

LORENZO Solution

Patient administration (PAS)

McKesson TotalCare

Care Management

Case notes/patient records

McKesson TotalCare

Clinical Documents

Case note tracking

Mckesson TotalCare

Care Management

Requests &Results –TrustPathology Only

Sunquest ICE & Clinisys

Full LORENZO R&R or
unsolicited Results to ICE

Results – Trust – Radiology

Results = RIS
Image = PACS

Full LORENZO R&R or
unsolicited Results to ICE

Requests & Results – GPs
(External Agencies)

Sunquest ICE
Clinisys

Ambulance Requests for O/P
appt. or I/P

McKesson TotalCare

Care Management

Maternity

Evolution

Maternity plus interface to
Evolution until Lorenzo
Maternity goes live

Clinical Notes

Paper / Ward Nursing /
eHandover - SharePoint

Clinical Documents

Pathology

Clinisys

Theatres

ORMIS

Interface: ORMIS – Care
Management

Appointment booking

McKesson Total Care

Care Management

Key

Lorenzo solution available

Other CSC Solutions

iLAB

Interface with LORENZO

Lorenzo Theatres outside of
IA

Solution to be agreed

Systems rationalisation (2 of 3)
Solution

Trust Solution

LORENZO Solution

Other CSC Solutions

Clinical coding

McKesson Total Care

Care Management

Encoder

Commissioning

SLAM , Information Centre
Grouper

Data Warehouse

CACI, &/or New solution

Data extracts to feed the data
warehouse

InSource

Picture Archiving and
Communications (PACS)

LSP PACS (until June 2014)
Replace via new procurement

Radiology Information System
(RIS)

RIS (ongoing, part of PACS
replacement options also)

Electronic Discharge Summary

In Patient D1s from ICE

Clinical Documents/TTO

Nursing notes, assessments
and observation charts

Paper / Ward Nursing

Clinical Documents and Care
Plans

Outpatient prescribing

Paper

TTO

Enterprise Scheduling

McKesson TotalCare

Care Management

Ultragenda

Inpatient prescribing

Paper

IPPMA

MedChart

Care Plans

Paper

Static Care Plans

Key

LORENZO solution available

Interface with LORENZO

Solution to be agreed

Systems rationalisation (3 of 3)
Solution

Trust Solution

LORENZO Solution

MDT notes

Paper / Infoflex

Clinical Documents

Clinical portal

None

LORENZO

Emergency Care/ED

TotalCare / ExtraMed

Emergency Care

Patient Portal

None

E-Whiteboards

TBC

Advanced Bed Management

eWhiteboards

Bed management

Paper

Care Mgt, Advanced Bed Mgt,
Static Care Plans & Clinical
Docs

eWhiteboard

Self Service
Patient Surveys

None
Electronic

Interface Care Mgt to Kiosks

Saviance

Document Management

Paper Casenotes

Scanning

Electronic Patient Folder (ePF)

Telehealth

Telephone

Key

LORENZO solution available

Other CSC Solutions

Harris FusionFX

Harris FusionFX

eMedlink

Interface with LORENZO

Solution to be agreed

LHC

Patient

Solution Architecture - Option Selected Phase 1
Kiosks

C&B

Summary Care
Record

Mobile access (for
staff)

TPP SystmOne

EMIS

Pathology (Clinisys)

GP & Comm
Integration

e-Whiteboards

Unsolicited
Results*

TIE

CRIS

PACS

Maternity (Evolution)

Theatres (ORMIS)

Trust

e-Whiteboards

TIE

LORENZO (Phase 1):
Care Management
Emergency Care
Advance Bed Management
Clinical Docs
Static Care Plans
Request & Results*

Cancer Mgt (Infoflex)
Palliative Care

Business
Intelligence

Vascular
Other systems….

Key:

Current Trust solution

Endoscopy (Ascribe)

Current Trust solution

CSC Healthcare solution

CSC Healthcare solution

(looking to replace)

National Programme

(outside National Programme)

* Solution to be agreed

Not all departmental
systems shown

LHC

Patient

Solution Architecture - Option Selected Phase 2 & Further
Deployments
Kiosks

C&B

Summary Care
Record

TPP SystmOne

EMIS

Pathology (Clinisys)
Mobile access (for
staff)

e-Whiteboards

GP Integration

Requests and
results*

TIE

CRIS

PACS

eWhiteboard*

ITU
Cardiology

TIE

Trust

LORENZO (Phase 2):
Day Care
Maternity
TTO OP Prescribing
Request & Results*
LORENZO (Potential future deployments):
IPPMA
Theatres*

Business
Intelligence

Cancer Mgt (Infoflex)

Vascular
Theatres (iORMIS)

Key:

Current Trust solution

Endoscopy (Ascribe)

Current Trust solution

CSC Healthcare solution

CSC Healthcare solution

(looking to replace)

National Programme

(outside National Programme)

Proposed by Trust

Not all departmental
systems shown
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

2013/14 SAVINGS PROGRAMME

DATE:

MAY 2013

PURPOSE:

To consider and approve the 2013/14 Savings Programme, as
reviewed in April 2013

Board Assurance
Framework :

RECOMMENDATIONS:

AUTHOR:

09a_2013-14Savings Programme

BAF
Key
risk

To provide an overview of the second cut draft outline income
and expenditure plan for 2013/14

To approve the programme

Janet Ashby
Director of Finance & Information

_

CORE IMPLICATIONS
i)

Business Plan Objectives
The financial plan and performance underpin the overall business plan objectives.

ii)

Public and Patient Involvement
Not applicable

iii)

Communication
Achievement of financial plans is a key reputational issue with regard to confidence in
the organisation.

iv)

Risk Issues (including reputation)
The transformational CIP targets need to be rapidly translated into real cash
releasing efficiencies. This continues to be a key risk, although contingency and
slippage on investment reserves fully mitigate at this stage.

v)

Sustainability
The financial plan is aligned to the Trust’s sustainability agenda.

vi)

Legal
Failure to continue to deliver financial viability has singificant implications.

vii)

Resources
As noted

NHS Constitution: In determining this matter, the Board should have regard to the Core
principles contained in the Constitution of:
• Equality of treatment and access to services
• High Standards of excellence and professionalism
• Service user preferences
• Cross community working
• Best Value
• Accountability through local influence and scrutiny

09a_2013-14Savings Programme

2013/14 SAVINGS
PROGRAMME

The financial challenge
•

To maintain our financial viability, we need to achieve a 1% surplus margin, we
have a gap of £6.2m for which we need to address via efficiency savings.

•

Why the gap?
Clinical Income tariff deflation
Pay ward inflation
Incremental drift

•

To put this into perspective - 70% of our costs relate to the workforce.
To reduce the pay bill by 5m, this equates to 160 average WTEs.

•

The table on the next slide illustrates what we have achieved so far and
where we go from here.

TP

12/13 Achieved (m)

13/14 Target (m)

Urgent Care

0.81

0.75

Elective Care

0.23

0.75

Outpatients

0.26

1.0

Consistency in Care

0

0.25

Strategic Review of
Services

0.24

0.5

Workforce

2.16

1.0

IM&T / Estates /
Non-Clinical

2.50

1.25

South Yorkshire –
Working Together

0

0.7

Total

6.2

6.2

General Efficiencies

0.78

Last years achievement against planned efficiency savings was significant. The
transformation programme enabling work has given us firm foundations to move forward.
However, the savings we need to make will not be easy.
The SLM programme will add value to the transformation programme and assist with
achieving an efficient service and surviving as an organisation but how?
If we look at the objectives of the programme:
•

identify and lead change within the areas of responsibility demonstrating creativity and
innovation – change is not easy. To keep pace with the financial challenges, we need to
try where possible to further increase our efficiency. This is likely to result in changes
in relation to how we work. Management of change is not easy.

•

analyse different models of service delivery and make informed decisions. This should encourage innovation.

•

work collaboratively as a leadership team to drive Trust performance. – We
need to ensure that we do work together and share our good ideas to improve
efficiency.

•

deliver transformation programmes across the Trust – this is the key area.
Delivery of the programmes will ensure that we are sustainable as Trust.

•

engage, motivate and lead individuals and teams to deliver service
improvements

Conclusion
The SLM programme will add value because it provides our leaders with
the skills to drive forward efficiencies initiatives which in essence is a key
component of our transformation programme. The aims of the
programme completely support the direction of travel. From a financial
perspective, I will focus on one of the three aims:
•

Enabling the Trust to deliver its strategy, through the senior leaders who are
exemplary and caring leaders and managers, accountable for the performance.
The key areas of the strategy from a finance perspective are:
Make the best use of our resources.
Maintain financial viability and sustainability.
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

MONTHLY INTEGRATED TRUST BOARD REPORT –
REPORT PERIOD MONTH 1

DATE:

MAY 2013

PURPOSE:

To provide an overview of the Trust’s performance in terms of
quality, activity, workforce, finance and the transformation
programme for April 2013.

Board Assurance
Framework:

BAF
Key
risk

RECOMMENDATIONS:

The Board of Directors is asked to receive and consider the contents
of the report.

AUTHOR:

Janet Ashby, Director of Finance and Information
David Peverelle, Chief Operating Officer
Liz Libiszewski, Director of Quality & Performance
Hilary Brearley, Director of Human Resources and Organisational
Development
Elaine Jeffers, Director of Transformation

To provide positive Assurance against the following Trust
business objectives: 1a, 1b, 2c, 3c, 5b.
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CORE IMPLICATIONS
i)

Business Plan Objectives
The report is intended to show progress against delivery of the Trust’s business plan
and highlight any issues of concern.

ii)

Public and Patient Involvement
None directly, although much of the quality data reflects public and patient feedback.

iii)

Communication
The Trust’s continuing good performance and delivery, and support for its patients
and staff is vital to its reputation.

iv)

Risk Issues (including reputation)
Inherent within the report.

v)

Sustainability
Considered.

vi)

Legal
Nil.

vii)

Resources
Inherent within the report.

NHS Constitution: In determining this matter, the Board should have regard to the Core
principles contained in the Constitution of:
• Equality of treatment and access to services
• High Standards of excellence and professionalism
• Service user preferences
• Cross community working
• Best Value
• Accountability through local influence and scrutiny
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Monitor targets

1

Monitor Exceptions

2

Performance

3

Performance Exceptions

4

Performance Exceptions

5

Quality

6

7

Quality Exceptions

8

Key
Arrows represent the change between the current and previous month position






AHP
ANP
COPD
CQUIN
CSSD
CSU
DNA
ED
EPR
FCSE
FFCE
KPI
LOS
PAS
PROMS
RTT
SAU
VTE
YTD

Deterioration in performance
Improvement in performance
Deterioration in performance
Improvement in performance
No Change in performance

Allied Health Professions
Advance Nurse Practitioner
Chronic Obstructive Pulmonary Disease
Commissioning for Quality and Innovation
Central Sterile Services Department
Clinical Service Unit
Did Not Attend
Emergency Department
Electronic Patient Record
Finished Consultant Episode
First Finished Consultant Episode
Key Performance Indicator
Length of Stay
Patient Administration System
Patient Reported Outcome Measures
Referral to Treatment
Surgical Administration Unit
VenousThrombo-Embolism
Year to Date

9

Workforce

10

Workforce Exceptions

11

Green

Amber

Red

= on target

Improvement in
performance

= under performance (within 5% of
target)

Deterioration in
performance

= fail (>5% target)

No change in
performance

Financial Performance Summary
Key Issue

RAG

Financial
Reporting Indices

Green

The Trust’s overall financial risk rating at month 1 is a 3. Capital expenditure is 100% of plan at
month 1.

Appendix 1

Green

The overall position for month 1 is a £0.052m surplus, against plan position of £0.44m surplus.
EBITDA is 96% of plan.

Appendix 2

Statement of
Comprehensive
Income
Pay

Amber

Statement of
Financial Position

Green

Cash

Capital

Green

Green

Trend

Financial Performance Summary

Appendix

Total pay expense is showing an adverse variance of £0.428m which is predominantly agency
pay.

There are no significant variances to plan.

Appendix 3

The cash position at the end of month 1 is £13.58m, as plan. Operating cash is equivalent to 33
days at month 1, and the overall liquidity metric is 31 days.

Capital expenditure is £0.431m year to date, as plan.

Appendix 4 &
Appendix 4a
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Appendix 1
Indicators of Forward Financial Risk
Risk

Actual

Unplanned decrease in EBITDA margin in two consecutive quarters

No

Quarterly self-certification by trust that the financial risk rating (FRR) may be less than 3 in the next 12 months

No

Working capital facility used in pervious quarter

No

Debtors > 90 days past due account for more than 5% of total debtor balances

No

0.46%

Creditors > 90 days past due account for more than 5% of total creditor balances

No

-0.25%

Two or more changes in Finance Director in a twelve month period

No

Interim Finance Director in place over more than one quarter end

No

Quarter end cash balance < 10 days of operating expenses

No

33

Capital expenditure < 75% of plan for the year to date

No

100.00%

Financial Risk Rating - Compliance Framework to Plan

Financial Criteria

Weight Metric to be scored
%

Achievement of
Plan

10% EBITDA achieved (%of plan)

Underlying
Peformance

25% EBITDA Margin (%)

Financial

Rating categories
5
4
3

2

1

YTD
Calculated
Position

YTD
YTD
Actual
Actual
Rating Weighting

100

85

70

50

<50

96.73%

4

0.40

11

9

5

1

<1

5.13%

3

0.75

20% Net return after financing

3

2

-0.5

-5

<-5

0.84%

3

0.60

Efficiency

I & E Surplus margin net of
20% dividend (%)

3

2

1

-2

<-2

0.37%

2

0.40

Liquidity

25% Liquidity ratio** (days)

60

25

15

10

<10

31

4

1.00

Financial risk rating weighted average of financial criteria scores

3.15
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Appendix 2
Statement of Comprehensive Income
Performance against plan @ Month 1

Plan
Full Year
£'000
NHS Clinical Income
Elective Long Stay
Non Elective
Planned Same Day
Out-patients
A&E
Other
Total
Non NHS Clinical Income
Private patients
Other Non Protected Clinical Income (RTA)
Total
Other income
Research and development
Education and Training
Other income
Donation to purchase PPE
PFI specific income
Total
Total income
Costs
Employee benefits expenses (Pay)
Agency costs
Total pay costs
Drug costs
Clinical supplies and services
Misc other operating expenses (excl Dep'n)
Total costs
EBITDA
Profit / loss on asset disposals
Fixed Asset Impairments
Depreciation & Amortisation - owned assets
Depreciation & Amortisation - PFI assets
Restructuring Costs
Interest Income
PFI Interest Expense
PFI Specific Costs
Total interest payable on Loans and leases
PDC Dividend expense

11,418
49,268
14,808
25,326
7,883
34,129
142,832

Cumulative Cumulative
Plan
Actual
YTD
YTD
£'000
£'000

Variance
YTD
£'000

951
4,106
1,234
2,110
657
2,844
11,902

880
3,981
1,316
2,091
643
3,089
12,000

-71
-125
82
-19
-14
245
98

13
1,088
1,101

1
91
92

0
166
166

-1
75
74

876
3,731
11,494

238
311
1,064

239
317
1,143

29
16,130

2
1,615

2
1,701

1
6
79
0
0
86

160,063

13,609

13,867

258

-106,127

-8,725

-106,127
-9,485
-13,096
-20,800

-8,725
-790
-1,073
-2,286

-8,809
-344
-9,153
-934
-1,000
-2,069

-84
-344
-428
-144
73
217

-149,508

-12,874

-13,156

-282

735

711

-24

10,555

-6,562
-45
-350
93
-149
-79

-491
-4
-29
8
-9
-10

-491
-4

-1,875

-156

-164

0
0
0
0
29
9
2
0
0
-8

Net Surplus/(Deficit)

1,588

44

52

8

Net I & E Margin
Net I & E Margin risk rating

1.0%
2

0.3%
2

0.4%
2

10,555
6.6%
3

735
5.4%
3

711
5.1%
3

743

728

EBITDA
EBITDA MARGIN
EBITDA Margin risk rating
Revenue Available for debt service

10,648

17
-7
-10
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Appendix 3
Statement of Position - plan
2012/13
Plan
April
£'000

NON CURRENT ASSETS
Tangible & Intangible Assets Net
PFI Assets Net
Total Non Current Assets

2012/13
Actual
April
£'000

Variance
£'000

69,222
1,443
70,665

69,222
1,443
70,665

0
0
0

1,651
3,694
590
876
579
13,560
20,950

1,630
3,599
593
35
842
579
13,579
20,857

-21
-95
3
35
-34
0
19
-93

-160
-2,602
-3,300
-1,000
-254
-3,823
-1,500
224
-4,970
-17,385

-160
-2,572
-3,225
-1,007
-254
-3,827
-1,539
224
-4,924
-17,284

0
30
75
-7
0
-4
-39
0
46
101

3,565
500
678

3,573
500
678

8
0
0

TOTAL ASSETS LESS CURRENT LIABILITIES
Deferred Income Non Current
Deferred Government Grant Income Non Current
PFI Leases Non Current
Provisions Non Current

75,408
-682
0
-715
-236

75,416
-682
0
-715
-236

8
0
0
0
0

TOTAL ASSETS EMPLOYED

73,775

73,783

8

45,855
12,090
15,830

45,855
12,098
15,830

73,775

73,783

0
8
0
0
8

CURRENT ASSETS
Inventories
NHS Trade Receivables Current
Non NHS Trade Receivables Current
Other related party receivables (BHSS)
Other Receivables Current
Prepayments Current
Cash
Assets Current Total
CURRENT LIABILITIES (< one year)
PFI Leases Current
Trade Payables Current
Other Payables Current
Capital Payables Current
PDC Dividend Payable
Accruals Current
Provisions current
Deferred Government Grant Income Current
Deferred Income Current
Total Current Liabilities
NET CURRENT ASSETS (LIABILITIES)
Investment in subsidiary at cost
Other Receivables Non current

TAXPAYERS' AND OTHERS' EQUITY
Public dividend capital
Retained earnings
Revaluation reserve
Other Reserves
TAXPAYERS EQUITY TOTAL
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Appendix 4
Capital Programme 2013/14

TOTAL DEFERRED from 2012/13
Critical Backlog Maintenance
Kitchens AB/KL
Ward Refurbishments x 6
Electrical Supplies & Distribution
Nurse Call Systems
Physiotherapy Ventilation Plant
Window Replacement Phase 3
Clean Corridor Ventilation Plant
ITU Ventilation Plant
Z Block Roof Covering
Z Block Heat Exchangers
Boiler House Hot Wells
Ward 16/Diabetes Ventilation
H&S - Heat Emitter Guards
ESTATES Critical Backlog Maintenance Total
VDI
SCCM
Specialist Printers
Helpdesk Software
Network Monitoring
CRIS Servers into VM Ware
Switchboard ARK
IM&T 2013/14
Medical & Surgical Equipment
M&S Equipment 2013/14
PACS
EPR
Hospital Street
Discharge Lounge
Residential Blocks
Medical Records/Photography/Clincial Coding
O Block
Stroke Unit
Wayfinding
MRI Scanner upgrade
Fire Door Replacement
STRATEGIC SCHEMES 2013/14
Contingency
TOTAL CAPITAL PROGRAMME

Board
Budget

Variance

Actual
to date

Budget
to date

7,889

346

346

0

720
1,200
0
100
115
100
115
150
50
35
150
20
65
2,820
0
62
15
0
45
50
40
212
1,880
1,880
150
100
20
30
350
15
500
30
60
500
334
2,089
1,500
16,390

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
85
85
0
0
0
0
0
0
0
0
0
0
0
0
0
431

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
85
85
0
0
0
0
0
0
0
0
0
0
0
0
0
431

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
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Appendix 4a
Capital Programme 2013/14

Summary of deferred schemes
Combined Heat & Power
Windows
Roofing
Replace Calorifiers
Medical Gases
Theatre Plant Upgrade
Lifts
Tug
Electrical Testing
Ventilation
Security
Flooring
Electrical
ICT Hub
Asbestos
2 Ward Upgrade
Electrical Switching
Estates 2012-13 Deferred
Patient Flow
Business Continuity
Digital Dictation
Mobile Working for Midwifery
Server Refresh
Network Security
Web Filtering
POC Interface
Pathology System Upgrade
Bleep Replacement
Desk Top Replacement
Anticoagulant Software
IM & T 2012-13 Deferred
Urgent Care
Maternity Birthing Unit
Hospital Contact Centre
Patient Check in System
Repalcement CCTV System
Intelligent Drug Cabinets
Endoscopy Equipment
Endoscopy Building
Colposcopy Database
Replace Theatre Operating Lights
Mobile Tele-Communication
Electronic Medicine Management
Access Control & Security Measures
Strategic 2012-13 Deferred
2012-13 Additional costs/savings
TOTAL DEFERRED from 2011/12

Board
Budget
£'000
710
265
170
17
27
20
584
14
14
12
24
6
3
2
41
2
100
2,011
0
365
16
49
95
16
17
6
10
60
3
4
641
1,876
1,942
14
100
83
179
300
525
17
50
22
105
24
5,237
0
7,889

Budget
to date

2
0
2
0
9
2
6
14
0
0
19
0
3
1
0
2
0
58
0
0
1
0
0
16
0
-2
0
0
2
0
18
7
53
0
0
0
64
73
62
0
0
0
5
5
270
0
346

Actual
to date
£'000
2
0
2
0
9
2
6
14
0
0
19
0
3
1
0
2
0
58
0
0
1
0
0
16
0
-2
0
0
2
0
18
7
53
0
0
0
64
73
62
0
0
0
5
5
270
0
346

Variance
£'000
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
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Transformation Programmes
Highlight Report
May 2013
1. Summary of Progress
1.1 Year one of the Transformation Programme has focussed on the robust planning of
each individual programme. This included identifying the work to be undertaken,
agreeing the documentation to be used to support the work and ensuring robust
governance and reporting systems were in place to provide assurance on progress and
achievement and highlight any risks to both the Transformation Board and the Board of
Directors.
1.2 Year two must be about delivery. Measures of Success have now been agreed for
each programme and work continues to develop a Dashboard that will indicate
progress and attainment on a month by month basis. The final version will be
presented to the Board of Directors in June.
1.3 A key component of this delivery will be the full engagement of the clinical teams and
the further embedding of transformation at Clinical Service Unit (CSU) level. To date
transformation has been managed in isolation of the routine business of CSUs but
must now become an integral part of how CSUs challenge their current working
practices, strive for continuous improvement and re-design service models to meet
future need.
1.4 Work must also continue to further develop the relationships with partner organisations
to ensure that the Trust Transformation Programme complements and supports the
transformation plans for the wider health and social care community.
2. Key Messages:
2.1 Transformation Programmes
2.1.1 Urgent Care – The programme continues to make progress with a significant
focus on the delivery of the Emergency Pathway Action Plan. Pump priming
funding has been identified to support the Virtual Ward and Chronic Obstructive
Pulmonary Disease (COPD) Pathway projects. The key issue raised this month
is the inability to secure a clinical lead for the Readmissions Project – this will be
discussed further at the Urgent Care Programme Board on 16/5/13.
2.1.2 Strategic Service Review – The planned care workshop took place on 19/4/13.
The session explored the issues and potential solutions relating to smaller
specialties and options and actions required to ensure specialities deemed as
‘core’ to the business meet the required quality standards and deliver maximum
benefit for the Trust.
2.1.3 The ‘Bridging the Gap’ workshop was held on 26/4/13. This consisted of
identifying the perceived Trust current and aspirational position against
approximately 400 items that have been evidenced as supporting significant
efficiency and productivity gains for organisations. The outputs of this workshop
have been shared with clinical teams and will be further interrogated by the
18

Executive Team to identify additional quick wins and potential opportunities for
years two and three of the Business Plan.
Finnamore presented the output from the Clinical Challenge work they have
undertaken within the Trust outlining a proposed model that designates services
into one of three categories: ‘Core’, ‘Central’ and ‘Discretionary’. This provided a
useful basis for discussion but requires further work by the Executive Team to
agree whether this is a model that the Trust wishes to develop further and
whether each individual speciality area has been designated correctly. This will
be re-presented at a future Board Workshop.
2.1.4 Elective Care – Work is underway with the Programme Manager from the
Urgent Care Programme to understand the linkages between the two
programmes, in particular with regards to bed configurations and the transfer of
emergency patients onto elective care pathways.
The Orthopaedic re-design project has now formally transferred to the Urgent
Care Programme and an initial meeting has taken place regarding the
development of an Orthopaedic Assessment Centre.
2.1.5 Outpatients – This programme has an extremely challenging efficiency target to
meet. This was discussed in length at the Trust Board Workshop on 25/4/13 and
again at the ‘Bridging the Gap’ Workshop on the 26/4/13.
Although work has been undertaken throughout year one to determine the
current efficiencies within the Outpatient Department with regards to maximising
clinical time through the appropriate utilisation of clinics, making effective use of
clinic space and ensuring a skill mix that delivers safe and consistent care the
programme now needs to focus on future service models, where these will be
delivered and by whom.
2.1.6 Consistency in Care – The provision of 12 hour cover, 7 days per week (12/7)
on the Acute Medical Unit continues to prove difficult. Although the Physicians
within the Medicine Cluster have agreed a proposed rota, recruiting to some
outstanding Consultant vacancies has delayed implementation. The funding to
support the required increase in medical cover was not supported by the Clinical
Commissioning Group and as such a solution must be found from within the
Trust.
The financial target for the Medicines Management Programme has been
confirmed as £150,000 for new initiatives identified and an additional £100,000
stretch target totalling £250,000 savings to be found. Trajectories are currently
being developed for reporting in May. Quality, Innovation, Productivity,
Prevention (QIPP) schemes and best practice improvements are underway to
release cash and continue to improve quality.
2.1.7 Workforce – The final report and recommendations from both the Nursing
Review and Allied Health Professionals Review will be confirmed throughout
May, with implementation plans to inform the required work going forward.
The Review of Additional Clinical Service Staff is behind schedule; however the
Report will be presented to the Workforce Board in May with recommendations
for actions to be taken.
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2.1.8 IT/Estates/Non-clinical support (it should be noted that these two
programmes have now been amalgamated) – The Electronic Patient Record
(EPR) programme is being delayed by a significant issue relating to data
migration. A large part of this work has to be completed prior to finalising the
investment case. This is taking longer than planned – with recognition that the
standard deployment plan has not been applied to a McKesson site previously.
Additional resources are being identified and negotiations regarding re-planning
are underway with the Department of Health and CSC.
The status of the Patient Flow Project remains red whilst options for delivering
benefits from the project are investigated.
2.2 External issues
2.2.1 The seven acute providers within South Yorkshire, Mid Yorkshire and North
Derbyshire have agreed in principle to work together to help meet the
challenges faced by each organisation to improve the quality of care they
deliver.
2.2.2 This collaborative approach to ‘Working Together’ is driven by the collective
need to improve the quality of care, safety and the patient experience.
2.2.3 The ‘Working Together’ initiative has been identified as the ‘new’ eight
Transformation Programme to ensure that its aims and objectives are aligned to
the strategic direction of travel for the trust and that workstreams are embedded
into the Trust transformational work where required.
2.3 Risks
2.3.1 One red risk reported for May:
2.3.1.1

Strategic Service Review - Engagement of clinical teams with the
work required to shape their future Clinical Strategy remains a
significant risk. A draft Clinical Strategy for each CSU has been
produced and will be shared with teams throughout May to validate the
current position and proposals for a future service vision.
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Barnsley Hospital NHS Foundation Trust
Trust Board
23 May 2013
Risk Log (Extreme Risks Only)
Month 1 April 2013-2014
(Please note that the Risk Log scoring is in line with NPSA guidance)
Trust Board members are requested to:
1. Note any new and/or on-going Extreme risks (that score 15 and above) associated with the overall Transformation Programme

Risk ID

Risk
Date
Owner Logged
/
Author
TPR0082 Elaine 01/03/13
Jeffers

Risk Managed Risk Description
By

Strategic
Time commitment
Service Review from Clinical Team
Programme
to meet with
Finnamore for CSU
specific challenge

Likelihood Impact Risk Mitigation Action
(1-5)
(1-5) Score

3

5

15

Continuing to work with CSU
teams to agree a suitable date.
Finnamore have all packs ready
and will be as flexible as required
to fit into CSU timescales. All
meetings planned to have been
completed by 17/04/13

Action Planned
Owner Action
Completion
Date
Elaine
17/04/2013
Jeffers
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Transformation Programme
Milestone Plan
Month 1 April 2013-14

2013

Timescale

2014

Control process introduced via Transformation Board- contact A Gaukroger,
Programme Manager for details
G On target; A Progressing but to revised timeline; R On hold/Major Issues;
B Delivered, B Original Milestone date
Stage Review All Programmes

Milestone
Deadline

Jan

Feb

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

W/C 28/06/2013

1 Workforce Programme
1.1
1.1.1
1.1.2
1.1.3
1.1.4
1.2
1.2.1
1.2.2
1.2.3
1.2.4
1.2.5
1.3
1.3.1
1.3.2
1.3.3
1.3.4
1.3.5
1.3.6
1.3.6 i
1.3.7
1.3.8
1.4
1.4.1
1.4.2
1.4.3
1.4.4
1.4.5
1.4.6
1.5
1.5.1
1.5.2
1.5.3
1.5.4
1.5.5
1.5.6
1.5.7
1.6
1.6.1
1.6.2
1.6.3

AHP Review
AHP review completed

28/03/2013

AHP review Report Completed

31/03/2013

Agreement on recommendations to action

31/05/2013

Implementation

31/03/2014

Nursing Review
Scope Nursing Structure Report Completed

31/03/2013

Use Safer Nursing Tool Report Completed

31/03/2013

Review of Matron's/Band 7's/CNS' Report Completed

31/03/2013

Agreement on recommendations to action

31/05/2013

Implementation

31/03/2014

Medical Review
Master Vendor (Locum/Agency)

11/02/2013

Implementation & monitoring of performance

12/02/2013

Centralisation of Rota Coordinators

31/05/2013

Internal Medical Bank: development and implementation

01/04/2013

e-Job Planning/e-Leave - Business Case to Investment Board

23/01/2013

Procurement and pilot

15/03/2013

Implementation of e-job planning

28/06/2014

Roll out, monitor, maintain and review

31/03/2014

Paper Job Planning Collection & Analysis

31/03/2013

Admin & Clerical Review
Review progress of admin reviews

31/01/2013

Reviews completed

31/03/2013

Development of admin bank

31/07/2013

Phased Implementation

31/03/2014

Identify further reviews

31/05/2013

Implementation of Policy review 2013/2014

31/03/2014

Absence Review
Review of current interpretation of Sickness Absence Policy

01/02/2013

Focus on Additional Clinical Services Staff - Report

28/02/2013

Sickness Absence Policy Review

31/03/2013

Implementation of Policy review

01/06/2013

Review of Management of Organisational Change Policy and links to stress

31/03/2013

Stress action plan developed

31/05/2013

Launch of the health and well being initiative

30/09/2013

Agenda for Change & Reward Strategy
Update on pay performance schemes for senior management
Implement non-AFC pay scales
Implementation of national AFC agreement

20/02/2013
tbc
30/04/2013
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Month 1 April 2013-14

2013

Timescale

2014

Control process introduced via Transformation Board- contact A Gaukroger,
Programme Manager for details
G On target; A Progressing but to revised timeline; R On hold/Major Issues;
B Delivered, B Original Milestone date
Stage Review All Programmes

Milestone
Deadline

Jan

Feb

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

W/C 28/06/2013

2 Strategic Service Review Programme
2.1
2.1.1
2.1.2
2.1.3
2.1.4
2.1.5
2.1.6
2.1.7
2.1.8
2.1.9
3
3.1
3.1.1
3.1.2
3.1.3
3.2
3.2.1
3.2.2
3.3
3.3.1
3.3.2
3.3.3
3.3.4
3.3.5
3.4
3.4.1
3.5
3.5.1

Stakeholder Engagement
Review of Stakeholder Engagement

03/01/2013

Engage Supplier for Service Reviews

11/02/2013

Strategic Service Plans

25/03/2013

CSU workshop
Planned care `Right time , Right place'

15/03/2013
19/04/2013

CIP/ QIPP workshop

26/04/2013

Implementation & Delivery of Agreed Strategy
TDG Review of progress

29/12/2013
31/05/2013

Agreement of Strategic Services

28/06/2013

Urgent Care Programme
Transforming Urgent Care
PID - Revised and signed off

26/04/2013

Implement Primary Care Stream in the Emergency Department

27/07/2013

Completion of observation ward, development and expansion

26/07/2013

Virtual Ward
Agreed specification for the enhanced Virtual Ward

31/01/2013

Phase 2 - Implementation of the enhanced Virtual Ward

31/07/2013

COPD Redesign
PID submission - Urgent Care Board

23/01/2013

Implementation of 'quick wins'
Sign off of future service including clinical pathway guidelines & operational processes & procedures

31/03/2013

Re-audit against NICE quality standards

28/02/2013

Full implementation of changes to service model

01/12/2013

28/06/2013

Local Health Community Partnership Developments
On hold due to clarity timescales. Starts again June

King's Fund Elderly Care
Regional discussion regarding implementation

20/01/2013

3.5.2
Project approach signed off by Steering Group
3.5.3
National event
3.5.4
Implement Recommendations
3.6 Emergency Readmissions
3.6.1
PID approval at Urgent Care Board
3.6.2
Scoping work to be completed
3.6.3
Agreement of CSU level action plans
3.7 Orthopaedic Assessment Unit
3.7.1
Initial planning meeting
3.7.2
Proposal
3.7.3
Project Brief

14/02/2013
13/02/2013
01/04/13 - 01/08/13
28/12/2013
31/03/2013
30/04/2013
01/05/2013
31/05/2013
If required
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Month 1 April 2013-14

2013

Timescale

2014

Control process introduced via Transformation Board- contact A Gaukroger,
Programme Manager for details
G On target; A Progressing but to revised timeline; R On hold/Major Issues;
B Delivered, B Original Milestone date
Stage Review All Programmes

4
4.1
4.1.1
4.1.2
4.2
4.2.1
4.2.2
4.3
4.3.1
4.3.2
4.4
4.4.1
5
5.1
5.1.1
5.1.2
5.1.3
5.1.4
5.1.5
5.1.6
5.2
5.2.1
5.2.2
5.3
5.3.1
6
6.1
6.1.1
6.1.2
6.2
6.2.1
6.2.2
6.3
6.3.1
6.3.2
6.3.3
6.4
6.4.1
6.4.2
6.4.3
6.4.4
6.4.5
6.4.6
6.4.7
6.4.8

Milestone
Deadline

Jan

Feb

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

W/C 28/06/2013

Elective care
Productive Theatre
Review of Productive Theatre progress & recommendations going forward

31/01/2013

Productive Theatre specification & PID

10/02/2013

Demand & Capacity
Approval to Proceed
Establish Management Team, support arrangements, + PID

15/01/2013
29/02/2013

Trauma Hip Pathway
Overall Programme being evaluated.

19/04/2013

Implement Recommendations

20/07/2013

ERP Hips & Knees; closed as agreed at Programme Board
Implementation: Link to Productive Theatres (Pre assessment) and Workforce (AHP Review)

23/08/2013

Outpatients
Outpatients Review
PID ready for approval at OP Programme Board

08/02/2013

PID approval at Programme Board
Pilot for OP speciality review methodology (Rhuem & Colorectal)

05/02/2013
29/03/2013

Roll out across all CSU's and Specialities
Phase 2 - Agree model of service delivery for OP
Business Plan ready for changing model OP service delivery

30/09/2013
03/06/13 - 30/09/13
01/10/2013

Space Utilisation
Space utilisations plans Agreed
Reviews

25/01/2013
09/04/13 - 20/07/13

Self-Serve Check-In
Self Check in project proposal/scope/Timeline/ Urgent Review

31/01/2013

Consistency In Care
Hospital at Night
Hospital 24/7 model of working (8pm - 8am) Project Manager appointed and in place

29/02/2013

Implementation Phase starts

01/08/2013

Extended Diagnostics
New model of service delivery for Radiology in place

01/10/2013

Recruitment of additional Radiographers

03/06/2013

Extended Senior Medical Cover
12 hour working days for Consultants

01/03/2013

Business Plan completed

20/05/2013

Business Plan approved by Transformation Board

21/05/2013

Medicines Management
Establish performance management and governance at Consistency in Care Board & Medicines Management

11/01/2013

Approval of Project Mandate at Consistency in Care Board

18/01/2013

Approval of Project Brief at the Consistency in Care Board

15/02/2013

Approval of final PID at Consistency in Care Board

15/03/2013

Complete Programme Plan to 31st March 2015
Provide financial status to year end to Executive Lead ( Medical Director/Finance Director)

22/03/2013
19/04/2013

Status report on all (35) MM QIPP scheme initiatives (Quarterly)
Annual review/ benchmarking against new National QIPP MM indicators

28/06/13 - 31/03/13
28/06/2013
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Month 1 April 2013-14

2013

Timescale

2014

Control process introduced via Transformation Board- contact A Gaukroger,
Programme Manager for details
G On target; A Progressing but to revised timeline; R On hold/Major Issues;
B Delivered, B Original Milestone date
Stage Review All Programmes

7
7.1
7.1.1
7.2
7.2.1
7.2.1 i
7.2.2
7.2.3
7.2.4
7.2.5
7.2.6
7.2.7
7.2.8
7.3
7.3.1
7.3.2
7.4
7.4.1
7.4.2
7.5
7.5.1
7.5.2
7.5.3
7.5.4
7.5.5
7.5.6
7.5.7
7.5.8

Milestone
Deadline

Jan

Feb

Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

W/C 28/06/2013

IM&T and Estates & Non Clinical Support Programmes
IM&T Strategy
IMT Strategy

29/04/2013

PAS/ EPR
Trust approve Lorenzo Investment Case V1.0

19/02/2013

Lorenzo system workshops to be held

30/04/2013

Trust approve Project Brief

25/04/2013

Trust approve Lorenzo Investment Case V2.0

25/04/2013

Trust approve PID

13/06/2013

Trust approve Lorenzo Investment Case V3.0

20/06/2013

Local configuration complete

31/12/2013

Validation stage complete

25/04/2013

Go-Live starts

25/04/2014

11

Electronic Patient Flow
Project Review Meeting - review of options
Recommendations to Trust Board

29/02/2013
31/02/2013

Mobile working for the community midwives
Pilot starts

09/04/2013

Deployment to whole team (subject to pilot)

31/05/2013

Estates Strategy
Submission to Trust Board Completed

15/12/2012

Residential accommodation review recommendations presented

28/02/2013

Upgrade & renewal of 'O' Block construction of birthing centre

27/12/2013

Space Utilisation Group to be established

12/02/2013

External service SLA review & recommendations

31/01/2013

Site Surveys

30/09/2013

Space utilisation evaluation

01/10/2013

Space utilisation Roll Out timetable

11

tbc

Non Clinical Support
7.6
7.6.1
7.6.2
7.7
7.7.1
7.7.2
7.7.3
7.8
7.8.1
7.9
7.9.1
7.9.2
7.9.3
7.9.4

IT Services
SWYFT SLA Ends - Engagement from January 13th with CCG

20/03/2013

Report on partnership opportunities

30/04/2013

Clinical Coding
Review & Publish Prior Information Notice (PIN) for coding services

31/01/2013

Market assessment for coding

31/05/2013

Complete Mortality audit

31/05/2013

Sterile Services
Review

20/01/2013

Benchmarking & Department Reviews
Review
Review information for potential suppliers, Occupational health; Learning Development; Governance & Risk

20/01/2013
15/01/13 - 05/03/13

Phase 2 Delivery of Recommendations

01/04/13 - 01/06/13

Regional discussions regarding shared model

01/02/2013
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REF:

13/05/P/10b

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

EMERGENCY CARE 4 HOUR PATHWAY ACTION PLAN

DATE:

MAY 2013

PURPOSE:

To provide information to the Board regarding progress against the
range of projects designed to improve the urgent care patient flow
and to deliver the 4 hour target.

Board Assurance
Framework :

RECOMMENDATIONS:

AUTHOR:

BAF
Key
risk

1a Ensuring the delivery of high quality and safe services.

The Board is requested to receive and consider the content of the
action plan. The action plan may be modified upon receipt of the
expected formal report from the Emergency Intensive Care Support
Team, who visited the hospital on 9 April 2013.

David Peverelle, Chief Operating Officer
John Cartwright, Interim Urgent Care Lead

Emergency Pathway Action Plan

1

CORE IMPLICATIONS
i)

Business Plan Objectives
Ensuring the delivery of high quality and safe services.

ii)

Public and Patient Involvement
Trust performance against delivering the 4 hour target is a key indicator of the quality
and required standards of service provided to the public by the Trust and also forms
part of the NHS constitution.

iii)

Communication
The Trusts ability to provide a required level of service to its patients may become a
reputational issue.

iv)

Risk Issues (including reputation)
The main risk relates to the expected access times and the quality of care provided to
the patients and compliance with Monitor governance framework and the service
contract with the Clinical Commissioning Group.

v)

Sustainability
N/A

vi)

Legal
N/A

vii)

Resources
As identified in the action plan

NHS Constitution: In determining this matter, the Board should have regard to the Core
principles contained in the Constitution of:
• Equality of treatment and access to services
• High Standards of excellence and professionalism
• Service user preferences
• Cross community working
• Best Value
• Accountability through local influence and scrutiny

Emergency Pathway Action Plan
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Subject:

EMERGENCY CARE
ACTION PLAN

4

HOUR

PATHWAY

Ref:

13/05/P/10b

1. Introduction
1.1 Emergency Department (ED) waiting time performance has struggled to achieve
95% for the last six months, but particularly so in 2013 with a waiting time of
87.31% in March and 87.52% in April. While this is a nationwide problem, the
impact on the patient experience is no less real, nor the potential consequences
of on going failure to meet the target.
1.2 In response to this performance, an action plan has been produced to
consolidate all existing workstreams that were ongoing in regards to the
Emergency pathway (see appendix 1). It is the aim of this report to summarise
progress to date with the current situation and progress against the action plan.
2. Progress to date
2.1. A breakdown of completed actions is detailed in section ten.
3. Consolidation and way forward
3.1. As detailed above, the Emergency Pathway Action Plan is a consolidation of
various workstreams, programmes and feedback. This includes actions plans
from previous ED working parties, the Urgent Care Transformation Programme,
Emergency Care Intensive Support Team (ECIST) recommendations and local
discussions. Further recommendations have been received from NHS England
that are to be reviewed and incorporated.
4. Communication, Engagement and Governance
4.1. The Action plan has been communicated at a number of Forums, including the
Monthly Management Finnamore Workshop on the 19th April and CSU meetings.
The plan has also been e-mailed out to and discussed with Clinical Directors,
Deputy Chief Operating Officers and Service Managers. A number of smaller 12-1 meetings have been held to ensure awareness and buy in. The Barnsley
Clinical Commissioning Group (CCG) and Monitor has also been copied in. It
has also been shared and reviewed with the Governors at a recent sub group
meeting.
4.2. Governance arrangements have been set up: the action plan is monitored at
Transformation Delivery Group/Board with exception reporting at the Urgent Care
Board. Meetings are held on a weekly basis with the Chief Operating Officer,
Chief Nurse and Medical Director to ensure progress.
5. Analysis and performance monitoring
5.1. An analysis has been undertaken of various trust emergency pathway indicators
looking at Emergency Admissions and Readmissions to identify clinical pathways
to focus on. This information has been disseminated to the respective clinical
directors.

Emergency Pathway Action Plan

3

5.2. Work has been undertaken to monitor times of discharges which is now achieving
80% data completeness. This data will be used to monitor discharge patterns by
ward and CSU.
6. Local actions
6.1. A number of local actions have also been undertaken; including piloting a new
“See and Treat Model” in ED and supporting planning for weekend and bank
holiday plans.
7. Current performance (Appendix 1)
7.1. At the time of writing, the waiting time performance has improved at 95.56%;
though it is too early to establish whether this is because of the work undertaken
to date or a lower acuity of patients. The average number of attendances (222
per day) is only marginally less than in April (228) and more than March (217).
7.2. Either way, the work needs to be maintained at this pace to keep waiting times
down and embed the efforts sustainably.
8. Nationwide context
8.1. While the situation has eased slightly across the country as well; the NHS as a
whole failed the waiting time target in April and the “better weather” has not seen
a corresponding significant improvement in waiting time. This is causing concern
regarding the sustainability of the waiting times performance and outlook for next
winter.
8.2. This has resulted in the NHS England sending out an Implementation Plan as
guidance (http://www.england.nhs.uk/wp-content/uploads/2013/05/ae-impplan.pdf)
8.3. Context article and links: http://www.bbc.co.uk/news/health-22460741
9. Completed actions and Next steps
9.1. The service review needs to continue, but the focus will be shifting to actioning
the outcomes of these reviews during May and June.
10. Action Plan (Appendix 2)
10.1. Completed Action Plan Actions (April – May)
Consolidation of key actions plans and ECIST feedback
• 1.1 - Draft patient model for self referrals to ED including “primary care
patients.”
• 1.3 - Appointment of the 9th ED consultant (start date August)
• 1.5 - Trialled See and Treat Model within ED
• 1.7 - Initial review of ED activity and staffing patterns
• 2.1.6 - Prioritised list of Rapid Access pathways for review
• 2.6 - Initial guidance on Patient Trolleys within ED
• 3.2.1 - Communication re: Board rounds and Estimated Date of Discharge

•
•
•
•
•
•
•
•
•
•
•

3.2.5 3.2.6 3.3 4.1 -

Communication re; morning discharges
Communication and plans re: weekend discharges
Plan for Demand, Capacity and bed modelling
Communication and dissemination of emergency pathway action
plan (including follow up local meetings) including drivers
4.2 Forward planning for known service pressures
4.7 Communication plan (draft)
5.4.7 - Summary of key indicators by Healthcare Resource Group for
pathway prioritisation
5.5 Follow on analysis for surgical pathway
6.1 Monday morning weekly access board ongoing
6.2 Plan in place for management support; being monitored
6.3 Initial communication 19th April; follow on planned

10.2 Action Plan Next Steps (May – June)
Incorporate recommendations from NHS England (13th May) into Emergency
Pathway Action Plan
• 1.1 Draft Implementation model,
• 1.2 Obs Ward Clinical Pathways,
• 1.3 Revised rota for 9th Consultant,
• 1.4 Conceptual conversations re: speciality senior medical staff within
ED,
• 1.5 Review of internal systems (1-4)
• 1.6 - Proposal re: Therapy support of ED (inc Bleep support and use of
Acute Medical Unit (AMU)
Therapy Room)
• 1.7 - Review of ED staffing levels and activity patterns
•
2.1.1 - Development of ambulatory care in AMU
• 2.1.2 - Speciality in-reach AMU options
• 2.1.3 - 12/7 Consultant Cover AMU Business Case
• 2.1.4 - Outliers policy and monitoring mechanism
• 2.2 - Review of “Ensuring timely handover of patient care; Ambulance”
recommendations
• 2.4 - Review of Integrated Clinical Assessment and Treatment
arrangements
• 2.5 Review of diagnostic support to ED and AMU
• 2.7 Review of trust Bed Management and On-Call
• 3.2.7 - Review arrangements around the management of long stay patients
• 3.2.8 - Temporary 4pm Matron rounds
• 3.3 Review and consultation re: community resources (Initiation)
• 4.3 Accountability and performance framework
• 4.4 Local Health Community Forum
• 4.5 Escalation processes
• 4.6 Review of breach monitoring process
• 4.7 Final Communication plan
• 5.2 Proposal for Orthopaedic Assessment Unit
11

Appendices
Appendix 1 – Performance for 2013/14 up to 15th May 2013
Appendix 2 – Emergency Pathway; Key Pathways

Arrival Date

15/05/2013

14/05/2013

13/05/2013

12/05/2013

11/05/2013

10/05/2013

09/05/2013

08/05/2013

07/05/2013

06/05/2013

05/05/2013

04/05/2013

03/05/2013

02/05/2013

01/05/2013

30/04/2013

29/04/2013

28/04/2013

27/04/2013

26/04/2013

25/04/2013

24/04/2013

23/04/2013

22/04/2013

21/04/2013

20/04/2013

19/04/2013

18/04/2013

17/04/2013

16/04/2013

15/04/2013

14/04/2013

13/04/2013

12/04/2013

11/04/2013

10/04/2013

09/04/2013

08/04/2013

07/04/2013

06/04/2013

05/04/2013

04/04/2013

03/04/2013

02/04/2013

01/04/2013

TotalPercentage

Appendices: Performance for 2013/14 up to 15th May 2013
APPENDIX 1

100%

95%

90%

85%

80%

75%

70%

65%

Key

APPENDIX 2

Emergency Pathway;
key actions
1.0

ED Gate Keeping

1.1

1.2

Priority

Owner

Status

Primary Care and Ambulatory
Care Pathways in the
Emergency Department

Streaming patients (Primary and Ambulatory) in,
through and out of the department: 1) Agree
model 2) Implementation plans

H

DH

1) Drafted;
2) Pending

Observation Ward Policies

Operational Policies and clinical pathways for
the Observation Ward; 1) Clinical Pathways 2)
Operational Policies

H

DH

1) Being drafted 2)
Pending

1.3

Senior Decision making
(Emergency Department)

1) Increased number of consultants to provide
cover for Clinical Decision Unit;
2) revise rota for medical staff, inc. enabling
consultant supervision, extended hours and
weekends.

H

DH

Ongoing

1) 1 Appointed
(Due August) + 1
Pending 2) 31st
May 2013

1.4

Senior specialty decision making
in the Emergency Department

Review the use of senior speciality medical staff
in Emergency Department 1) Concept/initial
discussion 2) implementation

H

DH

TUC II

1) 31st May 2013
2) TBC

Emergency Department
Systems

Review of internal systems and processes;
initially looking at 1) Phlebotomy and Health
Care Assistant support, 2) 3 hour target, 3)
coordination & patient transfers 4) review triage
? Incorporate RAT model/See and Treat

H

DH/VN

1) Trial being
established
2 & 3) planned 4)
Being piloted

1-4) 31st May

1.6

Therapy support

Increase therapy support in the Emergency
Department to reduce readmission rates and
time in the dept. 1) Pilot of On-call therapy
support 2) Estates review of OT Assessment
Area in AMU 3) review of ED workload 4)
Business process (Options Appraisal) 5) Service
Linkages (i.e. Social workers)

H

1) HD 2) JR
3) HD/JC 4)
HD/JC 5) HD

1) In progress 2)
ongoing 3) In
Progress 4)
Pending

1) 17th May 2013
2) 30th May 2013
3) 2nd August
2013 4) 31st
August 2013

1.7

Matching staffing to demand

Ensure that staffing model reflect activity
patterns 1) initial review 2) Plan

M

GC/VN

2.0

Patient Flow (Admission)

1) In progress 2)
Pending
Status

1) 17th May 2013
2) Q2 2013/14
Timescale

DH/HM

1) Being drafted 2
& 3) pending

1) 17th May 2013
2) 31st May 2013
3) 30th June 2013
1) Complete 2)
14th June 2013

Owner

2.1.1

Development of Ambulatory Emergency Care in Acute
Medical Unit; 1) proposal/consultation 2) plan 3)
Implementation

2.1.2

Speciality in-reach (AMU) by prioritised pathway 1)
Respiratory 2) Cardiology (NSTMI initially)

H

MM

1) Link with
COPD/Respiratory
development 2)
Analysis

Structured 12/7 Consultant Cover; to include cover of Acute
Medical Unit 1) Interim arrangements 2) Business Case 3)
structured cover to be incorporated into job plans.

H

JM/DH

1) Advertised 2)
Drafted 3)
Pending

Speciality "pull"
and involvement

2.1.3

Emergency Pathway Action Plan

In
progres
s

Overdue/Lat
e

April

May

June

1

2

Planned Date

TUC I & II = factored into Transforming Urgent Care
Phase I or II

Description

1.5

Complet
e

H

7

Timescale
1) 30th April
2) 30th May
Implementation =
Aug.
1) 31st May 2)
30th June

1) In Progress 2)
21st May 3)
Pending

1

1

April

Q3

Q4

Q3

Q4

Imp.

2

2

1

Q2

+1

2

1&2

3&4

1

2

May

June

1&2

3

1

2

Q2

2.1.4

Emergency Pathway: ensuring an efficient flow from the
Emergency Department, through the Acute Medical Unit and
into the wards. To include processes, use of Emergency
Department review clinics, information requirements and
review of resources. 1) Initial review 2) Plan

H

DH/DD/BS

TUC II

2.1.5

Outliers: development of trust policy on 1) management and
2) monitoring.

H

JM/HM

1 & 2) Pending

1) 15th May 2013
2) 30th May 2013

2.1.6

Development of Rapid Access Clinics; 1) Prioritise list 2) plan

H

GC/LC

TUC II/Elective
Care

1) April 30th 2)
Pending

2.2

Emergency
Department
Expansion and
Ambulatory Care

Development of an Observation ward/Ambulatory Area for the
Emergency Department to aid patient flow.

H

DH

TUC 1

2.3

Review of
Ambulance
handovers

Review of "Ensuring timely Handover of patient care;
ambulance" to incorporate lessons learned by NHS South
West. 1) disseminated and review 2) incorporate into EPAP

H

DH(DF/VN)

Report
disseminated.

2.4

ICAT support

Review arrangements around the ICAT team and working
within the Emergency Department.

M

DH/HD(DF)

Pending

30th May 2013

2.5

Diagnostic Support

1) Review Urgent access in Emergency Department and
Acute Medical Unit to facilitate patient flow 2) Weekend
Working for diagnostics. View/Audit on usage and access.

M

GC

1) Being planned
2) ongoing

1) 31st May
2) 30th October
2013

2.6

Review policy on
Trolleys in ED

Review of the existing policy of holding Trollies in the
Emergency Department in light of guidance from the National
Team.

M

HM/DH

1) initial policy
guidance 2) Final,
approved policy

1) With immediate
effect 2) TBC

1) Review of bed management team, 2) Review Patient Flow
system and processes with the aim of ensure that the model
works within the organisation 3) review of on-call
arrangements (All staff groups) 4) Review of site
management

2.7

Bed Management
and On-call

3.0

Patient Flow (Discharge)

3.1

Development of a discharge
lounge

3.2.1

3.2.2
3.2.3

3.2.4

Consistent
discharge
processes

Daily
board
rounds
Estimated
Date of
Discharge
Discharge
criteria
Pharmacy
"To Take
Out"
(TTOs)

Implementation of the discharge lounge 1)
Estates build 2) Protocols 3) Performance
framework

Focus on the key elements of the planning of a
patients discharge to ensure a timely and safe
discharge.

Additional support to facilitate process 1) Pilot of
additional staff 2) implementation of Ascribe
(Electronic Prescribing)

Executive
Lead: JM
1) HM 2) JB
3) GC/AM 4)
LC/CG/CG

1) Ongoing 2)
Proposal written 3
& 4) Planned &
Linked to
Consistent in Care
programme.

Owner

Status

H

AM

1) ongoing 2 & 3)
TBC.

H

CDs

H

1) May 31st 2)
pending

1

Oct-13

1) 14th May 2013
2) 17th May 2013

1) 31st May (Intial
plan/discussion
Doc).
2) Workshop held
and options
appraisal
produced.
3) 31st May -> Q2
4) 31st May -> Q2
Timescale
15th July

1&2

1

2

1

1-4

April

May

-> 3 & 4

June

Q2
1

Completed
H

Q1/Q2

CDs
Planning

H

HM/JM

H

1) GC 2) MSi

Planning

1) Ongoing
2) In progress

1) TBC 2) 30th
September 2013

2

Q3

Q4

3.2.5

Morning
discharge
s

Post early morning discharge; actions taken to
ensure a constant flow of discharges throughout
the day but with a focus on morning decision
making.

H

GC/AM

In progress

With immediate
effect

3.2.6

Weekend
discharge
s

Ensuring arrangements, including consultant
cover, in place so that discharge decision
making occurs over the weekend and Bank
Holidays.

H

GC/CDs

In progress

With immediate
effect

3.2.7

Long Stay
review

Review process around the identifcation,
monitoring and case management of long stay
patients. To include case review.

H

GC/CG

Pending

15th May 2013

3.2.8

Matron
Rounds

"Restructure matrons daily commitements to
undertake 4pm rounts of their wards to instil a
culture of preparation for morning discharges"

H

HM

Pending

15th May 2013

Community discharge resources

Review and consultation with community re:
step down beds and discharge
resources/services. Query Pilot of a "Perfect
Fortnight"

H

CG

To link with
community forum

31st May 2013
(Initiation of
working group)

3.4

Demand and Capacity

Demand and capacity overview, including bed
modelling for current and planned throughput
and transformation changes. 1) Methodology
and plan 2) current state 3) Future state(s)

H

RB

1) Complete 2)

3.5

Review of D1 sign off (Process
and documentation)

Review D1 process (Considering previous
project) and support to ensure that it is for
purpose. SHO in place to facilitate D1 process.

M

GC

1) Planning 2)
Escalation actions

4.0

Escalation, planning and
communication

4.1

Joint CSU/Trust vision and
direction

Ensuring a consistent direction for both the Exec
and Clinical Service Units; specifically around
standards and processes (i.e. consistent
discharge processes).

H

DP

Completed

With immediate
effect

4.2

Structured planning for
weekends, holidays and winter

Forward planning to ensure that all staffing and
services are aligned for predicted pressures for
known pressures points.

H

GC/AM

In progress

With immediate
effect

4.3

Accountability & performance
framework

Method of ensuring mutual visibility and delivery
of core priorities; to ensure visibility (Including
key metrics and milestone pathways),
communication and support between the
Exec/CSUs and to provide a solid governance
arrangement for the trust.

H

EL

Planned

31st May 2013

4.4

Local Health Community forum

LHC operational group to review and manage
urgent care issues.

M

CG/EJ

Being planned

31st May 2013

4.5

Escalation process

Review of escalation processes, routes,
implementation and compliance; including into
Local Health Community.

H

GC

Disseminated for
comment

31st May 2013

4.6

Performance monitoring and
Management (The Emergency
Department/Acute Medical Unit
& Inpatients).

Review process of Breach analysis and
monitoring; process for monitoring and
management of outliers

H

GC

In progress

17th May 2013

3.3

Owner

Status

1) 15th May 2013
2) Wc 10th June
2013 3) Jul 2013
(Pending outputs
from scoping)

1

2

3

June

Q2

Q2

Timescale

April

May

Q3

Q4

Develop plan to promote the benefits of the
actions in this plan 1) Plan 2) Implementation

4.7

Communication plan

5.0

Pathway specific

5.1

Fracture neck of Femur (#NOF)

Review of the #NOF pathway to reduce timeline
and good national benchmarking.

5.2

Orthopaedic Assessment Unit

Development of a Trauma Assessment unit to
pull patients out of the Emergency Department.

COPD

Project to look at the COPD Pathway; £60k
allocated to develop the pathway 1) quick wins
2) Respiratory Hub 3) Overall pathway

5.3

Review of prioritised medical pathways to
reduce pressure on the Emergency pathway 1)
Prioritised list 2) review and plan 3)
implementation
Review of prioritised surgical pathways to
reduce pressure on the Emergency pathway 1)
Prioritised list 2) review and plan 3)
implementation

CS

1) In progress 2)
Pending

Owner

Status

H

LC/Dr D
Walker

Project ongoing

H

MZK/LC/DH

1) Proposal

30th May 2013

H

MM

1) Being identified
2) Planned 3)
Proposal being
developed

1) 30th June 2)
TBC 3) 31st
December2013

H

MM

1) Complete 2)
Analysis 3)
Pending

H

MS

1) Complete 2) in
progress 3)
Pending

M

1) 31st May 2013
2) Pending
Timescale

1) 30th April 2)
14th June
(Analysis) 3) TBC

5.4

Medical Pathways

5.5

Surgical Pathways

5.6

Paediatric
Pathways

Review of prioritised paediatric pathways to
reduce pressure on the Emergency pathway 1)
Prioritised list 2) Development 3) implementation

M

EG

Pending

5.7

Obs and Gynae

Review of prioritised Obs & Gynae pathways to
reduce pressure on the Emergency pathway;
Obs and Gynae implemented changes to their
pathway that stream all GP and community
referrals and fast track ED attendances. To be
monitored but no further action required.

M

MD

Completed

5.8

Kings Fund Frail Elderly

H

EJ

1) Progress 2)
Pending

6.0

Organisational

Owner

Status

Timescale

6.1

Weekly Access Board

Executive review of performance (Chief
Operating Officer/Chief Nurse/Medical Director)

H

DP

Initiated

With immediate
effect

6.2

Management Capacity

Review of management capacity to facilitate
action plan Inc. Urgent Care Transformation
programme

H

DP

Complete

6.3

Emergency Care Workshop

Review workshop to consolidate action plan with
CDs and Clinical Services Units 1) Launch 2)
Finnamore Workshop 3) review

H

DP

1) Complete 2 &
3) being planned

6.4

Job planning

Ensure that job plans match the demand and
requirements of the service. Including
clarification of responsibilities re: emergency and
urgent care pathways 1) Process 2)
Implementation

H

JM

1) Planned 2)
Pending

6.5

Leave management

Ensure compliance with Trust policy on leave
management.

M

HB/CDs

Pending

Review of the Frail Elderly Pathway to reduce
emergency attendances/admissions and provide
care in the right place 1) Phase 1 2) Phase 2

1
April

May

June

Q2

1

1

Review
meeting

Q3

Q4

3

2

1

1) 31/08/2013 2)
TBC

1
April

10th Mary

1) 19th April 2)
TBC 3) TBC

1) Q1 2) Q2

Q2

1

May

June

Q2

Q3

Q4
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

TRANSFORMATION PROGRAMME – YEAR ONE

DATE:

MAY 2013

PURPOSE:

The purpose of the report is to provide the Board of Directors with an
update of the Transformation Programme – year one and to consider
achievements to date, lessons learned and the focus of the
Programme in year two.

Board Assurance
Framework:

BAF
Key
risk

4d - To make the best use of our resources - Re-design of
elective care pathways. Gap in Controls - The level of
financial gain has not been realised.
The Transformation Board has requested the programme to
fully review the objectives

RECOMMENDATIONS:

The Board of Directors is asked to receive and consider the content
of the report and note the progress to date.

AUTHOR:

Elaine Jeffers
Director of Transformation

CORE IMPLICATIONS
i)

Business Plan Objectives
Strategic Objective 1. – Ensuring the delivery of high quality and safe services.

ii)

Public and Patient Involvement
Patient and Public involvement at specific workstream level.

iii)

Communication
Integral to the Transformation Programme Communication and Engagement
Strategy.

iv)

Risk Issues (including reputation)
Risks highlighted monthly to the Board of Directors through the Transformation
Programme Risk Log.

v)

Sustainability
N/A

vi)

Legal
N/A

vii)

Resources
N/A

NHS Constitution: In determining this matter, the Board should have regard to the Core
principles contained in the Constitution of:
• Equality of treatment and access to services
• High Standards of excellence and professionalism
• Service user preferences
• Cross community working
• Best Value
• Accountability through local influence and scrutiny

Subject:

1.

Ref:

Transformation Programme – Year One

13/05/P/10c

EXECUTIVE SUMMARY
1.1 The NHS is operating in a very different environment now and in order to remain a
leading, viable health provider of really good, high quality healthcare, we have to think
more creatively and differently about the type of services we provide and where we
deliver those services.
1.2 This paper provides an overview of the Transformation Programme – Year One; what
has been achieved during this first year; the lessons learned and the approach to
ensuring maximum benefits realisation and delivery of the agreed measures of
success through to Year Two.
1.3 The following table summarises the achievements to date and the lessons learned
during this first year:
Achievements
Transformation Programmes agreed and led by an Executive Director
st

rd

Transformation Board established – meets on the 1 and 3 Tuesday of the month
Transformation Delivery Group established – meets on the 2

nd

th

and 4 Tuesday of the month

Programme Boards established for each programme with identified programme managers – meet
monthly
Non-Executive Director representative an active member of each Programme Board
Project Initiation Documents and/or Project Mandates in place for all programmes and workstreams
Robust reporting system to Transformation Board and Board of Directors in place, including Status
Update Reports, Key Milestone Report, and Risk Log to support the governance of the Programme
The Transformation Programmes ended year one in a positive position and at the run rate required to
ensure delivery against the benefits required and measures of success in year two.

Lessons Learned
To have better understood the implications and challenges of implementing the Service Leadership
Model
To have worked more closely with individual Clinical Service Units with regard to embedding the
Transformation Agenda within the business
To have ensured appropriate programme management support to each Transformation Programme
at the onset to support operational staff with delivery
To have been more robust around the identification of appropriate Measures of Success and key
deliverables at the programme development stage to identify quick wins and areas where real
benefits could be realised. A dashboard to show monthly progress remains work in progress
There is potential for innovation to be stifled due to the perceived constraints of specific
Transformation Programmes
Although the Transformation Programmes cover the entire organisation for those areas of the Trust
that are out with a Clinical Service Unit structure the process for highlighting potential transformation
schemes is less clear
To have secured full engagement from key stakeholders at the development stage of the programme
to ensure joint approach to whole system transformation
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2.

BACKGROUND
2.1 The Trust has recognised that as a small District General Hospital (DGH) survival
depends on bringing teams together to transform the way in which services must be
delivered in the future to meet the required cost efficiencies over the coming years.
2.2 This recognition has not been just about improving the efficiencies of services but, if
the Trust wishes to meet patients’ needs, to put quality and safety first and flourish in
the new NHS, then the approach to wholesale transformation must step up a gear.
2.3 The change agenda is complex and cuts across the whole of the organisation. In
order to ensure that efforts were directed into the right quality, improvement,
prevention and productivity (QIPP) initiatives the Transformation Programme was
established in April 2012.
2.4 The purpose of the Transformation Programme is to fundamentally change the way in
which the Trust conducts its business in order to ensure that high standards of
healthcare, quality and safety are maintained within a reducing financial envelope (the
aim of each Transformation Programme is attached at Appendix 1).

3.

TRANSFORMATION PROGRAMME
3.1 Structure
3.1.1 The Transformation Programme Structure was formed with an Executive
Sponsor identified as lead. The supporting Project Initiation Documents (PIDs)
and Project Mandates were rapidly put in place to support the work required.
3.1.2 Individual Transformation Programme Boards have subsequently been formed
with representation identified from across the organisation. Quite early in the
process programme specific representation was identified from NHS Barnsley
Clinical Commissioning Group in addition to a Non-Executive Director.
3.1.3 There was recognition that although the Trust had competent, skilled
individuals to take forward some of the specific workstreams, additional
resource was required to support the overall programme management. The
Project Management Office (PMO) took the overall responsibility for ensuring
the appropriate appointment of suitably knowledgeable individuals to lead on
key programmes.
3.2 Reporting
3.2.1 The reporting structure for the Transformation
Appendix 2. This has been refined throughout
governance of each programme and facilitate
assurance to both the Transformation Board and
monthly basis.

4.

Programme is outlined at
the year to ensure robust
appropriate challenge and
the Board of Directors on a

YEAR ONE
4.1 Planning
4.1.1 The focus of year one has been robust planning, ensuring that each
programme was appropriately resourced and positioned to deliver the
identified measures of success in full in year two.
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4.1.2 A success within the planning phase has been the establishment of a robust
Governance Control Framework that provides the controls and assurance,
reporting and risk management systems within the Programme.
4.1.3 Although assurance on progress is reported monthly to the Transformation
Board and key risks and measures of success to the Board of Directors, a
challenge for the Transformation Board has been to separate out strategic
transformational work and the operational delivery of each programme. It was
also important to provide an opportunity for cross-fertilisation in order to
understand where synergies and potential implications existed between
programmes.
4.1.4 To facilitate this the Transformation Delivery Group was formed and is
attended by a wide group of programme managers and project leads from
across all eight programmes to address the day to day issues in relation to
each programme and ensure progress continues identifying key risks and
exceptions to be escalated through to the Transformation Board.
4.2 Benefits Management and Measures of Success
4.2.1 All the Programmes have articulated their expected benefits for 2013/14.
Broadly speaking these benefits fall into one of two categories:
•

Financial – reducing expenditure or increasing income

•

Non-financial – reducing length of stay, improving patient experience,
improving staff motivation, reducing Did Not Attend (DNA) rates etc

4.2.2 A Transformation Programme Dashboard is in the final stages of development.
This will provide the Board of Directors and the Transformation Board with a
high level view of a selection of key performance indicators across all the
programmes along with an associated trajectory to report against each month.
This will further strengthen activity in year two.
5.

LESSONS LEARNED
5.1 Although the Programme has significantly developed over the first year it was slow to
become fully established within the organisation. This was due to the following key
issues:
5.1.1 The implementation of the Service Leadership Model (SLM)
5.1.1.1 Embedding the Transformation Programmes within the Clinical
Service Units (CSUs) has been the greatest challenge for the
Programme. There had been an expectation that all CSUs would
adopt and own those transformation workstreams that had either a
direct or indirect impact on their future business. Despite information
being shared at CSU level it became apparent that there was little
understanding of the requirements of individual CSUs to ensure that
the transformation agenda was an integral part of CSU responsibility.
This has resulted in a real separation of transformation and business
as usual.
5.1.1.2 Implementing SLM at the same time as launching a significant change
management strategy has proved extremelly challenging and it has
Page 3 of 7

taken quite some time for CSU teams to form and understand the new
way in which they need to think about their future business
requirements. This has been evident within the Strategic Review of
Services where CSUs, and in particular Clinical Directors, have found
it difficult to think more widely about the future clinical sustainability
and finacial viability of some of their services within a small DGH
setting.
5.1.2 The appropriate programme manager resource allocated to each individual
programme
5.1.2.1 There was an initial expectation that, as many of the workstreams
were already planned, Trust staff would be able to incorporate the
requirements of transformation into their every day role.
5.1.2.2 Due to the continued operational pressures within the hospital
throughout the summer period of 2012 and into the winter of 2013 this
became problematic and adequate progress was not made in a timely
manner in some areas.
5.1.2.3 Commissioners agreed to support the initial phase of the
Transformation Programme non-recurrently in acknowledgment that
true transformation takes time. This additional funding provided the
opportunity to increase the programme management resource
specifically into three of the key clinical programmes - Urgent Care,
Outpatients and Consistency in Care.
5.1.3 The development and agreement of appropriate Measures of Success to
deliver the benefits both financial and non-financial described within each
programme
5.1.3.1 Agreeing appropriate Measures of Success that will deliver the cost
efficiencies required has been particularly challenging and these have
only recently been finally agreed. Whilst key milestones of Programme
progress have been used as a proxy measurement from the onset the
realisation of benefits proved much more difficult to define.
5.1.3.2 Some of the initial measures of success and key deliverables were
ambitious and when subsequently looked at in detail demonstrated
that the organisation performed better than expected in some of the
areas where opportunities for greater efficiencies had originally been
identified.
5.1.3.3 An example of this was within the Elective Care Programme where it
was felt significant improvements could be made to the percentage of
procedures carried out within a Day Case setting. When compared to
the external benchmarking information the Trust was found to perform
in excess of the national average and as such the initial benefits
realisation was somewhat reduced.
5.1.4 Securing appropriate partner engagement
5.1.4.1 It is evident that the Trust cannot transform the way in which it delivers
services in isolation. It is vital that partner organisations, including
other providers, the local authority and local commissioners are
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engaged with the programmes and are fully involved in the changes
that are required.
5.1.4.2 Whilst some key stakeholders have been supportive of the
Programme and have considered the implications within their own
future plans it has been consistently difficult to engage fully with our
Community Provider. At workstream or project level there has been
good involvement from front line staff but senior representation at
Programme Board level is still required.
5.1.4.3 A positive step has been to involve Trust Non-Executive colleagues
within each of the Programme Boards and it has been valuable to
have their input to key decisions and discussions.
5.1.5 Communication and Engagement
5.1.5.1 Wider Communication and Engagement of the Transformation
Programmes has been slow to develop, with many staff across the
organisation still being unaware of some of the work that is underway.
5.1.5.2 A Communication and Engagement Manager is now in post and is in
the process of developing the Communication Plans for each
programme that will be further supported by a Transformation
Communication and Enagement Strategy. This will also ensure that
our plans are communicated effectively across the wider Barnsley
Health and Social Care community.
6.

YEAR TWO
6.1 Year one of Transformation has been about planning and establishing the
programmes and will culminate with a thorough review of each programme
throughout June to ensure that they continue to meet the needs of the Trust.
6.2 Year two must be about delivery and realising the benefits that are now agreed
across all programmes. Continuing to transform the way the hospital and its staff
operate will not only draw on new ways of working, but will also look to innovations
and technology to deliver a Barnsley Hospital that is leaner and smarter in everything
that it does.
6.3 All staff need to be empowered and supported to challenge the status quo, to look at
and try new ways of working and to put forward new schemes to be included within
the Transformation Programme and the Business Plan for the coming years.
6.4 To succeed, we need as many staff as possible to get involved in the Transformation
Programme and create a culture of continuous improvement where we all challenge
ourselves as to what we could do that bit better to maintain Barnsley as a leading
healthcare provider.

7.

APPENDICES
Appendix 1 – Programme Aims
Appendix 2 – Transformation Programme Reporting Structure
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Appendix 1
Programme Aims
Programme
Urgent Care

Aim
To develop urgent care pathways across
the local health community to ensure the
right care, at the right time and in the
right place.

Elective Care

To ensure the most efficient use of the
elective capacity to improve patient
experience, improve access times,
reduce costs and maximise income.

Outpatients

To review the patient journey for
outpatients ensuring right care in right
setting at the right time.
To improve clinical outcomes to ensure
consistency of care across the week and
to transform Medicines Management
across the Trust.

Consistency in Care

Strategic Service Review

To assess and determine the current and
future configuration of the Trust’s Clinical
Services
re-designing
services
in
partnership with other providers.

Non-clinical Support

To maximise the efficiency and
effectiveness of the non clinical support
structures which support the business

IT/Estates

To transform how we work through
improved usage and reduction of space,
reducing overheads and maximising the
benefits of information management and
technology.

Workforce

Ensure that the current and future
workforce is productive and matches
organisational need.
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Appendix 2
Transformation Programme Reporting Structure

Strategic
Review of
Services
(discussed
at CSU
Level)

Board of Directors
Transformation
Delivery Group

Transformation Board

Workforce
Programme
Board

Non-Clinical
Programme
Board
Urgent Care
Programme
Board

Outpatients
Programme
Board

Elective Care
Programme
Board

IT/Estates
Programme
Board
Consistency in
Care
Programme
Board
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT

SUBJECT:

CHAIRMAN’S REPORT

DATE:

MAY 2013

PURPOSE:

To provide a brief overview on a number of the Chairman’s activities
since the last Board meeting and several items of interest.

Board Assurance
Framework :

BAF
Key
risk

Not directly applicable

The Board of Directors is asked to:
a) receive, note and support this report
RECOMMENDATIONS:
b) invite and note any further reports on their activities from the
wider Non Executive team.

AUTHOR:

Stephen Wragg
Chairman

BoD May 2013: 11_Chairmans report May 2013.doc

CORE IMPLICATIONS
i)

Business Plan Objectives
The Chairman’s activities are intended to support delivery of the Trust’s business
plan overall.

ii)

Public and Patient Involvement
Engagement through Governors and as noted in the report.

iii)

Communication
Not directly applicable

iv)

Risk Issues (including reputation)
Not directly applicable

v)

Sustainability
N/A

vi)

Legal
NHS Constitution (approved at December 2012 and further review ongoing).
Reference to the Trust’s Constitution and elections.

vii)

Resources
N/A

NHS Constitution: In determining this matter, the Board should have regard to the Core
principles contained in the Constitution of:
 Equality of treatment and access to services
 High Standards of excellence and professionalism
 Service user preferences
 Cross community working
 Best Value
 Accountability through local influence and scrutiny

Subject:

1.

CHAIRMAN’S REPORT

Ref:

13/05/P/11

INTRODUCTION
This report is intended to give a brief outline of some of the work and activities
undertaken as Trust Chairman over the past month and highlight a number of items
of interest. This is the first month of my full time interim role, which has allowed me
to be closely involved in the issues around the Trust. The items reported are not
shown in any order of priority.

2.

INTERIM CHIEF EXECUTIVE
2.1 Paul O’Connor’s leaving date has now been confirmed for 9th June 2013, albeit
his last working day on site (allowing for annual leave) will be Thursday 30th
May.
2.2 Interim arrangements have been agreed by the Remuneration and Terms of
Service committee (RATS) to cover the position until a substantive CEO is
appointed. David Peverelle will take over as Interim Chief Executive Officer on
Friday 31st May and will become the accountable officer for the Trust.
2.3 The arrangements to backfill the Chief Operating Officer role are still being
finalised and will be agreed formally at a RATS meeting on 28th May.

3.

CHIEF EXECUTIVE RECRUITMENT PROCESS
3.1 After a formal tender process Harvey Nash have been appointed as the
recruitment agency to carry out an executive search, which will form a major
part of the process.
3.2 As a supplementary part of the process, an advertisement has been placed in
Health Service Journal with the closing date being Monday 10th June at
0900 hrs.
3.3 Shortlisting will be held on 11th June 2013.
3.4 The assessment centre will take place on 24th June, when stakeholder
sessions will take place, and interviews on 1st July.
3.5 The preferred candidate will be proposed to Council of Governors at a special
meeting on 9th July for approval.

4.

COUNCIL OF GOVERNORS
4.1 I met with Staff governors on 26 April and discussed how the Board could
reach more staff to understand how culture plays a part in the Trust
4.2 At the Patients and Access sub group, I was pleased to undertake, with
Governors, the Learning Disabilities Training that is being rolled out across the
Trust.

5.

MONITOR
5.1 The regulator has now formed a panel to advise Governors should any Trust
be in danger of breaching their authorisation, or breaching the provisions of
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Chapter 5 of the 2006 Health Act, for more detail please visit the Monitor
website.
5.2 On 1 April Monitor officially took on their new powers as the sector regulator for
health care, with a core duty to protect and promote the interests of patients.
 They assess trusts to make sure that they provide safe and quality services
for patients on a sustainable basis and ensure that foundation trusts are
well-led, in terms of quality and finances. In addition to licensing foundation
trusts (and other eligible providers of NHS services from April 2014), Monitor
are also responsible for:
 setting prices for NHS-funded care, in partnership with NHS England;
 enabling integrated care;
 safeguarding choice and preventing anti-competitive behaviour which is
against the interests of patients; and
 supporting commissioners to protect essential health care services for
patients if a provider gets into financial difficulties.
6.

NEWS & EVENTS
6.1 Meetings and events
I was pleased to be invited by Barnsley Football Association to present the
trophy at the Hospital Cup Final. As in previous years, funds raised at these
cup finals are donated to charity and Barnsley Hospital Charity will once again
benefit from this.
6.2 The schedule of meetings for the local Health & Wellbeing Board (H&WB) has
been revised. This is appreciated and will enable us to ensure better
representation from our Board at these meetings in future. Minutes from the
meeting of the H&WB held in April are attached for information – appendix 1.
6.3 David Peverelle and I had a meeting with the interim Chief Executive and
Chairman of The Rotherham NHS FT recently. It was a useful opportunity to
introduce ourselves and to share views about the challenges both
organisations face and to acknowledge areas that we could explore further to
work on together.
6.4 David and I will also be meeting with the local MPs on Friday 17th. These
sessions are always a welcome opportunity to update our MPs on the Trust’s
achievements, challenges and plans.
6.5 Barnsley Hospital Charity
With the charity office now becoming more established, its work is picking up a
tremendous pace and raising awareness of the hospital’s charity and its work.
I am pleased to report on some of the team’s impressive achievements to date:
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Horizon School have taken us on as their partner charity. As such they are
running a number of initiatives, including an event for our “Making Waves”
campaign whereby they will be running a Superhero Dive at the
Metrodome!



South Emsall Arts and Technology College are fundraising for us under the
“Making Waves” campaign and will be swimming the equivalent length of
the channel.



Team Tarn are a well-known group of cyclists who ran a huge fundraiser
last year for Barnsley Hospice through cycling. This year they have chosen
to support us and will be doing a 200 mile bike ride to raise funds.



Barnsley FC have chosen us as their partner charity on a local level. We
will be running a number of initiatives with them. This will include space in
the match day programmes, a partnership between Toby Tyke and our
mascot Cheerio and them sponsoring our first ever Santa’s Dash. We will
be launching this partnership in June to the press.



We have appointed our first charity patrons, all of whom we believe will
bring something to the charity which we believe would be unachievable
without them. They are local author and dignitary Mel Dyke, and film
producers Nicola & Damian Morter. Mel supports our charity whole
heartedly and continues to open doors for us and our work through her
contacts and networking. Damian and Nicola, following the production of
our Zombie Run trailer, will act as ambassadors for this event as they are
integral to its success. We are also delighted to announce that Kenny
Doughey, Hollywood and TV actor, has agreed to act as our first celebrity
patron.

6.6 I am also pleased to report that donations for April 2013 amounted to just
under £5,000.00.
7.

HEART AWARDS
7.1 I am sure everyone will be looking forward to the Dinner & Dance (14th June).
This is an invaluable opportunity for the organisation to recognise and
celebrate just some of our superb staff each year. Tickets for the awards are
now on sale at £20 each.
7.2 The event is largely funded by sponsorship and in view of the current economic
climate this has been more challenging this year. The team producing the
awards, led by Carole Ellison, should be commended for their hard work in
raising as much funding as possible.
7.3 It promises to be an exciting and vibrant event and the judging process will be
as difficult as ever, with over 150 nominations having been received.

Stephen Wragg
CHAIRMAN
May 2013
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APPENDIX 1
HEALTH AND WELLBEING BOARD
Minutes of the Meeting held on 25th April, 2013
Present:Councillor Stephen Houghton (Chairman) – Leader Barnsley MBC
Councillor Tim Cheetham – Children, Young People and Families Spokesperson
Councillor Jenny Platts – Adults and Communities Spokesperson
Martin Farran – Executive Director, Adults and Communities
Sharon Stoltz – Acting Director of Public Health
Sue Hare – Children, Young People and Families Directorate
Dr Nick Balac – Chairman, NHS Barnsley Clinical Commissioning Group
Mark Wilkinson – Chief Officer, NHS Barnsley Clinical Commissioning Group
Margaret Baker – Barnsley Health Watch
Chris Green – Barnsley Health Watch
Dr. David Black – NHS England Area Team
Chief Superintendent Andy Brooke – South Yorkshire Police
Sean Rayner – South West Yorkshire Partnership NHS Foundation Trust
In attendance:Councillors Bruff and Burgess
Andy Begley, Impower – attended for minute 5
Ian Carey, Barnsley Hospice – attended for minute 12
1.

Declarations of Pecuniary and Non Pecuniary Interests
There were no declarations of pecuniary or non pecuniary interests.

2.

Minutes
The minutes of the Shadow Board Meeting held on 7th March, 2013 were
approved as a correct record, subject to noting under minute 80 the references
that had been made to the Clinical Commissioning Group’s priority of engaging
with the public in taking forward its commissioning plan.

3.

Application of the Local Authority Ethical Standards Regime to Health and
Well Being Boards
The Board received a report on the application of the Local Authority’s Ethical
Standards Regime to the Health and Well Being Board, in particular its impact
on those Board members who are not Elected Members of the Council, and the
steps that needed to be taken to put this into effect.
RESOLVED:(i)

that the position on the application of the Local Authority Ethical Standards
Regime to Health and Well Being Boards be noted;

(ii)

that the arrangements made for Board members to register any
discloseable pecuniary interests by 28th April, 2013 be noted;
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(iii)

4.

that the extent to which any discloseable pecuniary interests needed to
relate directly to the business of the Board under consideration be noted,
together with the limited practical impact of this given the strategic remit of
the Board.

Health and Well Being Strategy
The Board received for approval the Health and Well Being Strategy for 2013 to
2016 following public consultation. The report incorporated details of the
consultation responses received and the meeting noted the extent to which
these had been incorporated in the Strategy.
The meeting noted the relationship between the Strategy and the Joint Strategic
Needs Assessment, which provided the statistical basis for the priorities
identified in the Strategy. The meeting noted the need for the Strategy to have
regard to a wide range of data and intelligence beyond the Joint Strategic
Needs Assessment (JSNA), in particular the Joint Strategic Intelligence
Assessment, if it was to take account of the wider determinants of health and
well being. The meeting noted the joint intelligence work instigated by One
Barnsley and the need to integrate this with the JSNA process. It was
confirmed that the Pharmaceutical Needs Assessment had been incorporated in
the JSNA work and was up-to-date.
RESOLVED:-

5.

(i)

that Barnsley’s Health and Well Being Strategy 2013 to 2016 as now
submitted be approved;

(ii)

that, insofar as is necessary to achieve the implementation of the Plan,
each partner agency have regard to the Strategy in planning and
commissioning health and well being services;

(iii)

that the Executive Director, Adults and Communities liaise with those
agencies identified as the lead for each of the priorities within the Strategy
to instigate a mapping exercise for each priority that will identify their
respective responsibilities, resources and actions against each priority for
reporting to this Board for review.

Transforming Adult Social Care and Health – Inverting the Triangle/Home
Truths
The Board received a report giving an update on the policy direction for Adult
Social Care and Health Services in Barnsley, together with a detailed
presentation outlining these issues, and seeking commitment to the
development of a joint transformation programme. The report and presentation
acknowledged that this approach was currently centred around Adult Social
Care and Health, but that the further work envisaged would prove the concept
to the extent that it would allow the approach of “Inverting the Triangle” to be
rolled out across wider service design and delivery, if this was felt appropriate.
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The meeting noted the need to engage with those partners which had not so far
been involved in the work, in particular Barnsley Hospital NHS Foundation
Trust, South West Yorkshire Partnership NHS Foundation Trust, Children,
Young People and Families and Barnsley Hospice. It was acknowledged that
the approach could potentially be more universally applicable, but taking the
arrangements forward would allow a review of service provision to identify
which presented the most scope for improvement and innovation on the basis of
the model outlined.
RESOLVED:-

6.

(i)

that the future policy direction in relation to Adult Social Care and Health
and the development of a joint transformation programme for Barnsley, as
outlined in the report and presentation, be agreed;

(ii)

that the presentation on the initial thinking and vision for the transformation
programme, together with the initial findings from the Home Truths work
and Inverting the Triangle be noted;

(iii)

that the Senior Strategic Development Group and respective agencies be
authorised to develop the transformation programme and associated
action plans with partners, and report progress on this periodically to this
Board.

Feedback from the Review of One Barnsley – The Local Strategic
Partnership
The Board received a report on the review being undertaken by One Barnsley of
its ways of working and governance, initiated in September, 2012, in the context
of this Board taking on its full responsibilities from April, 2013. The exercise
undertaken by One Barnsley had considered how the current Community
Strategy might best be taken forward in this context by the broadening of the
Board’s role and a wider focus to the Health and Well Being Strategy. The One
Barnsley Board was due to give further consideration to this at its meeting on 8th
May, 2013, after which a more detailed report would be presented to this Board
for consideration.
RESOLVED:(i)

that the progress being made with the ways and working in governance
review of One Barnsley and the proposed next steps be noted;

(ii)

that the implications of the review, both in terms of the potential
broadening of the Health and Well Being Strategy and the establishment
of this Board’s sub-structure, be agreed;

(iii)

that further reports to allow detailed consideration of these issues, in
particular the terms of reference of the respective sub-groups, be
submitted to a future Board meeting.
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7.

Public Health Transition
The Board received a report on the transition arrangements for Public Health,
notably the transfer of responsibilities to the Council from the NHS on 1st April,
2013 and the complex arrangements with Public Health England and the Local
Area Team. The meeting noted how this relationship operated, with work being
done to deal with measles as an example of current activity, to best protect the
public of Barnsley.
RESOLVED that the report be noted.

8.

NHS Barnsley Clinical Commissioning Group
The Board received a report on the progress being made by the Clinical
Commissioning Group (CCG), which became a legal entity with effect from 1st
April, 2013. The report highlighted the remit of the CCG and the operation of
the commissioning cycle and the establishment of a commissioning plan for
2013/14 and beyond that put the people of Barnsley first and had been
submitted to NHS England. The report emphasised the extent to which joint
commissioning with the Council was central to how the CCG wished to work,
with reviews of commissioning arrangements underway, in part to strengthen
the connection between joint commissioners and the CCG.
RESOLVED that the report be noted.

9.

The Francis Report
The Board received a report summarising the analysis and key
recommendations of the Public Inquiry Report on the Mid Staffordshire NHS
Foundation Trust (referred to as the Francis report) and the actions being taken
by the CCG in relation to each relevant recommendation.
RESOLVED that the summary of the Francis report recommendations and the
plans of the CCG to address them in coming months be noted.

10. NHS England Progress Report
The Board received a report providing information about NHS England, in
particular its vision, purpose, values and objectives. The meeting discussed the
key relationships between NHS England and other partners, in particular the
Council and Clinical Commissioning Group, and their respective remits and
responsibilities. The meeting noted the acknowledgement of all partners about
the need to work jointly to improve the health and well being of local people and
deliver the strategy approved at minute 4 above.
RESOLVED that the report be noted.
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11. Health Watch
The Board received a report on the progress made by Health Watch Barnsley
since its launch on 1st April, 2013, in particular the arrangements to engage
members in its activities. The meeting noted the opportunities presented by the
activities of each partner agency in relation to the health and well being of their
staff, which could be joined up with the Health Watch arrangements to
strengthen their impact.
RESOLVED:(i)

that the report be noted;

(ii)

that the Health Watch Co-ordinator make contacts with each partner
agency in an effort to join up Health Watch with the employee related
health and well being arrangements in each of them;

(iii)

that the Health Watch Co-ordinator liaise with the Executive Directors,
Adults and Communities and Children, Young People and Families to
secure an Adult and Children’s representative on the Health Watch Board,
and similarly seek representation from the Community Pharmacy Service.

12. End of Life Care
The Board received a report on the importance of planning end of life care and
to achieve a better integration across Barnsley of existing services. The
meeting noted the extent to which there were inequalities in the good end of life
care offered across the Borough and the need to work to improve this, not just
through the provision of services but also for awareness to be raised and
training provided so that end of life care could be properly offered at the
appropriate time.
RESOLVED:(i)

that the report be noted;

(ii)

that each partner agency reaffirm their commitment to improving the
planning and provision of end of life care across the Borough through the
multi agency group led by Barnsley Hospice;

(iii)

that, through the multi-agency group, Barnsley Hospice be requested to
co-ordinate an action plan for end of life care to be considered at a future
Board meeting.

Council Governance Unit
Town Hall, Barnsley
30th April, 2013
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AUTHOR:
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i)

Business Plan Objectives
The Chief Executive’s activities are intended to support delivery of the Trust’s
business plan overall.

ii)

Public and Patient Involvement
Engagement events as noted in the report.

iii)

Communication
Not directly applicable.

iv)

Risk Issues (including reputation)
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Sustainability
Not applicable.

vi)

Legal
Not applicable.

vii)
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Not applicable.

NHS Constitution: In determining this matter, the Board should have regard to the Core
principles contained in the Constitution of:
• Equality of treatment and access to services
• High Standards of excellence and professionalism
• Service user preferences
• Cross community working
• Best Value
• Accountability through local influence and scrutiny
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CHIEF EXECUTIVE’S REPORT
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13/05/P/12

INTRODUCTION
1.1 This report is intended to give a brief outline of some of the key activities undertaken
as Chief Executive since last month’s report and highlight a number of items of
interest.
1.2 The items below are not reported in any order of priority.

2.

2013/14 CONTRACT WITH NHS BARNSLEY CLINICAL COMMISSIONING GROUP
2.1 The position remains as reported at the last month’s Board meeting. The heads of
agreement and financial envelope have been agreed between the Trust and NHS
Barnsley Clinical Commissioning Group (CCG) but detailed service specifications and
performance rules have not yet been finalised to enable formal signing of the
contract. I will give a further verbal update at the Board meeting.

3.

NATIONAL PRESSURE ON A&E DEPARTMENTS
3.1 The monthly performance report to be discussed at item number 10 on the agenda
identifies progress against the national A&E Four Hour Operational Standard. Whilst
the detailed Performance Report clearly shows progress for the Trust against the
target, more details are emerging of the national context against which to set this
performance. A&E waiting time performances plummeted in April across the country
to the extent that only 90.4% of patients were seen within four hours in the first three
weeks of the year. The Secretary of State described the pressure on A&E as the
biggest operational challenge facing the NHS right now. The Foundation Trust
Network (FTN) has argued for a new long term model, some metaphorical “string” to
hold the system together in the meantime and urgent amendments to the 30%
marginal tariff, arguing that this has to be a whole system response as providers
cannot solve the issue by themselves.
3.2 The Health Select Committee is seeking comments on a number of issues relating to
emergency services and emergency care, including the role of community and
primary care services, the delivery of emergency health care and the appropriate
structure for service delivery to meet differing geographical needs.
3.3 On 9th May 2013 all Foundation Trusts and NHS Trusts received a letter from Monitor
and the NHS Trust Development Authority (NHS TDA) identifying that performance
against this operational standard had dropped below the constitutional commitment
both nationally and in a significant number of providers across the country. The letter
identifies how NHS England, Monitor and the NHS TDA have put in place a tripartite
agreement which will provide regional and national oversight to the delivery of
recovery and improvement plans for each emergency department. It reiterates that
individual organisations continue to remain accountable for delivering this
commitment at a local level and that the NHS TDA and Monitor will operate in line
with their respective regulatory frameworks to address performance issues in
providers where required.

4.

MONITOR CONSULTATION ON FOUR ASPECTS OF THE PROVIDER LICENCE
4.1 Monitor has published four new consultations and guidance relating to four aspects of
the provider licence:
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•
•
•
•

draft guidance on choice and competition
draft guidance on the application on the Competition Act 1998 and healthcare
sector
draft guidance on Monitor’s proposed approach to market investigation
references
draft guidance on merger benefits

4.2 The Trust expects to receive an initial draft from the Foundation Trust Network for
consideration in response of these four consultations prior to the submission deadline
of 25th June 2013.
5.

THE QUEEN’S SPEECH – IMPLICATIONS FOR THE NHS
5.1 On 8th May 2013 the Queen delivered her speech in Parliament to set out the
Government’s legislative programme for the year ahead, marking the opening of the
new parliamentary session (2013-14). The Queen’s speech contained a number of
Bills of interest to the NHS. A briefing prepared by the Foundation Trust Network
giving an overview of the Government’s priorities and a summary of those likely to be
most relevant to Foundation Trusts and NHS Trusts is attached to this report as
Appendix 1. Following the publication of this briefing, NHS England announced
details of an approach to improving A&E on 9th May 2013. Monitor and NHS England
also published their discussion document on tariff, as well as a call for evidence on
payment for emergency admissions, and the Care Bill was published on the 10th May
2013. A further Foundation Trust Network member briefing on these three issues is
attached as Appendix 2.

6.

STUDENT INCREMENT FOR TEACHING (SIFT) VISIT – FEEDBACK RECEIVED FROM
MEDICAL STUDENTS
6.1 I am pleased to report that the Acting Director of Medical Education at the Medical
School of the University of Sheffield recently wrote to Professor Ade Adebajo
(Associate Director of Undergraduate Education and Consultant Rheumatologist) at
the Trust. Dr Marshall wanted to share with the Trust that the students that had been
subject to analysis of their placements in Barnsley were more enthusiastic and
positive in their feedback in relation to the Trust than was necessarily the case for
students at other hospitals. Dr Marshall identified that whilst the students were
positive about other placements they were clearly enjoying their placements in
Barnsley and she congratulated Professor Adebajo and his team for ensuring that the
student experience was a positive one.

7.

“WORKING TOGETHER” – PROGRESS REPORT
7.1 On 10th May 2013 I attended a meeting of the steering group for the “Working
Together” programme. The steering group comprises the Chief Executives of the
seven Acute Trusts which have signed up to the “Working Together” partnership
agreement and is chaired by the Interim Programme Director Bruce Finnamore. The
steering group’s initial role is to ensure that a series of formal business cases can be
presented for consideration by each Trust by the end of July 2013. These business
cases will then set the agenda for the following months and will be core to the delivery
of this Trust’s business plan for 2013/14 and beyond. To further support this work the
South Yorkshire CCGs met on 15th May 2013 and the Chairs of each of the
respective partner Trusts will meet on 24th May 2013, to ensure that each of the
commissioners and providers involved are working with consistent objectives and
momentum on this important strategic partnership.
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8.

TRUST’S QUARTER 1 PERFORMANCE TELECONFERENCE WITH MONTIOR
8.1 On 10th May 2013 the Trust’s Director of Finance and Information, Chief Operating
Officer and Director of Quality and Performance joined me in my regular quarterly
teleconference with Monitor to assess the Trust’s Quarter 1 performance. A summary
of the areas covered is as follows:
1.

Finance
a) Clarification of Quarter 4 income and additional support for 2013/14.
b) Details of agency spend including confirmation of how the Trust constructs
budgets for agency and the cost of sickness absence.
c) The link between over performance against patient activity and resulting
additional spend.
d) Liquidity confirmation that the Trust remains better than plan despite a drop
in liquidity - as a result of significant capital spend late in the last financial
year. Also confirmation that circa £7 million out of a target £7.3 million Cost
Improvement Plans (CIPs) in 2012/13 had been achieved recurrently.
e) 2013/14 financial plan – confirmation of the West Midlands model being
used to Quality Impact Assess (QIA) all proposals, with details of the CCG
reviewing process and the component of the 2013/14 plan savings attributed
to “Working Together”.
f) Details of the financial movement as a result of a revaluation of the Trust
buildings were also discussed.

2.

Governance
a) Cancer two week waits – correspondence with the Trust was acknowledged,
involving rounding, and clarification that the outcome does not impact on the
Trust’s self assessment governance rating.
b) A&E – acknowledgement of a steady and consistent improvement since the
start of the financial year with details of weekly performance given up to and
including the day of the discussion.
c) Never Event learning and training explained, together with confirmation of
work commissioned by the Trust earlier this year from IMD as part of the
Trust’s programme of continuous improvement.
d) Confirmation of a specific case under assessment by the Ombudsman
e) Mortality – steady downward trend in Hospital Standardised Mortality Rate
(HSMR) discussed and reference to a maternity outlier report just received
from the Care Quality Commission (CQC), subject to investigation.
f) Operational delivery – the Chief Operating Officer to provide further details
later in the month on arrangements for backfill of key operational posts.
g) Staff Survey and Patient Survey – reporting back details of favourable
movements on both surveys.

3. Any other business
Monitor was also able to provide a helpful steer to the Trust in terms of its approach
to reviewing Foundation Trust’s Annual Plans for 2013/14.
9.

ELECTRONIC PATIENT RECORDS (EPR) / PATIENT ADMINISTRATION SYSTEM
(PAS) UPDATE
9.1 The EPR programme has been focused on developing the benefit profiles which are
estimating a very positive return on investment. These will feed into the Lorenzo
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Investment Case and the Full Business Case that will be submitted to the Board of
Directors later this year. A review of processes has identified where improvements
can be made, particularly for record-keeping where 30% of existing documentation
contains duplicate information that can be eliminated through the use of EPR.
9.2 Enthusiasm from stakeholders is increasing as more awareness opportunities arise.
Data migration is causing concern due to the complex nature of the transition from the
existing Patient Administration System to the new EPR. This is actively being
managed in conjunction with CSC (the supplier) and the Health and Social Care
Information Centre.”
10. THANKS
10.1 This is my last monthly Chief Executive’s Board report, as I leave the Trust at the end
of the month to take on a new Chief Executive role at Sherwood Forest Hospitals
NHS Foundation Trust. I would therefore like to place on record my thanks to the
Chairman and the Board of Barnsley Hospital NHS Foundation Trust, for giving me
the opportunity to serve as the Trust’s Chief Executive for the past three years.
10.2 This Trust continues to ‘buck the trend’ as a small to medium sized acute district
general hospital which performs better in both governance and financial terms than
the majority of its Foundation Trust and NHS Trust peer group. The Trust can use
this strong platform to continue its innovative Transformation Programmes, driven by
enhanced clinical engagement and leadership, to pursue further change through the
“Working Together” agreement. The early signs of a positive developing relationship
with the newly authorised NHS Barnsley CCG can only add to this process of change
in a critical year in which the focus of the Trust’s business plan moves from
transformational planning to delivery.
10.3 The role of the Board, under the leadership of Stephen Wragg as Chairman, should
be acknowledged in delivering this strong position for the Trust. I am indebted to
Steve and to the Board for the consistent support and advice that I have received. I
would also like to thank my Executive colleagues for delivery in a continually exacting
environment, Carole Ellison for providing professional support to me in my role as
Chief Executive, and to partner organisations for supporting the Trust to deliver much
needed healthcare to the people of Barnsley. Most of all however I would like to
thank all of the Trust’s staff whose hard work, dedication and skill provides the core
strength running through this Trust, and the Governors and volunteers who give freely
of their time and efforts on behalf of our patients.
10.4 I leave the Trust with many fond memories, and with my sincere good wishes for the
future. I’m sure that David Peverelle, the Trust’s Interim Chief Executive, will receive
similar strong support from all colleagues in leading the Trust in the next chapter in its
journey.
11. APPENDICES
11.1 Appendix 1 – The Queen’s Speech – on the day briefing for members
11.2 Appendix 2 – FTN Member Briefing on Care Bill
Paul O’Connor
May 2013
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Appendix 1

The Queen’s Speech – on the day briefing for members
Overview
The Coalition Government's priorities for the coming parliamentary year were set out in the
Queen's Speech 2013 today at the official State Opening of Parliament. The Government’s priority
is on strengthening Britain’s economic competitiveness with a focus on promoting economic
growth and encouraging more jobs creation in the private sector.
A full list of the Bills announced can be found below. And a summary those likely to be of most
relevant to FTs and NHS Trusts are summarised further down.

The list of bills announced:
•
•
•
•
•
•
•
•
•

Social Care Bill
Immigration Bill
Pensions Bill
Mesothelioma bill
National Insurance Contributions Bill
Deregulations Bill
Intellectual Property Bill
Local Audit and Accountability Bill
HS2 Hybrid Bill and a High Speed Rail
(preparation) Bill
Energy Bill

•

•
•
•

•

Water Bill
Offenders Rehabilitation bill
Anti-Social Behaviour, Crime and
Policing Bill
Defence Reform Bill
European Union Approvals Bill
Gambling (Licensing and Advertising)
Bill
Northern Ireland Bill

•

Draft Wales Bill

•
•
•

Draft bills announced:
•

Draft Consumer Rights Bill

A number of Bills announced have proposals that may impact on FTs’ and NHS Trusts’ roles as
employers, as enterprises, as key players in the community and as partners in social care. Set out
below is an overview of those bills of interest to FTs and NHS trusts and very initial commentary on
the most important of them. FTN will work on members’ behalf to influence these pieces of
legislation.

In Focus
Socail Care Bill
•

•

This Bill is set to be a very complex piece of legislation with four main aims – to consolidate
the framework of social care law; introduce new rights for disabled people and carers;
implement the recommendations made by the Dilnot Commission on long-term funding
for care; and introduce measures in response to the Francis Inquiry. It also establishes
Health Education England and the Health Research Authority as Non-Departmental Public
Bodies (NDPBs).
The Bill could be published as early as next week.
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The main provisions of the Bill are:
1. Social care Reform
•

•
•

•
•
•

Introduces a cap, rumoured to be around £72,000 (double the figure recommended by the
Dilnot Commission), on the amount people have to pay towards their care. This will be
complex as it will involve setting up the assessment process which decides what counts
towards the total cost of a person's social care, and which costs will be covered free by the
NHS.
Modernises more than sixty years of care and support law into a single statute, built
around the person not the service.
Gives carers in England the right to receive support from their local council. For the first
time there will be a duty on councils to meet carers eligible needs for support, and
introduce a new adult safeguarding framework. This support could take the form of
financial support, professional assistance or home adaptations. The government intends to
allocate around £150 million to help fund the move.
Allows for people needing care to move between local authority areas without fear that
their care will be interrupted.
Introduces a new legal entitlement for everyone to a personal budget, which can be
received as a direct payment.
Introduces new oversight of providers that would be most difficult to replace if they failed
and clarifies how people will be protected if their care is disrupted due to their care
provider going out of business.

2. Response to Francis
•
•
•

Introduces what the Government describes as an “Ofsted-style” rating system for hospitals
and care homes that would allow patients and the public to compare organisations or
services.
Gives the new Chief Inspector of Hospitals at the CQC power to identify problems with the
quality of care and ensure action is taken more effectively than before.
Make it a criminal offence for providers to provide false and misleading information about
their performance.

FTN View:
FTN welcomes measures to enhance transparency and openness within the culture o the NHS at
local and national level. We recognise however that the hospital care setting is extremely complex
and we will seek to work with the Government to ensure any rating system takes into account this
complexity.
In the spirit of openness, we have always supported the duty of candour. However we will need to
look at the detail of how a criminal offence decision in applied to ensure it meets the needs and
realities of our members.
3. Creation of NDPBs
•

Establishes Health Education England and the Health Research Authority as nondepartmental public bodies with the aim of strengthening education and training for
healthcare professionals and protect and promote the interests of people in health and
social care research.

FTN View:
The FTN was pleased that the proposals for workforce planning, education and training were more
provider-led and owned than the previous structures. The original plan was that Local Education
and Training Boards (LETB) would be led and directed by the needs of provider employers, with
Health Education England (HEE) playing an enabling/coordinating role. Some of the FTN’s
members are becoming increasingly nervous that HEE sees LETBs as its delivery arm to implement

Appendix 1
a nationally mandated approach. As the new organisations and structures become established the
test of their effectiveness will rest on whether or not they genuinely deliver for providers. Providers
need the right tools to shape their workforces around new models of care delivery. The FTN will
seek to ensure that the legislation reflects that.

Immigration Bill
•
•

•

•

This bill is designed to further reform immigration law by strengthening enforcement
powers and making it easier to remove people from the UK.
Significantly it also aims to limit the access of non-EU immigrants to public services,
including regulating migrant access to the NHS and ensuring that temporary migrants
“make a contribution” to the cost of their care. Details of how checks will be made on
immigration status and who will be responsible for these checks are still being finalised.
The Coalitions Business Secretary Vince Cable said told BBC Radio 4 today that checking of
immigration status "… is not the role of doctors. Doctors are there to provide medical care
but there is a question of whether people who administer GP surgeries and hospitals
should be in the business of checking”.
The Bill will also require councils to give priority to local people when allocating their social
housing. Ministers will soon introduce new statutory guidance for councils, requiring them
to amend their allocation policies to ensure only those with a well-established local
residency and local connections will go on the waiting lists and qualify for a taxpayerfunded social home.
The Home Office will launch a consultation on the Immigration Bill in the coming weeks,
due to the technical nature of the Bill.

FTN View:
While we await more detail of how these proposals will work in practice, we will work to insure
that the design of any system limiting access to NHS services is workable for providers, limits
bureaucracy and protects the interests of patients.

Other bills of interest:
Deregulation Bill
•
•

•

This Bill will contain a mixture of measures that remove unnecessary legislation (that is no
longer of any practical use) and remove regulatory burdens on businesses, civil society and
public bodies with the aim of facilitating growth.
Among other things it will require non-economic regulators to have regard to the impact
of their actions upon growth; reduce the qualifying period for Right to Buy and Right to
Acquire from five to three years; exempts self employed people whose work activities pose
no potential risk of harm to others from health and safety law; and removes a power for
employment tribunal to make wider recommendations in successful discrimination cases
under the Equality Act 2010.
It will first be published in draft form for pre-legislative scrutiny.

Mesothelioma Bill
•
•
•

This bill will establish a payment scheme for approximately 3,500 people with Diffuse
Mesothelioma where their employer or employers’ liability insurance company cannot be
traced.
It also makes provisions for the resolution of insurance disputes.
Anyone diagnosed with mesothelioma from 25 July 2012 can make a claim and the
scheme is funded by a levy on live Employers’ Liability insurers.
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Pensions Bill
•
•

This bill introduces a new flat rate weekly state pension of £144 per week, which will
replace the current pension of £107 plus means-tested top-ups. The move could benefit
750,000 women who reach pension age between 2016 and 2026 by around £9 a week.
The bill will also bring forward the increase in the retirement age to 67 by eight years, so it
will now come in to force between 2026 and 2028.

Local Audit and Accountability Bill
•
•

This Bill takes forward the Government’s pledge to close the Audit Commission and
localise the audit regime for local public bodies.
It contains other provisions designed to protect the independent local press and give
council tax payers more powers to veto excessive council tax rises by unelected bodies.

National Insurance Contributions Bill
•

•

This Bill is designed to reduce employer NIC costs by, from April 2014, exempting
employers from the first £2,000 of their National Insurance payments. The Government
hopes this will cut the cost of recruiting new employees and support new jobs, particularly
for small business.
This Bill will also strengthen legislation to prevent the use of offshore employment payroll
companies (intermediaries) to avoid employer NICs.

The full list of Bills and a full transcript of the Queen’s Speech 2012 is available at:
https://www.gov.uk/government/news/queens-speech-2013-overview

FTN, 8 May 2013
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FTN MEMBER BRIEFING ON CARE BILL, NHS ENGLAND A&E PLAN,
MONITOR/NHS ENGLAND DISCUSSION DOCUMENT ON TARIFF REFORM
CARE BILL

The Government has now published its Care Bill. It will go to the House of Lords first and the second
reading debate, introducing the Bill, is expected on 21st May with the Lords Committee Stage
involving detailed scrutiny provisionally starting on 6th June.
The Bill has three parts:
1. Modernising social care legislation and implementing the Dilnot recommendations on the
funding of social care (Clauses 1 to 73)
2. Implementing the recommendations of the Francis report that require primary legislation
(Clauses 74 to 82).
3. Setting out the statutory basis of Health Education England (including Local Education and
Training Boards) and the Health Research Authority (Clauses 83 to 104)
Note that the Government has not included legislation on a statutory duty of candour in the Bill but
will be taking this forward via the CQC registration process with separate CQC led consultation on
this starting shortly.
Parts 1 and 3 have already been the subject of extensive consultation whereas part 2 - the bit that
most affects NHS Foundation Trusts and Trusts - is brand new because it follows the Francis Report.
We have stressed the importance of consulting widely, quickly and effectively on these elements.
We have already engaged with the Bill team and are meeting them early next week to talk about the
following four issues which we believe are of particular Importance to you, our members:
A new quality based failure regime (clauses 74 to 77)
The Government wants to give the CQC and Monitor powers to put Foundation Trusts and Trusts
into the special administration regime if they fail on quality grounds. Clause 74 amends the CQC
warning notice regime to allow CQC to issue warning notices where it appears the quality of care
provided by a trust requires significant improvement. Clause 75 gives Monitor power to impose
extra licence conditions on FTs if the CQC has issued a quality warning notice – Monitor is currently
only allowed to do this if a trust has breached conditions set out in the provider licence that relate to
governance and financial performance. Clause 76 gives Monitor the power to put an FT into the
special administration regime if it, or the CQC, believes the FT has failed on quality grounds and has
failed to make the improvements required by the CQC warning notice. Monitor previously only had
the power to put an FT into special administration if it felt that a trust was at that time, or was likely
to become, unable to pay its debts. Clause 77 makes consequential changes to the way the Special
Administration regime works, requiring that the CQC is consulted before any guidance is published.
FTN view: we understand why the Government wishes to expand the special administration regime
to encompass quality and to enable Monitor to apply licence restrictions for quality failures.
Nevertheless, the extension of the regime brings a whole new set of issues into play. Quality failures
may well be more difficult to measure and are likely to be the subject of debate between regulators
and providers. We know, for example, that members are concerned about the rigour and
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robustness of some of the judgements made by the CQC, although we acknowledge that CQC
themselves recognise the need for improvement here.
As with the existing arrangements, the approach needs to be proportionate when using these new
powers. We will be raising with the team that where it is appropriate to initiate regulatory action on
quality grounds, whether through imposing licence conditions or initiating the trust special
administration process, regulators need to engage in a clear dialogue with the trust involved. This
needs to include allowing trusts to appropriately challenge quality judgements they disagree with
and ensuring that the full range of potential options to remedy the issue identified are explored first.
Reviews and performance assessments (Clause 80)
Clause 80 gives the CQC the power to create performance assessments of providers – effectively
enabling the new system of aggregate assessments that were the subject of the recent review led by
Jennifer Dixon of the Nuffield Trust. The clause is an enabling clause - all the detailed work on how
the assessments will work will be done by the CQC over the next few months and then consulted on.
FTN view: we understand the reasons why the Government wants to introduce an aggregate
assessment system but echo Jennifer Dixon’s concerns that this will be difficult to deliver in practice,
particularly for complex secondary and tertiary care providers. We want to look at the detailed
proposals in the Bill to see what scope there is to ensure these concerns about the difficulties and
complexities are reflected.
False or misleading information (Clauses 81 and 82)
This section creates an offence of supplying, publishing or otherwise making available false or
misleading information of a specified description, but sets out a defence if a provider can prove that
it took “all reasonable steps and exercised all due diligence” to prevent the provision of false or
misleading information. The provision of false or misleading information under the terms of the
Competition Act 1998 and the Enterprise Act 2002 are specifically exempted from this provision. A
care provider guilty of an offence under this section of the proposed Bill is liable to a fine, and/or a
remedial order or publicity order. A remedial order would require action to address the issue,
whereas a publicity order would require the provider to publicise the fact that it had been found to
have committed the offence and to set out action taken to address this.
FTN view: we support the need for accurate reporting but are pleased that the government has
acknowledged that there will be occasions where organisations unwittingly provide false or
misleading information. To impose sanctions in such circumstances would clearly be inappropriate.
It is our understanding that much of the detail of how these proposals will be implemented will be
set out in regulations, rather than on the face of the bill, as the bill is drafted in very broad terms.
The intention is to focus the regulations initially on secondary care providers and on specific classes
of data – we understand, mortality rates and waiting time performance returns. We recognise that
this is potentially dangerous and difficult territory. We know, for example, that members have
different ways of providing services and compiling this type of information. What one member may
regard as acceptable someone else might regard as “false or misleading”. The regulations will
therefore require close scrutiny – we have been told that the Government will ensure that draft
regulations will be available to consider alongside the Bill.
You will see that the current wording in the Bill is directed at corporate organisations providing false
or misleading information. There is a suggestion that the Government might consider amending the
Bill as it proceeds through parliament to extend this to individuals on the Boards of these
organisations, not just organisations. This would raise major issues which we would need to consider
carefully. We have already highlighted that we are very concerned that extension of this kind of
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liability to individual Board Directors is likely to have a chilling effect on the willingness of individuals
to take both Executive and Non Executive Director roles.
Health Education England (Clauses 83 to 95)
Health Education England (HEE) and Local Education and Training Boards (LETBs) have been
operating in shadow form since April 2012. The Bill essentially puts both structures on a statutory
footing. Clause 83 creates HEE as a body corporate and clauses 84 to 89 set out its national
functions. Clauses 89 to 95 set out the local functions of HEE, including the establishment of LETBs
and LETB governance arrangements.
FTN view: the key issue will be to ensure that the provisions enable workforce planning, education
and training to be more provider-led than previous structures. Originally the plan was for LETBs to
be led and directed by the needs of provider employers, with Health Education England playing an
enabling/coordinating role.
Given the national and local functions provided to HEE, there is a danger that LETBs become the
transmission belt for nationally mandated approaches or just the national delivery arm for HEE,
rather than bodies that enable local providers to determine how they meet their local workforce
requirements. A number of FTN members are becoming increasingly nervous about whether the
right balance is being struck here in the ways that LETBs are currently operating. We will be raising
with the team that it is important that the statutory definitions of HEE and LETBs, and detailed LETB
governance arrangements are correctly framed to enable LETBs to exercise the level of autonomy
required and that providers have the level of influence they need to ensure LETBs carry out their
role effectively.
Next steps and what we need from you
Detailed scrutiny of legislation of this type and then persuading parliamentarians, including securing
appropriate amendments, is a core FTN function. We are creating a new Care Bill work programme,
bringing together our policy, public affairs and communications teams, under the leadership of
Saffron Cordery, our Policy and Strategy Director.
We need to establish a small reference group of members to work with us on these issues over the
next six months – please indicate if you would be interested in joining this group. Please also give us
any initial thoughts you have on the Bill so that we can include them in our Second Reading Briefing
that we will provide to peers on 21 May – any input here is needed by Wednesday 16 May.

ACCIDENT AND EMERGENCY

I’m sure you will all have seen NHS England’s announcement on waiting time pressures in accident
and emergency departments. Since the A&E performance dip emerged we have been in dialogue
with the Department of Health and various parts of the statutory sector on the importance of
involving the providers in finding solutions.
I made the point to the HSJ that the Government’s approach to this issue felt too top down and was
insufficiently based on provider feedback and input. If the NHS is going to design system level
solutions to operational issues such as these, providers need to be fully involved. I also pointed out
that Thursday’s press coverage and other activity – the CQC speech, the Hunt / NHS England row
over money and the NHSTDA / Monitor letter sent to providers all looked unco-ordinated and did
not offer the single, integrated, approach to supporting providers that we need and expect. I also
reflected the concerns communicated by some members that they were unhappy about the tone
used in the letter issued by NHSTDA and Monitor.

Appendix 2

We will continue to argue your interests in the details of how the plan is implemented, particularly
around issues such as the degree of provider involvement in approving the spending of the withheld
70% and ensuring that all CCGs have access to appropriate funds to support providers where
needed, by using the risk top slices.

TARIFF REFORM
Monitor and NHS England have today published a discussion paper, which asks for views on the
future of the payment system. Monitor has also issued a call for evidence on how hospitals are paid
for emergency admissions (the so-called ‘marginal rate’ tariff), which flowed directly from the FTN’s
representations to the health minister, Earl Howe, that a review was needed.
In our view both the discussion paper and the call for evidence are excellent opportunities to ensure
that the views of providers are heard loud and clear, and provide a means by which we can seek
much needed changes to the emergency admissions tariff in particular.
Hospitals are currently paid through the Payment by Results system, which has been in operation for
nearly a decade and has delivered benefits. However feedback from the health sector is that the
current system is not sufficiently patient focused, not always based on good quality information, and
can act as a barrier to delivering integrated care.
The transfer of responsibility for the design and oversight of the NHS payment system to Monitor
and NHS England offers a good opportunity to look at how the system works, and how we can
ensure there is transparent, rigorous rules based system in future.
There will be minimal change to the 2014/15 National Tariff in order to provide continuity and help
providers with their planning. However in the long-term Monitor and NHS England are looking at
more widespread changes from 2015/16 onwards.
The Health and Social Care Act 2012 gave Monitor and NHS England joint responsibility for the NHS
payment system with NHS England specifying the services to be priced and Monitor designing and
applying the methodology for pricing them. Monitor and NHS England will publish the prices
annually in the National Tariff. Their joint discussion paper on the payment system sets out the
2014/15 National Tariff timetable. A link to a summary of Monitor and NHS England’s early work on
designing a comprehensive payment system for NHS services can be found here.
The FTN will be engaging with very closely with members in our response to both consultations
(which close in mid July), and we will be inviting you to give us your views in the near future.

